APA GUIDELINES

for the Evaluation of
Dementia and Age-Related
Cognitive Change
APA TASK FORCE ON THE EVALUATION OF DEMENTIA AND AGE-RELATED COGNITIVE CHANGE
APPROVED BY APA COUNCIL OF REPRESENTATIVES
FEBRUARY 2021

APA

|

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

I

Copyright © 2021 by the American Psychological Association. This material may be reproduced and distributed without permission provided that
acknowledgment is given to the American Psychological Association. This material may not be reprinted, translated, or distributed electronically without
prior permission in writing from the publisher. For permission, contact APA, Rights and Permissions, 750 First Street, NE, Washington, DC 20002-4242.
This document will expire as APA policy in 10 years (2031). Correspondence regarding the Guidelines for the Evaluation of Dementia and Age-Related
Cognitive Change should be addressed to the American Psychological Association, 750 First Street, NE, Washington, 20002-4242.
Suggested Citation
American Psychological Association, APA Task Force for the Evaluation of Dementia and Age-Related Cognitive Change. (2021). Guidelines for the
Evaluation of Dementia and Age-Related Cognitive Change. Retrieved from https://www.apa.org/practice/guidelines/

II APA

|

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

APA GUIDELINES

for the Evaluation of
Dementia and Age-Related
Cognitive Change
APA TASK FORCE FOR THE EVALUATION OF DEMENTIA AND AGE-RELATED COGNITIVE CHANGE
APPROVED BY APA COUNCIL OF REPRESENTATIVES
FEBRUARY 2021

APA Task Force
Benjamin T. Mast, PhD, ABPP (Chair)
University of Louisville
Andreana Benitez, PhD
Medical University of South Carolina
Shellie-Anne Levy, PhD
University of Florida

Mary M. Machulda, PhD, ABPP, LP
Department of Psychiatry and Psychology
Mayo Clinic College of Medicine and Science
Glenn E. Smith, PhD, ABPP
University of Florida
Kelsey R. Thomas, PhD
University of California, San Diego and
Veterans Affairs San Diego Healthcare
System

TAB L E O F C O NT ENTS
Introduction3
The Guidelines

6

General Guidelines: Competence7
General Guidelines: Ethical Considerations8
Procedural Guidelines: Conducting Evaluations of Dementia and Age-Related Cognitive Change12
Conclusion 19
References29

APA

|

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

1

2 APA

|

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

IN TRO D UCTI ON
Dementia, or major neurocognitive disorder as it is termed in the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5®)
(American Psychiatric Association, 2013), is a leading cause of cognitive and functional decline among older adults worldwide and will
continue to ascend in global health importance as populations continue to age and effective cures remain elusive (Mathers & Loncar,
2006). By 2060, 13.9 million Americans age 65 and older are projected to be diagnosed with Alzheimer’s disease and related dementias (Matthews, et al, 2019), although the incidence of dementia may
be decreasing (Knopman, 2020). The incidence for mild cognitive
impairment (MCI) or mild neurocognitive disorder (DSM-5®)
(American Psychiatric Association, 2013) may be twice as high as
dementia (Plassman & Potter, 2018). African Americans and Latinx
have higher rates of dementia (Mehta et al., 2017) due in part to
historical, sociocultural, and healthcare inequities (Plassman &
Potter, 2018).
What follows are professional practice guidelines developed for
psychologists who perform evaluations of dementia, MCI, and
age-related cognitive change. Although the DSM-5 uses the terms
mild neurocognitive disorder and major neurocognitive disorder, the
broader research and practice literature typically uses the terms
mild cognitive impairment and dementia, and this document follows
that convention. Their goal is to promote proficiency and expertise
in assessing dementia and age- related cognitive decline in clinical
practice. Although dementia and MCI occur in individuals under age
65, the majority of cases occur in older adults, who are the population of focus in these Guidelines.
Additionally, given the stark racial and cultural disparities in
dementia outcomes (Stokes et al. 2020), multicultural competence
in all aspects of assessment of cognitive decline in older adults is
applicable to all the guidelines and is their ideal aspiration.
Guidelines are statements that suggest or recommend specific
professional behavior, endeavors, or conduct for psychologists.
Guidelines differ from standards in that standards are mandatory
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and may be accompanied by an enforcement mechanism.
Guidelines are aspirational in intent. They are intended to facilitate
the continued systematic development of the profession and to help
facilitate a high level of practice by psychologists. Guidelines are not
intended to be mandatory or exhaustive and may not be applicable
to every professional situation. They are not definitive, and they are
not intended to take precedence over the judgment of psychologists.
Further, professional practice guidelines are developed based on
consensus within the field and thus differ from clinical practice
guidelines that rely on systematic reviews and strength of evidence
rules (APA, Professional Practice Guidelines, Guidance for Developers and Users, 2015b). These guidelines conform to the “Ethical
Principles of Psychologists and Code of Conduct” (APA, 2017a). The
guidelines may not be applicable in certain circumstances, such as
some experimental or clinical research projects or some forensic
evaluations. The guidelines are developed for use in the United
States but may be appropriate for adaptation in other countries.
Psychologists are uniquely equipped through training, expertise, and the use of specialized neuropsychological tests to assess
changes in cognitive and behavioral functioning and to distinguish
typical changes from early signs of neuropathology. Neuropsychological evaluation and cognitive testing remains the most effective
differential diagnostic methods for discriminating pathophysiological dementia from age-related cognitive decline, cognitive difficulties that are depression related, and other related disorders. Although
biomarkers are used broadly in research and in some clinical settings,
neuropsychological evaluation and cognitive testing are necessary
to determine the onset of dementia, the functional expression of the
disease process, the rate of decline, the functional capacities of the
individual, and eventually response to disease-modifying therapies.
That is, while biomarkers can detect the underlying neuropathologic
changes, cognitive testing is necessary to determine how the disease
is impacting one’s functioning (Block et al., 2017; Weissberger et al.).
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Development Process
Professional practice guidelines on this topic were originally developed by an APA Presidential Task Force, approved as policy by the
APA Council of Representatives, and published in 1998 (APA
Presidential Task Force on the Assessment of Age-Consistent
Memory Decline and Dementia, 1998). The guidelines were
reviewed, updated and renamed the Guidelines for the Evaluation of
Dementia and Age-Related Cognitive Change in 2011 (APA, 2012c).
In 2019, the Board for the Advancement of Psychology in the
Public Interest (BAPPI) and the Committee on Aging (CONA)
received notification from the Policy and Planning Board that the
2011 guidelines were set to expire in 2021. After conferring with
BAPPI and Board of Professional Affairs (BPA) staff, CONA reached
out to its collaborators on the 2011 guidelines, Division 20
(Adult Development and Aging), Division 40 (Society of Clinical
Neuropsychology), and Division 12-Section II (Society for Clinical
Geropsychology). Together they reviewed the 2011 guidelines and
determined that there was a clear need to revise this policy. They
also prepared a slate of experts to serve as Task Force members for
BAPPI’s consideration. In November 2019, BAPPI appointed the Task
Force to Update the Guidelines for the Evaluation of Dementia and
Age- Related Cognitive Change. Its members are: Benjamin T. Mast,
PhD, ABPP (Chair), Andreana Benitez, PhD, Shellie-Anne Levy, PhD,
Mary M. Machulda, PhD, ABPP, Glenn E. Smith, PhD, ABPP and
Kelsey R. Thomas, PhD. The members selected represent multiple,
diverse, constituent groups – practice, science, multicultural diversity, early career psychologists, and experience in APA guideline
development. The Task Force convened monthly via teleconference,
supplemented by small group discussions through December 2020
to complete the update.
A preliminary review of the 2011 guidelines commenced in
January 2020 with a 60-day public comment period during which 10
APA Boards and Committees provided input on issues for consideration by the crafters of the guidelines’ revision. In addition, eight
subject matter experts provided extensive comments that informed
the revisions. The draft of the updated guidelines was reviewed by
the Office of General Counsel and posted online for the final, 60-day
public comment period in September, 2020. The Task Force made
its final revisions to the guidelines in response to comments received
and the final draft was reviewed by the Office of General Counsel
that found no issues of concern. There was no financial support for
this effort as all Task Force meetings were held remotely. Nor was
financial support received from any group or individual, and no financial benefit to the Task Force is anticipated from approval or implementation of these guidelines.
An update of the guidelines is warranted at this time as psychological science and practice in dementia and age-related cognitive
change have evolved rapidly. The current document serves to update
the 2011 guidelines based upon recent research and emerging
practice trends.
Each guideline includes a Rationale section that provides
content relevant to the guideline topic and an Application section
that provides recommendations for the clinician to follow when
enacting these guidelines in clinical practice.
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Guidelines for the Evaluation
of Dementia and Age-Related
Cognitive Change

TH E GUI DEL I NES
Overview of the Guidelines
GENERAL GUIDELINES: COMPETENCE
• Guideline 1: Psychologists gain specialized competence in
assessment and intervention with older adults.
• Guideline 2: Psychologists performing evaluations of dementia
are familiar with the prevailing diagnostic nomenclature and
specific diagnostic criteria.

GENERAL GUIDELINES: ETHICAL CONSIDERATIONS
• Guideline 3: Psychologists are aware of the special issues surrounding informed consent in older people living with cognitive
impairment.
• Guideline 4: Psychologists seek and provide appropriate consultation in the course of performing evaluations of dementia and
age-related cognitive changes.
• Guideline 5: Psychologists are aware of cultural perspectives and
of personal and societal biases and engage in nondiscriminatory
practice.

PROCEDURAL GUIDELINES: CONDUCTING EVALUATIONS
OF DEMENTIA AND AGE-RELATED COGNITIVE CHANGE
• Guideline 6: Psychologists strive to obtain all appropriate information for conducting an evaluation of dementia and age-related
cognitive change, including pertinent medical history and communicating with relevant health care providers.
• Guideline 7: Psychologists conduct a clinical interview as part of
the evaluation.
• Guideline 8: Psychologists are aware that standardized psychological and neuropsychological tests are important tools in the
assessment of dementia and age-related cognitive change.
• Guideline 9: When evaluating for cognitive and behavioral
changes in individuals, psychologists attempt to estimate premorbid abilities.
• Guideline 10: Psychologists are sensitive to the limitations and
sources of variability and error in psychometric performance and
to the sources of error in diagnostic decision-making.
• Guideline 11: Psychologists make appropriate use of longitudinal
data.
• Guideline 12: Psychologists recognize that dementia and cognitive impairment are often accompanied by changes in mood,
behavior, personality and social relationships, and attend to these
in the assessment process.
• Guideline 13: Psychologists recognize the importance of assessing family caregiver health and well- being.
• Guideline 14: Psychologists recognize that providing constructive
feedback, support, and education as well as maintaining a therapeutic alliance are important parts of the evaluation process.
• Guideline 15: As part of the evaluation process, psychologists
recommend appropriate, empirically-based interventions available to people living with cognitive impairment and their family
caregivers.
• Guideline 16: Psychologists are aware that full evaluation of possible dementia is an interprofessional, holistic process involving
other health care providers. Psychologists respect other professional perspectives and approaches. Psychologists communicate
fully and refer appropriately to support integration of the full
range of information for informing decisions about diagnosis,
level of severity, and elements of the treatment plan.
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GEN ERAL GUI DEL I NES: C O MP ET ENC E

GUIDELINE 1

GUIDELINE 2

Psychologists gain specialized competence in
assessment and intervention with older adults.

Psychologists performing evaluations of dementia are
familiar with the prevailing diagnostic nomenclature and
specific diagnostic criteria.

Rationale
A central ethical tenet for psychologists is that they practice only
within their area of competence (APA, 2017a). In addition to meeting
general competency benchmarks for the practice of professional
psychology (APA Competency Benchmarks in Professional
Psychology, 2012a), psychologists who conduct evaluations of
dementia and age-related cognitive changes are encouraged to
obtain special competencies required for this activity. Specialized
training in geropsychology and/or neuropsychology and/or rehabilitation psychology provide conceptual and clinical foundations for
practice in this area.

Application
Psychologists engaged in evaluation of dementia and age-related
cognitive change have a solid foundation in clinical psychology. In
addition, they are encouraged to obtain and maintain fundamental
education, training, and supervised experience in specialties and
subfields including but not limited to geropsychology, neuropsychology, rehabilitation psychology, psychopharmacology, neuropathology, and psychopathology. Competence in gathering clinical history;
conducting clinical interviews; administering, scoring, and interpreting psychological and neuropsychological tests; and delivering interventions to people living with dementia or age-related cognitive
impairment and their families is necessary but may not be sufficient.
Psychologists obtain training in cultural psychology and strive for
multicultural competence in clinical practice with older adults.
Psychotherapy and other intervention training, as well as training in
interprofessional consultation is beneficial for psychologists working with older adults and their families as they navigate the challenges that dementia and cognitive impairment have on daily living,
particularly interventions designed to help individuals to adjust to
diagnosis and its implications, assist family caregivers, reduce unmet
needs, and address behavioral and psychological symptoms that
occur in the context of dementia. Psychologists also strive to stay
abreast of state laws pertinent to dementia evaluations and
diagnosis.
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Rationale
A clear understanding of how cognitive disorders are defined and diagnosed is important for developing assessment plans, providing feedback to individuals and their family members, and communicating
effectively with other professionals involved in an individual’s care.
Differential diagnosis requires knowledge of a broad range of psychological and medical conditions that can affect an individual’s
cognitive and behavioral functioning and an appreciation of both the
general trends and individual differences that characterize typical
cognitive aging. Because diagnostic nomenclature and criteria
evolve in response to clinical and scientific advances, updating of
knowledge is important to sustain a high level of proficiency in
assessing cognitive disorders.

Application
Psychologists are encouraged to obtain training and continuing education to enhance and maintain their expertise and to utilize current
diagnostic methods, concepts, criteria, and nomenclature in their
evaluations of older adults.
The Diagnostic and Statistical Manual of Mental Disorders (5th ed.;
DSM–5; American Psychiatric Association, 2013) outlines diagnostic
criteria for the clinical syndromes of major neurocognitive disorder
and mild neurocognitive disorder. Although the nomenclature of the
DSM-5 is different from ongoing research definitions and prior DSM
diagnoses, in general, a major neurocognitive disorder that is thought
to be due to a likely neurodegenerative etiology is consistent with a
classification of dementia and mild neurocognitive disorder is
consistent with the concept of mild cognitive impairment (MCI; note
it is also possible to have a major or mild neurocognitive disorder due
to non-degenerative etiologies such as Traumatic Brain Injury (TBI),
infection, or other disease processes). The DSM-5 now includes
additional criteria for determining the likely etiologies of a neurocognitive disorder due to Alzheimer’s disease (AD), (e.g. frontotemporal
lobar degeneration, vascular disease, dementia with Lewy bodies).
Separate from the DSM-5, familiarity with other diagnostic
schemes for dementia and MCI such as the International
Classification of Diseases (ICD) codes and disease-specific task
forces is encouraged. For example, for Alzheimer’s disease, slightly
different classification guidelines for dementia and MCI due to AD,
as well as preclinical AD, have also been provided by task forces
jointly established by the National Institute on Aging (NIA) and the
Alzheimer’s Association (AA; Albert et al., 2011; Jack et al., 2018;
McKhann et al., 2011; Sperling et al., 2011). The NIA-AA guidelines
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provide criteria for identifying cognitive
impairment (dementia, MCI) of probable
and possible AD etiologies, with greater
certainty in etiology when biomarker information is available. Neuropsychological
testing to confirm the presence and nature
of cognitive decline is an important part of
the NIA-AA criteria for AD, particularly in
questionable cases. Indeed, the use of
comprehensive neuropsychological testing
has been shown to improve diagnostic
accuracy and improve the prognostic value
of an MCI classification relative to methods
that rely more heavily on brief cognitive
screening measures and/or clinical ratings
(Bondi et al., 2014; Edmonds et al., 2015).
Neuropsychological testing also
figures prominently in the consensus panel
guidelines for assessing other forms of
dementia. Consensus groups have offered
detailed and clinically useful diagnostic
criteria for several other major causes of
late-life dementia, including vascular cognitive impairment (Gorelick et al., 2011;
Sachdev et al., 2014), behavioral variant
frontotemporal dementia (Rascovsky et al.,
2011), and dementia with Lewy bodies
(McKeith et al., 2017). All diagnostic criteria
require confirmation of dementia by a clinical evaluation to exclude other explanations
for the cognitive impairment that may be
determined by history, clinical examination,
or specialized tests.
The diagnosis of MCI and/or mild
neurocognitive disorder has increased over
the last two decades and is thought to occur
in a period prior to dementia in which one
exhibits cognitive difficulties that are
greater than expected based on demographically appropriate normative data, but not
so severe as to warrant a diagnosis of
dementia given relative sparing of everyday
functioning. Although individuals with MCI
often remain stable or revert to cognitively
typical ranges, MCI classification does
generally confer a greater risk for progression to dementia (Manly et al., 2008;
Roberts et al., 2014; Smith & Bondi, 2013).
Separate from the DSM-5 mild neurocognitive disorder criteria, specific criteria for
defining MCI in clinical and research
settings vary (Albert et al., 2011; Jak et al.,
2009; Petersen, 2004, 2010; Winblad et al.,
2004). However, subtypes of MCI (e.g.,
amnestic vs. non-amnestic; single vs. multiple domains) may provide additional information about disease severity and breadth
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of cognitive domains impacted that may be
useful in determining etiology and brain
regions/systems affected, likelihood of
reversion to cognitively unimpaired, or risk
of future progression to dementia (e.g.,
Edmonds et al., 2020; Yaffe et al., 2006).
The use of biomarkers in both research
and clinical settings has drastically
increased in recent years. In research, the
concept of preclinical AD has garnered
increasing attention and is thought torepresent a stage when AD pathologies are
accumulating, but frank cognitive impairment consistent with MCI or dementia is
not yet observed. The NIA-AA has put forth
a research schema for the biological classification of preclinical AD that focuses on
amyloid (A), tau (T), and neurodegeneration (N) such that individuals are characterized as positive or negative for each
biomarker and are given an A/T/N profile
(Jack et al., 2018). However, this framework
has yet to be implemented into clinical
practice. Research evaluating its utility for
clinical use across populations as well as
the nature of the subtle cognitive changes
that likely occur during this preclinical
phase of AD is ongoing. Practitioners are
encouraged to maintain up-to-date knowledge of the status of the research and
recommendations for use of biomarkers in
clinical practice.
Cognitive decline or complaints often
co-occur with mental health conditions,
such as depression and anxiety. Declines in
attention, concentration, or increased
indecisiveness and slowed thinking are
included in the DSM–5 diagnostic criteria
for generalized anxiety disorder and a major
depressive episode. Given the complex
relationship between mood/psychiatric
symptoms and cognitive changes, familiarity with the cognitive impact of common
psychiatric disorders is essential for differentiating between psychiatrically-related
cognitive impairments, mood and behavioral changes that may sometimes signal
early stages of a neurodegenerative process,
and late-life mood and behavior changes
that may develop in response to experiencing declining cognition (Geda et al., 2013;
Krell- Roesch et al., 2019).
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GEN ERAL GUI DEL I NES: ET HICAL C O NSIDER AT IO N S

GUIDELINE 3

Psychologists are aware of the
special issues surrounding informed
consent in older people living with
cognitive impairment.

Rationale
Psychologists recognize that informed consent can be a special challenge in dementia
evaluations. Informed consent requires that
one’s agreement to assessment and treatment be competent, voluntary, and informed
(American Bar Association [ABA] & APA,
2008; Moye & Wood, 2020). Informed
consent implies the person has the capacity
to understand the significant benefits, risks,
and alternatives of the proposed assessment and to make and communicate a
health care decision (Uniform Health-Care
Decisions Act, 1994). Yet cognitive impairment in the context of dementia may limit
one’s capacity to make healthcare decisions
without support. This dilemma creates the
appearance of a double bind regarding
obtaining informed consent for dementia
evaluations.

Application
The ABA and APA’s (2008) Assessment of Older
Adults with Diminished Capacity: A Handbook for
Psychologists provides guidance to help the
clinician when assessing persons who may
have diminished capacity. This handbook
notes,
“The person may have capacity to
consent to the evaluation, and either agrees
or refuses. In this case, the person has
provided a valid agreement or refusal, and
this can be documented. Alternatively the
person may not have the capacity to consent
to the evaluation, and either agrees or
refuses. If the person agrees, [they are]
generally said to have “assented” and the
assessment process goes forward. If the
person disagrees, and refuses to comply
with an interview, then the psychologist
must document why the person is believed

to lack the capacity to refuse the evaluation.
In some situations, the capacity evaluation
stops there. In other situations, where a
capacity evaluation is court ordered, the
psychologist may be asked to provide an
opinion based on his or her observations of
the person (ABA & APA, 2008, p.35).”
The presence of dementia alone does
not imply that the person lacks decision-making capacity.
Questions of capacity are addressed
with focused capacity evaluations that
address specific capacity domains (e.g.,
medical and financial decision making
capacity) through assessment procedures
described by the ABA and APA (2008).
These include not only assessment of cognitive change, but also functional elements
relevant to the capacity domain, other
psychological disorders, value and preferences, as well as steps that can enhance
capacity including supported decision-making (ABA & APA, 2008; Moye, 2020).
Supportive decision-making enables older
adults with cognitive impairment to make
decisions about their life and care, while
receiving help and guidance from a trusted
network of people (Moye & Wood, 2020).
Psychologists also recognize that exploitation of older adults does occur and evaluate
the possibility that an assessment may be
requested for reasons that may not be in the
best interest of the client (e.g., a family
member hoping to take control over
finances for their own gain).
Consistent with the APA Code of
Ethics, when conducting evaluations of
dementia and cognitive change, psychologists seek to balance the person’s autonomy
and protection (Bush, Allen, & Molinari,
2017). The development of dementia may
threaten one’s autonomy and increase the
need for greater protections to enhance
safety such as supported decision-making;
however, psychologists also seek to
promote as much autonomy as possible,
recognizing that overprotection and
inappropriate removal of one’s rights also
carries risks to the well-being of people
living with dementia.
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When describing the purpose, nature,
and procedures of the evaluation with the
older adult, the psychologist uses terms in
a manner that will foster optimal understanding. To do this, psychologists consider
the many factors that may impact
decision-making
(e.g.,
educational
background, culture, experience in healthcare settings) and tailor their language
accordingly. In securing informed consent,
psychologists explain to individuals and
their legal proxies the following issues,
including but not limited to:
• what to expect in the evaluation (e.g.,
the length of the appointment, how and
to whom feedback will be provided, the
absence of invasive or painful procedures, the challenging nature of cognitive testing),
• the financial costs of an evaluation (e.g.,
what insurance will and will not pay for,
who is ultimately responsible for paying
costs),
• the benefits and risks for the person
being assessed,
• limitations to confidentiality (including
reporting suspected elder abuse),
• constraints on release of raw test data,
and
• mandatory reporting requirements.
Benefits of the assessment may
include gathering of helpful clinical information to be used in diagnosis and treatment planning including ways to develop
supports that would optimize their autonomy, while potential risks may include the
loss of decision-making rights, preclusion
from certain services or nursing home
placement, potential lack of confidentiality,
and the possible need for a guardian or
conservator. Psychologists recognize these
potential risks and inform the patient/client
what documentation will arise from an
evaluation (e.g., written report, verbal
communication, note in chart) and ways the
information from the evaluation may be
used by a recipient of that information
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(even if the use is unknown). In some situations, supported decision-making with a
trusted family member, friend, or professional may provide people living with
dementia the opportunity to better understand the options and communicate with
their providers while also supporting their
autonomy. In certain situations, psychologists may need to offer an expert opinion
regarding capacities regardless of whether
or not the person consents to a full evaluation (Moye & Wood, 2020). In these situations, psychologists are encouraged to
inform the individual that the evaluation
must be conducted whether or not they are
willing participants and that a refusal to
participate will result in the evaluation
being compiled from other sources.
The laws for determining capacity as
well as the rules and requirements of legally
authorized persons vary from state to state.
If the individual does not have legal capacity
to provide consent, the psychologist must
obtain consent from a legally authorized
person (see Section 3.10 of the APA’s
“Ethical Principles of Psychologists and Code
of Conduct”; APA, 2017a) to carry out the
evaluation and to gather information from
other health professionals and family
members. Psychologists understand that
legally authorized persons can take several
forms (i.e., power of attorney, medical
power of attorney, guardian), with each
form having different levels of control;
psychologists understand the permissible
actions and timeframe of the representative
as outlined in the documentation granting
authority (and may ask for a copy when
appropriate). Psychologists document the
consent, assent, or refusal of the individual
as appropriate. Psychologists also document
evidence regarding the person’s capacity or
lack thereof to consent to the assessment.
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GUIDELINE 4

Psychologists seek and provide
appropriate consultation in the
course of performing evaluations of
dementia and age-related cognitive
changes.
Rationale
Complex issues arise during the evaluation
of suspected cognitive decline or dementia.
These issues may include multiple medical
comorbidities or medication side effects,
sociohistorical background and cultural
origins, genetic and heritability factors,
abuse or neglect, questions of legal competence or guardianship, conflicting or unclear
assessment results, and families overwhelmed or divided by the potential diagnosis. For these reasons, integrated health care
approaches are particularly well-suited for
cognitive decline and dementia care (Galvin,
Valois, & Zweig, 2014).

Application
Psychologists providing services to this population strive to be particularly sensitive to
the multiple health conditions that impact
cognitive function. In all of these areas, the
clinician, individual, and/or family may benefit from and contribute to the expertise or
services of other professionals, including
but not limited to a range of health professionals such as physicians (e.g. neurologists,
geriatricians, psychiatrists, primary care
providers), speech therapists, occupational
therapists, genetic counselors, adult protective and social service workers, attorneys,
and other psychologists (ABA & APA,
2008).
When the psychologist is the first
professional the individual contacts, the
psychologist seeks to gather existing
medical records to complement and inform
the assessment. Generally, the individual
will have had or will be referred for a
thorough medical evaluation to discover
any underlying medical disorder or any
potentially reversible medical conditions
associated with dementia or cognitive
decline. When the psychologist is a consultant to other providers, the psychologist
seeks to contribute unique and high-value
information provided by psychological
methods in a thorough, integrated, and
efficient manner. Psychologists recognize
the need for efficient practice to improve
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access to services that are highly valued by
referring professionals (Mahoney et al,
2017).
If issues of abuse or neglect arise,
psychologists notify appropriate authorities
and make referrals for appropriate services.
To do so, psychologists remain abreast of
local legal reporting requirements and
processes (Mosqueda & Olsen, 2015).
Psychologists seek to be attentive to issues
of financial exploitation, undue influence,
and loss of financial capacity (Lichtenberg,
2016; Marson, 2016; Wood & Lichtenberg,
2017) and use well-validated tools to assess
these issues (Lichtenberg et al, 2015; 2016;
2017; Marson et al, 2009). In addition,
psychologists are encouraged to inform the
individual of the reporting requirement prior
to services being rendered. In matters of
legal capacity and guardianship, psychologists seek additional legal consultation,
supervision, and/or specialized knowledge,
training, or experience as appropriate to
address these issues (Moye & Wood,
2020). Psychologists communicate their
findings to other health care professionals
with sensitivity to issues of informed written
consent that is compliant with the guidelines of the Health Insurance Portability and
Accountability Act of 1996 (U.S. Department of Health and Human Services, Office
for Civil Rights, 1996). In addition to engaging in nondiscriminatory practice (as
described in Guideline 5), psychologists
seek consultation from colleagues with
multicultural competence, when possible,
to appropriately contextualize results and
recommendations to all recipients of the
information obtained from the assessment.
Psychologists are encouraged to help
educate other health care professionals
who administer mental status examinations or other brief psychological tools
regarding the benefits and limitations of
these instruments and their clinical utility
for particular applications as well as appropriate referrals, and the importance of
well-articulated referral questions. Education can also be provided about the utility
and limitations of more comprehensive
psychological
or
neuropsychological
assessment in dementia evaluations.

GUIDELINE 5

neuropsychological tests and most
appropriate norms. For example, the
most appropriate norms may be from
Mayo’s Older African American
Normative Studies (MOAANS) instead
of the more familiar Heaton norms.
When appropriate norms are unavailable for a particular client, the psychologist clearly documents the limitations of
their assessment and diagnoses in this
regard. Research to establish norms on
commonly used clinical tests for specific
ethnic and racial populations is growing
(e.g., advances in norms for SpanishSpeaking individuals from several South
American countries (Arango-Lasprilla,
2015, Sayegh & Piersol, 2020), but representative norms are still lacking in
many cases. Psychologists assessing
older adults from racial and ethnic
minority groups use the best available
tests with norms appropriate for each
individual’s background and consult
with expert colleagues as needed
regarding battery construction and
interpretation (Fujii, 2017; Robbins et al.,
2016). The neuropsychological report
contains caveats related to cultural considerations and limitations of measures
used, standardization of administration,
normative data available, and if an interpreter was used which raises many ethical considerations that need to be
considered (Pedraza, 2018; Rabin, et al.,
2020). For cultural considerations in the
evaluation process including test selection and interpretation, see Fujii (2017)
and Robbins et al., (2016).

Psychologists are aware of cultural
perspectives and of personal and
societal biases and engage in
nondiscriminatory practice.
Rationale
The population of the United States is becoming increasingly older and heterogeneous,
with the growth of racial and ethnic minorities outpacing that of Whites (US Census
Bureau, 2017). The trend for increased
neuropsychological referrals for racially and
ethnically diverse older adults has been
known for approximately 15 years (Byrd &
Manly, 2005); the racial diversity of client
referrals is even greater today. There is
some evidence to suggest that dementia
prevalence is higher in ethnic minorities (i.e.,
African Americans and Hispanic/Latinx)
relative to Whites, in part due to genetic risk
factors and disproportionate rates of cardiovascular disease, but also in part due to
sociocultural factors that may influence
diagnosis and treatment (Chin et al., 2011;
Fernandez & Johnson, 2020). Therefore, it
is paramount that psychologists engage in
culturally sensitive assessment of cognitive
changes and dementia for their diverse clients. Despite the current sense of urgency,
culturally competent provision of services
and nondiscriminatory practice is already
an established ethical mandate for all psychologists who work with diverse populations (APA 2017a; Boundaries of
Competence).

Application
APA’s 2017 Multicultural Guidelines: An Ecological
Approach to Context, Identity, and Intersectionality
recommend psychologists practice within
their boundary of competence, which
includes assessment of culturally and linguistically diverse groups. The psychologist
is alert and sensitive to differing roles,
expectations, and normative standards
within a sociocultural context. In practice
and when appropriate, the psychologist
discusses and counters potential biases to
ensure optimal client performance is
achieved for the assessment. Adapted from
Mindt et al.’s (2010) “call to action”, the
following practices may be useful to consider when evaluating diverse older clients:
• Strive

to

use

the

best

available

• Strive to contextualize neuropsychological findings and recommendations with
as much sociocultural information as
possible (e.g., quality of education,
degree of acculturation and immigration
history, language proficiency/fluency,
and perspectives on caregiving and use
of support resources).
• Strive to control biases through reviewing relevant research, relying on evidence-based practice guidelines, and by
seeking additional consultation or, in
some cases, withdrawing from the evaluation. The psychologist is encouraged
to be aware of their own personal biases,
acknowledge them, and work to minimize their impact while working with
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diverse clients. If the psychologist is
unable to conduct the evaluation fairly,
the ethical psychologist seeks to refer
the individual to other psychologists
capable of providing services.
• Strive for continued growth in cultural
competence. In their seminal work, Sue
and colleagues (1992) describe cultural
competence as 1) awareness of one’s
own assumptions and biases, 2) understanding the worldview of culturally
dissimilar clients, and 3) the ability to
develop culturally appropriate assessments or interventions. This can be
facilitated through educational opportunities and/or self-directed study through
published books and articles (Rabin, et
al., 2020). Performing culturally sensitive assessments requires a life-long
process of self-reflection and analysis,
checking one’s biases and assumptions
when interacting with diverse clients
(Chang, et al. 2020; Dugbartey, 2014).
• Psychologists are advised to carefully
evaluate test quality and appropriateness for individual circumstances, especially when the test is being administered
to individuals with different cultural and
linguistic backgrounds (American
Educational Research Association
[AERA], APA, & National Council on
Measurement in Education [NCME],
2014). For example, the noose item in
the Boston Naming Test (BNT) may be
culturally inflammatory for African
Americans, who have a history of generational trauma related to slavery, violence, and discrimination. Because this
item may assess different constructs in
African Americans vs. Whites and lacks
cultural sensitivity, the noose item has
been suggested as inappropriate for
continued inclusion in the BNT (Horwitz
& McCaffey, 2010). Notably, a replacement item can now be obtained free of
charge from the test publisher.
Ageism towards older adults is pervasive in society and is also prevalent in
healthcare practice, of which psychologists
and other mental health care professionals
are not immune (APA, 2020b). These
negative biases include assumptions that
older adults are dependent, depressed,
socially isolated, and will inevitably become
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cognitively impaired (APA, 2014, 2020b).
With regard to clinical practice, older adults
are screened less for functional abilities and
cognitive changes, and late life depression
is often overdiagnosed. Diagnoses and
recommendations may not be clearly
communicated (Hinrichsen, 2020), which
may be related to an assumption of low
competence. Psychologists are advised to
be vigilant for stereotype threats which may
activate internalized ageism and to work
with older individuals to better understand
the evaluation procedures and purposes to
ensure accurate and optimal performance.
For example, older clients may underperform on memory tests and other cognitive
measures due to age-based stereotype
threat (APA, 2020b; Lamont, Swift, &
Abrams, 2015). Lastly, ageism may
compound the deleterious effects of other
biases related to one’s level of education
attainment, racial/ethnic background,
disability, or other aspects of diversity
(Chang et al., 2020). Psychologists strive to
consider how the interaction of their own
actual/perceived identities and that of their
clients may affect performance. Furthermore, psychologists strive to consider how
the family histories and intersectional
identities of their older clients may affect
their health status, risk factors, and access
to services.
Ethnically diverse older adults experience disparities in aging and dementia
outcomes that are influenced by a variety of
sociocultural factors including disparate
rates of poverty, lower educational attainment, cultural beliefs in the understanding
of dementia and caregiving that may limit
service utilization, bias and discrimination
based on race, religion, age, sex, disability,
sexual orientation, or gender identity, and
limited healthcare access and/or inadequate provision of healthcare services (Chin
et al., 2011; Connell et al., 2009; Hernandez
et al., 2010; Mahoney et al., 2005; Mehta et
al., 2005; Roberts et al., 2003; Wallace,
2012; Yeo et al., 2019; Zuckerman et al.,
2008). Indeed, there are significant differences in knowledge and awareness of
dementia, specifically Alzheimer’s disease,
in ethnically diverse older adults (Cahill et
al., 2015; Ayalon, 2013; Milani et al., 2020).
Psychologists are encouraged to work for
health equity in diverse populations, and
strive to increase awareness of
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sociocultural factors that influence dementia rates and outcomes. For example, with
regard to cultural beliefs, African American,
Hispanic/Latinx, and Chinese Americans
may perceive memory loss and dementia as
typical parts of aging; without overgeneralization, some African Americans, in particular, may believe in spiritual causes for
illness with reliance on spirituality or
religion for health and well-being (Connell
et al., 2009; Mahoney et al., 2005). Psychologists aim to clarify possible cultural factors
that may influence their client’s understanding and perceptions of dementia and
cognitive impairment (e.g., normalizing
cognitive loss; viewing illness as retribution
for past sins).
Outreach and psychoeducation in
at-risk communities can improve their
clients’ knowledge base; however, mistrust
of healthcare providers, including fears that
their concerns may not be acknowledged or
fear of institutionalization when family-centered care is preferred, may play a large role
in whether ethnic minority clients seek care
or even report symptoms of cognitive
changes (Mahoney, 2005). In this vein,
trust and rapport with their clinicians,
including psychologists who aim to be
culturally aware and sensitive, is vitally
important. While there may be multiple
cultural and institutional barriers to care
that require time and nuanced approaches
for remediation, financial barriers may be
more readily amenable for speedier resolution. Ethnic minority populations are often
un- or underinsured at greater rates than
Whites (Fiscella et al., 2000), having poorer
access to health insurance that covers
neuropsychological services. Psychologists
may wish to offer reduced fees or pro bono
services for individuals who are un- or
underinsured.
For additional guidance on culturally
informed psychological practice, see the APA
Guidelines for psychological practice with older
adults (2014), Multicultural Guidelines: An ecological approach to context, identity, and intersectionality (2017), Guidelines for psychological practice
with boys and men (2018a), Guidelines for psychological practice with girls and women (2018b),
Guidelines on race and ethnicity in psychology
(2019b), Assessment of and intervention with
persons with disabilities (2012b), Guidelines for
psychological practice with lesbian, gay, and bisexual clients (2012d), Guidelines for psychological
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practice with transgender and gender nonconforming people (2015a), and Guidelines for psychological practice for people with low-income and
economic marginalization (2019a).

P RO CE DU RAL GUI DEL INES: C O NDUCT ING
E VA LUATI ONS OF DEMENT IA AND AG E - R EL AT ED
CO GN ITI V E CHANGE

GUIDELINE 6

Psychologists strive to obtain all
appropriate information for
conducting an evaluation of
dementia and age-related cognitive
change, including pertinent medical
history and communicating with
relevant health care providers.
Rationale
Cognitive function and change are associated with several medical and psychosocial
conditions that must be considered in any
evaluation of current cognitive performance.
However, individuals and even knowledgeable informants may be imperfect historians or lack information regarding the
individual’s past and current medical status,
neuroimaging findings, medication use, and
daily function. Medical, occupational, and
educational records and family history documents can provide important contextual
and functional information pertinent to the
evaluation (ABA & APA, 2008).

Application
Prior to conducting the evaluation, psychologists seek to clarify the referral question by
reaching out to the referral source.
Psychologists strive to fully understand all
facets of the referred individual’s context,
including the perspective of the person
who has been referred for evaluation.
Psychologists are encouraged to consult
with other health care providers and seek
relevant records, particularly concerning
the individual’s health status, medical history, dementia-related biomarkers such as
neuroimaging or cerebrospinal fluid information, and current medications. Recent
medical evaluations provide critical data
concerning the onset and course of cognitive changes.

Psychologists strive to utilize
supported decision making approaches
when the person’s ability to recall and
communicate personal and medical information is limited by cognitive impairment.
When an individual is able to give only
limited self-report, psychologists seek
consent or assent from the individual to
gather corroborative information from
other informants including family members
and care providers. Psychologists inform
these sources of the potential uses of the
information and the limits to confidentiality.
In obtaining collateral information, the
psychologist considers the interpersonal/
family dynamics and cultural contexts as
well as the potential motivations of informants. For example, depression can influence the reports of both the person referred
for assessment and their family caregivers.
Utilization of multiple sources of data helps
offset these issues.
In practice, the amount of reliable
information available to the psychologist for
the evaluation may be highly variable,
depending in part on the availability of
relevant records as well as knowledgeable
family, friends, and other professionals.
Conclusions and recommendations from
the evaluation may be constrained by the
need for further information or a follow-up
evaluation.

GUIDELINE 7

Psychologists conduct a clinical
interview as part of the evaluation.
Rationale
Although objective testing provides valuable data for diagnostic purposes, the clinical interview remains one of the central
elements of an in-depth assessment for
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dementia (ABA & APA, 2008; Mackinnon &
Mulligan, 1998). Obtaining contextual and
historical information from interviewing the
client and knowledgeable informants
improves diagnostic accuracy and, ideally,
considered in combination with performance-based measures and self-report
(Edmonds et al., 2014; Galvin et al., 2005;
Mast & Yochim, 2018; Monnot, et al., 2005).
Interview data from a corroborative source,
such as a caregiver or knowledgeable family
member, can provide information on everyday cognitive functioning (Waite et al.,
1998). A potential advantage of informant
history is the ability to assess change in
functioning from earlier in life, which also
provides an important context from which
to interpret the objective test scores (Jorm,
1996). Finally, obtaining data from informant interviews can add greater precision
in the design of appropriate behavioral,
environmental and pharmacological treatments of dementia (Hartman-Stein et al.,
2002; Mast, 2011; Waite et al., 1998).

Application
Clinical interviews with the client and knowledgeable informants (e.g., family, close
friends) provide a more complete picture of
the person’s history, daily functioning, support systems, and other social and psychological resources. Directly interviewing the
person being evaluated for dementia communicates respect for the person’s perspective and life history, while evaluating
firsthand the level of cognitive function and
the individual’s awareness of any cognitive
and behavioral changes (Mast, 2011). It also
enables the psychologist to discern psychosocial stressors or other mental health
problemsthat may be contributing to cognitive change. Such data obtained from direct
interviews are invaluable for both diagnostic and intervention planning purposes, and
enables the psychologist to tailor
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person- centered care recommendations to
the individual.
In order to accurately diagnose conditions that are associated with cognitive
decline and functional disability, psychologists also strive to obtain corroboration
from knowledgeable informants whenever
possible. Psychologists consider the pros
and cons of interviewing the individual and
collateral sources separately versus interviewing them together at the same time.
Psychologists also carefully consider the
reliability of information obtained from
interviews and how client and informant
characteristics influence what is reported
(e.g., family caregiver burden, client memory
or communication impairment). Key information obtained during the interview
includes but is not limited to the following:
• the onset and course of changes in cognitive functioning,
• response
to
interventions,

prior

or

current

• level of functioning in instrumental and
basic activities of daily living,
• pre-existing disabilities,
• educational and cultural background
that could affect testing,
• general medical and psychiatric history,
• past neurological history including prior
head injuries or other central nervous
system insults (e.g. strokes, tumors,
infections),
• current psychiatric symptoms and significant life stressors,
• current prescription and over-thecounter medication and supplement
use, as well as home remedies,

interprofessional
team.
Additionally,
psychologists may consider a referral for a
neuropsychological evaluation, particularly
when results from brief mental status evaluations are unclear, that includes comprehensive testing alongside a full clinical
interview as a way to integrate multiple
sources of information when determining a
diagnosis or etiology for cognitive decline
and to best understand cognitive strengths
(see Guideline 8).
In order to design practical, person-centered recommendations for treatment
planning purposes, during the clinical interview the psychologist strives to obtain,
whenever possible, an assessment of the
person’s remaining strengths, unmet needs,
quality of life, psychological well-being,
social resources, employment, and
functional information regarding the
individual’s ability to manage the important
aspects of self-care and the potential utility
of compensatory techniques (Molony et al.,
2018; ABA & APA, 2008; Mast, 2011). In
evaluating suspected dementia, psychologists are encouraged to:
• be sensitive to families’ and individuals’
understanding of the potential diagnosis
of dementia and its ramifications,
• attend to and seek to assess a person’s
goals, values and preferences regarding
care, daily activity, habits, and awareness of resources for care and advance
planning (Allen et al., 2019; Jennings et
al., 2018; Van Haitsma et al., 2013;
Whitlatch, 2010),
• assess the individual’s past and current
coping skills as well as resources from
which the individual can receive support,
including cultural, racial/ethnic, and religious communities.

• current and past use and abuse of alcohol and drugs,
• family history of dementia (including
type and source of diagnosis).
Psychologists may choose to incorporate structured, evidence-based clinical
dementia rating tools, brief mental status
examinations, and formal measures of
functional status and capacity in their clinical interviews. Some clinical information
may be gathered from interviews conducted
by other professionals as part of an
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GUIDELINE 8

Psychologists are aware that
standardized psychological and
neuropsychological tests are
important tools in the assessment
of dementia and age-related
cognitive change.
Rationale
The use of psychometric instruments may
represent the most important and unique
contribution of psychologists to the assessment of dementia and cognitive change
(AERA, APA, & NCME,2017). Psychometric
assessment provides objective information
on cognitive strengths and weaknesses
necessary for diagnosis. Testing provides
reliable information for tracking cognitive
change over time or in response to
interventions.

Application
Psychologists select appropriate measures
to address the referral question and are
encouraged to use standardized, reliable,
and valid tests. Whether traditional, technology assisted, or teleneuropsychology,
appropriate tests have normative data for
the age range of the person being assessed
and are suitable for the individual’s gender,
ethnicity, culture, language, and educational background.
Psychologists strive to understand the
differences between cognitive screening,
cognitive testing, and neuropsychological
testing and to carefully evaluate if they have
the requisite competency to complete each
type of evaluation through their training and
education prior to performing cognitive
evaluations (Block et al, 2017; Roebuck-Spencer et al, 2017). This information is available
in the education and training taxonomies
and standards established by each recognized specialty (APA, 2020a).
Brief mental status examinations are
used to screen for dementia and other
cognitive impairments and track cognitive
change in individuals with more severe
levels of impairment (e.g., Mini- Mental
State Examination (MMSE), Montreal
Cognitive Assessment (MoCA). Brief
cognitive screening tools should be
standardized and have good positive predictive values for identifying possible cognitive

impairment. Psychologists strive to be
aware that not all screening tools are equally
sensitive for detecting cognitive impairment and appropriately research the
strengths and weaknesses of each instrument prior to use. Psychologists strive to be
familiar with the positive and negative
predictive values of these tools for identifying cognitive impairment in populations
with age, educational, and ethnic and racial
characteristics similar to those of the
persons to be assessed. A majority of
studies reviewed showed that brief mental
status examinations generate adequate
sensitivity and specificity to dementia but
less so for MCI (Moyer, 2014). Importantly,
these tools may perform differently based
on educational background (Rossetti, 2011)
and in ethnic/racial minorities groups
resulting in different cut- scores for determining impairment (Rossetti et al., 2018).
Moreover, brief mental status tests are
insensitive to subtle cognitive changes
typical of pre-clinical stages. For these
reasons, there may be poor concordance
between a brief mental status score and
functional status or clinical concern. Thus,
both positive and negative results on brief
mental status testing may require follow-up
with more in-depth neuropsychological
testing.
Comprehensive neuropsychological
evaluations are used to address more
complex referral questions for dementia
and cognitive change and typically include
tests assessing multiple cognitive domains,
such as memory, attention, processing
speed, perceptual and motor skills, language,
visuospatial abilities, and executive
functions. Psychologists are encouraged to
include measures of mood in the assessment of dementia and cognitive change.
Personality measures may also be warranted
depending on the clinical question. Neuropsychological evaluations may also benefit
fromsome form of assessment of strengths/
coping assets, which can help the client and
care provider in receiving and adjusting to
the diagnosis. Conducting neuropsychological evaluations requires training and
competence in neuropsychology.
There are many tests and approaches
that are useful for assessments, and the
number of tests with normative data for
older age ranges has increased. The number
of tests with specific demographic

adjustments has also increased. Psychologists strive to use sex-adjusted norms when
possible because women may be diagnosed
with dementia later than men given their
verbal memory advantage (Maki & Henderson, 2012; McCarrey, et al., 2016; Sundermann et al., 2019). Supplementing standard
age norms with normative data obtained
from samples where the absence of dementia has been established longitudinally (i.e.,
robust norms) may help to increase reliability in identifying mild levels of cognitive
impairment. Regarding age norms, psychologists are aware of the relative stringency
with which people living with mild
cognitive impairment or early dementia
were excluded from the standardization
samples for a given test. Psychologists
assessing cognitive function and change
among older adults of ethnic and racial
minorities strive to be familiar with the
adequacy of the normative data for ethnic
and racial minorities for the various
measures they employ. Psychologists seek
to understand the psychometric properties
of measures used in evaluations and take
into account the base rates of low scores
and account for this in clinical decision
making (Kiselica et al., 2020).
Technology assisted assessments,
telepsychology and teleneuropsychology
(TeleNP) are rapidly evolving (Bilder et al.,
2020; Germine, Reinecke, & Chaytor, 2019;
Hewitt & Loring, 2020). These approaches
to assessment will undoubtedly improve
access to service, especially in underserved
areas and for individuals who have difficulty
leaving their homes. Although there
appears to be good support for TeleNP
assessments in older adults (Marra et al,
2020), there are also many challenges in
implementing these services with older
persons due to lack of access to reliable
equipment and broadband service, limited
experience and proficiency interacting with
technology among some older individuals,
and reliance on caregivers for those with
more severe cognitive impairment. Psychologists are encouraged to use extra caution
when administering measures and interpreting results of remote assessment,
including but not limited to some of the
commonly used instruments (e.g., TICS;
telephone-MoCA) in lieu of formal, in-person assessments. The most recent and
representative data about aging and
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technology use/adoption is available from
the Pew Resource Center (2020). Regarding telepsychology and TeleNP, psychologists aim to utilize the most up to date
information provided in online resources
prior to providing these services such as the
APA Guidelines for the Practice of Telepsychology (2013a), APA Ethical Principles of
Psychologists and Code of Conduct (2017a),
and the Interorganizational Practice
Committee (IOPC)’s Tele-Neuropsychology Models and Tools (2020) that are available online at no cost.

GUIDELINE 9

When evaluating for cognitive and
behavioral changes in individuals,
psychologists attempt to estimate
premorbid abilities.
Rationale
The diagnosis of dementia requires evidence
of decline from a previously higher level of
cognitive function. Ideally, psychologists
assessing for cognitive declines in older
persons would have baseline test data from
earlier years against which current performance could be compared.
Unfortunately, this information rarely
exists, so psychologists must try to estimate
premorbid abilities.

Application
Psychologists strive to use premorbid functioning estimating methods that are appropriate to each individual. Psychologists are
encouraged to be aware of the limits of
various approaches to premorbid ability
estimation and to appropriately qualify their
clinical judgments about premorbid function. Factors commonly considered include
socioeconomic status, educational quality
and attainment, occupational history, multilingualism, acculturation or immigration
experience, and information from collateral
informants. This demographic and historical information can be supplemented by
contemporaneous tests such as tests of
crystallized abilities or word reading ability.
Tests of word reading ability are frequently
used due to their expediency and ability to
account for differences in test performance
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between racial/ethnic majority and minority
groups, indicating literacy or educational
quality (Cosentino et al., 2007; Fyffe et al.,
2011). Nonetheless, limitations include
measurement imprecision (Bright & van der
Linde, 2020; Lowe & Rogers, 2011) and
attenuated scores even in early prodromal
stages (Weinborn et al., 2018). It may also
be challenging to estimate change from
premorbid functioning among individuals
with language-predominant impairments
(e.g. primary progressive aphasia), individuals for whom English is not their native
language, or those with intellectual disabilities (cf. McGlinchey et al., 2019; Prasher,
2018; Strydom et al., 2010).

compensatory or rehabilitative strategies
(for reviews see Albers et al., 2015; HillBriggs et al., 2007; Rutherford et al., 2018;
Wayne & Johnsrude, 2015).

Application
Psychologists strive to understand sources of
variability and error in their instruments and
judgments about cognitive change. They
strive to maximize the reliability and validity
of the assessment process through appropriate collection of history and selection of
instruments, norms, and
procedures,
including accommodations for potential
sensory changes. Psychologists are encouraged to recognize limitations in the evaluation process by appropriately qualifying
their judgments and conclusions.

GUIDELINE 10

Psychologists are sensitive to the
limitations and sources of
variability and error in psychometric
performance and to the sources of
error in diagnostic decision-making.

GUIDELINE 11

Psychologists make appropriate use
of longitudinal data.
Rationale

Rationale
Psychometric instruments and clinical interpretations of these instruments are subject
to error. Instruments have known or knowable limits to their reliability and validity
(AERA, APA, & NCME, 2017). Clinical decision-making must contend with limits to
test classification accuracy (Chelune, 2017).
These psychometric properties are
impacted by varying factors such as demography (e.g., age, education, ethnicity) and
context, including clinical settings in which
performance validity may be at question
(Davis, 2018; Lippa, 2018; Martin et al.,
2020). In addition, decline in sensory acuity
(particularly hearing and vision loss) is frequently comorbid with cognitive decline in
aging (Whitson et al., 2018) and may
impact performance on psychometric testing (de Haan et al., 2020; Wong et al., 2019),
potentially decreasing the diagnostic specificity of these findings. Psychologists strive
to be cognizant of the ongoing efforts to
disentangle the unique and shared influences of aging, sensory loss, and cognitive
decline, as this information impacts psychometric test interpretation, prognostication,
and
recommendations
for
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Psychologists are frequently asked to perform
repeat assessments to follow progression of
a condition, track recovery, or track
responses to intervention. Psychologists
make use of longitudinal data whenever
possible, instead of relying exclusively on
premorbid estimates. Existing cognitive
data can serve as a baseline against which
to measure future changes in cognitive
functions, whereas magnitudes and rates of
cognitive change can be determined by follow-up testing.

2018). In most cases, a one-year follow-up
interval is adequate for monitoring changes
in cognitive performance, unless the individual, family, or other health care professionals report a more rapid decline or
improvement, emergence of new symptoms, changes in life circumstances, or the
individual is 85 years old or older given the
higher likelihood of dementia (Patnode et
al., 2020).
Because test means may decline with
age, it is important that tests selected for
use in the evaluation of dementia and
age-related cognitive change have
adequately accounted for uncomplicated
age-related changes in cognitive function.
Although better and larger standardization
samples of older adults are now available
for many commonly used clinical tests,
longitudinal norms for older adults are
limited, especially those that have more
than two assessments. Psychologists
recommend follow-up testing only as
appropriate (e.g., for diagnostic clarification,
treatment planning, and monitoring intervention response) and recognize that
interim follow-up not involving formal
testing may also be useful in many cases.
Psychologists are strongly encouraged
to use statistical methods to assess reliable
change so that the extent of change can be
interpreted appropriately (Duff, 2012; Stein
et al, 2010). There are several statistical
methods to assist the psychologist in determining if a reliable change has occurred
across time: (1) Simple discrepancy score;
(2) Standard deviation index; (3) Reliable
Change Index (RCI); (4) RCI controlling for
practice effects; (5) Regression-based
change formulas (Duff, 2012).

Application
Psychologists are strongly encouraged to
utilize prior cognitive data when available.
Psychologists also strive to be knowledgeable of the stability parameters of the
instruments they use over specific intertest intervals and become familiar with
patterns of practice or learning effects and
accommodate these effects in their test
selection and application. Many cognitive
instruments are insensitive to changes over
shorter periods, and true cognitive decline
may be underestimated if practice effects
are not taken into account (Elman et al.,

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

GUIDELINE 12

Psychologists recognize that
dementia and cognitive impairment
are often accompanied by changes
in mood, behavior, personality and
social relationships, and attend to
these in the assessment process.
Rationale
People living with mild cognitive impairment
and dementia may experience a variety of

changes in mood, behavior, and social interaction including depression, anxiety, wandering, hallucinations, delusions, sleep
disturbance, verbal and physical aggression,
and apathy. Although these have typically
been subsumed under broad categories of
behavioral and psychological symptoms of
dementia (BPSD) or neuropsychiatric
symptoms, they likely reflect an interaction
among a variety of factors including cognitive impairment, unmet needs, symptoms
of distress, unrecognized pain and discomfort, under- or over-stimulating environments, and caregiver responses (Ballard et
al., 2000; Cohen-Mansfield, 2015; Lyketsos
et al., 2011; Massimo et al., 2018; Mast,
2011). Most people living with dementia
will experience at least one behavioral and
psychological changes at some point
(Steinberg et al., 2008), although these are
more common later in the progression of
dementia (Kales et al., 2015).
Although these are not always part of
the dementia syndrome itself, they occur
more often in the context of dementia and
some dementias (e.g., frontotemporal
dementias [FTD] and Lewy body dementia
[LBD]) have these symptoms as core
features (e.g., disinhibition, apathy in FTD
and visual hallucinations in LBD). Pre-existing psychological disorders can also contribute to mood and behavior changes in people
living with dementia. Regardless of etiology,
psychologists are encouraged to evaluate
and address these behavioral expressions
since they contribute to lower quality of life,
higher caregiver burden, and can lead to
negative outcomes such as early nursing
home placement (Kales et al., 2015; Feast et
al., 2016). Recognition and treatment of
BPSD can be influenced by health disparities, with recent research suggesting that
prevalence and knowledge may be affected
by ethnicity and culture (Babulal et al, 2019).

Application
Psychologists strive to be aware of the type
of behavioral and psychological changes
that can accompany dementia and MCI,
and understand their impact on the person,
their caregivers, and health care utilization.
Whether in the context of initial diagnostic
work-up, ongoing intervention, or consultation in long-term care and hospital settings,
psychologists assess changes in mood,
behavior, and personality in the clinical

interview and in collateral interviews with
family and other caregivers. Psychologists
may also incorporate well-validated measures in the evaluation process to assess
for symptoms and track the effectiveness of
interventions (Clarke et al., 2020; CohenMansfield, 2015; Cohen-Mansfield et al.,
1989; Cummings, 1997; Curyto et al., 2008;
Gitlin et al., 2014; Griffiths et al., 2020;
Kolanowski et al., 2017; Malloy & Grace,
2005; Teri et al., 1992).

GUIDELINE 13

Psychologists recognize the
importance of assessing family
caregiver health and well-being.
Rationale
Psychologists attend not only to the person
referred for evaluation, but also their immediate care partner or caregiver. Assessment
of family caregiver needs, resources, and
mental health are a critical aspect of
dementia assessment and care, and provides an opportunity for meaningful intervention that can benefit the family caregiver
and the person living with dementia.
Family care partners and caregivers of
persons living with dementia experience a
variety of challenges including high rates of
depression, burden, and stress, and these
can harm physical health and increase risk
for cognitive decline (del-Pino-Casado et al.,
2018; Norton et al., 2010; Roth et al., 2015;
Roth et al, 2018). Burden, depression and
poor health can erode the ability to provide
quality care and can negatively impact the
person with dementia. Although family
caregiving can be stressful, it is important
that psychologists recognize that some
caregivers find benefit, experience positive
aspects of caregiving, and demonstrate
resilience, and considerable variability in
outcome (Quinn & Toms, 2019; Joling et al,
2016; Donnellan et al., 2015; Donnellan et
al., 2019). Recent research suggests that
Hispanic/Latinx and African American
family caregivers report more positive
aspects of caregiving than other caregivers,
and that caregiving contributed to more
positive attitudes toward life and greater
appreciation of life (Roth et al, 2015).
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Application
Clinicians strive to become familiar with
assessment approaches and interventions
that address family caregiver mental health
and resources. Psychologists working with
older adults with cognitive impairment seek
opportunities to also address family caregiver needs and characteristics that can
affect quality of life and well-being. This
may include but is not limited to caregiver
knowledge and understanding of dementia
syndromes, availability of social support,
and access to care resources for those with
low income and/or social isolation (Zarit &
Heid, 2015). Psychologists are also attuned
to issues of stress and burden, but also to
positive aspects of caregiving and resilience.
A variety of nonpharmacological interventions have been developed to improve outcomes with family caregivers, including
interventions aimed at promoting benefit
finding and resilience (Cheng et al, 2017;
Cheng et al, 2020). Caregiver interventions
address the provision of education, support
and self-care, training in managing challenging behaviors and addressing unmet
needs. Psychologists may also recommend
engagement in caregiver support groups
and the utilization of day center and respite
services that can lower stress and improve
quality of life (Zarit et al, 2014). Psychologists
may encounter clinical situations where
evaluation of a family caregiver’s capacity to
provide care is necessary (Hinrichs & Smith,
2020). The APA Caregiver Briefcase provides an updated collection of clinical practice tools for assessment, intervention,
education, and advocacy, as well as research
resources (https://www.apa.org/pi/about/
publications/caregivers).
Enabling family members to accept,
support, and engage the person living with
dementia is an important challenge to
address. It is also critically important that
therapeutic goals be discussed directly
with the individual who has dementia. This
not only provides the respect and dignity
that any individual deserves but also
provides highly relevant information regarding the individual’s understanding and
attitude about the goal, their motivation in
achieving the goal, and willingness to
expend time and energy working toward the
goal. Many psychological interventions
aimed at helping people living with dementia directly involve family caregivers, who
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learn the intervention approach and implement it under the guidance of psychologists
and other mental health professionals (Teri
et al 2020; Teri et al, 2003).

GUIDELINE 14

Psychologists recognize that
providing constructive feedback,
support, and education as well as
maintaining a therapeutic alliance
are important parts of the
evaluation process.
Rationale
Individuals and/or family members of individuals concerned about MCI/dementia generally come to the evaluation process seeking
information as well as emotional support.
Provision of both information and support
while maintaining a sense of respect and
dignity for the individual, regardless of level
of cognitive impairment, reflect both professional ethics and sound clinical practice.
Establishing a therapeutic alliance is critical
for accurate assessment, development of
efficacious intervention, and increased likelihood that interventions will be effectively
implemented with good adherence. Early
diagnosis and feedback can enable a greater
window for legal, financial, and health care
planning.

Application
Providing meaningful feedback can be
especially challenging given the complexity
of communicating dementia diagnoses
(Dooley et al., 2015), as evidenced by the
fact that many people living with dementia
are either undiagnosed or unaware of their
diagnosis (Amjad et al., 2018). Other
research suggests that up to 50% of
patients and families are not informed of a
dementia diagnosis (see Carpenter &
Gooblar, 2018 for review). People living with
dementia have a right to diagnostic information and an explanation for their symptoms,
although
psychologists
are
encouraged to consider disclosure preferences of the person and their family. On the
other hand, cognitive impairments may
limit how much people living with dementia
understand and recall their diagnosis. High
18 APA
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levels of fear and low levels of education
concerning dementia can also contribute to
poor understanding and follow-up care.
Feedback highlights strengths and weaknesses and connects the person and family
to community support that is both culturally
sensitive
and
person-centered.
Psychologists carefully consider the meaning and ramifications of the diagnostic
implications for the person (e.g., loss of
autonomy, prospect of further decline and
disability). It is important to be knowledgeable of the recommendations regarding
follow-up and daily living that are typically
provided (Meth et al., 2019) and to convey
such feedback in a manner that ensures
comprehension (Postal & Armstrong, 2013).
Post-evaluation feedback has been shown
to result in improvements in quality of life,
understanding of the diagnosed condition,
and coping (Rosado et al., 2018), and even
decreased healthcare utilization (VanKirk,
et al., 2013).
Feedback is provided to individuals in
language they can understand. Psychologists are encouraged to exercise clinical
judgment and take into consideration the
needs and capabilities of the particular
individual when feedback is provided. The
presence of a significant support person
during feedback allows the psychologist to
assist with differences of opinion, respond
to individual questions, and facilitate the
interactions between the individual and
persons in their support network (Green,
2006). Providing feedback, education, and
support to persons significant to the individual, with the individual’s informed consent,
can also enhance their value and applicability. Psychologists are encouraged to provide
feedback to others involved in the person’s
care, including professional staff in
long-term care and home-based care
settings. Knowledge regarding levels of
impairment, the expected course, and
expected outcomes can help these significant others to make adequate preparations
and provide individualized care based upon
the person’s strengths and weaknesses, and
level of functioning. Working with the
individual’s support network in this way can
provide them with effective means of
responding to the challenges posed by
behavior changes stemming from a diagnosis of dementia.Healthy older adults who
have had concerns about their cognitive
functions can benefit from reassurance
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based on results of testing and from suggestions for how they may enhance their everyday cognitive function.
With regard to feedback, education,
and support, psychologists are encouraged
to be sensitive to issues of marriage,
partnerships, family relationships, and
friendships of each unique individual.
Psychologists strive to acknowledge and
accord full respect to these relationships,
including those ofsexual minority, transgender, and gender nonconforming people,
even if these relationships are not recognized by law or acknowledged by individual
institutions.

GUIDELINE 15

As part of the evaluation process,
psychologists recommend
appropriate, empirically-based
interventions available to people
living with cognitive impairment
and their family caregivers.
Rationale
In addition to cognitive decline, people living
with dementia experience a wide range of
changes in daily functioning, mood, behavior, and social relationships. Psychologists
play an important role by incorporating a
broad range of interventions to enhance
functioning and quality of life. A variety of
psychosocial and behavioral interventions
focused on the person living with dementia
and their caregivers have been developed
which can reduce behavioral problems,
enhance quality of life, and address unmet
needs (Ballard et al., 2018; Beck et al., 2002;
Cohen-Mansfield et al., 2007, CohenMansfield et al., 2012; Livingston et al.,
2014; Kovach et al., 2006; Meeks et al,
2015; Teri et al., 2003; Teri et al., 2020).
Caregiver interventions improve the health
and well being of caregivers (Cheng et al,
2020; Elliott et al., 2010; GallagherThompson et al, 2020; Gitlin et al., 2003;
Qualls & Williams, 2013), and also reduce
nursing home admission and the negative
impact of behavioral and psychological
changes exhibited by the person living with
dementia (Kales et al., 2015; Mittelman et
al., 2006; Mittelman & Bartels, 2014).

Application
Psychologists strive to educate themselves
regarding currently approved medical and
behavioral treatments of dementia and
remain abreast of available community,
web-based and technological resources.
This is a rapidly evolving area, and both
families and health care professionals can
benefit from learning about best practices
based on sound empirical evidence.
Cognitive impairment alone does not preclude the ability to benefit from various
forms of psychotherapy. It is important to
note that cognitive/behavioral interventions are effective in addressing dysphoria,
agitation, anxiety, and apathy in people living with dementia (Orgeta et al., 2014).
Psychologists strive to recommend appropriate interventions to maximize individual
function, balance autonomy and safety, and
minimize challenging behavior and emotional distress associated with dementia.
Psychologists seek to determine underlying
environmental, social, historical, psychological, functional, and medical causes of
emotional and behavioral disturbance associated with dementia. Individuals and families can be educated about these treatments,
which can be offered to individuals as
appropriate. This includes greater awareness of lifestyle factors associated with
greater risk for cognitive decline and interventions aimed at preventing cognitive
decline and delaying the onset of dementia.
(Livingston et al, 2017; 2020; Ngandu et al,
2015).
People living with cognitive impairment often have impaired daily function.
Functional challenges can be addressed
with a variety of cognitive, behavioral,
psychosocial interventions and support
services. Technological supports are
nascent but rapidly emerging (Moyle,
2019). These interventions may rely on
retained abilities, such as preserved procedural/non-declarative
memory
and
preserved reading abilities, social history,
and environmental cues. It is therefore critical not only to be aware of the declines
associated with a diagnosis of dementia but
also to be knowledgeable of those abilities
that are relatively spared in dementia, as
well as the individual’s personal history,
background, and current levels of functional
capacity. Functional difficulties associated
with cognitive decline can sometimes be

partially mitigated through the use of cognitive training paradigms (e.g., errorless
learning, spaced retrieval) (Hampstead,
2020) or external aids (e.g., planners or
medication dispensers (Greenaway, et al.,
2013). However, both approaches require
intensive training. Moreover, caregivers and
other environmental supports are crucial in
maintaining the positive effects of these
interventions.
People living with cognitive impairment may also display mood disturbance
and challenging behaviors. Antipsychotic
medications have been linked to negative
outcomes for people living with dementia,
and as a result, multiple organizations
including the FDA have discouraged
their long-term use in this population
(Maglione et al, 2011; Reus et al., 2016).
Psychosocial and behavioral interventions
can frequently mitigate many of these
issues (Livingston et al., 2014). Challenging
behaviors (e.g., agitation, aggression,
anxiety, and apathy) are considered by
some an attempt to communicate unmet
human needs in people living with dementia
and related disorders (Cohen-Mansfield,
Libin, & Marx, 2007).
Psychologists work directly with family
caregivers to address mental health issues
that arise in the midst of caregiving. A
variety of caregiver interventions have been
developed to enhance caregiver health and
well-being, many of which have demonstrated empirical support (Burgio et al.,
2009; Cheng et al, 2020; Elliott et al, 2010;
Gallagher-Thompson et al, 2020; Mittelman & Bartels, 2014; Pot et al, 2019; Zarit &
Heid, 2015). Central features of these
approaches include: dementia education,
skills training, caregiver self-care and stress
management, social support, addressing
behavioral changes, and connecting families
with community resources. Interventions
aimed at incorporating professional caregivers in long-term care settings have also
been developed and represent an important
practice area for psychologists (Meeks, et
al, 2015). The APA Caregiver Briefcase
(APA, 2020c) includes a variety of intervention resources.
Psychologists strive to consider financial constraints when making treatment
recommendations, as well as the person’s
comfort with recommendations. The level
of trust in healthcare professionals will
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invariably impact whether or not patients
pursue important treatments (Kennedy et
al., 2007).

GUIDELINE 16

Psychologists are aware that full
evaluation of possible dementia is
an interprofessional, holistic
process involving other health care
providers. Psychologists respect
other professional perspectives and
approaches. Psychologists
communicate fully and refer
appropriately to support integration
of the full range of information for
informing decisions about diagnosis,
level of severity, and elements of
the treatment plan.
Rationale
Traditional health care may be provided in
isolated settings with outdated systems of
manual record keeping. This exacerbates
older adults’ vulnerability to fragmented
care. Receiving conflicting diagnoses and
care advice from different providers can
increase the burden of chronic and acute
medical conditions for individuals and caregivers, and result in disempowering individuals and providers alike (McWilliam et al;
Brown et al., 1994). The increased use of
electronic medical record systems has
allowed for improved ease of communication among providers within the same
healthcare system. No single provider is
ever likely to have all the essential information that can contribute to making an accurate diagnosis. An interdisciplinary team is
most likely to provide all the essential information necessary to make an accurate
diagnosis and develop a comprehensive
treatment plan. Interdisciplinary teams
adopt an “approach to care . . . characterized
by a high degree of collaboration across the
various health professionals serving
patients in assessment, treatment planning,
treatment implementation, and outcome
evaluation” (APA Blueprint for change:
Achieving integrated healthcare for an
aging population, 2008, p. 22). An integrated approach to health care benefits
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older adults. These concerns apply to diagnoses of dementia and to intervention decisions regarding people living with dementia
and their caregivers.
With the initiation of the Affordable
Care Act (ACA), increased emphasis has
been placed on preventative and early
detection measures, and the primary physician now has a larger role in directing and
integrating medical care. Under ACA,
Medicare pays for an Annual Wellness Visit
that includes the development of a personalized plan for prevention and detection of
psychological changes as well as cognitive
impairment.

CON C LUSIO N
In 2018, approximately 52 million people in the United States were age 65 or older. This
number is expected to nearly double by 2060, increasing the population of individuals, and
their families, facing cognitive change and decline. As this cohort grows in number, it also
grows in diversity (Centers for Disease Control and Prevention, 2018). Psychologists must be
prepared to serve the needs of this population. Psychologists adhering to the guidelines
enumerated herein can make significant contributions to the care and well-being of the rapidly expanding number of older persons confronting age-related cognitive change or dementia, as well as their family caregivers.

Application
Psychologists strive to ensure that every
effort is made to involve all relevant providers in the diagnostic and treatment process.
Psychologists are encouraged to take
proactive steps to develop collegial, interdisciplinary relationships with other health
care providers serving the population for
whom they routinely receive referrals for
dementia assessment (APA Guidelines for
Psychological Practice in Health Care
Delivery Systems, 2013b). In addition to
communication surrounding assessment,
psychologists are also well-positioned to
work closely with interprofessional treatment teams (e.g., occupational, physical,
speech-language therapists) to promote
optimal management of dementia. With
appropriate informed and written consent,
information can be shared across providers
as needed to reach an accurate diagnosis
and coordinate appropriate interventions.
Psychologists are encouraged to make
appropriate referrals to other members of
an integrated healthcare team.

20 APA

|

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

RE FR ENCES
Albers, M. W., Gilmore, G. C., Kaye, J., Murphy, C., Wingfield, A., Bennett, D. A., Boxer,
A. L., Buchman, A.S., Cruickshanks, K. J., Devanand, D. P., Duffy, C. J., Gall, C.
M., Gates, G. A., Granholm, A.-C., Hensch, T., Holtzer, R., Hyman, B. T., Lin, F. R.,
McKee, … Zhang, L. I. (2015). At the interface of sensory and motor dysfunctions
and Alzheimer’s disease. Alzheimer’s & Dementia: The Journal of the Alzheimer’s
Association, 11(1), 70–98. https://doi.org/10.1016/j.jalz.2014.04.514
Albert, M. S., DeKosky, S. T., Dickson, D., Dubois, B., Feldman, H. H., & Fox, N. C.
(2011). The diagnosis of mild cognitive impairment due to Alzheimer’s disease:
recommendations from the NIA-AA workgroups on diagnostic guidelines for
Alzheimer’s disease. Alzheimer’s & Dementia: The Journal of the Alzheimer’s Association,
7(3), 270-279. https://doi.org/10.1176/appi.focus.11.1.96
Allen, R.S., Oliver, J.S., Eichorst, M.K., Mieskowski, L., Payne-Foster, P., & Sörensen, S.
(2019). Preparation and planning for future care in the Deep South: Adapting a
validated tool for cultural sensitivity. The Gerontologist, 59(6), 643-652. https://doi.
org/10.1093/geront/gny102
American Bar Association & American Psychological Association. (2008). Assessment
of older adults with diminished capacity: A handbook for psychologists. Retrieved from
https://www.apa.org/pi/aging/programs/assessment/capacity-psychologisthandbook.pdf
American Educational Research Association, American Psychological Association, &
National Council ofMeasurement in Education. (2014). Standards for educational
and psychological testing. Washington, DC: American Educational Research
Association.
American Psychiatric Association, DSM-5 Task Force. (2013). Diagnostic and
statistical manual of mentaldisorders: DSM-5™ (5th ed.). American Psychiatric
Publishing, Inc. https://doi.org/10.1176/appi.books.9780890425596
American Psychological Association. (1998). Guidelines for the evaluation of
dementia and age-related cognitive decline. American Psychologist, 53, 1298–1303.
https://doi:10.1037/0003-066X.53.12.1298
American Psychological Association. (2008). Blueprint for change: Achieving integrated
healthcare for an aging population. Retrieved from http://www.apa.org/pi/aging/
programs/integrated/integrated-healthcare-report.pdf
American Psychological Association. (2012a). Competency Benchmarks in
Professional Psychology. Retrieved from https://www.apa.org/ed/graduate/
benchmarks-evaluation-system
American Psychological Association (2012b). Guidelines for assessment of and
intervention with persons with disabilities. American Psychologist, 67(1), 43–62.
https://doi.org/10.1037/a0025892
American Psychological Association (2012c). Guidelines for the evaluation of
dementia and age-related cognitive change. American Psychologist, 67(1), 1–9.
https://doi.org/10.1037/a0024643
American Psychological Association (2012d). Guidelines for psychological practice
with lesbian, gay, and bisexual clients. American Psychologist, 67(1), 10–42. https://
doi.org/10.1037/a0024659
American Psychological Association. (2013a). Guidelines for the practice of
telepsychology Retrieved from https://www.apa.org/practice/guidelines/
telepsychology
American Psychological Association (2013b). Guidelines for psychological practice
in healthcare delivery systems. American Psychologist, 68(1), 1–6. https://doi.
org/10.1037/a0029890
American Psychological Association (2014). Guidelines for psychological practice
with olderadults. American Psychologist, 69(1), 34–65. https://doi.org/10.1037/
a0035063
American Psychological Association (2015a). Guidelines for psychological practice
with transgender and gender nonconforming people. American Psychologist, 70(9),
832–864.https://doi.org/10.1037/a0039906
American Psychological Association. (2015b). Professional practice guidelines:
Guidance for developers and users. American Psychologist, 70(9), 823–831. https://
doi.org/10.1037/a0039644
American Psychological Association. (2017a) Ethical Principles of Psychologists
and Code of Conduct.Retrieved from https://www.apa.org/ethics/code/ethicscode-2017.pdf
American Psychological Association. (2017b). Multicultural Guidelines: An ecological
approach tocontext, identity, and intersectionality. Retrieved from https://www.
apa.org/about/policy/multicultural-guidelines.pdf

APA

|

American Psychological Association. (2018a). Guidelines for psychological
practice withboys and men. Retrieved from http://www.apa.org/about/policy/
psychological-practice-boys-men-guidelines.pdf
American Psychological Association. (2018b). Guidelines for psychological practice
with girls and women. Retrieved from http://www.apa.org/about/policy/
psychological-practice-girls-women.pdf
American Psychological Association. (2019a). Guidelines for Psychological Practice
for Peoplewith Low-Income and Economic Marginalization. Retrieved from www.
apa.org/about/policy/guidelines-lowincome.pdf.
American Psychological Association. (2019b). Race and Ethnicity Guidelines in
Psychology: Promoting Responsiveness and Equity. Retrieved from http://www.
apa.org/about/policy/race-and-ethnicity-in-psychology.pdf
American Psychological Association. (2020a). Education and training guidelines: A
taxonomyfor education and training in professional psychology health service
specialties and subspecialties. Retrieved from http://www.apa.org/ed/graduate/
specialize/taxonomy.pdf
American Psychological Association. (2020b). Resolution on Ageism. Retrieved from
https://www.apa.org/about/policy/resolution-ageism.pdf
American Psychological Association (2020c). APA Family Caregiver Briefcase.
Retrieved from
https://www.apa.org/pi/about/publications/caregivers
Amjad, H., Roth, D. L., Sheehan, O. C., Lyketsos, C. G., Wolff, J. L., & Samus, Q. M.
(2018). Underdiagnosisof Dementia: An Observational Study of Patterns in
Diagnosis and Awareness in US Older Adults.Journal of General Internal Medicine,
33(7), 1131–1138. https://doi.org/10.1007/s11606-018- 4377-y
Arango-Lasprilla, J. C. (2015). Commonly used neuropsychological tests for Spanish
speakers: Normativedata from Latin America [Editorial]. NeuroRehabiliation, 37(4),
489-491. https://doi.org/10.3233/NRE-151276
Ayalon L. (2013). Re-examining ethnic differences in concerns, knowledge, and beliefs
about Alzheimer’sdisease: results from a national sample. International Journal of
Geriatric Psychiatry, 28(12), 288-95.https://doi.org/10.1002/gps.3959
Babulal, G. M., Quiroz, Y. T., Albensi, B. C., Arenaza-Urquijo, E., Astell, A. J., Babiloni,
C., Bahar-Fuchs, A.,Bell, J., Bowman, G. L., Brickman, A. M., Chételat, G., Ciro, C.,
Cohen, A. D., Dilworth-Anderson, P., Dodge, H. H., Dreux, S., Edland, S., Esbensen,
A., Evered, L., … O’Bryant, S. E. (2019).
Perspectives on ethnic and racial disparities in Alzheimer’s disease and related
dementias:Update and areas of immediate need. Alzheimer’s & Dementia, 15(2),
292–312. https://doi.org/10.1016/j.jalz.2018.09.009
Ballard, C., Corbett, A., Orrell, M., Williams, G., Moniz-Cook, E., Romeo, R., Woods,
B., Garrod, L., Testad,I., Woodward-Carlton, B., Wenborn, J., Knapp, M., & Fossey,
J. (2018). Impact of person-centredcare training and person-centred activities
on quality of life, agitation, and antipsychotic use in people with dementia living
in nursing homes: A cluster-randomised controlled trial. PLoS Medicine, 15(2).
https://doi.org/10.1371/journal.pmed.1002500
Ballard, C., Lowery, K., Powell, I., O’Brien, J., & James, I. (2000). Impact of
Behavioral and PsychologicalSymptoms of Dementia on Caregivers. International
Psychogeriatrics, 12(S1), 93–105. https://doi.org/10.1017/S1041610200006840
Bauer, R. M., Iverson, G. L., Cernich, A. N., Binder, L. M., Ruff, R. M., & Naugle, R. I.
(2012). ComputerizedNeuropsychological Assessment Devices: Joint Position
Paper of the American Academy of Clinical Neuropsychology and the National
Academy of Neuropsychology. The Clinical Neuropsychologist, 26(2), 177-196. https://
doi.org/10.1080/13854046.2012.663001
Beck, C. K., Vogelpohl, T. S., Rasin, J. H., Uriri, J. T., O’Sullivan, P., Walls, R., Phillips, R.,
& Baldwin, B. (2002). Effects of Behavioral Interventions on Disruptive Behavior
and Affect in Demented Nursing Home Residents. Nursing Research, 51(4), 219–228.
https://doi:.org/0.1097/00006199- 200207000-00002
Bilder, R.M., Postal, K.S.,Barisa, M., Aase, D.M., Cullum, C. M., Gillaspy, S.R., Harder, L.,
Kanter, G., Lanca,
L., Lechuga, D.M., Morgan, J.M., Most, R., Puente, A.E., Salinas, C.M., & Woodhouse, J.
(2020).InterOrganizational practice committee recommendations/guidance for
teleneuropsychology (TeleNP) in response to the COVID-19 pandemic. The Clinical
Neuropsychologist, [published online ahead of print, 2020 Jul 16]. https://doi.org/1
0.1080/13854046.2020.1767214

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

21

Block, C.K., Johnson-Greene, D., Pliskin, N., & Boake. C. (2017). Discriminating
cognitive screening and cognitive testing from neuropsychological assessment:
implications for professional practice, The Clinical Neuropsychologist, 31(3), 487-500.
h ttps://doi.org/10.1080/13854046.2016.1267803
Bondi, M. W., Edmonds, E. C., Jak, A. J., Clark, L. R., Delano-Wood, L., McDonald, C.
R., Nation, D. A., Libon, D. J., & Salmon, D. P. (2014). Neuropsychological criteria
for mild cognitive impairmentimproves diagnostic precision, biomarker associations,
and progression rates. Alzheimer’s &Dementia: The Journal of the Alzheimer’s Association,
42(1), 275-289. https://doi.org/10.3233/JAD-140276
Brickman, A. M., Cabo, R., & Manly, J. J. (2006). Ethical Issues in Cross-Cultural
Neuropsychology. AppliedNeuropsychology,13(2), 91–100. https://doi.org/10.1207/
s15324826an1302_4
Bright, P., & van der Linde, I. (2020). Comparison of methods for estimating
premorbidintelligence. Neuropsychological Rehabilitation, 30(1), 1–14. https://doi.org/1
0.1080/09602011.2018.1445650
Burgio, L. D., Collins, I. B., Schmid, B., Wharton, T., McCallum, D., & DeCoster, J.
(2009).Translating the REACH Caregiver Intervention for Use by Area Agency on
AgingPersonnel: The REACH OUT Program. The Gerontologist, 49(1), 103–116 https://
doi.org/10.1093/geront/gnp012
Bush, S.S., Allen, R.S. & Molinari, V.A. (2017). Ethical Practice in Geropsychology.
Washington, DC: American Psychological Association. ISBN: 978-1-4338-2626-9
Byrd D. A., & Manly, J. J. (2005). Cultural considerations in the neuropsychological
assessment of older adults. In S. S. Bush & T. A. Martin (Eds.), Geriatric
Neuropsychology: Practice Essentials (pp. 97-114). New York, NY: Psychology Press.
Camp, C. J., & Nasser, E. H. (2003). Nonpharmacological aspects of agitation and
behavioral disorders indementia: Assessment, intervention, and challenges to
providing care. In P. A. Lichtenberg, D. L. Murman, & A. M. Mellow (Eds.), Handbook
of dementia: Psychological, neurological, and psychiatric perspectives (pp. 359 – 401).
New York, NY: Wiley.
Carpenter, B. D., & Gooblar, J. (2018). Disclosing a neurodegenerative diagnosis:
The complexities oftelling and hearing. In G. E. Smith & S. T. Farias (Eds.), APA
handbooks in psychology®. APA handbook of dementia (p. 487–500). American
Psychological Association. https://doi.org/10.1037/0000076-026
Chang E-S., Kannoth, S., Levy, S., Wang S-Y., Lee, J.E., Levy. B.R. (2020). Global
reach of ageism on older persons’ health: A systematic review. PLoS ONE 15(1):
e0220857.doi: 10.1371/journal.pone.0220857
Chelune, G. J. (2017). Evidence-Based Practices in Neuropsychology. In S. C. Bowden
(Ed.), Neuropsychological assessment in the age of evidence-based practice:
Diagnostic and treatment evaluations (pp. 155–181). Oxford University Press.
Cheng, S.-T., Mak, E. P. M., Fung, H. H., Kwok, T., Lee, D. T. F., & Lam, L. C. W. (2017).
Benefit-finding andeffect on caregiver depression: A double-blind randomized
controlled trial. Journal of Consulting and Clinical Psychology, 85(5), 521–529. https://
doi.org/10.1037/ccp0000176
Cheng, S.-T., Li, K.-K., Losada, A., Zhang, F., Au, A., Thompson, L. W., & GallagherThompson, D. (2020).The effectiveness of nonpharmacological interventions for
informal dementia caregivers: An updated systematic review and meta-analysis.
Psychology and Aging, 35(1), 55–77. https://doi.org/10.1037/pag000040
Chin, A. L., Negash, S., & Hamilton, R. (2011). Diversity and disparity in dementia:
the impact of ethnoracial differences in Alzheimer disease. Alzheimer
Disease and Associated Disorders, 25(3),187–195. https://doi.org/10.1097/
WAD.0b013e318211c6c9
Clarke, C., Woods, B., Moniz-Cook, E., Mountain, G., Øksnebjerg, L., Chattat, R., Diaz,
A., Gove, D.,Vernooij-Dassen, M., & Wolverson, E. (2020). Measuring the wellbeing of people with dementia: A conceptual scoping review. Health and Quality of
Life Outcomes, 18(1), 249. https://doi.org/10.1186/s12955-020-01440-x
Cohen-Mansfield, J. (2015). Behavioral and psychological symptoms of dementia. In
Handbook of Clinical Geropsychology, Vol. 2: Assessment, treatment, and issues of later life
(pp. 271–317). American Psychological Association. https://doi.org/10.1037/14459011
Cohen-Mansfield, J., Libin, A., & Marx, M. S. (2007). Nonpharmacological treatment
of agitation: A controlled trial of systematic individualized intervention. The Journals
of Gerontology. Series A,Biological Sciences and Medical Sciences, 62(8), 908–916. https://
doi.org/10.1093/gerona/62.8.908
Cohen-Mansfield, J., Marx, M. S., & Rosenthal, A. S. (1989). A Description of
Agitation in a Nursing Home. Journal of Gerontology, 44(3), M77–M84. https://doi.
org/10.1093/geronj/44.3.M77

22 APA

|

Cohen-Mansfield, J., Thein, K., Marx, M. S., Dakheel-Ali, M., & Freedman, L. (2012).
Efficacy of nonpharmacologic interventions for agitation in advanced dementia:
A randomized, placebo-controlled trial. The Journal of Clinical Psychiatry, 73(9),
1255–1261. https://doi.org/10.4088/JCP.12m07918
Connell, C. M., Scott Roberts, J., McLaughlin, S. J., Akinleye, D. (2009). Racial
differences in knowledge and beliefs about Alzheimer disease. Alzheimer Disease
and Associated Disorders, 23, 110–116.https://doi: 10.1097/WAD.0b013e318192e94d
Cosentino, S., Manly, J., & Mungas, D. (2007). Do reading tests measure the
same construct in multiethnic and multilingual older persons? Journal of the
International Neuropsychological Society. 13(2), 228–236. https://doi.org/10.1017/
S1355617707070257
Cummings, J. (1997). The Neuropsychiatric Inventory: Assessing psychopathology in
dementiapatients. Neurology, 48(5), 10S-16S. https://doi.org/10.1212/WNL.48.5_
Suppl_6.10S
Curyto, K. J., Van Haitsma, K., & Vriesman, D. K. (2008). Direct observation of
behavior: A review of current measures for use with older adults with dementia.
Research in Gerontological Nursing, 1(1), 52–76. https://doi.org/10.3928/1940492120080101-02
Davis, J. J. (2018). Performance validity in older adults: Observed versus predicted
false positive rates in relation to number of tests administered. Journal of Clinical and
Experimental Neuropsychology, 40(10), 1013–1021. https://doi.org/10.1080/138033
95.2018.1472221
de Haan, G. A., Tucha, O., & Heutink, J. (2020). Effects of low visual acuity on
neuropsychological testscores: A simulation study. The Clinical Neuropsychologist,
34(1), 140–157. https://doi.org/10.1080/13854046.2019.1596315
del-Pino-Casado, R., Frías-Osuna, A., Palomino-Moral, P. A., Ruzafa-Martínez, M., &
Ramos-Morcillo, A. J. (2018). Social support and subjective burden in caregivers
of adults and older adults: A meta- analysis. PLOS ONE, 13(1), e0189874. https://doi.
org/10.1371/journal.pone.0189874
Donnellan, W. J., Bennett, K. M., & Soulsby, L. K. (2015). What are the factors that
facilitate or hinder resilience in older spousal dementia carers? A qualitative study.
Aging & Mental Health, 19(10), 932–939. https://doi.org/10.1080/13607863.201
4.977771
Donnellan, W. J., Bennett, K. M., & Soulsby, L. K. (2019). How does carer resilience
change over time and care status? A qualitative longitudinal study. Aging & Mental
Health, 23(11), 1510–1516. https://doi.org/10.1080/13607863.2018.1503998
Dooley, J., Bailey, C., & McCabe, R. (2015). Communication in healthcare interactions
in dementia: A systematic review of observational studies. International
Psychogeriatrics, 27(8), 1277–1300. https://doi.org/10.1017/S1041610214002890
Duff, K. (2012). Evidence-Based Indicators of Neuropsychological Change in
the Individual Patient:Relevant Concepts and Methods. Archives of Clinical
Neuropsychology, 27(3), 248–261. https://doi.org/10.1093/arclin/acr120
Dugbartey, A. T. (2014). Ethical considerations in neuropsychological assessment
of Asianheritage clients. In J. M. Davis & R. C. D’Amato (Eds.), Issues of diversity in
clinical
neuropsychology: Neuropsychology of Asians and Asian Americans: Practical and theoretical
considerations (pp. 17–25). New York, NY: Springer. https://doi.org/10.1007/978-14614-8075-4_2
Edmonds, E. C., Delano-Wood, L., Galasko, D. R., Salmon, D. P., & Bondi, M. W. (2014).
Subjective cognitive complaints contribute to misdiagnosis of mild cognitive
impairment. Journal of the International Neuropsychological Society, 20(8), 836-847.
https://content.iospress.com/articles/journal-of-alzheimers-disease/jad140276
Edmonds, E. C., Delano-Wood, L., Clark, L. R., Jak, A. J., Nation, D. A., McDonald, C. R.,
Libon, D. J., Au, R.,Galasko, D., Salmon, D. P., & Bondi, M. W. (2015). Susceptibility
of the conventional criteria for mild cognitive impairment to false-positive
diagnostic errors. Alzheimer’s & Dementia: The Journal of the Alzheimer’s Association,
11(4), 415-424. https://doi.org/10.1016/j.jalz.2014.03.005
Edmonds, E. C., Weigand, A. J., Hatton, S. N., Marshall, A. J., Thomas, K. R.,
Ayala, D. A., ... & Alzheimer’sDisease Neuroimaging Initiative. (2020).
Patterns of longitudinal cortical atrophy over 3 years inempirically derived
MCI subtypes. Neurology, 94(24) e2532-e2544; https://doi.org/10.1212/
WNL.0000000000009462

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

Elman, J. A., Jak, A. J., Panizzon, M. S., Tu, X. M., Chen, T., Reynolds, C. A., Gustavson,
D. E., Franz, C. E.,
Hatton, S. N., Jacobson, K. C., Toomey, R., McKenzie, R., Xian, H., Lyons, M. J., &
Kremen, W. S.(2018). Underdiagnosis of mild cognitive impairment: A
consequence of ignoring practice effects. Alzheimer’s & Dementia: Diagnosis,
Assessment & Disease Monitoring, 10(1), 372-381. https://doi.org/10.1016/j.
dadm.2018.04.003
Elliott, A. F., Burgio, L. D., & DeCoster, J. (2010). Enhancing Caregiver Health: Findings
from the Resources for Enhancing Alzheimer’s Caregiver Health II Intervention.
Journal of the American Geriatrics Society, 58(1), 30–37. https://doi.org/10.1111/j.15325415.2009.02631.x
Feast, A., Moniz-Cook, E., Stoner, C., Charlesworth, G., & Orrell, M. (2016). A
systematic review of the relationship between behavioral and psychological
symptoms (BPSD) and caregiver well-being.International Psychogeriatrics, 28(11),
1761–1774. https://doi.org/10.1017/S1041610216000922
Fernandez, L.E & Johnson, N.J. (2020). Demographics and the epidemiological risk
factors for dementiain Hispanic/Latino populations. In H.Y. Adames & Y.N. Tazeau
(Eds.). Caring for Latinxs with dementia in a globalized world (pp. 3-16). New York, NY:
Springer 978-1-0716-0130-3
Fiscella, K., Franks, P., Gold, M. R., & Clancy, C. M. (2000). Inequality in quality:
Addressing socioeconomic, racial, and ethnic disparities in health care. Journal of
the American Medical Association, 283(19), 2579–2584. https://doi.org/10.1001/
jama.283.19.2579
Fujii, D. (2017). Conducting a culturally informed neuropsychological evaluation. Washington,
DC: American Psychological Association.
Fyffe, D. C., Mukherjee, S., Barnes, L. L., Manly, J. J., Bennett, D. A., & Crane, P. K.
(2011). Explaining differences in episodic memory performance among older
African Americans and Whites: Theroles of factors related to cognitive reserve
and test bias. Journal of the International Neuropsychological Society.,17(4), 625–638.
https://doi.org/10.1017/S1355617711000476
Gallagher-Thompson, D., Bilbrey, A. C., Apesoa-Varano, E.S., Ghatak, R., Kim, K.K.,
& Cothran, F. A. (2020). Conceptual framework to guide intervention research
across the trajectory of dementiacaregiving. The Gerontologist, 60, (S1), S29-S40.
https://doi.org/ 10.1093/geront/gnz157
Galvin, J. E., Roe, C. M., Powlishta, K. K., Coats, M. A., Muich, S. J., Grant, E., Miller,
J. P., Storandt, M., &Morris, J. C. (2005). The AD8: A brief informant interview
to detect dementia. Neurology, 65(4), 559-564. https://doi.org/10.1212/01.
wnl.0000172958.95282.2a
Galvin, J. E., Valois, L., & Zweig, Y. (2014). Collaborative transdisciplinary team
approach for dementiacare. Neurodegenerative disease management, 4(6), 455–469.
https://doi.org/10.2217/nmt.14.47
Gavett, B. E., Ashendorf, L., & Gurnani, A. S. (2015). Reliable Change on
Neuropsychological Tests in theUniform Data Set. Journal of the International
Neuropsychological Society, 21(7), 558–567. https://doi.org/10.1017/
S135561771500058
Geda, Y. E., Schneider, L. S., Gitlin, L. N., Miller, D. S., Smith, G. S., Bell, J., ... &
Rosenberg, P. B. (2013).
Neuropsychiatric symptoms in Alzheimer’s disease: past progress and anticipation
of the future.Alzheimer’s & Dementia: The Journal of the Alzheimer’s Association, 9(5), 602608. https://doi.org/10.1017/S1355617715000582
Germine, L., Reinecke, K., & Chaytor, N. S. (2019). Digital neuropsychology:
Challenges and opportunitiesat the intersection of science and software. The Clinical
Neuropsychologist, 33(2), 271-286. https://doi.org/10.1080/13854046.2018.1535
662
Gitlin, L. N., Belle, S. H., Burgio, L. D., Czaja, S. J., Mahoney, D., Gallagher-Thompson, D.,
Burns, R., Hauck,
W. W., Zhang, S., Schulz, R., Ory, M. G., & REACH Investigators. (2003). Effect of
multicomponentinterventions on caregiver burden and depression: The REACH
multisite initiative at 6-month follow-up. Psychology and Aging, 18(3), 361–374.
https://doi.org/10.1037/0882-7974.18.3.361
Gitlin, L. N., Marx, K. A., Stanley, I. H., Hansen, B. R., & Van Haitsma, K. S. (2014).
Assessing neuropsychiatric symptoms in people with dementia: A systematic
review of measures.International Psychogeriatrics, 26(11), 1805–1848. https://doi.
org/10.1017/S1041610214001537

APA

|

Gorelick, P. B., Scuteri, A., Black, S. E., DeCarli, C., Greenberg, S. M., Iadecola, C., ...
& Petersen, R. C. (2011). Vascular contributions to cognitive impairment and
dementia: a statement for healthcare professionals from the American Heart
Association/American Stroke Association.Stroke, 42(9), 2672-2713. doi: 10.1161/
STR.0b013e3182299496
Green, J. (2006). Feedback. In D. K. Affix & K. A. Welch-Bohmer (Eds.). Geriatric
neuropsychology:Assessment and intervention (pp. 223–236). New York, NY: Guilford
Press.
Greenaway, M. C., Duncan, N. L., & Smith, G. E. (2013). The memory support system
for mild cognitive impairment: Randomized trial of a cognitive rehabilitation
intervention. International Journal of Geriatric Psychiatry, 28(4), 402-409. https://doi.
org/10.1002/gps.3838
Griffiths, A. W., Albertyn, C. P., Burnley, N. L., Creese, B., Walwyn, R., Holloway, I.,
Safarikova, J., & Surr,
C. A. (2020). Validation of the Cohen-Mansfield Agitation Inventory Observational
(CMAI-O) tool. International Psychogeriatrics, 32(1), 75–85. https://doi.org/10.1017/
S1041610219000279
Hampstead, B. M., Stringer, A. Y., Stilla, R. F., & Sathian, K. (2020). Mnemonic
strategy training increases neocortical activation in healthy older adults and
patients with mild cognitive impairment.International Journal of Psychophysiology, 154,
27-36. https://doi.org/10.1016/j.ijpsycho.2019.04.011
Hartman-Stein, P. E., Reuter, J., & Schuster, J. (2002). The behavioral competence
inventory: A measureof functional ability in older adults at risk for dementia.
Poster presented at the 8th International Conference on Alzheimer’s Disease and
Related Disorders, Stockholm, Sweden.
Hernandez, S., McClendon, M. J., Zhou, X. H., Sachs, M., & Lerner, A. J. (2010).
Pharmacological treatment of Alzheimer’s disease: Effect of race and demographic
variables. Alzheimer’s & Dementia: The Journal of the Alzheimer’s Association, 19(2),
665–672. https://dx.doi.org/10.3233%2FJAD-2010-1269
Hewitt, K. C., & Loring, D. W. (2020). Emory university telehealth neuropsychology
development and implementation in response to the COVID-19 pandemic. The
Clinical neuropsychologist, 34(7-8), 1352–1366. https://doi.org/10.1080/13854046.
2020.1791960
Hill-Briggs, F., Dial, J., Morere, D., & Joyce, A. (2007). Neuropsychological assessment
of persons with physical disability, visual impairment or blindness, and hearing
impairment or deafness. Archivesof Clinical Neuropsychology, 22(3), 389–404.
https://doi.org/10.1016/j.acn.2007.01.013
Hinrichs, K.L.M., & Smith, R.W. (2020). Working with surrogates who may lack
capacity In J. Moye (Ed.)Assessing Capacities of Older Adults: A Casebook to
Guide Difficult Decisions (pp. 271-298).
Washington, DC: American Psychological Association. DOI: 10.1037/0000184-013.
Hinrichsen, G. A. (2020). Assessment and treatment of older adults: A guide for mental health
professionals. Washington, DC: American Psychological Association
Horwitz, J & McCaffey, R. (2010). The Boston Naming Test “Noose” Item: What
Is it Good For?. Archivesof Clinical Neuropsychology, 25(6), 475-583. https://doi.
org/10.1093/arclin/acq056
Interorganizational Practice Committee (IOPC). (2020). Tele-Neuropsychology Models and
Tools. Retrieved from https://iopc.online).
Jack, C. R., Jr., Bennett, D. A., Blennow, K., Carrillo, M. C., Dunn, B., Haeberlein, S.
B., Holtzman, D. M., Jagust, W., Jessen, F., Karlawish, J., Liu, E., Molinuevo, J.
L., Montine, T., Phelps, C., Rankin, K. P.,Rowe, C. C., Scheltens, P., Siemers, E.,
Snyder, H. M., … Silverberg, N. (2018). NIA-AA Research Framework: Toward a
biological definition of Alzheimer’s disease. Alzheimer’s & Dementia: The Journal of the
Alzheimer’s Association, 14(4), 535-562. https://doi.org/10.1016/j.jalz.2018.02.018
Jak, A. J., Bondi, M. W., Delano-Wood, L., Wierenga, C., Corey-Bloom, J., Salmon, D.
P., & Delis, D. C.(2009). Quantification of five neuropsychological approaches to
defining mild cognitive impairment. The American Journal of Geriatric Psychiatry, 17(5),
368- 375. https://doi.org/10.1097/JGP.0b013e31819431d5
Jennings, L. A., Ramirez, K. D., Hays, R. D., Wenger, N. S., & Reuben, D. B. (2018).
Personalized Goal Attainment in Dementia Care: Measuring What Persons with
Dementia and Their CaregiversWant. Journal of the American Geriatrics Society,
66(11), 2120–2127. https://doi.org/10.1111/jgs.15541
Joling, K. J., Windle, G., Dröes, R. M., Meiland, F., van Hout, H. P., MacNeil Vroomen,
J., van de Ven, P.M., Moniz-Cook, E., & Woods, B. (2016). Factors of Resilience in
Informal Caregivers of People with Dementia from Integrative International Data
Analysis. Dementia and geriatric cognitivedisorders, 42(3-4), 198–214. https://doi.
org/10.1159/000449131

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

23

Jorm, A. F. (1996). Assessment of cognitive impairment and dementia using informant
reports. ClinicalPsychology Review, 16(1), 51–73. https://doi.org/10.1016/02727358(95)00056-9
Kales, H. C., Gitlin, L. N., & Lyketsos, C. G. (2015). Assessment and management of
behavioral andpsychological symptoms of dementia. British Medical Journal, 350.
https://doi.org/10.1136/bmj.h369
Kennedy, B. R., Mathis, C. C., & Woods, A. K. (2007). African Americans and their
distrust of the healthcare system: healthcare for diverse populations. Journal of
cultural diversity, 14(2), 56–60.
Kiselica, A. M., Webber, T. A., & Benge, J. F. (2020). Using multivariate base rates
of low scores to understand early cognitive declines on the uniform data set
3.0 Neuropsychological Battery.Neuropsychology, 34(6), 629–640. https://doi.
org/10.1037/neu0000640
Knopman, D. S. (2020). The Enigma of Decreasing Dementia Incidence. JAMA Network
Open, 3(7), e2011199. https://doi.org/10.1001/jamanetworkopen.2020.11199
Kolanowski, A., Boltz, M., Galik, E., Gitlin, L. N., Kales, H. C., Resnick, B., Van Haitsma,
K. S., Knehans, A., Sutterlin, J. E., Sefcik, J. S., Liu, W., Petrovsky, D. V., Massimo, L.,
Gilmore-Bykovskyi, A., MacAndrew, M., Brewster, G., Nalls, V., Jao, Y.-L., Duffort,
N., & Scerpella, D. (2017).
Determinants of behavioral and psychological symptoms of dementia: A scoping
review of theevidence. Nursing Outlook, 65(5), 515–529. https://doi.org/10.1016/j.
outlook.2017.06.006
Kovach, C. R., Logan, B. R., Noonan, P. E., Schlidt, A. M., Smerz, J., Simpson, M., &
Wells, T. (2006).
Effects of the Serial Trial Intervention on discomfort and behavior of nursing home
residents with dementia. American Journal of Alzheimer’s Disease and Other Dementias,
21(3), 147–155. https://doi.org/10.1177/1533317506288949
Krell-Roesch, J., Vassilaki, M., Mielke, M. M., Kremers, W. K., Lowe, V. J., Vemuri, P., ...
& Butler, L. M. (2019). Cortical β-amyloid burden, neuropsychiatric symptoms,
and cognitive status: the MayoClinic Study of Aging. Translational psychiatry, 9(1),
1-8.
Lamont, R. A., Swift, H. J., & Abrams, D. (2015). A review and meta-analysis of agebased stereotype threat: Negative stereotypes, not facts, do the damage. Psychology
and Aging,30, 180–193. https://doi.org/10.1037/a0038586
Lichtenberg, P. A. (2016). Financial exploitation, financial capacity, and Alzheimer’s
disease. AmericanPsychologist, 71(4), 312–320. https://doi.org/10.1037/a0040192
Lichtenberg, P. A., Ficker, L., Rahman-Filipiak, A., Tatro, R., Farrell, C., Speir, J. J., Mall, S.
J., Simasko, P., Collens, H. H., & Jackman, J. D. (2016). The Lichtenberg Financial
Decision Screening Scale (LFDSS): A new tool for assessing financial decision
making and preventing financial exploitation.Journal of elder abuse & neglect, 28(3),
134–151. https://doi.org/10.1080/08946566.2016.1168333
Lichtenberg, P. A., Stoltman, J., Ficker, L. J., Iris, M., & Mast, B. (2015). A PersonCentered Approach toFinancial Capacity Assessment: Preliminary Development
of a New Rating Scale. Clinical Gerontologist, 38(1), 49–67. https://doi.org/10.1080
/07317115.2014.970318
Lichtenberg, P. A., Teresi, J. A., Ocepek-Welikson, K., & Eimicke, J. P. (2017). Reliability
and Validity of the Lichtenberg Financial Decision Screening Scale. Innovation in
Aging, 1(1). https://doi.org/10.1093/geroni/igx003
Lin, L.-C., Wu, S.–C., Kao, C.–C., Tzeng, Y.–L., Watson, R., & Tang, S.–H. (2009). Single
ability among activities of daily living as a predictor of agitation. Journal of Clinical
Nursing, 18(1), 117–123. https://doi.org/10.1111/j.1365-2702.2008.02367.x
Lippa, S. M. (2018). Performance validity testing in neuropsychology: A clinical
guide, criticalreview, and update on a rapidly evolving literature. The Clinical
Neuropsychologist, 32(3), 391–421. https://doi.org/10.1080/13854046.2017.140
6146
Livingston, G., Huntley, J., Sommerlad, A., Ames, D., Ballard, C., Banerjee, S. et al.,
(2020).Dementia prevention, intervention, and care: 2020 Report of the Lancet
Commission. TheLancet, 396(10248), 413-446.https://doi.org/10.1016/S01406736(20)30367-6
Livingston, G., Kelly, L., Lewis-Holmes, E., Baio, G., Morris, S., Patel, N., Omar, R. Z.,
Katona, C., & Cooper, C. (2014). Non-pharmacological interventions for agitation
in dementia: Systematic review of randomised controlled trials. The British Journal of
Psychiatry: The Journal of MentalScience, 205(6), 436–442. https://doi.org/10.1192/
bjp.bp.113.141119
Livingston, G., Sommerlad, A., Orgeta, V., Costafreda, S. G., Huntley, J., Ames, D. et al.
(2017). Dementia prevention, intervention, and care. The Lancet, 390, 2673-2734.
https://doi.org/10.1016/S0140-6736(20)30367-6

24 APA

|

Lowe, D. A., & Rogers, S. A. (2011). Estimating Premorbid Intelligence among
Older Adults: The Utility of the AMNART. Journal of Aging Research, https://doi.
org/10.4061/2011/428132
Lyketsos, C. G., Carrillo, M. C., Ryan, J. M., Khachaturian, A. S., Trzepacz, P., Amatniek,
J., Cedarbaum, J., Brashear, R., & Miller, D. S. (2011). Neuropsychiatric symptoms
in Alzheimer’s disease.Alzheimer’s & Dementia: The Journal of the Alzheimer’s Association,
7(5), 532–539. https://doi.org/10.1016/j.jalz.2011.05.2410
Maassen, G. (2000). Principles of defining reliable change indices. Journal of Clinical and
Experimental Neuropsychology, 22(5), 622-632. https://doi.org/10.1076/13803395(200010)
Mackinnon, A., & Mulligan, R. (1998). Combining cognitive testing and informant
report to increaseaccuracy in screening for dementia. American Journal of Psychiatry,
155(11), 1529 –1535. https://doi.org/10.1176/ajp.155.11.1529
Maglione, M., Maher, R. A., Hu, J., Wang, Z., Shanman, R., Shekelle, P.G., Roth, B.,
Hilton, L., Suttorp, M.J., Ewing, B.A., Motala, A., & Perry, T. (2011). Off-label use of
atypical antipsychotics: An update. Comparative Effectiveness Review, 43. (Prepared
by the Southern California Evidence- based Practice Center under Contract No.
HHSA290-2007-10062- 1.) Rockville, MD: Agency forHealthcare Research and
Quality. September 2011. Retrieved from: www.effectivehealthcare.ahrq.gov/
reports/final.cfm
Mahoney, D. F., Cloutterbuck, J., Neary, S., & Zhan, L. (2005). African American,
Chinese, and Latino family caregivers’ impressions of the onset and diagnosis
of dementia: cross-cultural similaritiesand differences. The Gerontologist, 45(6),
783–792. https://doi.org/10.1093/geront/45.6.783
Mahoney, J.J. III, Bajo, S.D., De Marco, A.P., Arredondo, B.C., Hilsabeck, R.C., &
Broshek, D.K. (2017).
Referring Providers’ Preferences and Satisfaction with Neuropsychological Services.
Archives of Clinical Neuropsychology, 32(4), 427–436 https://doi.org/10.1093/arclin/
acx007
Maki, P. & Henderson, V. (2012). Hormone therapy, dementia, and cognition: The
Women’sHealth Initiative 10 years on. Climacteric, 2012. 15(3): p. 256-262. doi:
10.3109/13697137.2012.660613
Malloy, P., & Grace, J. (2005). A review of rating scales for measuring behavior
change due to frontalsystems damage. Cognitive and Behavioral Neurology: Official
Journal of the Society for Behavioral and Cognitive Neurology, 18(1), 18–27. https://doi.
org/10.1097/01.wnn.0000152232.47901.88
Manly, J. J., Tang, M. X., Schupf, N., Stern, Y., Vonsattel, J. P. G., & Mayeux, R. (2008).
Frequency and course of mild cognitive impairment in a multiethnic community.
Annals of Neurology, 63(4), 494-506.
Marra, D. E. , Hamlet, K. , Bauer, R. , & Bowers, D. (2020). Validity of
teleneuropsychology for older adults in response to COVID-19: A systematic and
critical Review. The Clinical Neuropsychologist, 34(7). https://doi.org/10.1080/1385
4046.2020.1769192
Marson, D. (2016). Conceptual Models and Guidelines for Clinical Assessment of
Financial Capacity. Archives of Clinical Neuropsychology, 31(6), 541–553. https://doi.
org/10.1093/arclin/acw052
Marson, D. C., Martin, R. C., Wadley, V., Griffith, H. R., Snyder, S., Goode, P. S., Kinney,
F. C., Nicholas, A. P., Steele, T., Anderson, B., Zamrini, E., Raman, R., Bartolucci,
A., & Harrell, L. E. (2009). Clinical Interview Assessment of Financial Capacity
in Older Adults with Mild Cognitive Impairment andAlzheimer’s Disease. Journal
of the American Geriatrics Society, 57(5), 806–814. https://doi.org/10.1111/j.15325415.2009.02202.x
Martin, P. K., Schroeder, R. W., & Olsen, D. H. (2020). Performance validity
in the dementia clinic: Specificity of validity tests when used individually
and in aggregate across levelsof cognitive impairment severity. The Clinical
Neuropsychologist, 1–24. https://doi.org/10.1080/13854046.2020.1778790
Massimo, L., Kales, H. C., & Kolanowski, A. (2018). State of the Science: Apathy As
a Model for Investigating Behavioral and Psychological Symptoms in Dementia.
Journal of the AmericanGeriatrics Society, 66 Suppl 1(Suppl 1), S4–S12. https://doi.
org/10.1111/jgs.15343
Mast, B.T. (2011). Whole Person Dementia Assessment. Baltimore, MD: Health Professions
Press.
Mast, B.T., & Yochim, B. (2018). Alzheimer’s Disease & Dementia. Boston, MA: Hogrefe
Publishing Corp.
Mathers, C. D., & Loncar, D. (2006). Projections of global mortality and burden of
disease from 2002 to2030. PLoS Med, 3(11), e442. https://doi.org/10.1371/journal.
pmed.0030442

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

Matthews, K. A., Xu, W., Gaglioti, A. H., Holt, J. B., Croft, J. B., Mack, D., & McGuire,
L. C.
(2019). Racial and ethnic estimates of Alzheimer’s disease and related dementias
in the UnitedStates (2015-2060) in adults aged ≥65 years. Alzheimer’s & dementia
: the journal of the Alzheimer’s Association, 15(1), 17–24. https://doi.org/10.1016/j.
jalz.2018.06.3063
McCarrey, A. C., An, Y., Kitner-Triolo, M. H., Ferrucci, L., & Resnick, S. M. (2016). Sex
differences in cognitive trajectories in clinically normal older adults. Psychology and
aging, 31(2), 166–175. https://doi.org/10.1037/pag0000070
McGlinchey, E., Reilly, E., McCallion, P., Dunne, P., Mulryan, N., Carroll, R., & McCarron,
M. (2019).
Dementia and intellectual disability: Prevalence, assessment and post-diagnostic
support. In J. L.Matson (Ed.), Handbook of intellectual disabilities (pp. 965–986).
Springer International Publishing. https://doi.org/10.1007/978-3-030-20843-1_51
McKeith, I. G., Boeve, B. F., Dickson, D. W., Halliday, G., Taylor, J. P., Weintraub, D.,
Bayston, A. Beach, T.G., Blanc, F., Bohnen, N., Bonanni, L., Bras, J., Brundin, P.,
Burn, D., Chen-Plotkin, A., … Kosaka, K. (2017). Diagnosis and management of
dementia with Lewy bodies: Fourth consensus report of the DLB Consortium.
Neurology, 89(1), 88-100. https://doi.org/10.1212/WNL.0000000000004058
McKhann, G. M., Knopman, D. S., Chertkow, H., Hyman, B. T., Jack Jr, C. R., Kawas,
C. H., Mohs, R. C. Morris, J. C., Rossor, M. N., Scheltens, P., Carrillo, M. C., Thies,
B., Weintraub, S., & Phelps, C. H.(2011). The diagnosis of dementia due to
Alzheimer’s disease: recommendations from the National Institute on AgingAlzheimer’s Association workgroups on diagnostic guidelines for Alzheimer’s
disease. Alzheimer’s & Dementia: The Journal of the Alzheimer’s Association, 7(3), 263-269.
https://doi.org/10.1016/j.jalz.2011.03.005
McGurn, B., Starr, J. M., Topfer, J. A., Pattie, A., Whiteman, M. C., Lemmon, H. A.,
Whalley, L. J., & Deary, I. J. (2004). Pronunciation of irregular words is preserved
in dementia, validating premorbid IQ estimation. Neurology, 62, 1184 –1186.
https://doi.org/10.1212/01.WNL.0000103169.80910.8B
McWilliam, C. L., Brown, J. B., Carmichael, J. L., & Lehman, J. M. (1994). A new
perspective on threatened autonomy in elderly persons: The disempowering
process. Social Science &Medicine, 38(2), 327–338. https://doi.org/10.1016/02779536(94)90402-2
Meeks, S., Van Haitsma, K., Schoenbachler, B., & Looney, S. W. (2015). BE-ACTIV
for depression in nursing homes: primary outcomes of a randomized clinical trial.
Journals of Gerontology SeriesB: Psychological Sciences and Social Sciences, 70(1), 13-23.
Mehta, K. M., & Yeo, G. W. (2017). Systematic review of dementia prevalence and
incidence in United States race/ethnic populations. Alzheimer’s & Dementia: The
Journal of the Alzheimer’s Association, 13(1), 72-83. https://doi.org/10.1016/j.
jalz.2016.06.2360
Mehta K. M., Yin, M., Resendez, C., & Yaffe, K.. (2005). Ethnic differences in
acetylcholinesteraseinhibitor use for Alzheimer disease. Neurology, 65(1), 159–162.
https://doi.org/10.1212/01.wnl.0000167545.38161.48
Meth, M. Z., Bernstein, J. P. K., Calamia, M., & Tranel, D. (2019). What types of
recommendations are wegiving patients? A survey of clinical neuropsychologists.
The Clinical Neuropsychologist, 33(1), 57–74. https://doi.org/10.1080/13854046.20
18.1456564
Miller, J. B. & Barr, W. B. (2017). The technology crisis in neuropsychology. Archives of
ClinicalNeuropsychology, 32(5), 541-554. https://doi.org/10.1093/arclin/acx050
Mittelman, M. S., & Bartels, S. J. (2014). Translating Research Into Practice: Case
Study Of A Community-Based Dementia Caregiver Intervention. Health Affairs,
33(4), 587–595. https://doi.org/10.1377/hlthaff.2013.1334
Mittelman, M. S., Haley, W. E., Clay, O. J., & Roth, D. L. (2006). Improving caregiver
well-being delaysnursing home placement of patients with Alzheimer disease.
Neurology, 67(9), 1592–1599.https://doi.org/10.1212/01.wnl.0000242727.81172.91
Molony, S. L., Kolanowski, A., Van Haitsma, K., & Rooney, K. E. (2018). Personcentered assessment andcare planning. The Gerontologist, 58(Suppl 1), S32-S47.
https://doi.org/10.1093/geront/gnx173
Monnot, M., Brosey, M., & Ross, E. (2005). Screening for dementia: Family caregiver
questionnairesreliably predict dementia. Journal of the American Board of Family
Medicine, 18, 240 –256.https://doi.org/10.3122/jabfm.18.4.240
Mosqueda, L., & Olsen, B. (2015). Elder abuse and neglect. In P. A. Lichtenberg, B. T. Mast,
B. D. Carpenter, & J. Loebach Wetherell (Eds.), APA handbooks in psychology. APA handbook
of clinical geropsychology, Vol. 2. Assessment, treatment, and issues of later life (p. 667–686).
American Psychological Association. https://doi.org/10.1037/14459-026
Moye, J. (Ed.). (2020). Assessing capacities of older adults: A casebook to guide difficult decisions.
American Psychological Association. https://doi.org/10.1037/0000184-000

APA

|

Moye, J., & Wood, E. (2020). Understanding legal and clinical capacities. In J. Moye
(Ed.), Assessing capacities of older adults: A casebook to guide difficult decisions (p. 9–23).
American Psychological Association. https://doi.org/10.1037/0000184-002
Moyer, V. A. (2014). Screening for cognitive impairment in older adults: U.S.
Preventive Services TaskForce Recommendation Statement. Annals of Internal
Medicine, 160, 791-797. https://doi.org/10.7326/M14-0496
Moyle, W. (2019). The promise of technology in the future of dementia care. National
Review ofNeurology, 15, 353–359. https://doi.org/10.1038/s41582-019-0188-y
Ngandu T, Lehtisalo J, Solomon A, Levälahti E, Ahtiluoto S, Antikainen R, Bäckman
L, Hänninen T, Jula A,Laatikainen T, Lindström J, Mangialasche F, Paajanen T,
Pajala S, Peltonen M, Rauramaa R, Stigsdotter-Neely A, Strandberg T, Tuomilehto
J, Soininen H, Kivipelto M. A. (2015). A 2 year multidomain intervention of diet,
exercise, cognitive training, and vascular risk monitoring versus control to prevent
cognitive decline in at-risk elderly people (FINGER): A randomised controlled trial.
The Lancet, 385, 2255–2263. https://www.sciencedirect.com/science/article/pii/
S0140673615604615
Norton, M. C., Smith, K. R., Østbye, T., Tschanz, J. T., Corcoran, C., Schwartz, S., Piercy,
K. W., Rabins, P. V., Steffens, D. C., Skoog, I., Breitner, J. C. S., & Welsh-Bohmer, K.
A. (2010). Increased Risk of Dementia When Spouse Has Dementia? The Cache
County Study. Journal of the American Geriatrics Society, 58(5), 895–900. https://doi.
org/10.1111/j.1532-5415.2010.02806.x
Orgeta, V., Qazi, A., Spector, A. E., & Orrell, M. (2014). Psychological treatments
for depression and anxiety in dementia and mild cognitive impairment. Cochrane
Database of Systematic Reviews.https://doi.org/10.1002/14651858.CD009125.pub2
Patnode, C. D., Perdue, L. A., Rossom, R. C., Rushkin, M. C., Redmond, N., Thomas,
R. G., & Lin, J. S. (2020). Screening for cognitive impairment for older adults: An evidence
update for the U.S. Preventive Services Task Force. Kaiser Permanente Center for Health
Research. Retrieved from https://www.uspreventiveservicestaskforce.org/uspstf/
recommendation/cognitive-impairment- in-older-adults-screening1#fullrecom
mendationstart
Pedraza, O. (2018). Neuropsychological assessment of Spanish-speaking older adults.
In G. E. Smith & S.
T. Farias (Eds.), APA handbooks in psychology®. APA handbook of dementia (pp. 141–170).
American Psychological Association. https://doi.org/10.1037/0000076-008
Pew Research Center. (2020). Internet and Technology. Retrieved from https://www.
pewresearch.org/internet/
Petersen, R. C. (2004). Mild cognitive impairment as a diagnostic entity. Journal
of Internal Medicine, 256(3), 183-194. https://doi.org/10.1111/j.13652796.2004.01388.x
Petersen, R. C., Aisen, P. S., Beckett, L. A., Donohue, M. C., Gamst, A. C., Harvey,
D. J., Jack, C. R., Jr., Jagust, W. J., Shaw, L. M., Toga, A. W., Trojanowski, J. Q.,
& Weiner, M. W. (2010). Alzheimer’sDisease Neuroimaging Initiative (ADNI):
Clinical characterization. Neurology, 74(3), 201-209. https://doi.org/10.1212/
WNL.0b013e3181cb3e25
Plassman, B. L., & Potter, G. G. (2018). Epidemiology of dementia and mild cognitive
impairment. In G. E.Smith & S. T. Farias (Eds.), APA handbooks in psychology®. APA
handbook of dementia (p. 15– 39). Washington, DC: American Psychological
Association. https://doi.org/10.1037/0000076-002
Postal, K., & Armstrong, K. (2013). Feedback that sticks: The art of communicating
neuropsychologicalassessment results. Oxford University Press.ISBN: 0-19-976569-3
Pot, A. M., Gallagher, T. D., Xiao, L. D., Willemse, B. M., Rosier, I., Mehta, K. M., Zandi,
D., & Dua, T.(2019). iSupport: a WHO global online intervention for informal
caregivers of people with dementia. World Psychiatry, 18(3), 365–366. https://doiorg.ezproxy.umsl.edu/10.1002/wps.20684
Prasher, V. P. (Ed.). (2018). Neuropsychological Assessments of Dementia in Down
Syndrome and Intellectual Disabilities. Springer International Publishing. https://doi.
org/10.1007/978-3-319- 61720-6
Qualls, S. H. & Williams, A.A. (2013). Caregiver Family Therapy:Empowering Families to Meet
the Challenges of Aging. Washington, DC: American Psychological Association. ISBN:
978-1-4338- 1214-9
Quinn, C., & Toms, G. (2019). Influence of Positive Aspects of Dementia Caregiving on
Caregivers’ Well-Being: A Systematic Review. The Gerontologist, 59(5), e584–e596.
https://doi.org/10.1093/geront/gny168
Rabin, L. A., Brodale, D. L., Elbulok-Charcape, M. M., & Barr, W. B. (2020). Challenges
in the neuropsychological assessment of ethnic minorities. In O. Pedraza (Ed.).
Clinical Cultural Neuroscience: An Integrative Approach to Cross-Cultural Neuropsychology
(pp. 55-80). New York, NY: Oxford University Press.

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

25

Rascovsky, K., Hodges, J. R., Knopman, D., Mendez, M. F., Kramer, J. H., Neuhaus, J., ...
& Hillis, A. E. (2011). Sensitivity of revised diagnostic criteria for the behavioural
variant of frontotemporal dementia. Brain, 134(9), 2456-2477. https://doi.
org/10.1093/brain/awr179
Reus, V. I., Fochtmann, L. J., Eyler, A. E., Hilty, D. M., Horvitz-Lennon, M., Jibson, M.
D., Lopez, O. L., Mahoney, J., Pasic, J., Tan, Z. S., Wills, C. D., Rhoads, R., & Yager,
J. (2016). The American Psychiatric Association Practice Guideline on the Use
of Antipsychotics to Treat Agitation or Psychosis in Patients With Dementia.
American Journal of Psychiatry, 173(5), 543–546. https://doi.org/10.1176/appi.
ajp.2015.173501
Rivera Mindt, M., Byrd, D., Saez, P., & Manly, J. (2010). Increasing culturally
competent neuropsychological services for ethnic minority populations: A
call to action. The Clinical Neuropsychologist, 24(3), 429–453. https://doi.
org/10.1080/13854040903058960
Robbins, R.N., Schular, M., Ferret, H.L., & Strutt, A.M. (2016). Operationalizing
a standard and ethical approach to neuropsychological assessment across
diverse cultures. In F.R. Ferraro (Ed.), Minority and cross-cultural aspects of
neuropsychological assessment: Enduring and emergingtrends (2nd ed., pp. 411435). New York, NY; Taylor & Francis.
Roberts, R. O., Knopman, D. S., Mielke, M. M., Cha, R. H., Pankratz, V. S., Christianson,
T. J., ... & Rocca,
W. A. (2014). Higher risk of progression to dementia in mild cognitive impairment
cases whorevert to normal. Neurology, 82(4), 317-325. https://doi.org/10.1212/
WNL.000000000000005510.1212/WNL.0000000000000055
Roberts J.S., Connell, C. M., Cisewski, D., Hipps, Y. G, Demissie, S., & Green, R. C.
(2003). Differences between African Americans and whites in their perceptions
of Alzheimer disease. Alzheimer Disease and Associated Disorders, 17, 19–26. https://
www.genomes2people.org/wp- content/uploads/2018/07/20030101_REVEAL_
ADAssociatedDisorders_Roberts_AAWhitePercep tionAD.pdf
Roebuck-Spencer, T., Tannahill, G., Puente, A.E., Denney, R.L., Ruff, R.M., Hostetter,
G., & Bianchini, K.J. (2017). Cognitive Screening Tests Versus Comprehensive
Neuropsychological Test Batteries: A National Academy of Neuropsychology
Education Paper, Archives of Clinical Neuropsychology, 32(4), 491–498. https://doi.
org/10.1093/arclin/acx021
Rosado, D. L., Buehler, S., Botbol-Berman, E., Feigon, M., León, A., Luu, H., Carrión,
C., Gonzalez, M., Rao, J., Greif, T., Seidenberg, M., & Pliskin, N. H. (2018).
Neuropsychological feedback services improve quality of life and social adjustment.
The Clinical Neuropsychologist, 32(3), 422–435. https://doi.org/10.1080/13854046
.2017.1400105
Rossetti, H. C., Smith, E. E., Hynan, L. S., Lacritz, L. H., Cullum, C. M., Van Wright, A., &
Weiner, M. F. (2018). Detection of mild cognitive impairment among communitydwelling African Americans using the Montreal Cognitive Assessment. Archives of
Clinical Neuropsychology, 34(6), 809-813.https://doi.org/10.1093/arclin/acy091
Rossetti, H. C., Lacritz, L. H., Cullum, C. M., & Weiner, M. F. (2011). Normative data
for the MontrealCognitive Assessment (MoCA) in a population-based sample.
Neurology, 77(13), 1272-1275. https://doi.org/10.1212/wnl.0b013e318230208a
Roth, D. L., Dilworth-Anderson, P., Huang, J., Gross, A. L., & Gitlin, L. N. (2015).
Positive Aspects of FamilyCaregiving for Dementia: Differential Item Functioning by
Race. The journals of gerontology. Series B, Psychological sciences and social sciences, 70(6),
813–819.https://doi.org/10.1093/geronb/gbv034
Roth, D. L., Fredman, L., & Haley, W. E. (2015). Informal caregiving and its impact on
health: areappraisal from population-based studies. The Gerontologist, 55(2),
309–319. https://doi.org/10.1093/geront/gnu177
Roth, D. L., Brown, S. L., Rhodes, J. D., & Haley, W. E. (2018). Reduced mortality rates
among caregivers:Does family caregiving provide a stress-buffering effect?
Psychology and Aging, 33(4), 619–629.https://doi-org.ezproxy.umsl.edu/10.1037/
pag0000224
Rutherford, B. R., Brewster, K., Golub, J. S., Kim, A. H., & Roose, S. P. (2018). Sensation
and psychiatry: Linking age-related hearing loss to late-life depression and
cognitive decline. American Journal of Psychiatry, 175(3), 215–224. https://doi.
org/10.1176/appi.ajp.2017.17040423
Sachdev, P., Kalaria, R., O’Brien, J., Skoog, I., Alladi, S., Black, S. E., Ganguli, M., Jellinger,
K., Jeste, D. V., Pasquier, F., Paulsen, J., Prins, N., Rockwood, K., Roman, G., &
Scheltens, P. (2014). Diagnostic criteria for vascular cognitive disorders: A VASCOG
statement. Alzheimer Disease and AssociatedDisorders, 28(3), 206. https://doi.
org/10.1097/WAD.0000000000000034

26

APA

|

Sayegh P. & Piersol C.V. (2020) Functional Assessment in Latinos with Dementia: A
Review of Tools andCultural Considerations. In H. Adames & Y. Tazeau (Eds.), Caring
for Latinxs with Dementia in a Globalized World. Springer, New York, NY. https://doi.
org/10.1007/978-1-0716-0132-7_5
Scholl, J. M., & Sabat, S. R. (2008). Stereotypes, stereotype threat and
ageing: Implications for the understanding and treatment of people with
Alzheimer’s disease. Ageing & Society, 28, 103– 130. https://doi.org/10.1017/
S0144686X07006241
Smith, G. E., & Bondi, M. W. (2013). Mild Cognitive Impairment and Dementia: Definitions,
Diagnosis,and Treatment. New York, NY: Oxford University Press.
Smith, G. E., Ivnik, R. J., & Lucas, J. A. (2008). Assessment techniques: Tests, test
batteries, norms and methodological approaches. In J. Morgan & J. Ricker (Eds.),
Textbook of Clinical Neuropsychology(pp. 38 –57). Taylor & Francis.
Sperling, R. A., Aisen, P. S., Beckett, L. A., Bennett, D. A., Craft, S., Fagan, A. M.,
Iwatsubo, T., Jack Jr., C.
R., Kaye, J., Montine, T. J., Park, D. C., Reiman, E. M., Rowe, C. C., Siemers, E., Stern, Y,
Yaffe, K., Carrillo, M. C., Thies, B., Morrison-Bogorad, M., … Phelps, C. H. (2011).
Toward defining the preclinical stages of Alzheimer’s disease: Recommendations
from the National Institute on Aging-Alzheimer’s Association workgroups on
diagnostic guidelines for Alzheimer’s disease. Alzheimer’s & Dementia: The Journal of
the Alzheimer’s Association, 7(3), 280-292. https://doi.org/10.1016/j.jalz.2011.03.003
Stein, J., Luppa, M., Brähler, E., König, H. H., & Riedel-Heller, S. G. (2010). The
assessment of changes in cognitive functioning: reliable change indices for
neuropsychological instruments in the elderly -a systematic review. Dementia and
geriatric cognitive disorders, 29(3), 275–286. https://doi.org/10.1159/000289779
Steinberg, M., Shao, H., Zandi, P., Lyketsos, C. G., Welsh-Bohmer, K. A., Norton, M. C.,
Breitner, J. C. S.,Steffens, D. C., & Tschanz, J. T. (2008). Point and 5-year period
prevalence of neuropsychiatricsymptoms in dementia: The Cache County Study.
International Journal of Geriatric Psychiatry, 23(2), 170–177. https://doi.org/10.1002/
gps.1858
Stokes, C., Weiss, J., & Lundberg D.J, Wubin,, X., Kim, J.K., Preston, S.H., Crimmins.
E.M (2020). Estimates of the Association of Dementia With US Mortality Levels
Using Linked Survey andMortality Records. JAMA Neurol. Published online August
24, 2020. https://doi.org/10.1001/jamaneurol.2020.2831
Strydom, A., Shooshtari, S., Lee, L., Raykar, V., Torr, J., Tsiouris, J., Jokinen, N.,
Courtenay, K., Bass, N., Sinnema, M., & Maaskant, M. (2010). Dementia in Older
Adults With Intellectual Disabilities- Epidemiology, Presentation, and Diagnosis:
Dementia in Older Adults with ID. Journal of Policy and Practice in Intellectual
Disabilities, 7(2), 96–110. https://doi.org/10.1111/j.1741- 1130.2010.00253.x
Sue, D. W., Arredondo, P., & McDavis, R. J. (1992). Multicultural counseling
competencies and standards:A call to the profession. Journal of Multicultural
Counseling and Development, 20(2), 64–88. https://doi.org/10.1002/j.2161-1912.1992.
tb00563.x
Sundermann, E. E., Maki, P., Biegon, A., Lipton, R. B., Mielke, M. M., Machulda, M.,
Bondi, M. W., & Alzheimer’s Disease Neuroimaging Initiative (2019). Sexspecific norms for verbal memory testsmay improve diagnostic accuracy
of amnestic MCI. Neurology, 93(20), e1881–e1889. https://doi.org/10.1212/
WNL.0000000000008467
Temkin, N. R., Heaton, R. K., Grant, I., & Dikmen, S. S. (1999). Detecting significant
change in neuropsychological test performance: A comparison of four models.
Journal of the International Neuropsychological Society, 5(4), 357–369. https://doi.
org/10.1017/S1355617799544068
Teri, L., Truax, P., Logsdon, R., Uomoto, J., Zarit, S., & Vitaliano, P. P. (1992).
Assessment of behavioral problems in dementia: The Revised Memory and
Behavior Problems Checklist. Psychology and Aging, 7(4), 622–631. https://doi.
org/10.1037/0882-7974.7.4.622
Teri, L., Gibbons, L. E., McCurry, S. M., Logsdon, R. G., Buchner, D. M., Barlow, W. E.,
Kukull, W. A., LaCroix, A. Z., McCormick, W., & Larson, E. B. (2003). Exercise
plus behavioral management in patients with Alzheimer disease: A randomized
controlled trial. Journal of the American Medical Association, 290(15), 2015–2022.
https://doi.org/10.1001/jama.290.15.2015
Teri, L., Logsdon, R. G., McCurry, S. M., Pike, K. C., & McGough, E. L. (2020).
Translating an Evidence-based Multicomponent Intervention for Older Adults
With Dementia and Caregivers. The Gerontologist, 60(3), 548–557. https://doi.
org/10.1093/geront/gny122

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

Thomas, K. R., Edmonds, E. C., Eppig, J. S., Wong, C. G., Weigand, A. J., Bangen, K. J.,
Jak, A. J., DelanoWood, L., Galasko, D. R., Salmon, D. P., Edland, S. D., Bondi, M. W. (2019). MCI-tonormal reversion using neuropsychological criteria in the Alzheimer’s Disease
Neuroimaging Initiative.Alzheimer’s & Dementia: The Journal of the Alzheimer’s Association,
15(10), 1322-1332. https://doi.org/10.1016/j.jalz.2019.06.4948
Uniform Health-Care Decisions Act, 9 U.L.A. 93(Supp. 1994). https://
www.uniformlaws.org/HigherLogic/System/DownloadDocumentFile.
ashx?DocumentFile Key=ecc54f21-ed44-3b22-7350-4b4861e751c9
U.S. Census Bureau (2017). The nation’s older population is still growing. Retrieved
fromhttps://www.census.gov/newsroom/press-releases/2017/cb17-100.html
U.S. Department of Health and Human Services, Centers for Disease Control and
Prevention (2018). U.S. burden of Alzheimer’s disease, related dementias to
double by 2060. Retrieved from https://www.cdc.gov/media/releases/2018/
p0920-alzheimers-burden-double-2060.html
U.S. Department of Health and Human Services, Office for Civil Rights. (1996).
Health Insurance Portability and Accountability Act of 1996 (HIPAA) privacy
and security rules. Retrieved fromhttps://www.hhs.gov/hipaa/for-professionals/
compliance-enforcement/index.html
Van Haitsma, K., Curyto, K., Spector, A., Towsley, G., Kleban, M., Carpenter, B.,
Ruckdeschel, K., Feldman, P. H., & Koren, M. J. (2013). The preferences for
everyday living inventory: Scale developmentand description of psychosocial
preferences responses iGeriatrics Society, 66(11), 2052–2058. https://doi.org/10.1111/
jgs.15506
Winblad, B., Palmer, K., Kivipelto, M., Jelic, V., Fratiglioni, L., Wahlund, L. O., Arai, H.,
Basun, H., Blennow, K., de Leon, M., DeCarli, C., Erkinjuntti, T., Giacobini, E., Graff,
C., Hardy, J., Jack, C., Jorm, A., Ritchie, K., van Duijn, C., … Petersen, R. C. (2004).
Mild cognitive impairment–beyond controversies, towards a consensus: Report of
the International Working Group on Mild Cognitive Impairment. Journal of Internal
Medicine, 256(3), 240-246. https://doi.org/10.1111/j.1365-2796.2004.01380.x
Wong, C. G., Rapport, L. J., Billings, B. A., Ramachandran, V., & Stach, B. A. (2019).
Hearing loss and and verbal memory assessment among older adults.
Neuropsychology, 33(1), 47–59. https://doi.org/10.1037/neu0000489
Wood, S., & Lichtenberg, P. A. (2017). Financial Capacity and Financial Exploitation of
Older Adults: Research Findings, Policy Recommendations and Clinical Implications.
Clinical Gerontologist, 40(1), 3–13. https://doi.org/10.1080/07317115.2016.1203382
Yaffe, K., Petersen, R. C., Lindquist, K., Kramer, J., & Miller, B. (2006). Subtype of mild
cognitive impairment and progression to dementia and death. Dementia and geriatric
cognitive disorders,22(4), 312-319. https://doi.org/10.1159/000095427
Zarit, S. H., & Heid, A. R. (2015). Assessment and treatment of family caregivers. In P.
A. Lichtenberg, B.
T. Mast, B. D. Carpenter, & J. Loebach Wetherell (Eds.), APA handbook of clinical
geropsychology, Vol. 2. Assessment, treatment, and issues of later life (p. 521–551). American
Psychological Association. https://doi.org/10.1037/14459-020
Zarit, S. H., Whetzel, C. A., Kim, K., Femia, E. E., Almeida, D. M., Rovine, M. J., & Klein,
L. C. (2014). Dailystressors and adult day service use by family caregivers: effects
on depressive symptoms, positive mood, and dehydroepiandrosterone-sulfate. The
American Journal of Geriatric Psychiatry, 22(12), 1592–1602. https://doi.org/10.1016/j.
jagp.2014.01.013
Zuckerman, I. H., Ryder, P. T., Simoni-Wastila, L., Shaffer, T., Sato, M., Zhao, L., & Stuart,
B. (2008). Racialand ethnic disparities in the treatment of dementia among
Medicare n community-dwelling elders. The Gerontologist, 53(4), 582–595. https://
doi.org/10.1093/geront/gns102
VanKirk, K. K., Horner, M. D., Turner, T. H., Dismuke, C. E., & Muzzy, W. (2013).
Hospital service utilization is reduced following neuropsychological evaluation in a
sample of U.S. veterans. TheClinical Neuropsychologist, 27(5), 750–761. https://doi.or
g/10.1080/13854046.2013.783122
Waite, L. M., Broe, G. A., Casey, B., Bennett, H. P., Jorm, A. F., Creasey, H., Cullen,
J., & Grayson, D. A.(1998). Screening for dementia using an informant interview.
Aging, Neuropsychology and Cognition, 5(3), 194 –202. https://doi.org/10.1076/
anec.5.3.194.614
Wallace, S. P. (2012). Social Determinants of Health Inequities and Healthcare in Old
Age. In T. Prohaska, L. Anderson, and R. Binstock, (Eds.), Public Health for an Aging
Society. Baltimore, MD: The Johns Hopkins University Press.
Wayne, R. V., & Johnsrude, I. S. (2015). A review of causal mechanisms underlying the
link between age-related hearing loss and cognitive decline. Ageing Research Reviews,
23, 154–166. https://doi.org/10.1016/j.arr.2015.06.002

APA

|

Weinborn, M., Bucks, R. S., Sohrabi, H. R., Rainey-Smith, S. R., Brown, B. M., Gardener,
S. L., Gozt, A., Christensen, D., Savage, G., Laws, S. M., Taddei, K., Maruff, P.,
Robertson, J. S., Ellis, K. A., Ames,D., Masters, C. L., Rowe, C. C., & Martins, R. N.
(2018). Trajectories of irregular word reading ability as a proxy for premorbid
intelligence in Alzheimer’s disease, mild cognitive impairment, and healthy
aging: A longitudinal study. Psychological Assessment, 30(10), 1308–1316. https://doi.
org/10.1037/pas0000565
Weintraub, S., Dikmen, S. S., Heaton, R. K., Tulsky, D. S., Zelazo, P. D., Bauer, P. J.,
Carlozzi, N. E., Slotkin, J., Blitz, D., Wallner-Allen, K., Fox, N. A., Beaumont,
J. L., Mungas, D., Nowinski, C. J., Richler, J., Deocampo, J. A., Anderson, J.
E., Manly, J. J., Borosh, B., … Gershon, R. C. (2013). Cognition assessment
using the NIH Toolbox. 80(11, Suppl 3), S54-S64. https://doi.org/10.1212/
WNL.0b013e3182872ded
Weissberger, G.H., Strong, J.V., Stefanidis, K.B., Summers, M.J., Bondi, M.W., & Stricker,
N.H. et al., (2017). Diagnostic Accuracy of Memory Measures in Alzheimer’s
Dementia and Mild Cognitive Impairment: a Systematic Review and Meta-Analysis.
Neuropsychology review, 27(4), 354–388. https://doi.org/10.1007/s11065-0179360-6
Whitlatch, C. J. (2010). Assessing the personal preferences of persons with dementia.
In P. Lichtenberg(Ed.). Handbook of Assessment in Clinical Gerontology (2nd ed.),
(pp.557–580). San Diego, CA. Elsevier Academic Press. ISBN: 978-0-12-374961-1
Whitson, H. E., Cronin-Golomb, A., Cruickshanks, K. J., Gilmore, G. C., Owsley, C.,
Peelle, J. E., Recanzone, G., Sharma, A., Swenor, B., Yaffe, K., & Lin, F. R. (2018).
American Geriatrics Society and NationalInstitute on Aging Bench-to-Bedside
Conference: Sensory impairment and cognitive decline in older adults. Journal of
the American beneficiaries. Journals of Gerontology Series B: Psychological Science and Social
Science, 63(5), S328–333. https://doi.org/10.1093/geronb/63.5.S328
Yeo, G., Gerdner, L., & Gallagher-Thompson. (2019). Ethnicity and the dementias (3rd
ed.). RoutledgePress.

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

27

28 APA

|

Guidelines for the Evaluation of Dementia and Age-Related Cognitive Change

