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At the end of this module, you will be able to:
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• define a person centered, collaborative approach to care 
& common interprofessional education terms.

• list the evidence-based core competencies for 
interprofessional collaborative practice.

• identify your own level of competence on the core 
competencies for interprofessional collaborative practice 
& articulate a goal for improvement.



This Module Focuses on These SAMSHA

Core Competencies for Integrated Behavioral Health 

in Primary Care
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This Module Focuses on These SAMSHA

Core Competencies for Integrated Behavioral Health 

in Primary Care
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I. Interpersonal 
Communication 

The ability to establish rapport 
quickly & to communicate effectively 
with consumers of healthcare, their 
family members & other providers.



This Module Focuses on These SAMSHA

Core Competencies for Integrated Behavioral Health 

in Primary Care
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II. Collaboration & 
Teamwork 

The ability to function effectively as a 
member of an interprofessional team 
that includes behavioral health & 
primary care providers, consumers & 
family members.
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On the Importance of 
Interprofessional Collaboration
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Collaborative 
Teaching

Collaborative 
Learning

Collaborative 
Practice



Train health
professions students
in interdisciplinary

teams to acquire core 
competencies for
interprofessional

collaborative, patient-
centered
practice

Why is IPE Important?

Quadruple 
Aim

Better 
Outcomes

Improved 
Pt 

Experience

Improved 
Clinician 

Experience

Lower 
Costs



Starting on the Same Page with Definitions
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Quiz Groups



Defining IPE

“IPE involves educators and learners from two or more health 

professions and their foundational disciplines who jointly create and 

foster a collaborative learning environment. The goal of these 

efforts is to develop knowledge, skills, and attitudes that result in 

interprofessional team behaviors and competence. Ideally, IPE is 

incorporated throughout the entire curriculum in a vertically and 

horizontally integrated fashion.”
Education Task Force of the American Association of Colleges of Pharmacy (2009). Interprofessional education: definitions, student competencies, and guidelines for 
implementation. Am J Pharm Educ 73-59.



• “When students from two or 
more professions learn about, 
from and with each other to 
enable effective collaboration 
and improve health outcomes” 
(WHO, 2010) 

Interprofessional 
education



Interprofessional 
collaborative 

practice

• “When multiple health 
workers from different 
professional 
backgrounds work 
together with patients, 
families, carers [sic], 
and communities to 
deliver the highest 
quality of care” (WHO, 
2010) 



Interprofessional 
teamwork

• The levels of 
cooperation, 
coordination and 
collaboration 
characterizing the 
relationships between 
professions in 
delivering patient-
centered care 



Interprofessional 
team-based care

• Care delivered by intentionally 
created, usually relatively small 
work groups in health care, 
who are recognized by others 
as well as by themselves as 
having a collective identity and 
shared responsibility for a 
patient or group of patients, 
e.g., rapid response team, 
palliative care team, primary 
care team, operating room 
team 



Professional 
competencies 
in health care

• Integrated enactment 
of knowledge, skills, 
and values/attitudes 
that define the 
domains of work of a 
particular health 
profession applied in 
specific care contexts



Interprofessional 
competencies in 

health care

• Integrated enactment of 
knowledge, skills, and 
values/attitudes that define 
working together across 
the professions, with other 
health care workers, and 
with patients, along with 
families and communities, 
as appropriate to improve 
health outcomes in specific 
care contexts 



Interprofessional Education Collaborative (IPEC)
https://www.ipecollaborative.org/resources.html

https://www.ipecollaborative.org/resources.html


Interprofessional Education Collaborative (IPEC)
https://www.ipecollaborative.org/resources.html

Vision: Interprofessional collaborative practice 
drives safe, high-quality, accessible, person-
centered care and improved population health 
outcomes.

Mission: IPEC, working in collaboration with 
academic institutions, will promote, encourage 
and support efforts to prepare future health 
professionals so that they enter the workforce 
ready for interprofessional collaborative practice 
that helps to ensure the health of individuals and 
populations.

Interprofessional Education Collaborative Expert Panel. (2011). Core competencies for interprofessional collaborative practice: Report of an expert panel. Washington, D.C.: 
Interprofessional Education Collaborative

https://www.ipecollaborative.org/resources.html




Interprofessional 
Teamwork & 
Team-based 

Practice

Interprofessional 
Communication 

Practices

Roles & 
Responsibilities 
for Collaborative 

Practice

Values/Ethics for 
Interprofessional 

Practice

IPEC Interprofessional Collaborative Practice Domain & Competencies 

Patient & 

Family 

Centered

Community & Population Oriented

The Learning Continuum pre-licensure through practice trajectory



Core Competencies for Interprofessional Collaborative Practice: 
2016 update

• Competency 1  Work with individuals of other professions to maintain a climate of 
mutual respect and shared values. (Values/Ethics for Interprofessional Practice) 

• Competency 2 Use the knowledge of one’s own role and those of other 
professions to appropriately assess and address the health care needs of patients
and to promote and advance the health of populations. (Roles/Responsibilities) 

• Competency 3 Communicate with patients, families, communities, and 
professionals in health and other fields in a responsive and responsible manner 
that supports a team approach to the promotion and maintenance of health and 
the prevention and treatment of disease. (Interprofessional Communication) 

• Competency 4 Apply relationship-building values and the principles of team 
dynamics to perform effectively in different team roles to plan, deliver, and 
evaluate patient/population centered care and population health programs and 
policies that are safe, timely, efficient, effective, and equitable. (Teams and 
Teamwork)



Assessing Your Own Level of Competence:

Core Competencies for Interprofessional Collaborative 
Practice (ICP)

An Individual Competency Assessment Tool

23

1. Assess yourself
2. Write a goal

3. Pair and Share



Discussion & Questions
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Basic Motivational Interviewing 
Competence

Anna Faul, PhD
Joe D’Ambrosio, PhD

payank01
Sticky Note
Motivational Interviewing videos were removed to reduce the size of the pdf. If you would like access to the videos, please contact acfaul01@louisville.edu.



Pre-test
How would you respond to comments like this?

1. I’m not an exercise kind of person. I don’t like to 
sweat, and besides, I get enough exercise just taking 
care of things around the house.
2. My grandmother lived until she was 90 years old and 
she smoked every day. She never got cancer, just died 
in her sleep. I think it’s all in the genes.
3. I don’t need to check my blood sugars. This sore on 
my foot has nothing to do with my diabetes.
4. I don’t like the idea of going to a support group for 
my health. I’m not a group person, and besides I don’t 
have time to go to a stupid meeting.
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Who are you?

Take the first letter of your name and think of a 
positive and motivational word (adjective) that 
describes YOU in your best light!

Example: Joe- “Jovial Joe”
Anna- “Alert Anna”
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Dancing not Wrestling
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Really…what is MI?
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XSTYLE not TECHNIQUE

…a facilitating way of being with a client



For today this is us 
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Exercise about Motivation
How we think about motivation

1. What do you see as the main motivational obstacles 
in helping people change behaviors for health 
reasons (eg. Stop smoking?)

2. What do you think motivates people to change?
3. What are your greatest frustrations in working with  

people who need to change behaviors?
4. How do you currently go about trying to motivate 

people to change behaviors?
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Defining MI
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Motivational Interviewing (MI) 
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Person 
Centered

Guiding 
method 

Elicit 
motivation 
for change

Strengthen 
motivation 
for change

People are generally better persuaded by the reasons which they have 
themselves discovered, than by those which have come into the mind of others.

(Pascal’s Pensees, 17th Century)



Primary Goals
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Primary 
Goals

Reduce 
resistance

Evoke change 
talk

Explore and 
resolve 

ambivalence Develop 
discrepancy 

between present 
behaviors and 

goals 

Nurture hope 
and confidence



SO WHAT IS 
DIFFERENT THAN 

WHAT YOU ALREADY 
DO?
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The MI Shift

Responsible for changing 
behaviors

Thinking and talking about 
clients’ reasons and means for 
behavior change
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Primary Belief

“The capacity and 
potential for change and 
adherence is within every 

person!”
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Main Focus When Doing MI is to…

Behave in a way that will reduce 
resistance and 

evoke change talk!
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Main Benefits of MI

Improves 
people’s 

engagement in 
their own 
supportive 

services

Improves 
personal 

outcomes
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Key Principles of MI

1. Control and choice: People are more motivated 
to make change when it’s based on their own 
decisions and choices, rather than on an 
authority figure telling them what to do (Self-
determination theory, Deci, 1980)
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Key Principles of MI

2. Change Talk: People are more persuaded by what 
they hear themselves say than by what someone 
else tells them (Self-perception theory- Bem, 
1972). 
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Key Principles of MI

3. Hope and Possibility: A helping professional’s 
belief in a client’s ability to make behavior change 
can influence outcomes (Self-efficacy theory-, 
Bandura, 1994). 
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Key Principles of MI

4. Acceptance: When a person feels accepted for 
who they are and what they do- no matter how 
unhealthy or destructive- it allows them the 
freedom to consider change rather than needing 
to resist it.
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Key Principles of MI

5. Committed Decisions: Concerning all acts of 
initiative and creation, there is one elementary 
truth- that the moment one definitely commits 
oneself, then providence moves too (Goethe).
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Key Principles of MI

6. Less is More: …one of nature’s most subtle and 
paradoxical laws (Huang & Lynch, 1999).
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Key Principles of MI

7. Interpersonal style: Motivation and resistance is 
powerfully influenced by the interpersonal style of 
the helping professional(Miller & Rollinck, 2002).
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Key Principles of MI

8. No Fixin!!: We all have the desire to fix what 
seems wrong with people and to set them 
promptly on a better course…that is the “righting 
reflex” (Miller & Rollinck, 1991).
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Four General Principles of MI
Express empathy: 

• Seek to understand things from the client’s 
perspective

• Acceptance facilitates change
• Skillful reflective listening is fundamental
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Four General Principles of MI

Develop Discrepancy:

• Motivation for change occurs 
when people perceive a 
discrepancy between where they 
are and where they want to be

• When motivational interviewing 
is conducted properly, the client 
– not the clinician – voices the 
arguments for change
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Four General Principles of MI

Roll with Resistance:

• Do not argue with clients
• Do not impose a diagnostic label on 

clients
• Do not tell people what they must 

do
• Do not seek to break down denial 

by direct confrontation
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Four General Principles of MI

Support self-efficacy:

• Resistance is a signal to respond 
differently

• The client is a primary resource in 
finding answers and solutions
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The STYLE of MI
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Get REAL



Style
is 

everything!
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Style of Helping Conversations

Directing Guiding Following

32
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Resistance Producing Style

Confronting

Persuading

Nagging

Interrupting Ordering

Judging

Showing 
the way

Taking 
charge Directing

Talking 
down to

Criticizing

Scaring Rescuing

Shaming

Scolding

Forcing
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Styling Traps

Question-
answer

Labeling

Premature 
focus Blaming

Expert

Taking sides Scare 
tactics

Information 
overload

Premature 
action
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Tame the 
Righting Reflex!

NO FIXIN’
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MI Style
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Get 
R.E.A.L.

Respect

Empathy

Active 
Collaboration

Listen



Respect

Deep admiration

Fundamentally
trustworthy

Worth in 
his/her own 

right
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Empathy

The ability to share 
someone else’s 

feelings

NOT feeling pity
Do NOT need to 

have similar 
experience 
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Active Collaboration

40



Listening

Presence

Undivided 
attention

Eyes, ears 
and heart Acceptance

Curiosity

Delight Silence

Encouragers

Reflection
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Common Human Reactions to 
Being Listened to…

Understood
Want to talk more
Liking the listener
Open
Accepted
Respected
Engaged
Able to change

Safe
Empowered
Hopeful
Comfortable
Interested
Want to come back
Cooperative
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Get REAL exercise
form questions based on video

After watching the video, work in dyads to answer 
the following questions:

• How can I respect someone who does not want to 
change when he knows it is not good for his health?

• Can I have empathy for Sal? What is his world like?
• How can I involve Sal in actively seeking a solution?
• List at least three messages Sal is trying to convey to 

you.
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The SKILL of MI
EARS
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E.A.R.S. 

•Explore with Open-ended questions
• Ask for elaboration: how, what ways, tell me more
• Ask for examples: when was the last time this happened?

•Affirm
• Honor the strengths, attributes, character, efforts, 

successes, creativity & hopes of the client

•Reflect
• Simple or complex

•Summary
• Collect in a “bouquet”
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Explore
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Closed Questions
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Have short answers

Ask for specific information

Limit the patient’s answers

Disempowers patient



Explore with Open Ended Questions
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Don’t invite YES or NO 
answers

Encourage patient to take 
control



Making Open Questions Come Alive 
Exercise

Work in dyads to answer the following questions 
related to the scenario in the video:

• Develop two possible open ended questions you can 
ask Sal.
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Affirm the Patient

• Genuine, direct statements of support

• Supports the client as a person

• Directed to something the client has 
done

• Shows the professional appreciates 
what the client is dealing with
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Making Affirming the Patient Come 
Alive Exercise

Work in dyads to answer the following questions 
related to the scenario in the video: 

• Was Sal affirmed in the scenario given?

• Develop two possible statements that will affirm Sal. 
In what part of the conversation will you make these 
statements?
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Reflections
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Encourage elaboration

Encourage confirmationEncourage correction



Listen Reflectively

A way to be empathetic 

A way to be quiet and 
actively listen

A way to respond that 
reflects the essence of 
what the patient said
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Forming Reflections
• A reflection makes a guess about what the person 

means
• Ways to open: 

So you feel…
It sounds like you…
You’re wondering if…
It seems to you that…
You’re feeling…
So you…
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Levels of Reflection

Simple (stabilizing)- adds little to no meaning
• Repeating(repeats an element of what the client said)
• Rephrasing(uses new words)

Complex (forward moving)- adds meaning or 
emphasis
• Paraphrasing(makes a guess to unspoken meaning)
• Reflection of feeling (deepest form; a paraphrase that 

emphasizes the emotional dimension through feeling 
statements) 57



Making Reflections Come Alive 
Exercise

Sal: Yes I definitely don’t want to be back here but the 
doc said that Oscar, my dog, is connected to my 
asthma but the ridiculous part is I’ve had him for 12 
years before and now it’s a problem?

Work in dyads to give examples of simple and complex 
reflections. Try to come up with two examples each.
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Summarize

• Pull together a number of elements that the 
person has offered

• Help the patient to hear various aspects of their 
own experience simultaneously in a concise 
fashion

• A whole picture, like 
a bouquet of a 
variety of flowers…..
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Making Summaries Come Alive 
Exercise

Work in dyads to provide a summary to Sal. 
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Building Motivation in MI RO.DE. O.N.
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Roll with Resistance
Develop Discrepancy

Offer information/advice/choice
Normalize



Roll with Resistance 
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(don’t spin your tires in mud!!!!)

What are some of the types of resistance we encounter?

• Issue resistance
• Related to a specific issue-such as smoking cessation, 

changing a dietary pattern, physical activity, etc.
• Relational resistance

• Has to do with the relationship between you and the client. 
There is discord in the interactions.



Roll with Resistance 
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Signs of resistance: 

Arguing, interrupting, negativity, denial, withdrawing, ignoring.

a) You don’t understand me!!!
b) You can’t help me
c) The client may interrupt you.
d) The client seems distracted (looking at watch, cell 

phone, etc.)
e) The client may get defensive

Recognize resistance as a signal to change strategies!



Roll with Resistance 
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We generate resistance when we…

• Use judgmental approach
• Insist on change
• Jump ahead of where client is
• Mis-assess client’s readiness
• Discount the client’s feelings/thoughts

Recognize resistance as a signal to change strategies!



Roll with Resistance 
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Resistance Producing Style

- Confronting    - Showing the way      - Pressuring
- Persuading      - Taking charge           - Criticizing
- Nagging           - Directing                   - Scaring
- Interrupting    - Talking down to        - Rescuing
- Ordering          - Pulling the stroke     - Shaming
- Judging            - Exerting authority    - Scolding



Roll with Resistance 
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Resistance Traps:
• The question-answer trap
• The taking sides trap
• The expert trap
• The labeling trap
• The scare tactics trap
• The pouncing trap
• The information overload trap
• The premature action planning trap



How To Roll with Resistance 
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• Use reflective listening
• Shifting focus
• Reframing
• Agreeing with a twist
• Emphasize personal choice
• Coming alongside

In the martial art of judo, an attack by another is 
not met with direct opposition, but rather with 
using the attacker’s momentum to one’s own 

advantage



Roll with Resistance 
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Remember:

• Avoid a direct head-on argument.
• Show that you have heard what the other 

person said.
• Encourage the other person to come up with 

possible solutions or alternative behaviors.



Roll with Resistance 
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Examples of resistance and how you can avoid arguing and 
adapt to resistance: 

Simple reflection: The simplest approach to responding to 
resistance is with nonresistance, by repeating the client’s 
statement in a neutral form.  This acknowledges and validates 
what the client has said and can elicit an opposing response.

Client: I don’t plan to quit smoking anytime soon.

Clinician: You don’t think that abstinence would work for you 
right now.



Roll with Resistance 
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Amplified reflection: Another strategy is to reflect the client’s 
statement in an exaggerated form—to state it in a more 
extreme way but without hostility or sarcasm. Always use 
empathy and sincerity. This can move the client toward 
positive change rather than resistance.

Client: I don’t plan to quit smoking anytime soon.

Clinician: Yup, you really hate the thought of giving up 
smoking anytime soon? 



Roll with Resistance 
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Double-sided reflection: A third strategy entails acknowledging 
what the client has said but then also stating contrary things she 
has said in the past.  This requires the use of information that the 
client has offered previously, although perhaps not in the same 
session. Use the conjunctions “and” and “but” when doing this.

Client: I know you want me to give up smoking completely, but I’m 
not going to do that!

Clinician: On one hand you mentioned that you believe that 
smoking is causing your COPD to get worse, but on the other hand 
you’re not willing to think about quitting smoking altogether.



Roll with Resistance 
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Shifting focus: You can defuse resistance by helping the client 
shift focus away from obstacles and barriers.  This method 
offers an opportunity to affirm your client’s personal choice 
regarding the conduct of his own life.

Client: I can’t stop smoking when my whole family smokes.

Clinician: You’re way ahead of me.  We’re still exploring your 
concerns about smoking.  We’re not ready yet to decide how 
smoking fits into your family goals. Let’s just focus on what 
you think about smoking.



Roll with Resistance 
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Reframing: A good strategy to use when a client denies 
personal problems is reframing—offering a new and positive 
interpretation of negative information provided by the client.

Client: My husband is always nagging me about my 
drinking—always calling me an alcoholic.  It really bugs me.

Clinician: It sounds like he really cares about you and is 
concerned, although he expresses it in a way that makes you 
angry.  Maybe we can help him learn how to tell you he loves 
you and is worried about you in a more positive and 
acceptable way.



Roll with Resistance 
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Agreement with a twist: A subtle strategy is to agree with the client, 
but with a slight twist or change of direction that propels the 
discussion forward.

Client: Why are you and my wife so stuck on my smoking? What 
about all her problems?  You’d smoke too if you had my pressures at 
home.

Clinician: You’ve got a good point there, and that’s important.  There 
is a bigger picture here, and maybe I haven’t been paying enough 
attention to that.  It’s not as simple as one person’s smoking.  I agree 
with you that we shouldn’t be trying to place blame here.  Whether 
you smoke or not is up to you but there are a lot of reasons why you 
do what you do. Let’s explore more about your family life. 



Roll with Resistance 
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Siding with the negative: One more strategy for adapting to client 
resistance is to take the negative voice in the discussion. Siding with the 
negative is stating what the client has already said while arguing against 
changes, perhaps as an amplified reflection.  Be cautious in using this too 
early in treatment or with depressed clients.

Client: Well, I know some people think I drink too much, and I may be 
damaging my liver, but I still don’t believe I’m an alcoholic or in need of 
treatment.

Clinician: We’ve spent considerable time now going over your positive 
feelings and concerns about your drinking, but you still don’t think you are 
ready or want to change your drinking patterns.  Maybe changing would be 
too difficult for you, especially if you really want to stay the same.  Anyway, 
I’m not sure you believe you could change even if you really wanted to.



Roll with Resistance 
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Emphasize personal choice: A good strategy is to always 
make sure your client knows that the choice to change is 
totally up to him or her.

Client: I get that smoking is not good for me but I just don’t 
know if I want to stop at this time.

Clinician: Ultimately, it’s up to you to decide if you want to 
stop smoking.



Roll with Resistance 
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Coming alongside: Be sure the client knows that you are 
listening to them and that you understand.

Client: I get that smoking is not good for me but I just don’t 
know if I want to stop at this time.

Clinician: It sounds like the pros of smoking still far outweigh 
the cons. So, it may be that you decide smoking is something 
that you don’t want to give up?



Exercise
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Write down a resistant statement that you 
would normally hear during the course of your 
day. 

Work in dyads to develop statements that allow 
you to roll with the resistance with your partner. 



DEvelop Discrepancy

81

Your task is to help the client focus their 
attention on how current behavior differs from 

ideal or desired behavior



DEvelop Discrepancy
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How to DEvelop Discrepancy

• Build comparison between the way things currently are and the 
way a person would like things to be.

• Help client talk about the reasons for change rather than you 
doing all the talking.

• Edit statements from clients about the importance of attaining 
future goals or making changes to the status quo.

• Explore decisional balance (Pros/Cons of changing listed by client)



DEvelop Discrepancy
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Help the client envision who they want to be if their 
behavior changes. 

Clinician: Hmm. Help me figure 
this out. You’ve told me that 
you want to have a body like 
the guys you see at the gym so 
that you can find a partner. 
How does going out with the 
guys eating lots of McDonald’s 
fit in with that? 
(look for the gap from where 
they are and to where they 
want to be)



DEvelop Discrepancy
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Express confusion!!

Continue to seek clarification but appear to 
be unable to perceive any solution.



DEvelop Discrepancy
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Some ideas to uncover discrepancy:

1. Use tools, instead of talking (i.e. showing a video or 
having them fill in a visual form)

2. Problematic behaviors may conflict with the client’s 
values or the values of the larger community, with spiritual 
or religious beliefs, or family members. 

3. The client’s cultural background can affect perceptions 
of discrepancy. Different cultures may view this and have 
different beliefs on this than others.



DEvelop Discrepancy
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How will your life change if you choose to 
either continue or quit using drugs and 

alcohol?
My career, school, or professional life will be 
affected…
If I continue using: If I quit using:

Develop a written form to develop visual discrepancy:



DEvelop Discrepancy
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Discrepancy questions:
Tell us some good things and not so good things about your 
behavior.
• How do you think your life would be different if you were not 

drinking?
• What do you see your life to be like if you don’t make changes 

and continue to use?
• How does your _______fit in with your goals?
• What do you feel you need to change to obtain your goals?
• How will things be for you a year from now if you continue to 

________?
• Hypothetically speaking, if you were to make a change in any 

area of your life, what would it be?



DEvelop Discrepancy
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Exercise

Think of a roadblock you have hit with a client 
and assume that position with a partner. The 

partner’s role is to develop discrepancy 
around this roadblock. 



Offer Information/Advice/Choice
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Explore----Offer----Explore 

Remember to always explore first!



Offer Information/Advice/Choice
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When Offering Information

Ask what the client knows, has heard, or would like to 
know?

• What have you heard about ___________?
• What do you already know about _______?

Then ask PERMISSION before offering information.
• Is it okay with you if I tell you what we know?

Be brief. Stay relevant.



Offer Information/Advice/Choice
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Offer information in a neutral, nonjudgmental way.
Ask permission

If you’re interested, I have a recommendation (an idea) for you to consider. 
• Would you like to hear it?
• Would it be all right if . . .?
• If you’d permit me to, I’d like to . . .
• I’d like to share a worry with you if you are open to that.
• I’m wondering if I could ask for 2-3 minutes to provide you with some 

pieces of information that may be helpful to you.
• If you’re OK with it, I’d like to share some of the resources that have helped 

other clients I’ve worked with who have had similar dilemmas.
• I am really worried about something, and I was hoping you would give me 

the floor for a few minutes to explain to you what I am worried about.
• I’m going to need to spend a few minutes today . . . Would that be all right 

with you? When would you prefer that we take care of that?



Offer Information/Advice/Choice

93

Offer advice
• Based on my experience, I would encourage you to 

consider…..

Emphasize choice
• And I recognize that it’s your choice to do so.

Elicit response
• What do you think about my recommendation (my 

idea)?



Offer Information/Advice/Choice
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• Which of the different options we talked about do 
you think may work the best?

• Which of these is the one you have the most 
concerns with? 

• What do you make of this?
• What do you think?
• How relevant is this to you?
• What do you agree or disagree with?



Offer Information/Advice/Choice
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Exercise

Working with the same roadblock in the previous 
exercise have your partner now offer advice to you to 

overcome the roadblock.



Normalize
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“In looking over the intake form I need to complete for you, I 
realize I have to ask you some private questions. I know from 
experience that many clients are uncomfortable giving 
personal information about themselves over the phone. In 
your case, I wonder if you will be open to answering some of 
these questions?” 

Normalizing helps clients see that many of their 
struggles are shared by others. It does not 

legitimize destructive ways of being in the world.



Change Talk
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Any words from a client that favors 
movement toward change!

Always listen for change talk!



Change Talk
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Reinforcing Change Talk
Just don’t stand there!

Six kinds of change talk (DARN-CT)
1. Desire: Statements about preference for change.

• “I want to....” (I want to get rid of this pain)
• “I would like to...” (I would like to play more with my 

grandkids)
• “I wish...” (I wish I could lose some weight)

(Desire statements tell you about the person’s preferences 
either for change or for the status quo.)



Change Talk
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Reinforcing Change Talk

2. Ability: Statements about capability.
• “I could ...” (I could probably take a walk before 

supper)
• “I can ....” (I can imagine making this change)
• “I might be able to....” (I might be able to cut down a 

bit)

(The ability-related change talk also signals motivational 
strength. “I definitely can” reflects much stronger confidence 
than “I probably could” or “I might be able to”.) 



Change Talk
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Reinforcing Change Talk

3. Reasons: Specific arguments for change.

• “I would probably feel better if I......” (I’m sure I’d feel 
better if I exercised regularly.”

• “I need to have more energy to play with my kids” 
• “This pain keeps me from playing the piano.”
• “Quitting smoking would be good for my health.”

(Change talk can express specific reasons but reasons can 
occur along with desire verbs)



Change Talk
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Reinforcing Change Talk

4. Need: Statements about feeling obliged to 
change.

• “I ought to.....” (I ought to make better food choices)
• “I have to.....” ((I must get some sleep)
• “I really should....” (I really should get more exercise)



Change Talk
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Reinforcing Change Talk
5. Commitment:

Statements about the likelihood of change. When it comes to 
commitment the quintessential verb is will, but commitment has 
many forms. Some statements of strong commitment are: 

• “I promise ......”, “I will....” “I intend to...” “I am ready to....”

But, don’t miss lower levels of commitment because they are steps 
along the way too-People signal an opening door with such 
statements as 

• “I will think about it”, “I’ll consider it”, “I plan to”, “I will try to”.
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Reinforcing Change Talk
6. Taking Steps: Statements about an action taken.

• “I actually went out and.....” “This week I started......”

You may encounter this particularly when you see patients repeatedly 
over tie. These statements indicate the person has taken, even if 
haltingly, some step toward change. He or she has done something 
that moves him or her in the direction of change.

• “I quit smoking for a week, but then started up again.”
• “I walked up the stairs today instead of taking the elevator.” 
• “I went all last week without stopping by McDonalds.”



Change Talk
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Strategies for Evoking Change Talk
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Strategies for Evoking Change Talk
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What question would you ask to evoke commitment 
language?

• Is that what you want to do?
• Can you do it?
• Is there reason enough to do it?
• Is it important enough to do it?
• Will you do it?
• So what do you think you’ll do?
• How confident are you that you can do it?
• Why do you want to do it?
• Is that what you need to do?



Change Talk
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Listen for change talk

1. Is there a desire to change?
2. Is there the ability to change?
3. Are there reasons to change?
4. Is there a need to change?
5. Is there commitment to change?
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Use a Readiness Ruler
The readiness ruler can be used at the beginning of a brief 
intervention to help target the intervention at the appropriate 
stage of change or it can be used during the intervention as a 
way of encouraging the patient to talk about reasons for change.

“How important is to you to cut down or stop your substance 
use?

On a scale of 0 to 10, where 0 is not at all important, and 10 is 
extremely important, how
would you rate yourself?”

0 1 2 3 4 5 6 7 8 9 10
Not at all important                             Extremely Important
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Use a Confidence Ruler
“How confident are you that you could cut down or stop your 
substance use if you decided to do it? 

On a scale of 0 to 10, where 0 is not at all confident and 10 is 
extremely confident, how would you rate yourself?”

0 1 2 3 4 5 6 7 8 9 10
Not at all important                             Extremely Important

It is not necessary to actually show the patient a ruler, but 
it may be helpful, especially for patients with low literacy 
and numeracy. For some clients, it may be enough to just 
describe the scale using words like those in the examples 
given above.



Facilitate Action Plan in MI
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Brainstorm ideas and options
• What are your options?
• How might you make it happen?

Explore barriers
• What might get in the way?

Affirm Strengths With Confidence
• It sounds to me as if you have really thought a lot about 

this and have some good idea about how you might want 
to change your behavior. You are really on your way!

• This must be really hard for you. You are really trying to 
work on yourself!



Final Exam
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1. I appreciate your concern but I’m not usually hungry, and if I 
am, I find something in the cupboard. I really don’t want Meals 
on Wheels.

2. The last case manager I had was useless. She never returned 
my calls, she didn’t help me with SSI, and all she wanted to do 
was talk about my “feelings.”

3. I take my medications when I feel I need them. I don’t need 
them every day.

4. I don’t want to be a burden on my family. I just want to be left 
alone to die. I don’t know why everyone is so concerned? 



Final word about MI
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“If you treat an individual as he is, he will stay 
as he is, but if you treat him as if he were 
what he ought to be and could be, he will 

become what he ought to be and could be”

Goethe
--------
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SHIFT HAPPENS!!!!

BE PATIENT, LISTEN AND 
PRACTICE! 

YOU WILL DO GREAT!!

Thank you for your time and 
attention!
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BRIEF HISTORY OF CBT

• Classical Conditioning (Ivan Pavlov)

• Operant Conditioning (B.F. Skinner)

• Social Learning (Albert Bandura)



BRIEF HISTORY OF CBT (CONT.)

• Rational Emotive Behavior Therapy (Albert Ellis)

• Cognitive Behavioral Therapy (Aaron Beck)



INDICATED FOR

(Not exhaustive)

• Depression

• Anxiety

• OCD

• Specific Phobia

• GAD

• Social Anxiety

• Trauma

• Coping with Pain

• Couple Difficulties

• Family Difficulties



GENERAL OUTLINE FOR CBT 
TECHNIQUES

• Psychoeducation about mechanism of technique

• Instruction

• In-session practice with ratings or check-ins of emotions at beginning and 
end

• Between-session practice



CBT TRIANGLE

Behavior

Feelings

Thoughts



MOOD CHARTING

Morning Afternoon Evening

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Feeling

Good

10

Feeling 

Bad

1



RELAXATION/MINDFULNESS

• Diaphragmatic Breathing

• Happy Memory

• Progressive muscle relaxation

• Relaxation scripts

• https://www.innerhealthstudio.com/



POSITIVE ACTIVITY SCHEDULING

Make a list of positive activities that

• Are free or inexpensive

• Can be done alone

Set a goal for frequency: Every day, 3 x a 
week

Record when engage in positive activities

• Can rate how you feel



TWO-FACTOR THEORY RELATED OF ANXIETY

Positive & Negative 

Reinforcement



TREATMENT OF ANXIETY DISORDERS

• Clients are taught relaxation and breathing exercises.

• Exposure:

• Refraining from safety behaviors (rituals)

*Relaxation + Exposure not more effective than Exposure alone

Disorder Stimulus

Panic Disorder Bodily Sensations

Obsessive-Compulsive Disorder Obsessions

Agoraphobia Places where help may not be 
available

Social phobia Social situations

Specific phobia Feared stimulus

Pain Movement



THE TREATMENT OF FEAR

• Exposure to fear-eliciting 
stimuli or situations

• Prevention of avoidant 
behaviors

• Anxiety increases initially, 
followed by habituation
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EXPOSURE

• Create Fear Hierarchy

• Pain Example:  Series of Daily Activities  

• Expose oneself to least feared stimulus until anxiety ratings decrease or 
overall self-perception of anxiety decreases

https://www.youtube.com/watch?v=JDvDCqLCdEE&t=73s



IDENTIFYING NEGATIVE BELIEFS

• All or Nothing Thinking

• Overgeneralization

• Disqualifying the Positive

• Mind Reading

• The Fortune Teller Error

• Emotional Reasoning

• Should Statements



CHALLENGING AND REPLACING 
MALADAPTIVE COGNITIONS

• Evaluating evidence

• Distancing from situation

• Asking others

• Replacing with more nuanced, realistic or positive thoughts



THOUGHT RECORD EX. 1



THOUGHT RECORD EX. 2



CBT APPS

Thought 

Diary

Rational Emotive 

Behavior Therapy



ROLE OF RELATIONSHIPS

• Family member support/facilitation of client CBT techniques

• CBT for caregiver depression, anxiety, stress. etc.

• Support groups

• Family Problem-Solving
• State problem

• Brainstorm options

• Pros and Cons of options

• Pick one

• Try it

• Evaluate

• Couple Therapy
• Behavioral Contracting: agree on 1-3 behaviors each partner will do in a period of 

time



QUESTIONS



mindfulness

LAURIE “LALI” MCCUBBIN

LAURIE.MCCUBBIN@LOUISVILLE.EDU



What is 

mindfulness?

IN 

MULTIDISCIPINARY 

TEAMS OF 5, 

PLEASE WRITE 

TOGETHER ALL THE 

WORDS TO 

DESCRIBE 

MINDFULNESS



IN YOUR GROUP…

WHAT IS MINDFULNESS? COME UP WITH A DEFINITION 
OF MINDFULNESS (NO MORE 

THAN 2 BULLETS OR SENTENCES)



FEEDBACK FROM 

THE GROUPS

What is 

mindfulness?



 “A mind full of 

preconceived ideas, 

subjective intentions, 

or habits-- it is not 

open to things as they 

are.”

 MINDLESSNESS



MINDLESSNESS

 Our usual state of mind is 
significantly uncontrolled, 
underdeveloped, and 
dysfunctional. This dysfunction is 
self-masking; it distorts awareness 
and conceals itself (Wedding & 
Corsini, 2018)

Examples:

 Ruminating on the past, planning, 
analyzing, evaluating, judging, 
fantasizing, daydreaming

 Radio station (Forsyth & Eifert, 
2007; 2 minutes)



Mindfulness

 Is a “fully conscious state of 
living that enables us to relate 
to our experiences with higher 
accuracy and clarity”

 Being acutely aware of our 
thoughts, emotions and why 
we do what we do.  It means 
being aware in the moment 
and paying close attention to 
what is happening in the 
“here and now.”

• state
• trait
• practice

type
s

• Awareness
• Receptive attitude
• See clearly one’s 

stressors

goals



Mindfulness:  

Old wine, 

new bottles

 Over 2,500 years old

 Contemplative practices such as contemplation, 
meditation, and yoga are found worldwide, 
occurring in most cultures and every major religion.

– Taoist and Hindu: yogas

– Confucian: quiet sitting

– Buddhist: meditations

– Jewish: Tzeruf

– Islamic: Sufi Zikr

– Christian: contemplation

 Most popular and researched among therapists 
are:

 Vipassana—Buddhist insight meditation also 
known as mindfulness



mindfulness

 Contemplative practices can be 

used to train and develop the 

mind. This training reduces mental  

dysfunction, enhances well-being, 

and develops exceptional 
capacities such as heightened 

calm, concentration, insight, and 

joy.



Secular use of mindfulness

 Ability to pay attention 

(concentration) and 

development of useful insight 

into habits of the mind and 

body (understanding)

 Seeking to reduce stress or 

pain & willing to work at it

Mindfulness-Based Stress 

Reduction –Jon Kabat-Zinn

 8-week course in mindfulness

 Compatible with multiple 

theoretical orientations

mindfulness

Psychoanalysis

ACT

DBT

CBT



Benefits of Mindfulness

Subjective

 Notice more what is going on with one’s 
life

 Initially may feel unpleasant or 
uncomfortable

 Appreciate life more

 Reduction of stress

 Body and mind can rest and recharge

 Decentering

 Waves of feeling – arise, change and 
pass “I am” versus “I am feeling…”

 Sense of space between person and 
thoughts and emotions

Objective

 Decreased anxiety

 Improved mood facing chronic health conditions (Hofmann 
et al., 2010

 Reduction of stress and rumination (Shapiro et al., 2008)

 Increased self compassion (Birnie et al., 2010

 Reduction in panic attacks (miller et al, 1995)

 Lower ratings of depression  and generalized anxiety 
disorder (Hofman et al., 2010)Prazak et al., 2012)

 Increased rates of healing for psoriasis (Kabat-Zinn et al., 
1998)

 Decrease in pain for chronic pain patients (Reiner et al., 
2013)

 Improved attention, descrease in stress hormones an 
increased immunoreacrivity in response to stress (Tang et al., 
2007)



Zen:  The Beginner’s 

mind

“In the beginner’s mind there are many 
possibilities, but in the expert’s there are few.”

― Shunryu Suzuki, Zen Mind, Beginner's Mind

https://www.goodreads.com/work/quotes/231282


 “The true purpose [of Zen] is to see things as 

they are, to observe things as they are, and to 

let everything go as it goes... Zen practice is to 

open up our small mind.”

― Shunryu Suzuki, Zen Mind, Beginner's Mind: 

Informal Talks on Zen Meditation and Practice

https://www.goodreads.com/work/quotes/231282


Breath
“WHAT WE CALL "I" IS JUST A SWINGING DOOR WHICH MOVES WHEN WE INHALE 

AND WHEN WE EXHALE.”
― SHUNRYU SUZUKI, ZEN MIND, BEGINNER'S MIND: INFORMAL TALKS ON ZEN MEDITATION AND PRACTICE

https://www.goodreads.com/work/quotes/231282


Breath

 Breathing in.  I am aware of my 

whole body. Breathing out, I am 

aware of my whole body. Breathing 

in I calm my body.  Breathing out I 
calm my body. 

- Thich Nhat Hanh



Breath

Exercises

 Guided breathing exercise (Cullen & Pons, 2015; 2:45 minutes)

 Belly breathing/bubbles

 Square breathing

 Statement breathing



awareness

MYTHS AND REALITY



Suffering

 Life is suffering

 Suffering can range from vague 

existential dissatisfaction to acute 
suffering

 Dukkha -refers to the pervasive 

and sometimes subtle stress of 

living; stress, dissatisfaction, 

unease, or suffering (Burk, 2014)



Awareness 

& Discomfort

Video – Don’t try to be mindful; Daron Larson (12 

minutes)

https://www.youtube.com/watch?v=Y_27l2hMYv

E&index=2&list=PLbiVpU59JkVbNfFyAG4SrC8NGn

C0-D4jg

 Emotions and Thoughts  (exercise: 8:52)

https://www.youtube.com/watch?v=Y_27l2hMYvE&index=2&list=PLbiVpU59JkVbNfFyAG4SrC8NGnC0-D4jg


Body awareness



Awareness of the 

body

Befriending our bodies – John Kabat-

Zinn (3:55 minutes)

https://www.youtube.com/watch?v=
iS53roI_pWE&index=3&list=PLbiVpU59

JkVbNfFyAG4SrC8NGnC0-D4jg

 Need to experience the sensation 

themselves before you interpret, 

label or react

 Body scan (Cullen & Pons, 2015; 
27 minutes)

 Locating in the body

 Chronic pain

 Disease

 Mental health issues

https://www.youtube.com/watch?v=iS53roI_pWE&index=3&list=PLbiVpU59JkVbNfFyAG4SrC8NGnC0-D4jg


Self-compassion



Self compassion

 Three components of self compassion (Neff, 2018) 

 Self kindness vs self-judgment

Treating self with care and understanding rather than harsh judgement; actively 
soothing and comforting oneself (how you treat a friend)

 Common humanity vs. isolation

Seeing own experience as part of a larger human experience not isolating or 
abnormal and recognizing that life (and people) are imperfect

 Mindfulness vs. over-identification

Avoiding extremes (suppression or running away); “be” with the painful feelings as 
they are

 https://self-compassion.org/ - exercises and meditations

https://self-compassion.org/


Self-compassion exercise 2
Exercise 2: Self-Compassion 
Break

Think of a situation in your life 
that is difficult, that is causing 
you stress. Call the situation to 
mind and see if you can 
actually feel the stress and 
emotional discomfort in your 
body.

 Now, say to yourself:

 1. This is a moment of 
suffering

 That’s mindfulness. Other 
options include:

 This hurts.

 Ouch.

 This is stress.

2. Suffering is a part of life

That’s common humanity. Other options include:

• Other people feel this way.

• I’m not alone.

• We all struggle in our lives.

Now, put your hands over your heart, feel the warmth of your 

hands and the gentle touch of your hands on your chest. Or 

adopt the soothing touch you discovered felt right for you.

Say to yourself:

3. May I be kind to myself

You can also ask yourself, “What do I need to hear right now 

to express kindness to myself?” Is there a phrase that speaks to 

you in your particular situation, such as:

• May I give myself the compassion that I need

• May I learn to accept myself as I am

• May I forgive myself

• May I be strong.

• May I be patient



Growth & 

Transformation



Self 

compassion

growth

• The Power of Mindfulness: What You Practice 

Grows Stronger -- Shauna Shapiro (14:46 

minutes)

 https://www.youtube.com/watch?v=B49Ls4gl0

7Y&list=PLbiVpU59JkVbNfFyAG4SrC8NGnC0-

D4jg&index=1

https://www.youtube.com/watch?v=B49Ls4gl07Y&list=PLbiVpU59JkVbNfFyAG4SrC8NGnC0-D4jg&index=1


.
Mahalo nui loa -- Lali McCubbin



Questions, Comments, Discussion
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 The end



trauma



Somatic 

Trauma 

Treatment

Trauma – requires building a 
foundation/habit of mindfulness

 Trauma, Somatic Experiencing and 
Peter A. Levine (6:09 minutes)

https://www.youtube.com/watch?v=By
alBx85iC8

Recommend:  Additional Training on 
Trauma

 National Child Traumatic Stress 
Network

https://www.nctsn.org/trauma-informed-
care

 Trauma-focused cognitive behavior 
therapy(Medical University of South 
Carolina) 

https://tfcbt2.musc.edu/

https://www.youtube.com/watch?v=ByalBx85iC8
https://www.nctsn.org/trauma-informed-care
https://tfcbt2.musc.edu/


Self compassion exercise
How would you treat a friend?

 Please take out a sheet of paper and answer the following questions:

1. First, think about times when a close friend feels really bad about him or 
herself or is really struggling in some way. How would you respond to your 
friend in this situation (especially when you’re at your best)? Please write 
down what you typically do, what you say, and note the tone in which 
you typically talk to your friends.

2. Now think about times when you feel bad about yourself or are struggling. 
How do you typically respond to yourself in these situations? Please write 
down what you typically do, what you say, and note the tone in which 
you talk to yourself.

3. Did you notice a difference? If so, ask yourself why. What factors or fears 
come into play that lead you to treat yourself and others so differently?

4. Please write down how you think things might change if you responded to 
yourself in the same way you typically respond to a close friend when 
you’re suffering.

 Why not try treating yourself like a good friend and see what happens?



Mindful listening

 How present are you?

 “When you listen to someone, you should give up all 
your preconceived ideas and your subjective opinions; 
you should just listen to him, just observe what his way 
is. We put very little emphasis on right and wrong or 
good and bad. We just see things as they are with him, 
and accept them. This is how we communicate with 
each other. 

― Shunryu Suzuki, Zen Mind, Beginner's Mind: Informal Talks on Zen Meditation and 

Practice

https://www.goodreads.com/work/quotes/231282


Problem-Solving Therapy



How do you solve a 
problem?



Learning Objectives for Session

• Understand the major parts of Problem-Solving Therapy

• Use tool kit 4 to develop planful problem-solving skills

• Apply the planful problem solving method to a case study



Introduction to Problem-Solving Therapy 
(PST)
• PST is a psychosocial intervention under the cognitive-behavioral umbrella 

• PST is intended to help people cope with minor (e.g., chronic daily 
problems) and major (e.g., traumatic events) stressors to reduce mental 
and physical health problems. 

• PST attempts to help the person: 
• Adopt an adaptive world view toward problems in living

• Optimism
• Self-efficacy
• Acceptance that problems are part of life

• Implement specific problem-solving behaviors
• Emotional Regulation and Management
• Problem-solving



Brief History
• D’Zurilla and Goldfried (1971)

• Behaviorally oriented psychologist
• Reviewed literature related to real-life (social) problem-solving across various 

subject matter (e.g., academic and professional fields, creativity, abnormal 
behavior, education, industry, psychology)

• Developed a two component model
• General Orientation
• Problem-Solving Skills

• Three Critical Constructs
• Real-life problem-solving
• Problem
• Solution



Revised Problem-Solving Therapy Model

• Problem Orientation: Stable cognitive-affective schema that represent 
a person’s beliefs, attitudes, and emotional reactions related to life’s 
problems and one’s reaction to them
• Positive Problem Orientation

• Negative Problem Orientation

• Problem-Solving Styles: Set of cognitive-behavioral activities that 
people utilize to cope and solve stressful problems
• Impulsive-careless Problem-Solving

• Avoidant Problem-Solving

• Rational Problem-Solving



Problem Orientations

• Positive Problem Orientation
• Appraise a problem as a “challenge”

• Believe problems are solvable 

• Believe in one’s ability to solve problems

• Believe that professional problem solving takes time, effort, and persistence

• Committed to solving problems rather than avoiding them

• Negative Problem Orientation
• Perceive problems as threats to psychological, social, and health

• Doubts one’s personal ability to solve problems

• Become emotionally upset when confronted with problems 



Problem Solving Styles

• Rational Problem Solving Style
• Rational, deliberate, and systematic application of: 

• Problem definition and formulation
• Generation of alternative solutions
• Decision-making
• Solution Implementation and verification

• Impulsivity/Carelessness Style
• Dysfunctional problem-solving pattern using narrow, 

careless, impulsive, hurried, and incomplete strategies

• Avoidance Style
• Dysfunctional problem-solving pattern characterized by 

procrastination, passivity, inaction and dependency



Research Supportive of PST
Across Populations and Clinical 

Problems



Types of problems that PST can address

• Job or career problem

• Drug problem

• Marriage problem

• Time-management problem

• Problem with children or 
adolescents

• Self-discipline problem

• Low self-esteem

• Academic problem

• Emotional problem

• Conflict between academic and 
family responsibilities

• Moral conflict

• Religious problem

• Legal problems

• Lack of recreation activities

• Interpersonal conflicts

• Sleep problems

• Sexual problems

• Financial problems



Synthesis of PST Research

• Social Problem-Solving has been applied to a number of health and 
mental health conditions. 

• Malouff and Colleagues (2007) conducted a meta-analysis of PST. The 
Meta-analysis concluded that PST was as effective as other treatment 
approaches and more effective than no treatment at all. 

• Factors that moderate PST effectiveness included use of the problem-
orientation component and assigning homework.

• A higher number of treatment hours was not associated with greater 
treatment effect sizes nor was method of administration (e.g., group 
versus individual).  



Application of Social Problem-Solving for 
Health and Mental Health
• Alzheimer’s Disease

• Arthritis

• Cancer Patients

• Caregivers
• Adults with disabilities
• Advanced cancer
• Hospice residents
• Spinal cord injuries
• Cognitively impaired older adults
• Pediatric cancer patients
• Children with TBI

• Depression
• Older adults
• With cardiovascular disease
• Work related

• Diabetes
• Generalized Anxiety
• Hypertension
• Intellectual disabilities
• Incarcerated/offending populations
• Neuroticism 
• Pain



Application of Social Problem-Solving for 
Health and Mental Health (continued)

• Primary Care Patients 
(depression) 

• Primary Care Patient (Mixed 
anxiety and depression)

• Psychosis

• Social Anxiety 

• Suicide and Self-Harm
• Traumatic Brain Injury
• Unexplained 

Medical/Physical 
Symptoms



Clinical Considerations



Four Major PST Toolkits 

• 1. Cognitive Overload-multitasking and capacity of the brain

• 2. Emotional Regulation-recognizing and managing emotions

• 3. Correcting negative thinking-learning to think in health ways

• 4. Fostering effective problem-solving-learning to identify and solve 
social problems



Problem-Solving Therapy Process

• Major Intervention Components
• Assessment and treatment planning

• Introductory sessions

• Training in Toolkit #4: Planful Problem-Solving: Fostering effective problem-
solving

• Guided practice

• Future forecasting and termination 



Assessment of current problem-solving 
activities
• Self-Assessment of Problem

• What was the problem?
• What was your emotional reaction to the problem?
• What did you do to handle the problem?
• What was the outcome?

• Ask client: 
• Have you encountered similar problems in the past?
• How did you manage those difficulties?
• What was the outcome of your choice?
• Do you approach other problems differently? 



Problem-Solving Therapy

1. Treatment Objectives:
1. Enhance positive problem orientation
2. Decreasing negative problem orientation
3. Foster rational problem-solving (Tool kit 4)
4. Minimizing avoidant problem-solving (Tool kit 4)
5. Minimizing impulsive/careless problem-solving (Tool kit 4)

2. Treatment Obstacle-
1. Cognitive overload
2. Difficulties with emotional regulation
3. Biases in cognitive processing (e.g., poor self-efficacy) 
4. Limited motivation due to hopelessness
5. Maladaptive problem-solving style (Tool kit 4)



Three Multitasking Principles

• Externalization
• Display information externally (e.g., writing it down) as often as possible

• Externalizing frees up the mind’s mental capacity to focus on other activities 
(e.g. better understanding the problem and developing creative solutions) 

• Visualization
• Use of visual imagery 

• Can be used for problem clarification, Imaginal rehearsal, stress management

• Simplification
• Attempting to breakdown or simply a complex problem to make it 

manageable 



It isn’t that they can’t see the 
solution. It’s that they can’t see 

the problem. 
-G.K. Chesterton



#1 Defining the Problem 

• Defining the Problem
• Seeking available facts
• Describing the facts in clear language
• Separating facts from assumptions
• Setting realistic goals
• Identifying the obstacles to overcome

• To define the problem we should answer the following questions: 
• What present conditions are unacceptable (What is)?
• What changes or additions are needed (What should be)? 
• What obstacle(s) exist that limit your ability to move from what is to what 

should be?



Nothing is more dangerous than 
an idea, when it’s the only one 

you have. 
-Emile Cartier



#2 Generating Alternatives

• There are three brainstorming principles to remember when 
generating alternative solutions:

1. Quantity leads to quality-Individuals are more likely to generate 
high quality solutions if they generate a large number of 
alternatives. Utilizing the principle of externalization, the list should 
be written down rather than composed in one’s mind. 

2. Defer judgment-record all the ideas that come to mind and wait to 
select the best solution to alternative generation is complete

3. Variety-The variety principle argues that the greater the range of 
solutions a person generates, the more likely they are to generate 
quality solutions. 



Where there is no decision, 
there is no life. 

--John Dewey



#3 Decision-Making
• Skills emphasized in decision-making

• Better predict consequences of one’s actions
• Conduct a cost-benefit analysis for generated alternatives
• Develop an action plan that constitutes the best solution

• Begin with a rough screening of solutions

• Predict consequences
• Personal consequences
• Social consequences

• You should explore the following questions in generating solutions:
Will this solution solve the problem?
Can I really carry it out?
What are the overall effects on me, both short-term and long-term?
What are the overall effects on , both short-term and long-term?

• Outcome rating scale: -1=negative; 0=neutral; +1=positive

• Identifying effective solutions and develop solution plan



There are costs and risks to any 
program of action, but they are far less 
than the long-range risks and costs of 

comfortable inaction.
-John F. Kennedy



#4 Solution Implementation & Verification 

1. Motivate oneself to carry out the plan (e.g., cost benefit analysis)

2. Prepare to carry out the plan (e.g., identify obstacles)

3. Implement the plan

4. Observe and monitor effectiveness of the solution

5. Reward oneself for engaging in planful problem-solving

6. Troubleshoot areas of difficulty 



Practice Example (Nezu et al., 2013)

• Problem: “You and your family are driving  to a movie, but running late. You see 
that you  are low on gas. You might be able to make it to the theatre without 
stopping, and yet, looking at the time, if you do stop you will probably be late. On 
the other hand, you may not have enough gas to get to the theatre and back 
home. What do you do?”

• Problem-solving goal: Have a nice night with your family while watching a movie. 

• Possible solutions/  alternatives: 
• Do not stop. Keep driving to the movie
• Stop for gas
• Do not go to the movie tonight
• Find some alternative activity (e.g., go to a restaurant, go to the mall)
• Call a friend to bring gas to you
• Call AAA
• Call for an Uber or taxi 



Practice Example (continued)

• Predicting the consequences: Do not stop. Keep driving to the movie
• Effects on me---feel anxious while driving. Might let the family down. (-1) 

• Effects on others---Family are stranded and potentially need to walk to get 
gas. (-1)

• Solves getting to the movie, but not the lack of gas (0)

• It represent a possible, but weak solution to the problem (1)

Total=-1
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Problem-Solving Worksheet 

Mysterious Behavior 

Mr. E is a 68-year-old married man with two children who has been followed by a multidisciplinary team 

at a Department of Veterans Affairs (VA) geriatrics research and clinical center for the past 6 years. The 

occasion for this evaluation is Mrs. E’s request for residential placement for her husband.  

Mr. E was first evaluated 9 years ago when his wife observed changes in his memory and behavior and 

suggested that they seek medical advice. At that time, Mr. E was still employed as a security guard. 

During the couple’s initial visit to a physician, Mr. E acknowledged that he had been aware of increasing 

memory problems for at least the past 2 years.  He said that he frequently forgot his keys or would go 

into the house to get something and then forget what he wanted. Mrs. E noted that he had changed 

from an outgoing, pleasant person to one who avoided conversation. She said that he also seemed 

hostile at times for no apparent reason. Mr. E was in good general health and was not taking any 

medications. His alcohol consumption was limited to two to three beers a week. He had no significant 

medical or psychiatric history and no significant family history for either cognitive or psychiatric 

disorders. 

Three years later, Mrs E contacted the VA center for treatment of her husband’s cognitive and 

behavioral symptoms. The general physical examination conducted during the visit was unremarkable. 

The neurological examination demonstrated an absence of focal abnormalities, but glabellar, snout, and 

palmomental responses were present. Mr. E was hesitant and had difficulty with sustained attention, 

which made determination of visual fields difficult.  There was no evidence of any disturbance of mood. 

On exanimation of his sensorium, Mr. E was disoriented about place and date: He missed the actual date 

by 2 years and 1 month. However, he seemed to comprehend most of the questions and was aware that 

he was experiencing cognitive difficulties. 

On neuropsychological testing, Mr. E showed moderate to severe impairment in memory, attention, 

visual spatial reasoning, set shifting, and judgment and planning abilities. Results of laboratory screening 

tests were unremarkable. An electroencephalogram (EEG) was mildly abnormal, showing nonspecific 

theta waves and sharp discharges bilaterally. A CT head scan showed slight enlargement of lateral 

ventricles and the third ventricle, which was consistent with mild atrophy.  

Mrs. E reported that her husband had begun exposing himself to neighbors, especially children who 

walked by their windows. She said that he had become sexually aggressive toward her and at times 

would chase her around the house and try to remove her clothing. When told of these activities, he 

claimed to have no recollection of them.  

Mr. E was started on 1mg of haloperidol at bedtime. Shortly after this, his wife became concerned that 

the medication was actually increasing his agitated behavior because he had begun to lock himself in the 

bedroom and would not allow her to clean him up after he was incontinent of stool in his clothing. The 

haloperidol was then reduced to .5 mg/day. Mr. E’s behavior did not improve after 4 months of 

medication, so the drug was discontinued at Mrs. E’s request.  

A year and a half after Mr. E’s initial visit to the geriatric center (and 6 years after he began experiencing 

cognitive and behavioral symptoms), Mrs. E first began discussing long-term placement for Mr. E with 

the treatment team. By this time, the symptoms were severe: Mr. E paced most of the night, 
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experienced frequent crying spells, and had become physically threatening to his wife. On one occasion, 

Mrs. E had gotten up during the night to find that her husband had turned up the thermostat to the 

maximum temperature, turned on all the burners on the stove, and turned the oven on at 500 degrees.  

However, after exploring family support options with the team, Mrs. E decided to continue to care for 

her husband in their home. A selective serotonin reuptake inhibitor was prescribed for him, after which 

Mrs. E noted an initial decrease in Mr. E’s crying, an improvement in his sleep, and an increased 

willingness to help with some of the household chores. However, Mrs. E soon felt the medication was 

making Mr. E more confused and unmanageable and after 4 months it was discontinued.  

About 7 months later, Mrs. E brings her husband in for his evaluation to seriously investigate residential 

placement for him. She says she is at the end of her rope because Mr. E constantly wanders off when 

she isn’t watching him and has nearly been run over on several occasions. Although she describes 

feeling terribly guilty about “abandoning” him, she does not think she can cope any longer with the 

responsibility of ensuring his safety. She doesn’t see any alternative but to arrange for his placement in a 

residential facility. Mr. E is therefore transferred from the geriatric center to a VA long-term-care center 

120 miles away.  
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Problem-solving Therapy: Planful decision making 

 

Directions: Use the Problem-solving therapy model to help Mr. E and his spouse address their central 

problem.  

Defining the problem  

 

1. What are the facts? Describe the problem here. Remember to separate facts from assumptions? 

 

 

 

 

2. Why is this a problem? If you are unable to improve this situation or the way that the family is 

feeling, what are the consequences? Why is this an important problem to improve? How will 

this likely improve their life? 

 

 

 

 

3. What would be good goals for the family? Be sure to make them realistic and attainable. Start 

with small goals that are steps to your larger goals. 

 

 

 

 

Define the problem

Generate Alternatives

Decision-making

Implement the solution
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4. What are the major obstacles to the goals? What is actually getting in the way with the clients 

ability to work toward their goals? 

 

 

 

 

Generating Alternative Solutions 

Use this section of the worksheet to write down your list of alternative solution ideas to your problem. 

Remember to use the following brainstorming principles: “Quantity leads to quality”, “defer judgment”; 

and “Think of a variety of ideas.” Try to come up with three to five ideas. Remember to use 

unambiguous and user-friendly language.  

1. 

 

2. 

 

3. 

 

4. 

 

5. 

 

6. 

 

7.  
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Decision-Making Worksheet 

1. List your alternatives below. 

2. For each idea, rate the likelihood that (a) it will help solve the problem; (b) you can carry this 

idea out optimally; (c) it will have positive immediate consequences; and (d) it will have positive 

long-term consequences. Use a scale of “-1” to indicate low likelihood, a “+1” to indicate a high 

likelihood, or a “0” to indicate neither low nor high.  

 

Alternative 
Solution Ideas 

Will it work? 
Can it be 

carried out? 

Personal 
Effects (on Mr. 
E and others) 

Social Effects 
(on Mr. E and 

others) 
Total 

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 

Action Plan Outcome Evaluation 

Using the above rating scale, circle the number that represents your feelings.  

1. How well does your solution 
plan meet your goals? 

1 2 3 4 5 

2. How satisfied are you with the 
effects on the clients? 

1 2 3 4 5 

3. How well do these results 
match your original prediction 
about personal consequences? 

1 2 3 4 5 

4. How satisfied are you with the 
impact on others involved in the 
problem? 

1 2 3 4 5 

5. How well do these results 
match your original prediction 
about the consequences 
concerning others? 

1 2 3 4 5 

6. Overall, how satisfied are you 
with the results of your action 
plan? 

1 2 3 4 5 

 

1=Not at all 
2=A little 
3=Somewhat 
4=Much 
5=Very much 
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Kentucky’s Area Agencies on Aging & 
Independent Living

• There are fifteen (15) Area Agencies on Aging 
and Independent Living (AAAIL) in the State.

• Each of the AAAILs are attached to the Area 
Development Districts (ADD) in the State.

• Each AAAIL is responsible for general planning, 
development and implementation of various 
activities. 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Kentuckiana Regional Planning and 
Development Agency



Kentucky’s AAAIL/ADRCs:  More Details About 
Programs & Services

• Aging & Disability Resource 
Center

• Homecare
• Adult Day Care
• Medicaid Waivers 

(Consumer Directed 
Option)

• Money Follows the Person
• Personal Care Attendant 

Program
• Senior Centers/Support 

Services

• Senior Nutrition Program
• Health Promotion & 

Disease Prevention
• Transportation
• Family Caregiver 

Program/KY Caregiver
• Long Term Care 

Ombudsman Services
• SHIP (Benefits Counseling)
• CDC Grant
• Other Programs

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Homecare

• Statewide program designed to prevent 
institutionalization for as long as possible.

• Eligibility:  

– 60 years or over

– Functional disability (impairment in 2 physical activities 
of daily living or 3 instrumental activities of daily living)

– At risk of institutional care or in a nursing home or 
personal care facility

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Homecare

• Service Providers:  AAAIL provide CM & Assessment; 
Provider Network provides services

• Payment: sliding fee scale based on poverty 
guidelines, family income; no fee for assessment or 
case management services.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Homecare

• Services Available:
• Assessment and case 

management
• Home-delivered meals
• Personal care:  assistance 

with bathing, toileting, and 
other activities of daily 
living

• Homemaker:  housekeeping 
tasks such as cooking, 
cleaning, laundry

• Home Repair:  minor 
modifications for safety and 
mobility

• Chore:  help with heavy 
household tasks

• Respite: relief service to 
regular caregiver

• Escort:  accompaniment to 
physician, dentist, or other 
service

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Adult Day Care Services

• ADCs are designed to provide respite to the 
caregiver and socialization for the participant.  
They also provide a safe secure environment 
and nourishment.

• There are three types of Adult Day Care 
programs that may use state funds for some 
or all of its clients:

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Adult Day Care Services

• Adult Day Health Care (licensed medical 
model): continuous supervision of medical & 
health needs

• Alzheimer’s Disease Respite: supervision and 
care in day center or home to provide respite 
to caregiver

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Medicaid Waivers

• Home and Community-Based Waivers (HCBS)

• Supports for Community Living (SCL2)

• Michelle P. Waiver

• Money Follows the Person (MFP) or Kentucky 
Transitions

• Traditional & Consumer Directed Option

• Case Management & Assessment

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Senior Centers/Support Services

• A variety of services and activities occur at the many 
senior centers that exist in our state.

• There are at least one center in every county.

• There are a variety of other providers who assist with 
serving seniors in this network.

• Provide information and assistance, outreach, health 
promotion, recreation, education, counseling, 
employment assistance, transportation, telephone 
reassurance, advocacy, friendly visiting, and more.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Senior Nutrition Program
• This program is designed to provide seniors with at least 

one-third (1/3) of the recommended dietary allowance 
(RDA) as often as possible.

• Meals are prepared and provided to thousands of seniors 
daily in every county in Kentucky.

• There is at least one senior center in every county of the 
Commonwealth where congregate meals are served at 
least once a day five days a week.

• Home-delivered meals are provided to thousands of 
seniors who are homebound and not able to attend 
senior centers.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Health Promotion & Disease Prevention

Health Promotion and Disease Prevention is a major focus 
for many AAA. Activities are coordinated with Senior 
Centers, utilizing health departments, pharmacies, social 
agencies, educational, hospitals and many other community 
resources available. Health Promotion fairs are planned to 
increase awareness and involvement within the community 
for older adults. The health promotions agenda strives to 
strengthen advocacy related to health issues for older 
adults. This advocacy effort is realized through local, 
regional, state, and national efforts.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Health Promotion & Disease Prevention

Examples of Health Promotion and Disease 
Prevention programs and activities include:

– Must be Evidenced Based

– Three Tiers Currently; eventually all will be required to be 
at highest level.

– CDSMP/DSMP

– Fall Prevention

– Health Rhythms

– Other

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Transportation

• Transportation is an access issue

• Use a variety of strategies to assist older adults and 
persons with disabilities with transportation

• Senior Center and Non-Emergency Medical 
Transportation

• Homecare Escort

• Special Initiatives

• Partnerships & Councils

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Transportation (More than a vehicle)

• Innovative Projects

– Travel Training

– ITN America (Independent Transportation 
Network)

– Regional Mobility Council

– Livable & Walkable Communities

– Other 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Family Caregiver Program

• The National Family Caregiver Program is 
designed to serve the needs of the caregiver; 
the person taking care of the older person, or 
a senior who is caring for grandchildren.

• The program is intended to provide support 
and resources to the caregiver, relieving the 
burden of taking care of their loved one.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Kentucky Caregiver Program

• Grandparents Raising Grandchildren Program 
(KIPDA GPRGP)
– Grandparents of any age

– Supports to the grandparent

– Supplemental services

– Support groups

– Education

– Information and assistance

– Legal services

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Long Term Care Ombudsman Program

• This program is designed to advocate on behalf of 
residents of long term care facilities.

• Residents rights, prevention of elder abuse is the 
core purpose of the program

• Kentucky has a State LT Care Ombudsman.

• Every region has a district Ombudsman.

• There our regional Ombudsmen also.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



SHIP (Benefits Counseling)

• The State Health Insurance Program provides 
a information, counseling and other resource 
assistance to persons who are Medicare 
and/or Medicaid recipients.  Benefits 
counseling is provided in areas such as 
prescription drug coverage, long-term care 
insurance, Medicare, Medicaid, etc.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Aging and Disability Resource Center

– Information, Assistance and Referral Services

– Single Point of Entry

– Resource Counseling

– Options Counseling

– Call Center for all function including intake and 
screening

– Expanded Initiative

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



Special Initiatives

• HRSA Grant: FLOURISH Program (GWEP and BHWET 
Grants)

• KIPDA Assister Program:  In-Person Assister services 
for ACA

• Partnership VA: Coalition and VIKINGS

• Age Friendly Communities

• Local Elder Abuse Coordinating Councils: Jefferson 
Co. & Rural

• Many other Task Forces, Coalitions, and Councils

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



How is the Network Funded?

• Federal Funds

• State Funds

• Local Funds

• Grants and Foundations

• Partnerships and Contracts

• Private Pay & Fees

• Other

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



The Aging Network

• This was a brief overview of the Area Agency on Aging 
Network (of programs and services).

• This network of services must continue to grow and develop 
in order to be able to meet the continued need of the 
growing older adult population.

• Local/Community support must continue to ensure that the 
Aging Network is able to meet the need of older adults in 
the future.

• Partnerships with public & private entities must continue.

• Strong and consistent advocacy must continue.

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC



KIPDA AAAIL/ADRC: 
Here to Serve the Community

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC

http://www.brainline.org/images/uploads/orig/2009/00323.jpg


KIPDA AAAAIL/ADRC

• Phone: 502-266-5571

• www.kipda.org

• Like Us on Facebook: 
www.facebook.com/KIPDA.AAAIL

• Follow us on Twitter 

– @KIPDA_AAAIL 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC

http://www.kipda.org/
http://www.facebook.com/KIPDA.AAAIL


Case Scenario
John and Martha live in Washington State.  They visit John’s mother as often as possible, especially 

during Holidays but has only been able to get back to rural Kentucky to visit his mother 3 times this year. 

After every visit, Martha relays her observations to her husband in hopes that he will seek help for her.  

After the last two visits, Martha has looked into possible programs and services and has encouraged 

Anne to allow someone to contact her.  In their conversations with Ann, she has been very resistant 

from receiving help.  However, after the last visit, Martha and John’s friends told them about a new but 

promising program designed to help older persons stay in their home for as long as possible regardless 

of their health or access to home based services. After several months contemplating contacting this 

program and not being able to return to KY to visit and check on Ann, Martha decided to contact 

Flourish. 

Martha’s mother-in-law, Ann, is an 82 year old widow who has been deteriorating over many months. 

She was increasingly reclusive and her clothes barely fit her shrinking frame. She neglected her home 

and her hygiene. Despite her best efforts, Martha could not get her mother-in-law to accept assistance. 

Martha contacts the intake staff for the Flourish Program and the case is assigned to Julia, the CHN for 

the county Ann lives.  The CHN does an assessment visit with Ms. Ann who lives in Bullitt County.  Julia 

finds Ann living in a relatively large home that sits on at least an acre of land. The grass is grown up very 

high and the exterior of the home appears to be in need of some repairs, especially the porch and stairs 

leading up to the front door. Upon arrival, Julia reminded Ms. Ann of who she was, as she had called her 

a few days ago to talk about coming out to visit.  Julia’s conversation with Ms. Ann had taken 45 minutes 

as Ms. Ann did not initially want Julia to come out to visit.  



Case Scenario (cont’d)

During the visit, Julia began the assessment process and learned very quickly through observation and 

engaging in conversation with Ms. Ann, that her health, safety and welfare were in jeopardy. There were 

some home repair issues that needed to be attended to; both indoors and outside of her home needed 

attention. Ms. Ann reported that she had a difficult time doing her house work, but she did the best she 

could and managed fine. Ms. Ann’s refrigerator did not have very much food in it and Julia observed that 

there was not much food stored in the cupboards in her kitchen. When asked about the meals Ms. Ann 

eats, she replied that she was not able to cook full meals so depended on things already prepared. Ms. 

Ann had noticeable matting in her hair and had body odor that was apparent even at a distance of 3-4 

feet away. Her clothes were soiled and seemed to be a few sizes to large. 

Although Ms. Ann was coherent and responsive to questions, she did report that she experienced 

loneliness and was “very down” most of the time.  She reported that she has a few health conditions, 

but was not able to report them all.  She was able to report high b/p and arthritis, but was not sure of 

the other diagnoses. Ms. Ann was not able to provide current medications either because she has not 

purchased any since the last time her son and daughter-in-law visited. Ms. Ann said, “Those medicines 

cost too much”. Ms. Ann wasn’t sure why her insurance did not cover the cost of the meds. 

Julia, requested Ms. Ann to allow her to return to continue to discuss her needs. She also told her that 

she might share the information she has gathered with other agencies that might be able to help. Julia 

asked for Ms. Ann’s permission to contact them.  
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Concrete, Specific, 

& Measureable  

Goal 1 
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& Measureable  
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Goal 3 

BEST case Scenario  +2    

REALISTIC/ 

ACCEPTABLE 

improvement 

+1    
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Moment 

0    

WORST Case 
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-1    
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Comorbidity Guidelines Training  

 

Session Four Handouts 

 

Dos and don’ts of managing a client who is suicidal 

 
Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

 

Do:  
 Ensure the client has no immediate means of self-harm; remove weapons and 

potentially dangerous objects. 
 Talk to the client alone – without any family or friends present. 
 Allow sufficient time to discuss the issue. 
 Discuss limits of confidentiality. 
 Introduce suicide in an open, yet general way. 
 Be non-judgmental and empathetic.  
 Emphasise that there is help available.  
 Validate the client’s feelings and emphasise the fact that speaking with you is a 

positive thing. 
 Consider what is the predominate concern for the client and how you might be able 

to help remedy this concern (e.g., removal of stresses, decreasing social isolation). 
 Contact the local mental health crisis team if the client appears to be at high-risk. 

 

Don’t:  
 Invalidate the person’s feelings (e.g., “all you have to do is pull yourself together”, 

“things will work out”).  
 Panic if someone starts talking about their suicidal feelings. These feelings are 

common and talking about them is an important, encouraging first step. 
 Be afraid of asking about suicidal thoughts. Most clients are quite happy to answer 

such questions. 
 Worry that questions about suicide may instil the idea in the client’s mind. 
 Leave a high-risk client unattended. 
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Dos and don’ts of managing a client with symptoms of 
depression 

Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

 
 

Do:  
 Encourage and emphasise successes and positive steps (even just coming in for 

treatment). 
 Take everything they say seriously. 
 Maintain eye contact and sit in a relaxed position – positive body language will help 

you and the client feel more comfortable. 
 Use open-ended questions such as “So tell me about...?” which require more than a 

“yes” or “no” answer. This is often a good way to start a conversation. 
 Constantly monitor suicidal thoughts and talk about these thoughts openly and 

calmly. 
 Encourage the client to express his/her feelings. 
 Be available, supportive and empathetic. 
 Offer realistic hope (i.e., that treatment is available and effective). 
 Provide contact details of counselling services and offer to make referrals if required 

(many depressed people struggle to do this alone). 
 Encourage participation in healthy, pleasurable and achievement-based activities 

(e.g., exercise, hobbies, work).  
 

Don't:  

 Make unrealistic statements or give unrealistic hope, like “everything will be fine”.  
 Invalidate the client’s feelings. 
 Be harsh, angry, or judgmental. Remain calm and patient.  
 Act shocked by what the client may reveal. 
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Dos and don’ts of managing a client with symptoms of anxiety 

 
 

Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

 
 
 
 

Do: 

 Approach the client in a calm, confident and receptive way. 
 Move and speak at an unhurried speed. 
 Be patient in order to allow the client to feel comfortable to disclose information. 
 Minimise the number of staff present and attending to the client. 
 Minimise surrounding noise to reduce stimulation. 
 Reassure the client frequently e.g., “this won’t take much longer”. 
 Explain the purpose of interventions. 
 Remain with the client to calm him/her down. 

 

Don’t: 

 Crowd or pressure the client. 
 Get frustrated or impatient. 
 Panic. The more relaxed you are the more relaxed the client is likely to feel. 
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Dos and don’ts of managing a client with symptoms of trauma 

 
 

Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

 
 
 
 
 

Do: 

 Display a comfortable attitude if the client chooses to describe his/her trauma 
experience. 

 Give the client your undivided attention, empathy and unconditional positive 
regard. 

 Normalise the client’s response to the trauma and validate his/her feelings. 
 Praise the client for his/her resilience in the face of adversity. 
 Praise the client for having the courage to talk about what happened. 
 Use relaxation and grounding techniques where necessary. 
 Educate the client on what to expect if they undergo detoxification (i.e., a possible 

increase in trauma-related symptoms). 
 Maximise opportunities for client choice and control over treatment processes. 
 Monitor depressive and suicidal symptoms. 

 
Don’t: 

 Rush or force the client to reveal information about the trauma. 
 Engage in an in-depth discussion of the client’s trauma unless you are trained in 

trauma responses. 
 Judge the client in relation to the trauma or how he/she reacted to the trauma. 
 Abruptly end the session. 
 Encourage the client to suppress his/her thoughts or feelings. 
 Engage in aggressive or confrontational therapeutic techniques. 
 Be afraid to seek assistance. 
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Dos and don’ts of managing a client with symptoms of  loss/grief  

 
 

Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

 
 
 

Do: 

 Encourage the acceptance of the reality of the situation (e.g., discuss the loss, 
encourage client to attend gravesite), as well as the identification and experience of 
feelings (positive and negative) associated with loss. 

 Help the client find a suitable way to remember, but also reinvest in life. 
 Continually monitor levels of depression and suicidal thoughts and act accordingly; 

risk is increased during periods of grief (e.g., the first 12 months after a death, 
anniversaries, holidays). 

 Be aware and understanding of feelings associated with grief, including anger. 
 Give both practical and emotional support. 
 Give the client your undivided attention and unconditional positive regard. 
 Be aware that concentration may be affected, therefore repeat instructions, write 

down instructions and so on. 
 Encourage healthy avenues for the expression of grief (e.g., physical activity, 

relaxation, artistic expression, talking, writing) rather than AOD use. 
 Encourage the client to seek social support. This may include bereavement services. 

 
Don’t: 

 Avoid the reality of the situation or the feelings associated with it (e.g., use the 
name of deceased). 

 Judge or be surprised at how the client reacts – every person is different. 
 Time-limit the client when discussing grief, it can be a slow process.   
 Be afraid to seek assistance.   
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Dos and don’ts of managing a client who is angry or aggressive 

  

Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

 

Do: 
 Stay calm and keep your emotions in check. 
 Adopt a passive and non-threatening body posture (e.g., hands by your side with 

empty palms facing forward, body at a 45 degree angle to the aggressor). 
 Let the client air his/her feelings and acknowledge them. 
 Ask open-ended questions to keep a dialogue going. 
 Be flexible within reason. 
 Use space for self-protection (position yourself close to the exit, don’t crowd the 

client). 
 Structure the work environment to ensure safety (i.e., have safety mechanisms in 

place such as alarms and remove items that can be used as potential weapons). 
 Use the client’s name when speaking to him/her. 
 Make sure other clients are out of harm’s way. 

 
Don’t: 
 Challenge or threaten the client by tone of voice, eyes or body language.  
 Say things that will escalate the aggression.  
 Turn your back on the person.  
 Rush the client. 
 Argue with the client. 
 Stay around if the person doesn’t calm down.  
 Ignore verbal threats or warnings of violence.  
 Tolerate violence or aggression.  
 Try to disarm a person with a weapon or battle it alone. 
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Dos and don’ts of managing a client with symptoms of psychosis 

Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

Do: 

 Ensure the environment is well lit to prevent perceptual ambiguities. 
 Try to reduce noise, human traffic or other stimulation within the person’s 

immediate environment (e.g., reduce clutter). 
 Ensure the safety of the client, yourself and others. 
 Ensure both you and the client can access exits – if there is only one exit, ensure 

that you are closest to the exit. 
 Arrange transfer to an emergency department for assessment and treatment by 

calling an ambulance on 000 if psychosis is severe. 
 Have emergency alarms/mobile phones, and have crisis teams/police on speed dial. 
 Allow the person as much personal space as possible. 
 Be aware of your body language – keep your arms by your sides, visible to the client. 
 Ignore strange or embarrassing behaviour if you can, especially if it is not serious. 
 Listen attentively and respectfully. 
 Appear confident, even if you are anxious inside, this will increase the client’s 

confidence in your ability to manage the situation. 
 Speak clearly and calmly, asking only one question or giving only one direction at a 

time. 
 Use a consistently even tone of voice, even if the person becomes aggressive. 
 Limit eye contact as this can imply a personal challenge and might prompt a hostile, 

protective response. 
 Point out the consequences of the client’s behaviour. Be specific. 

 
Don’t: 

 Get visibly upset or angry with the client. 
 Confuse and increase the client’s level of stress by having too many workers 

attempting to communicate with him/her. 
 Argue with the client’s unusual beliefs or agree with or support unusual beliefs – it is 

better to simply say “I can see you are afraid, how can I help you?” 
 Use “no” language, as it may provoke hostility and aggression. Statements like “I'm 

sorry, we’re not allowed to do ____  but I CAN offer you other help, assessment, 
referral…” may help to calm the client whilst retaining communication.  

 Crowd the client or make any sudden movements. 
 Leave dangerous items around that could be used as a weapon or thrown. 
 Laugh (or let others laugh) at the person.  
 Act horrified, worried or panic.  
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Dos and don’ts of managing a client with symptoms of 
personality disorders 

 
 

Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 

 
 

Do: 

 Place strong emphasis on engagement to develop a good client-worker relationship 
and build strong rapport. 

 Set clear boundaries and expectations regarding the client’s role and behaviour. Some 
clients may seek to test these boundaries. 

 Establish and maintain a consistent approach to clients and reinforce boundaries. 
 Anticipate compliance problems and remain patient and persistent. 
 Plan clear and mutual goals and stick to them; give clear and specific instructions. 
 Help with the current problems the client presents with rather than trying to establish 

causes or exploring past problems.  
 Assist the client to develop skills to manage negative emotions (e.g., breathing 

retraining, progressive muscle relaxation, cognitive restructuring).  
 Take careful notes and monitor the risk of suicide and self-harm. 
 Avoid judgment and seek assistance for personal reactions (including frustration, 

anger, dislike) and poor attitudes towards the client. 
 Listen to and evaluate the client’s concerns.  
 Accept but do not confirm the client’s beliefs. 

 
Don’t: 

 Reward inappropriate behaviour (such as demanding, aggressive, suicidal, chaotic or 
seductive behaviour).  

 Get frustrated and angry with the client. Remain firm, calm and in control. 
 Assume a difficult client has a personality disorder; many do not, and many clients 

with these disorders are not difficult.  
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Techniques for managing cognitive impairment 

Techniques for problem-solving, planning, sequencing or decision-making difficulties 

• 
• 

Be clear and explicit in direction. 

• 
Encourage rehearsal of sequences within (and outside of) therapy. 

• 
Encourage routines. 

• 
Teach step-by-step decision-making and problem-solving. 

Use timetables and other aids to help the client plan. 

Techniques for slow information processing (mental speed) 

• 

• 

Constantly summarise and repeat important points and have the client relay these 
back to you. 

• 
Encourage questions.  

Go slowly. 

Techniques for poor attention/concentration 

• 
• 

Stress important points, repeat if necessary.  

Minimise distractions. 

Techniques for poor memory 

• 
• 

Use memory aids, routines and written instructions. 

• 
Make sessions at routine times. 

• 
Limit the amount of information covered, repeat key points, and go slowly. 

Remind the client of appointments and key points where possible. 

 
Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 
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Approaches to treating comorbid AOD and mental health 
conditions 

Sequential treatment 

The client is treated for one condition first which is followed by treatment for the 
other condition. With this model, the AOD use is typically addressed first then the 
mental health problem, but in some cases, it may be whichever disorder is considered 
to be primary (i.e., which came first). 

Parallel treatment 

Both the client’s AOD use and mental health condition are treated simultaneously but 
the treatments are provided independent of each other. Treatment for AOD use is 
provided by one treatment provider or service, while the mental health condition is 
treated by another provider or service. 

Integrated treatment 

Both the client’s AOD use and mental health condition are treated simultaneously by 
the same treatment provider or service. This approach allows for the exploration of 
the relationship between the person’s AOD use and his/her mental health condition. 

Stepped care 

Stepped care means the flexible matching of treatment intensity with case severity. 
The least intensive and expensive treatment is initially used and a more intensive or 
different form of treatment is offered only when the less intensive form has been 
insufficient. 

 
Source: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other drug and mental health 
conditions in alcohol and other drug treatment settings 
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Antidepressant medications  

Drug type and name Brand name 

Tricyclic Antidepressant (TCA):  

     Amitriptyline Endep 

     Doxepin Deptran, Sinequan 

     Dothiepin Dothep, Prothiaden 

     Imipramine Tofranil 

     Nortriptyline Allegron 

     Clomipramine Anafranil 

     Trimipramine Surmontil 

Monoamine Oxidase Inhibitor (MAOI):  

     Tranylcypromine Parnate 

     Phenelzine Nardil 

Reversible Inhibitor of Monamine Oxidase A (RIMA):   

     Moclobemide Aurorix, Clobemix 

Selective Serotonin Reuptake Inhibitor (SSRI):  

     Escitalopram Lexapro 

     Citalopram Cipramil 

     Fluoxetine Lovan, Prozac 

     Fluvoxamine Luvox 

     Sertraline Zoloft 

     Paroxetine Aropax 

Serotonin and Noradrenaline Reuptake Inhibitor (SNRI):   

     Venlafaxine XR  Efexor XR 

     Desvenlafaxine Pristiq 

     Duloxetine Cymbalta 

Noradrenaline and Specific Serotonergic Agent (NaSSA):  

     Mirtazapine  Avanza 

Tetracyclic Antidepressant:  

     Mianserin Tolvon 

Selective Noradrenaline Reuptake Inhibitor (NORI):  

     Reboxetine Edronax 
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Mood stabiliser medications 

Drug name  Brand name  

Carbamazepine  Tegretol, Teril  

Lithium carbonate Lithicarb 

Sodium valproate  Epilim, Valpro 

Gabapentin  Neurontin 

Lamotrigine Lamictal 

Topiramate Topamax 

  

 

Anti-anxiety medications 

Drug name Brand name 

Buspirone Buspar 

Chlordiazepoxide Librium 

Diazepam Valium, Ducene, Propam, Antenex 

Nitrazepam Mogadon, Alodorm, Dormicum, Nitepam 

Oxazepam Serepax, Benzotran, Murelax, Alepam 

Flunitrazepam Rohypnol  

Temazepam Euhypnos, Normison 
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Antipsychotic medications 
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Drug name Brand name 

Clozapine  Clozaril  Chlorpromazine  Largactil 

Olanzapine  Zyprexa Droperidol  Droleptan 

Quetiapine Seroquel  Fluphenazine  Anatensol, Modecate 

Risperidone  Risperdal  Flupenthixol  Fluanxol 

Amisulpride  Solian  Haloperidol  Haldol, Serenace  

Aripiprazole Abilify Pericyazine  Neulactil  

Ziprasadone Zeldox Pimozide  Orap  

  Thioridazine  Aldazine, Melleril  

  Thiothixene  Navane  

  Trifluoperazine  Stelazine  

  Zuclopenthixol  Clopixol 

 
Source of above tables of medications: Mills et al. 2009 Guidelines on the management of co-occurring alcohol and other 
drug and mental health conditions in alcohol and other drug treatment settings 
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Presenter
Presentation Notes
The aging of the native-born population is driven in part by the maturing of the Baby Boom Generation, which began turning age 65 in 2011and will continue to do so at the rate of more than 8,000 per day for the next twenty years (Johnson and Kasarda, 2011). This demographic shift is also a function of major advances in healthcare and in the behaviors of older adults, which include more active living and healthier eating habits, both of which contribute to increased longevity in this cohort (Wheeler, 2010).



Population, Policy, Problem, Solutions 

The Boomers are Here! America is Not Ready… 





JUST A LITTLE PEAK AT AMERICA’S 
OLDER ADULT POPULATION 

the numBers mAtter: 



We’ve Come A Long Way Baby! 
Chart of Population 60 and over by age:  1900 to 2050

Sources:

This chart shows the large increase in the population 60 and older from 4.9 million people in 1900 to 45.8 million in 2000 and projected to 92.2 million in 2030 and 112 million in 2050.

The source of the data for 1900 to 2000 is Table 5. Population by Age and Sex for the United States: 1900 to 2000, Part A. Number, Hobbs, Frank and Nicole Stoops, U.S. Census 
Bureau, Census 2000 Special Reports, Series CENSR-4, Demographic Trends in the 20th Century.

Projections for 2010 through 2050 are from: Table 12. Projections of the Population by Age and Sex for the United States: 2010 to 2050 (NP2008-T12), Population 

Division, U.S. Census Bureau; Release Date: August 14, 2008
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Presenter
Presentation Notes
A Contemporary Snapshot of Aging In 2014, the U.S. population of people ages 65 and older totaled 46.2 million. It is a fairly homogeneous population. In comparison to the total population, in the older population, non-Hispanic whites (78 percent, or 36 million) are over-represented. Blacks (8.8 percent, or 4.1 million), Hispanics (7.6 percent, or 3.5 million), and other non-white groups are under-represented in the older population. Between 2010 and 2014, the older adult population grew at a rate that was nearly five times the rate of growth experienced by the total population (14.8 percent versus 3.1 percent); the leading edge of the baby boomer cohort (i.e., those between ages 65 and 69) grew seven times as fast as the total population (22.4 percent versus 3.1 percent); and the ages 85 and older population, the oldest old, grew nearly four times as fast as the total population



The Oldest Old Cohort is Growing at a 
Faster Rate 

• Oldest old population, 
85+, is growing at a rate 
of 132% vs. 72%. 

• By 2040, 85+ will be 
14.6 million; up from 
6.3 million in 2015 

• 100+ population 
increase by 142 (2015-
2040. 

• From 72,000 to 193,000 

Presenter
Presentation Notes
Between 2015 and 2040, according to the Census Bureau’s National Population Projections, the U.S. total population is projected to increase by 18 percent— from 321 million to 380 million. During this period, the ages 65 and older population is expected to increase much more rapidly—from 47.8 million to 82.3 million, an increase of 72 percent. And because life expectancy at birth is projected to increase significantly for bothThe nation’s older adult population grew by roughly 6 million between 2010 and 2014, concentrated in Southern and Western states. A Message to the President on Aging Policy Volume 40 .Number 4 | 11 genders and all races and ethnic groups, the oldest-old cohort is forecasted to grow even faster than the ages-65-and-older population (132 percent versus 72 percent) over the next quarter century. By 2040, the ages-85-and-older population is projected to reach 14.6 million, up from 6.3 million in 2015. Outpacing both groups, the ages-100-and-older population is projected to increase by 168 percent between 2015 and 2040. According to Census Bureau projections, there will be an estimated 193,000 centenarians living in the United States by 2040, up from 72,000 in 2015 (U.S. Census Bureau, 2014).



Rurality Issues 

Library of Congress, Elderly Woman in Rural 
Madison County, NC; Carol Highsmith 

Presenter
Presentation Notes
Rural aging-in-place counties with largedependency ratios have high concentrationsof older women who live alone.



Diversity 

Presenter
Presentation Notes
Moreover, because of an increasing number of immigrants in U.S. society, the older adult population will become far more diverse overthe next quarter century. In all three older adult age groups—ages 65 and older, ages 85 and older, and ages 100 and older—the foreign-born population will increase more rapidly than the native-born population. While native-born older adults in these three age groups are projectedto increase by 57 percent, 123 percent, and 163 percent, respectively, the corresponding numbers for foreign-born older adults in these agegroups are 173 percent, 200 percent, and 200 percent, respectively. By 2040, there will be an estimated 64.9 million native-born and 17.5million foreign-born older adults living in the United States (U.S. Census Bureau, 2014).





Policies for Today; Not Tomorrow 

• Development of the Network’s Infrastructure 
– There is history 
– Pre-OAA 
– OAA 
– Post-OAA 

• Social Security 
• Medicaid and Medicare 
• ACA 
• Long Term Services and Supports 

Presenter
Presentation Notes
There are many policy issues related to America’s current state of caring for its older adult citizens as well as it preparedness.  For many decades, demographers, gerontologists, advocates, professionals in the field of aging have been shouting from the rafters the fact that our society is aging, the world is aging, and we need to do something about it.  The fact that America is now in a position of not being able to care for its elderly is inexcusable, but many of our policy makers has and continue to put politics before practicality; before equity; before doing what is right for its citizens, and in this case today, our elderly.  Today, I will talk with you about the safety net and infrastructure that exists today to support older adults and their ability to have quality of life as they age. Some call this the safety net.  I also include the all important infrastructure. So, I will describe for you the current system or infrastructure for older adults and persons with disabilities:  The Aging and Disability Service Network; Long-term Services and Supports. Social Security first established in 1935 under FDR.  Medicaid, Medicare and The Older Americans Act was originally signed into law by President Lyndon B. Johnson in 1965 (PDF). In addition to creating the Administration on Aging, it authorized grants to States for community planning and services programs, as well as for research, demonstration and training projects in the field of aging. Later amendments to the Act added grants to Area Agencies on Aging for local needs identification, planning, and funding of services, including but not limited to nutrition programs in the community as well as for those who are homebound; programs which serve Native American elders; services targeted at low-income minority elders; health promotion and disease prevention activities; in-home services for frail elders, and those services which protect the rights of older persons such as the long term care ombudsman program. From its inception through many reauthorizations (it was last reauthorized in 2006; due to be reauthorized in 2011; still waiting); the OAA has catpulted the Aging and Disability service network to a more unified, less siloed system designed to serve the community helping people to live in their communities for as long as possible, improving quality of life and facilitating those who need it, transition to nursing facilities. On April 18, 2012, the Administration for Community Living Statement of Organization, Functions, and Delegations of Authority was published in the Federal Register (PDF, 233KB) and served to officially establish the Administration for Community Living (ACL), which brought together the Administration on Aging, the Office on Disability and the Administration on Developmental Disabilities to achieve several important objectives including, but not limited to, reducing the fragmentation that currently exists in Federal programs addressing the community living service and support needs of both the aging and disability populations; enhance access to quality health care and long-term services and supports for all individuals; and promote consistency in community living policy across other areas of the Federal government.  ACA impacts this evolution as well especially with Medicaid, Medicare and the emergence of community based organization and health care provider partnerships.



Timeline of Federal Aging Programs 





Economic Security: Really 

• Baby boomer retirement will by 2030 
nearly double the number of Social 
Security and Medicare recipients—with 
consequences for America’s retirement 
income programs, healthcare spending, 
LTC financing, and economic growth. 

Presenter
Presentation Notes
The fundamental challenges of an aging population lie in the efforts to sustain the government programs that provide economic security in old age, ensure promised benefits are delivered, and restore public confidence for younger generations in these programs’ sustainability. Retirement of the Baby Boom Generation, already five years underway, will by 2030 nearly double the number of Social Security and Medicare recipients, with consequences for our nation’s retirement income programs, healthcare spending, long-term-care financing, and economic growth.Legislation to put Social Security and Medicare on sounder footing can no longer be avoided, but moving legislation through a divided Congresswill require compromise. In a debt-neutral policy environment, choices to fully fund benefitsmust be balanced with investments need- Baby boomer retirement will by 2030 nearly double the number of Social Security and Medicare recipients—with consequences for America’s retirement income programs, healthcare spending, LTC financing, and economic growth.As unattractive as these tradeoffs may be, the consequences of a further postponement of action will be worse. Pursuing well-crafted policy on one of the central domestic issues of our time can only help restore public confidence in the fairness and competence of our system of governance.



What is Economic Security for an Older 
Adult in Jefferson County, KY 

Kentucky, Jefferson County 

Single Elder  Elder Couple  
Expenses/Monthly 
& Yearly Totals  

Owner w/o 
Mortgage  

Renter,  
one bedroom  

Owner w/ 
Mortgage  

Owner w/o 
Mortgage  

Renter,  
one bedroom  

Owner w/ 
Mortgage  

Housing (inc. 
utilities, taxes & 
insurance)  

$416 $609 $1,131 $416 $609 $1,131 

Food  $256 $256 $256 $470 $470 $470 
Transportation  $253 $253 $253 $391 $391 $391 
Health Care (Good) $405 $405 $405 $810 $810 $810 
Miscellaneous  $266 $266 $266 $417 $417 $417 
Index Per Month  $1,596 $1,789 $2,311 $2,504 $2,697 $3,219 
Index Per Year  $19,152 $21,468 $27,732 $30,048 $32,364 $38,628 

http://www.basiceconomicsecurity.org/EI/?_ga=1.25991549.1534687518.1486527435 

Presenter
Presentation Notes
What you see in this chart is what older persons need for income in order to meet their basic needs.  This does not take into account if a person has a major medical event; long term services and supports needs; or basic maintenance of property, vehicle, etc. the percentage of persons with incomes below poverty level ranges from 13% to 19% (65-85) of older adult population.



Workforce Change: Good or Bad? 

Presenter
Presentation Notes
The first critical variable is the size of the labor force and the second is the productivity level of that labor force. A declining or slower rate ofpopulation growth results in a decline or a slower rate of growth in the labor force. Economists today predict that the population that is employed will remain roughly unchanged over the next few years, but then decline markedly over the next decade, along with reduced participation rates. While various factors contribute to this decline, going forward, the major factor is the aging of the Baby Boom Generation as more working people move into retirement. From 1950 to 2015, the potential U.S. labor force grew annually by 1.5 percent. Critically, over the next decade, the potential labor force will grow annually by only 0.5 percent (Congressional  Budget Office [CBO], 2016). The most visible impact of an aging population reveals itself in both the growth of beneficiaries and the challenging finances facing the Social Security program (OASI) over the next several years. At the time of the inauguration in January 2017, nearly 52 million retired workers and their survivors will be receiving benefits totaling nearly $800 billion. By the end of the new President’s first term, beneficiaries will have grown to more than 59 million and benefits to bepaid out will exceed $1 trillion (CBO, 2016). Unfortunately, due in part to a declining labor force, the revenues paid into the system beginning in 2017 will not cover the level of benefits paid out and the program’s net cash flow will turn negative. The last time this occurred was early in the 1980s, leading to the creation of the Greenspan Commission to address the program’s financial crisis. Ten years from now, more than 65 million people will receive OASI benefits, 25 percent more than in 2017. Continuing net negative cash flows will erode the assets of the OASI trust fund until they are gone sometime between 2030 and 2034, requiring a 23 percent reduction in scheduled benefits unless changes are made in the program to avoid such significant benefit reductions (Board of Trustees of the Federal Old-Age and Survivors Insurance and Federal Disability Insurance Trust Funds, 2016).



Who Will Care for the Elderly? 

Presenter
Presentation Notes
Most Americans are not aware that Medicare does not cover the costs of LTSS. Medicaid is the primary payer of LTSS, and LTSS spending accounts for at least a quarter, possibly a third, of total Medicaid spending today. The Office of the Actuary of the Centers for Medicare & MedicaidServices (CMS) estimates that spending for LTSS will grow annually an average of 6 percent through 2021 (end of the new President’s firstterm). It is further estimated that 70 percent of individuals older than age 65 will need LTSS sometime in their lives, doubling the number of Americans needing such care over the next several years (CMS, 2012). The collision course is set—the demand for LTSS will substantially outpace the U.S. economy’s growth rate, with significant increases in both federal and state Medicaid expenditures. Policy makers cannot risk the country’s future by ignoring the economic and fiscal impact of an aging future.The decline in the workforce will also impact availability of persons to work in healthcare, human services, long-term services and supports. Policy makers must determine solutions to the impending and current shortage in the field of caring for older adults. Another issue to address is the needs of the aging worker and the younger worker caring for an older loved one. Federal workplace polices must be revised to accommodate aging workers and younger co-workers who have eldercare responsibilities.



Federal Funding Commitment to 
Aging Services Diminishing  

1980 

$9.24 
Per adult 65+ 

 
 
2010 

$3.85  
Per adult 65+ 

Presenter
Presentation Notes
Outside of the home and community based services supported by Medicaid is a social service system designed to keep people at home, in their community for as long as possible.  This is the aging network, referenced earlier, supported by the Older Americans Act.  This infrastructure is part of the overall LTSS system and is too in jeopardy of not being available to serve the need of the growing older adult population. (Refer to slide.) Funding has not kept up with the increase in older adult population.



Current Scope of Aging Services 

Information/Referral 

Care Management 

Healthy Aging 

Caregiver Support 

Mental Health  
Programs 

Volunteer Services Legal Services 

Health Benefits  
Counseling 

Public Benefits  
Outreach 

Transportation 

Nutrition 

Elder Abuse 

Presenter
Presentation Notes
The Area Agencies on Aging Network providers critical services to older adults in the community.



     Aging Network Reach to Older 
Americans through the OAA 

─Handle nearly 12 million information and referral 
contacts a year 

─Support caregivers over 14.7 million times, providing 
9.5 million respite care services 

─Provide over 28 million rides to the doctor, grocery 
stores and other critical destinations 

─Serve 237 million meals per year 
─Deliver 14 million hours of homemaker services and 

more than 17 million hours of personal care 
 

 

Presenter
Presentation Notes
There are 622 Area Agencies on Aging (AAAs) and providing a voice in the nation’s capital for the 256 Title VI Native American aging programs across the country. The work they do serve tens of thousands of older adults every year. This system is being threatened because it has been dependent on public funding for decades and this funding is dwindling.  Also, the space for LTSS has changed drastically especially with the onslaught of the ACA.  There has been a significant shift towards healthcare at all levels of federal government including with the ACL and AoA; funding; and practice.  There is an expectation for AAAs t forge partnerships with healthcare providers to help support the cost of the social supports many older adults need in order to stay in their communities. 



Other Issues and Concerns 

• Retirement 
• Housing 
• Transportation 
• Food Security 
• Chronic Conditions 
• Healthcare Cost 
• Life Long Planning 





What Can We Do? 

• Medicaid Must Be Preserved and Funding 
Expanded; and adjusted during economic 
challenges. 

• Create Viable Financing Options for LTSS 
• Create and Implement LTSS for Family 

Caregivers. 
• Address the issues related to the direct care 

workforce. 
 

Presenter
Presentation Notes
We must revolutionize our systems and do things differently. The movement underway today toward integrated plans that include healthcare, behavioral healthcare, and LTSS offers the greatest hope and most practical solution for financing long term care, as well as for reducing medical expenditures and the resulting fiscal pressure on state Medicaid programs and Medicare. It is an approach that marries the most effective care models with cost management and healthcare spending reduction and provides a platform for an innovative approach to financing long-term Can it finance the services and supports to enable older people to remain in their homes and communities, with the support of their families, and reduce the reliance on expensive medical facilities and interventions?• Can it stimulate the innovation needed to transform how we live and work in older age so as to reduce the pressure on retirement andhealthcare programs? The incoming President inherits a federal debt at levels higher than any period since the  end of World War II, and a federal budget already set on a course to increase that debt. If our leaders do nothing, demography-fueled growth in public expenditures and in  the federal revenues needed to fund them will only exacerbate our national proclivity to borrow for current consumption (retirement benefits, healthcare and long-term-care spending) at the expense of investment in the engines for future growth (education, infrastructure development,healthy children and families).Proposals to “block grant” or cap federalMedicaid spending on a “per capita” basis seekto change the fundamental nature of the Medicaidprogram from an entitlement program opento all who are eligible (including low-incomeelders), in which costs are jointly absorbed bythe federal and state governments, to one thatOur aging population will increase pressureon those health and social serviceprograms—especially Medicaid—so vitalto its health and economic security.GENERATIONS – Journal of the American Society on Aging52 | Winter 2016–17limits federal contributions (typically based onhistorical Medicaid spending) with adjustmentsfor growth that are not tied to actual costs andneed. Block grants shift the risk of unanticipatedspending increases (such as increased costscaused by new medical advances) squarely ontostates, which must then balance their budgetsby cutting Medicaid eligibility, services, orprovider rates; redistributing state dollars; orincreasing taxes to generate new revenue.Such initiatives would destabilize a 50-



Supporting and Building on the 
Existing Network 

• Find partners to help support cost of the aging 
network. 

• Promote Healthy Aging 
• Education and Outreach 
• Elder Safety and Security 
• Person and Family Centerd  

Presenter
Presentation Notes
The disconnect between people’s awarenessof their future LTSS needs and viable LTSSfinancing options has increased pressure onMedicaid to pay for these services, when otherviable options may exist.The President should support enhancedfederal efforts, through the Centers for Medicare& Medicaid Services (CMS) or the Administrationfor Community Living, to increase awarenessof people’s likely lifetime LTSS needs,planning tools, and financing options. Federalsupport could be provided through the creationof a national education awareness campaign,technical assistance, and grant funding to states.Such efforts can promote a better understandingof public financing options and individualfinancial responsibilities, provide informationand education to family members, and encourageproactive planning in an effort to maintainelders’ financial security and preserve Medicaidfunding to the greatest extent possible.However, education will only go so far andthe President must also champion the creationof more viable and affordable LTSS financingoptions. The Community Living AssistanceServices and Supports (CLASS) program, aneffort to create a national, voluntary program toencourage planning for LTSS needs, was includedin the Affordable Care Act of 2010, but wasrepealed three years later due to serious concernsabout the program’s financial viability.



It Is Time To Do the Impossible! 



The Aging Network Today 

• The Older Americans Act is the Foundation for 
Kentucky’s Aging and Disability Network 

• Many other programs and services are built upon 
and integrated in this network. 

• Many other funding sources other OAA funding 
support the network. 

• State and local funds also help to support. 
• Partnerships and contracts with health care and 

other community organizations help to support 
the network. 



The Aging Network 

• Critical part of Aging 
Network 

• Serves 7 million older 
persons & their 
caregivers 

• 56 State Units on 
Aging 

• 618 Area Agencies on 
Aging 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



The Aging Network 

• 246 Tribal & Native Organizations  
• Two Native Hawaiian organizations 
• 29,000+ service providers 
• Thousands of volunteers 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



The Essence of The Network 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



The Essence of The Network 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 

http://www.bing.com/images/search?q=Photos+of+Caregiving&view=detail&id=76B57578CD535D69D3F744D0E2AEE721410AFD29&first=106
http://home-care-plus.com/wp-content/uploads/2011/11/caregiver.jpg
http://www.bing.com/images/search?q=Photos+of+Caregiving&view=detail&id=34CD0A42A2C7A09D213880C474EC4CCD87EE3C20


Kentucky’s Area Agencies on Aging & 
Independent Living 

• There are fifteen (15) Area Agencies on Aging 
and Independent Living (AAAIL) in the State. 

• Each of the AAAILs are attached to the Area 
Development Districts (ADD) in the State. 

• Each AAAIL is responsible for general planning, 
development and implementation of various 
activities.  

 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 

Presenter
Presentation Notes
Create multi-year plans for the development of comprehensive, community-based services which meet the needs of older adults in their communities.  Provide information on and advocate for available services, programs, and policies that affect seniors within the service area.�Coordinate Older Americans Act, state General and other funds which support the service delivery system. Provide access to services in local communities. This may include information and assistance, assessment, case management, telephone reassurance, friendly visiting and transportation.  Support independent living through home and community-based care. Examples are personal care, homemaker and chore, adult day, respite, home repair, senior center programs, money management, family caregiver services and more. Meet the nutritional needs of older adults. These meals are served at congregate meal sites (senior centers, senior housing and adult day care centers) or delivered to the homes of frail or homebound elders. Nutrition education and counseling is also included. Protect the basic rights of the most vulnerable elders. Funds are made available for the Ombudsman program, legal services and elder abuse prevention programs. 



Kentucky’s AAAIL/ADRCs:  More Details About 
Programs & Services 

• Aging & Disability Resource 
Center 

• Homecare 
• Adult Day Care 
• Medicaid Waivers 

(Consumer Directed 
Option) 

• Money Follows the Person 
• Personal Care Attendant 

Program 
• Senior Centers/Support 

Services 
 

 
 

• Senior Nutrition Program 
• Health Promotion & 

Disease Prevention 
• Transportation 
• Family Caregiver 

Program/KY Caregiver 
• Long Term Care 

Ombudsman Services 
• SHIP (Benefits Counseling) 
• CDC Grant 
• Other Programs 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



Special Initiatives 

• HRSA Grant: FLOURISH Program (GWEP and BHWET 
Grants) 

• KIPDA Assister Program:  In-Person Assister services 
for ACA 

• Partnership VA: Coalition and VIKINGS 
• Age Friendly Communities 
• Local Elder Abuse Coordinating Councils: Jefferson 

Co. & Rural 
• Many other Task Forces, Coalitions, and Councils 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



Other Network Partners (Traditional)  

• Home Health Agencies 
• Hospitals/Clinics 
• Nursing Homes 
• Adult Day Care 
• Senior Housing Units 
• Universities 
• Health Departments 

 
 

• Assisted Living Facilities 
• International 

Community Partners 
• AARP 
• Private In-Home Service 

Providers 
• Other Provider Agencies 
• More 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



Other Network Partners (Non-Traditional) 

• Parks & Recreation 
• Community Centers 
• Community Public/Private Schools 
• Libraries 
• Corporation/Other Employers 
• Professional Groups & Associations 

 
 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



How is the Network Funded? 

• Federal Funds 
• State Funds 
• Local Funds 
• Grants and Foundations 
• Partnerships and Contracts 
• Private Pay & Fees 
• Other 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



The Aging Network  
• This was a brief overview of the Area Agency on Aging 

Network (of programs and services). 
• This network of services must continue to grow and develop 

in order to be able to meet the continued need of the 
growing older adult population. 

• Local/Community support must continue to ensure that the 
Aging Network is able to meet the need of older adults in 
the future. 

• Partnerships with public & private entities must continue. 
• Strong and consistent advocacy must continue. 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 



KIPDA AAAIL/ADRC:  
Here to Serve the Community 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 

http://www.brainline.org/images/uploads/orig/2009/00323.jpg






KIPDA AAAAIL/ADRC 

• Phone: 502-266-5571 
• www.kipda.org 
• Like Us on Facebook: 

www.facebook.com/KIPDA.AAAIL 
• Follow us on Twitter  

– @KIPDA_AAAIL  

 

Barbara Gordon, M.A.,  Director KIPDA 
AAAIL/ADRC 

http://www.kipda.org/
http://www.facebook.com/KIPDA.AAAIL


Psychotropic Medication, 
Polypharmacy and Opioid 
Use in Older Persons

Christian Furman, Ruth “Topsy” Staten, HyeSil Adams, 
Chris Hannon, Kennetha Porter, Carol Cassedy
BHWET October 10, 2018



Objectives

› Learning Goal for Session: Develop a working knowledge base 
related to the use of behavioral health (psychotropic) 
medication in the elderly.
– 1. Discuss the role of medications and medication management in 

treatment of behavioral health concerns in the elderly.
– 2. Describe the classes of psychotropic medications (antidepressants, 

antianxiety, antipsychotics, and mood stabilizers) commonly 
prescribed medication, their uses and major concerns related to these 
medications.

– 3. Explore the use and misuse of opioids among elderly (and other 
concerns of alcohol and drug misuse).

– 4. Discuss concerns about polypharmacy among elderly and 
approaches to talking with health care providers about medications.



Agenda

10 am to 10:10 am—Role of medications and medication management in use of 
psychotropic medications in behavioral health care of the elderly--Staten

10:10 am to 10:25 am—Polypharmacy in the Elderly—Furman

10:30 am to 10:55 am—Antidepressants—Adams

Break for 10 minutes

11:05 am to 11:30 am—Antianxieties (Anxiolytics)--Hannon

11:30 am to 11:55 am—Antipsychotics--Porter

Break for 10 minutes

12:05 pm to 12:30 pm—Mood Stabilizers—Cassedy

12:30 pm to 12:45 pm—Opioid Use in Elder--Staten

12:45 pm to 1:00—Talking with patients and their providers about medications--Furman



What role do psychotropic/behavior health play in 
treatment of mental health problems?

What role does your discipline play in medication 
management for persons taking psychotropic 
medications?

https://www.socialworkers.org/assets/secured/documents/sections/private_practice/ne
wsletters/SEC-NL-12913.PP-NL.pdf



Use of genetic testing for psychotropic 
medications

› More specific individualized care

› Less guess work and safer prescribing, fewer problems with 
tolerability

› Quicker, better outcomes for patients

› Predicts metabolism rate which aides in dosing





Polypharmacy



Antidepressants
http://psychopharm.strikingly.com/

http://psychopharm.strikingly.com/


Antianxiety/Anxiolytics/Sedatives

http://psychopharm.strikingly.com/

http://psychopharm.strikingly.com/


Antipsychotics

http://psychopharm.strikingly.com/

http://psychopharm.strikingly.com/


Mood Stabilizers

http://psychopharm.strikingly.com/

http://psychopharm.strikingly.com/


Serotonin Syndrome—Too much SSRI, SNRI
(antidepressants)

› Serotonin Syndrome *Shits and SHIVERS* 

› Shits: Diarrhea → role of serotonin in the gut 

› Shivers 

› Hyperreflexia 

› Increased temperature 

› Vital signs instability 

› Encephalopathy 

› Restlessness 

› Sweating 

› - Mortality rate 2%-12% 



Serotonin Syndrome often happens when a new 
medication is given on top of an antidepressant

•Migraine treatments such as 

almotriptan (Axert), Amerge (naratriptan), rizatriptan (Maxalt), sumatriptan
(Imitrex), and zolmitriptan (Zomig) 
•Certain pain medications, including fentanyl (Sublimaze, Fentora), fentanyl 
citrate (Actiq), meperidine (Demerol), pentazocine (Talwin), and 
tramadol (Ultram) 

•Dextromethorphan , a cough suppressant found in many over-the-counter and prescription 
cough medicines or cold medicines 

•Certain medications prescribed for nausea, such as granisetron (Kytril), metoclopramide
(Reglan), and ondansetron (Zofran) 

https://www.webmd.com/migraines-headaches/ss/slideshow-migraine-overview
https://www.webmd.com/drugs/drug-21397-almotriptan+malate+oral.aspx
https://www.webmd.com/drugs/2/drug-21400/axert+oral/details
https://www.webmd.com/drugs/2/drug-6423/amerge+oral/details
https://www.webmd.com/drugs/drug-6425-naratriptan+hcl+oral.aspx
https://www.webmd.com/drugs/mono-3051-RIZATRIPTAN+TABLET+-+ORAL.aspx?drugid=8425&drugname=rizatriptan+oral
https://www.webmd.com/drugs/2/drug-8440/maxalt+oral/details
https://www.webmd.com/drugs/drug-257-sumatriptan+nasl.aspx
https://www.webmd.com/drugs/2/drug-11571/imitrex+oral/details
https://www.webmd.com/drugs/mono-5051-ZOLMITRIPTAN+-+ORAL.aspx?drugid=4396&drugname=zolmitriptan+oral
https://www.webmd.com/drugs/2/drug-5400/zomig+oral/details
https://www.webmd.com/drugs/drug-2413-fentanyl+oralet+bucl.aspx
https://www.webmd.com/drugs/2/drug-145471/fentora+buccal/details
https://www.webmd.com/drugs/drug-5598-meperidine+inj.aspx
https://www.webmd.com/drugs/2/drug-3914/demerol+injection/details
https://www.webmd.com/drugs/drug-2839-pentazocine-acetaminophen+oral.aspx
https://www.webmd.com/drugs/2/drug-164/talwin+nx+oral/details
https://www.webmd.com/drugs/mono-5239-TRAMADOL+-+ORAL.aspx?drugid=4398&drugname=tramadol+oral
https://www.webmd.com/drugs/2/drug-11276/ultram+oral/details
https://www.webmd.com/drugs/drug-77506-dmax+oral.aspx
https://www.webmd.com/children/guide/cough-treatment
https://www.webmd.com/cold-and-flu/cold-guide/cough-syrup-cough-medicine
https://www.webmd.com/drugs/drug-8545-granisetron+iv.aspx
https://www.webmd.com/drugs/2/drug-11295/kytril+oral/details
https://www.webmd.com/drugs/drug-1597-metoclopramide+inj.aspx
https://www.webmd.com/drugs/2/drug-6177/reglan+oral/details
https://www.webmd.com/drugs/drug-16910-ondansetron+oral.aspx
https://www.webmd.com/drugs/2/drug-30/zofran+oral/details


Neuroleptic Malignant Syndrome (antipsychotics)

• One of the most life-threatening outcomes of antipsychotic 
use.

• Patients presents with:
• severe confusion

• agitation 

• hyperthermia (>105 F)

• muscular rigidity

• 15% mortality rate

• Treatment: dantrolene (muscle relaxant) or dopamine agonists (e.g, 
bromocriptine) 



Opioid Use/Abuse in Older Persons

• 1 in 3 Medicare recipients received an opioid prescription*

• ½ million received high doses of opioids*

• 20% at risk for misuse or overdose—receiving prescriptions 
from multiple providers*

• Opioid addiction in elderly doubled between 2002-2014*

*SAMHSA, 2017



Opioid Use among Rural Older Adults

• Rural adults (45 and older) experience opioid death at a higher rate (10.8 
per 100,000) than nationwide population (10.6 per 100,000)**

• Almost half of opioid deaths in rural adults are from prescribed 
medications, other half is from taking illegal drugs or someone else’s 
prescription**

• 33% increase in deaths related to heroin in older adults (65+) between 
2014-2015**

• Increase in elder abuse may be liked to opioid use in others**

• Rural older adults (8.9%) are more likely to be raising grandchildren as 
urban adults (7.4) related to adult child opioid misuse**

**CDC, 2015



Addiction isn’t the only negative consequence

• Sedation

• Respiratory depression

• Falls

• GI problems, constipation

• Drug interactions

• Alcohol-drug combinations

• Cognitive declines



Treatment

Limited access in rural settings

Age-specific treatment

Non-confrontational

Supportive

Reestablished social network

Continuity of care



Other considerations

Most older adults do not misuse pain medications

Need to find a balance between safe and effective pain 
management and over prescribing

More effective non-pharmacological strategies for managing 
pain, especially chronic pain

Safe storage of pain medications

Alcohol and substance use



The Center for Substance Abuse Treatment published a list of signals that 
may indicate an alcohol or medication - related problem in the elderly:

• Memory trouble after having a drink or taking a medication

• Loss of coordination ( walking unsteadily, frequent falls)

• Changes in sleeping habits

• Unexplained bruises

• Being unsure of yourself

• Irritability, sadness, depression

• Unexplained chronic pain

• Changes in eating habits

• Wanting to stay alone much of the time

• Failing to bathe or keep clean

• Having trouble concentrating

• Difficulty staying in touch with family or friends

• Lack of interest in usual activities



Talking with PCP about medications



Resources/References

SAMHSA. (2017). Resources List: Opioid use in the older adult 
population, 1(1), 1-6. 

http://www.asaging.org/blog/rural-older-adults-hit-hard-
opioid-epidemic

https://c.ymcdn.com/sites/www.utnasw.org/resource/resmgr/i
mported/SocialWorkersMedication.pdf

http://www.asaging.org/blog/rural-older-adults-hit-hard-opioid-epidemic
https://c.ymcdn.com/sites/www.utnasw.org/resource/resmgr/imported/SocialWorkersMedication.pdf
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Medication Class Medication Name Concerns and Cautions 

Antidepressants 

Caution—can activate mania, increase SI in children and young adults 

SSRI-Selective Serotonin 
Reuptake Inhibitors 

Fluoxetine (Prozac), Sertraline 
(Zoloft), Citalopram (Celexa), 
escitalopram (Lexapro), 
paroxetine (Paxil), fluvoxamine 
(Luvox) 

SSRI-Treatment of depression/anxiety. Prescribing based on history of 
tolerance and benefit. Medications targeted at specific symptoms 
profiles. Blackbox warning for children/youth for potentiation of 
increase SI.  
Fluoxetine, paroxetine & fluvoxamine have higher propensity for drug 
interactions. Paroxetine has indication for treatment of OCD, 
challenging discontinuation. 
Increase risk for bleeding. Warn for use of NSAIDs other anticoagulants.  

SNRI Duloxetine (Cymbalta), 
Venlafaxine, (Effexor XR) 

Activating 
Avoid use in patients with high risk of cardiac arrhythmia. Monitor 
blood pressure in doses above 150mg. 

NDRI-Norepinephrine-dopamine 
reuptake inhibitor  

Bupropion (Wellbutrin, Zyban) NDRI—Avoid in persons with history of seizures, eating disorders. 
Activating, can increase anxiety. 

Tricyclics Tricyclic antidepressant 
(TCA) 

Amitriptyline (Elavil), Imipramine 
(Tofranil), Nortriptyline (Pamelor) 

TCA—Treatment of Depression, pain. Avoid in patients with cardiac 
dysrhythmias. Anticholinergic side effects. Sedation, falls, difficulty with 
urination,  

MAOIs (Monoamine Oxidase 
Inhibitors) 

Phenelzine (Nardil), Requires commitment to tyramine-free diet-fermented, aged such as 
cheeses, pickled products, smoked meats, sour dough, overripe fruit, 
wine, beers 

Other- Mirtazapine (Remeron), 
Trazadone (Desyrel)  

Both meds used for depression and adjunct to sleep problems 
Remeron—sedating a low doses. Safer option in patients at high risk of 
GI bleed e.g. older adults + NSAIDs.;  

Anxiolytics (Anti-anxieties) 

Benzodiazepines General Benzos Black box warning, should be used with caution in the elderly due to 
increased sensitivity to respiratory depression and sedative effects 
High potential for dependence 
Potential for overdose and death 
Extra caution when used with other sedatives or opioid pain 
medications 
Side effects Include dizziness, sedation, respiratory depression, slurred 
speech 



Institute for Sustainable Health and Optimal Aging 
Psychotropic Medications, Polypharmacy and Opioid Use in Elderly 

Best used in crisis situations or for short term relief of anxiety/panic 
symptoms; patients will need to be tapered to stop medication 
 

 Lorazepam (Ativan) Intermediate acting 
Often used for detox, especially from alcohol withdrawal 
Safe for liver impairment compared to other benzos 
May be more sedating than other benzos 

 Alprazolam (Xanax) Intermediate acting 
Very popular drug, although benzos in general are falling out of favor 
May have less sedation than other benzos 
May have a more rapid onset 

 Clonazepam (Klonopin) Intermediate acting 
Longer duration of action than other benzos 
Less euphoria than Xanax 
Longer half-life means easier to taper and discontinue 

 Diazepam (Valium) Long acting 
May be used for sleep or muscle spasms 
May be used to treat night terrors as it suppresses stage IV sleep 
May be used to detox, even off of other benzos  

 Temazepam (Restoril) Intermediate acting 
Usually used for sleep 
Better for waking up during the night than falling asleep 

Other-Hydroxyzine, Buspiron Hydroxyzine (Atarax) Similar to Benadryl (active ingredient in Tylenol PM) 
Often used in place of Benzos for the treatment of anxiety but still on 
the Beers list (inappropriate for elderly) 
May be prescribed for itch 

 Buspiron (Buspar) Non-benzo, used to treat anxiety 
Tends not to be habit forming 
Takes 4 weeks to work; better for longer term treatment of anxiety 

Antipsychotics 

Atypicals-2nd generation Clozapine (Clozaril), Olanzapine 
(Zyprexa), Risperidone (Risperdal), 

Quetiapine (Seroquel), 

Can cause serious metabolic issues (obesity, diabetes, hyperlipidemia 
Clozaril- rare but potentially deadly side effect of agranulocytosis, 
NEVER a first-line treatment for schizophrenia 
Risperdal- less sedating, helpful for geriatrics  
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Ziprasidone (Geodon), 
Aripiprazole (Abilify) 

Geodon- can prolong the QT interval, patients should have an EKG 
before starting this medication 
 

   

Typicals-1st generation Chlorpromazine (Thorazine), 
Thioridazine (Mellaril), Haloperidol 

(Haldol) 

Work harder at blocking the dopamine receptor 
More motor and neurologic side effects  
Haldol- high rate of EPS (extrapyramidal side effects) 
Thorazine- rarely used because of its wide side effect profile 
(anticholinergic, antiadrenergic, antihistaminic, and antidopaminergic) 

 Mood Stabilizers  

  Divalproex Sodium (Valproic acid 
or Depakote)  

Rapid cycling of mood episodes and works by calming the hyperactivity 
of the brain during mania. Requires careful monitoring of blood levels 
and liver functions. 

 Lithium (Eskalith) Eskalith:  
Levels affected by dietary changes in sodium content, dehydration, 
excessive sweating.,  
Interact with some medications causing serotonin syndrome. 
Not recommended with renal or cardiac impairment, dehydration or 
sodium depletion.  
Regular blood levels need to be drawn. 
Observe for toxicity: fever with muscle stiffness, sweating, fast or 
uneven heartbeats; or. early signs of lithium toxicity, such as nausea, 
vomiting, diarrhea, drowsiness, muscle weakness, tremor, lack of 
coordination, blurred vision, or ringing in your ears. (Stahl, 2017) 

Anti-Seizure → other drugs 
commonly used as anti-seizure 
meds include 3 benzos – 
clonazepam, diazepam & 
lorazepam (the “pams”) 
gabapentin – Neurontin which 
has multiple off-label uses (Stahl, 
2017).  

Levetiracetam (Keppra) 
 
 

Keppra: elderly patients may be more susceptible to adverse effects.  
Fewer drug to drug interactions monitor kidney function.  
Weight gain is uncommon, sedation can be problematic, may consider 
giving at bedtime if sedation is distressing (Stahl, 2017).  

Lamotrigine (Lamictal) Lamictal: weight gain & sedation are uncommon.  
May cause photosensitivity, monitor for skin rashes, ophthalmological 
monitoring. 
Kidney, liver and cardiac function should be monitored, consider lower 
dose or another drug if this is an issue (Stahl, 2017) 
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Carbamazepine (Tegretol) Tegretol: Monitor for unusual bruising or bleeding. Not recommended 
with MAOIs or cardiac impairment or with history of bone marrow 
suppression, may exacerbate closed angle glaucoma.  
Can activate SI. 
Notable side effects – sedation, dizziness, confusion, unsteadiness, h/a. 
Weight gain can be significant in a minority of patients, sedation is 
problematic. Lowers sex drive.  
Significant drug to drug interactions. Elderly may be more susceptible to 
adverse effects. Caution with Asians with specific genes (Stahl, 2017). 

Topiramate (Topimax)  Topimax: monitoring for metabolic acidosis.  
Notable side effects include sedation, asthenia, dizziness, ataxia, 
paresthesia, nervousness, nystagmus, tremor. Nausea, appetite loss, 
weight loss, metabolic acidosis, kidney stones.  
Sedation may be a significant problem.  
Drug to drug interactions are problematic, can cause increase in 
depressive symptoms in the presence of CNS depressants (ETOH, 
MAOIs, other anticonvulsants).  
Can activate SI.  
Use cautiously with drugs that predispose clients to heat-related 
disorders such as anticholinergics (think dry mouth, dry eye, no pee or 
poop). Dose needs to be lowered in the presence of renal impairment. 
Elderly patients may be more susceptible to adverse effects (Stahl, 
2017) 

Alzheimer’s Medication 

 Donepezil (Aricept) Aricept: Used to treat all stages of dementia related to Alzheimer’s 

 Memantine (Namenda) Namenda: Used to treat late stages of dementia related Alzheimer’s 
No interaction; may need to lower dose for severe kidney impairment.  
Effective in patients with more advanced Alzheimer’s disease, unproven 
effectiveness in milder cases. 
Sedation and weight gain are uncommon. Primary target symptoms, 
memory loss, and behavioral symptoms in Alzheimer’s and memory loss 
in other dementias (Stahl, 2017). 
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OBJECTIVES

Discuss basic interview methods for obtaining a complete medical 
history for patients

Demonstrate how to compile complete medication list

Review the four primary disease states that affect elderly patients

Review medications used to treat the four most common disease 
states

Practice interviewing a patient 



WHY IS IT IMPORTANT?

Patients cannot take 
care of themselves if 

they do NOT feel well. 



INTERVIEWING 
METHODS



OPEN ENDED 
QUESTIONS

Who? What? Where?

When? Why?



AVOID CLOSE-ENDED 
QUESTIONS

Did? Do? Can?

May? Will? Would?

Avoid questions that require 

YES or NO answers.



TIPS FOR COMPLETING 
A MEDICAL HISTORY
Ask about physician and HOSPITAL visits 

Allow patients to use medication bottles but ASK them how they 
are taking it rather than reading instructions from the bottle

Make sure every medication has a indication/diagnosis

Ask about over the counter medications

If any medication does not have a diagnosis or diagnosis doesn’t 
have a medication, ask questions.



COMPLETE MEDICATION 
INFORMATION
Key questions:

When did you start taking medication?

How do you take medication?

Morning/evening?

With food/without food?

What dose do you take?

Do you ever miss doses?

What do you do if you miss doses?

Do you ever take medication another way and why?

When was the last time you filled it?



EXAMPLE INTERVIEW
Diagnosis: Diabetes

Medication: Metformin

What dose of metformin 
do you take?

• 1000mg 

How do you take 
medication?

• One daily in the 
morning with or without 
food

When did you start 
taking medication? • Two years ago



DISEASE STATE 
REVIEW



DIABETES: 101



PATHOPHYSIOLOGY



PREVALENCE



QUESTIONS TO ASK

When were you diagnosed with diabetes?

How often do you check your blood glucose?

What were your last blood glucose values?

What was your last A1c?

What medications do you take for diabetes?

A1c: average blood 

glucose over 3 months



HOW CAN 
PATIENTS CHECK 
BLOOD 
GLUCOSE?

Point of care 
glucose meters



GOALS IN DIABETES (DM)

Fasting blood 
glucose: 

<126 mg/dL

A1c:

< 7.0% or 
<8.0% 

[physician 
discretion]

Avoid blood glucose levels < 70 mg/dL.



COMMON DIABETES 
MEDICATIONS

Metformin
(Glucophage®)

Insulin

Saxagliptin
(Onglyza®)

Sitagliptin
(Januvia®)

Lingliptin
(Tradjenta®)

Glipizide
(Glucotrol®)

Glyburide
(Glynase®)

Glimepiride
(Amaryl®)



EXAMPLE OF COMPLETE 
MEDICATION ORDER

Patient with history of diabetes. Last A1c 6.7%. 
Currently taking

1. Glimepiride 4mg daily with breakfast [taken for 2 years]

2. Metformin 1000mg daily in the morning [taken for 3.5 years]



KNOWLEDGE CHECK
Which of the following are diabetic medications?

Glyburide

Losartan

Metformin 

Insulin

Metoprolol

Atorvastatin

Aspirin

Sitagliptin 



PRACTICE CASE #1

Patient with history of diabetes. Taking Metformin.

Medication documented as:

Metformin 1 tab daily. 

What information is missing?

Dose?

When did patient start taking?

Last fill?



HYPERTENSION: 101



PATHOPHYSIOLOGY

• HYPERTENSION = High Blood Pressure
• Blood pumping through the 

arteries at higher pressure 
than normal.

• Decreased blood pressure 
lower risk of heart attack, 
heart failure and stroke. 

Overview

Image citation: rejuvaflow.com-itsallaboutbloodflow



PREVALENCE

Fryar CD. National Center for Health Statistics. 2017



QUESTIONS TO ASK

When were you diagnosed with high blood pressure?

How often do you check your blood pressure?

What medications do you take for high blood pressure?



HOW CAN 
PATIENTS CHECK 
BLOOD PRESSURE

 Point of care blood 
pressure meters

Systolic Blood Pressure

Diastolic Blood Pressure



GOALS IN HYPERTENSION 
(HTN)

Patients with diabetes 
or chronic kidney 

disease [CKD]

<140/90 mmHg

Patients without 
diabetes or chronic 

kidney disease [CKD]

<150/90 mmHg



COMMON HYPERTENSION 
MEDICATIONS

Amlodipine
[Norvasc®]

Diltiazem 
[Cardizem®]

Nifedipine

Lisinopril

Benazepril 

Losartan

Valsartan 

Candasartan

Hydrochlorothiazide 

Chlorthalidone



OTHER MEDICATIONS

Metoprolol

Labetalol

Carvedilol

Isosorbide 
dinitrate

Hydralazine Clonidine



EXAMPLE OF COMPLETE 
MEDICATION ORDER

Patient with history of hypertension. Average BP 
150/85. Currently taking

1. Amlodipine 10 mg daily  [taken for 1.5 years]

2. Losartan 25 mg daily [taken for 1 year]



KNOWLEDGE CHECK
Which of the following are hypertension medications?

Metformin

Losartan

Aspirin

Sitagliptin

Amlodipine

Glimepiride

Symbicort 

Hydrochlorothiazide  



PRACTICE CASE #2

Patient with history of hypertension. Taking Losartan.

Medication documented as:

Losartan 25mg 

What information is missing?

Frequency?

When did you start taking? 

When was your last fill?



MORE QUESTIONS

Have you had episodes of hypotension?

Do you become dizzy when standing?

Have you been to the hospital blood pressure 
problems?



CHRONIC OBSTRUCTIVE 
PULMONARY DISEASE: 101



PATHOPHYSIOLOGY

Image citation: Emed primary care and urgent care clinic Jacksonville Florida



PREVALENCE
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Percentage of Kentucky Adults with COPD 
(2011)

Percentage

Smoking Status

Current: 16.7%

Former: 12.3%

Never: 4.3%

CDC fact sheet: COPD in Kentucky (2011)



QUESTIONS TO ASK

When were you diagnosed with COPD?

What medications do you take for COPD?

Do you smoke? 

If not, did you smoke and when did you quit?

Have you been hospitalized for COPD in the last year?



GOALS IN COPD

Prevent 
Hospitalizations

Prevention 
Exacerbations

Quit 
smoking



EXACERBATION

Sudden worsening of symptoms including:

 Shortness of breath

 Wheezing

 Increase phlegm production

 Worsened coughing



EXACERBATION 
MEDICATION

Prednisone

Methylprednisolone

Azithromycin

Doxycycline



COMMON COPD 
MEDICATIONS

Fluticasone/salmeterol [Advair®]

Fluticasone/vilanterol [Breo®]

Budesonide/formoterol [Symbicort®]

Umecilidium/vilanterol [Anoro®]

Glycopyrronium/indacaterol [Ultibro®]

Ipratropium/albuterol [Combivent®]

Advair [Ventolin®, Proair®]

Tiotropium [Spirivia®] 



EXAMPLE OF COMPLETE 
MEDICATION ORDER

Patient with history of COPD. Quit smoking 13 
years ago. Currently taking:

1. Proair 1 puff 4 times daily as needed for wheezing [13 years]

2. Symbicort 2 puffs twice daily [11 years]



KNOWLEDGE CHECK
Which of the following are hypertension medications?

Metformin

Losartan

Advair

Spiriva

Amlodipine

Glimepiride

Symbicort 

Hydrochlorothiazide  



PRACTICE CASE #3

Patient with history of COPD. Taking Advair and Dulera.

Medication documented as:

Advair® as needed

Dulera® twice daily 

What information is missing?

How many puffs do you take?

When did you start taking? 

When was your last fill?

Question unique for COPD:

How many times have you 

used the Ventolin® or 

Proair® this week?



DEPRESSION:101



PREVALENCE

4.8% of adults >50 
years with depressive 

episode (2016) 

16.2 million adults in the United 
States have episodes of major 

depression



QUESTIONS TO ASK

When were you diagnosed with depression?

What medications do you take for depression?

Did something trigger your depression?



COMMON DEPRESSION 
MEDICATIONS

Citalopram 
[Celexa®]

Escitalopram 
[Lexapro®]

Fluoxetine 
[Prozac®]

Sertraline 
[Zoloft®]

Duloxetine 
[Cymbalta®]

Venlafaxine 
[Effexor®]

Bupropion
[Wellbutrin®]

Mirtazepine
[Remeron®]

Amitriptyline

Doxepin

Trazodone 



EXAMPLE OF COMPLETE 
MEDICATION ORDER

Patient with history of depression. Diagnosed 2 
years ago. Currently taking:

1. Citalopram 30 mg daily [taking for 2 years]

2. Amitriptyline 25 mg at bedtime [taking for 1 year]



KNOWLEDGE CHECK
Which of the following are depression medications?

Metformin

Trazodone

Advair

Duloxetine

Amlodipine

Sertraline

Symbicort 

Hydrochlorothiazide  



PRACTICE CASE #4

Patient with history of depression. Taking Cymbalta® and doxepin.

Medication documented as:

Cymbalta 60mg

Doxepin daily 

What information is missing?

What dose of doxepin do you take?

When do you take Cymbalta?

When do you take doxepin?

When did you start taking? 

When was your last fill?



KEY INFORMATION

Every medication must have a diagnosis!

If diagnosis does not have medication, that may be okay!

If medication does not have diagnosis, may sure to ask questions! 

ALWAYS ASK:
Which pharmacy do you use?

What physicians do you see?



PUTTING IT 
TOGETHER



PATIENT CASE: 
CLIENT HB202

GB is a 74 yo M who lives with his wife and is the primary caretaker of them both. 

He has been diagnosed with COPD, HTN, DM, heart failure. He has had a heart 

attack (myocardial infarction – MI) 3 years prior. 

Medication list consists of:

Metoprolol 25mg twice daily

Metformin 1000mg twice daily

Lisinopril 20mg twice daily

Aspirin 325mg daily

Atorvastatin 40mg daily

Glimepiride 4mg daily

Symbicort 2 puffs daily

Ventolin 2 puffs as needed for wheezing

Medrol [methylprednisolone] dose pack

Vitamin E daily



WHAT QUESTIONS 
WOULD YOU ASK?

COPD questions?

HTN questions?

Diabetes questions?



IMPORTANT ANSWERS

COPD:

Methylprednisolone pack prescribed 2 months ago for 1 week

2 hospitalizations in the last year

Used Ventolin 6 times this week



WHAT QUESTIONS 
WOULD YOU ASK?

COPD questions?

HTN questions?

Diabetes questions?



IMPORTANT ANSWERS

COPD:

Methylprednisolone pack prescribed 2 months ago for 1 week

2 hospitalizations in the last year

Used Ventolin 6 times this week

Hypertension:

Blood pressure checks: 153/80 mmHg, 147/91 mmHg, 164/84 
mmHg



WHAT QUESTIONS 
WOULD YOU ASK?

COPD questions?

HTN questions?

Diabetes questions?



IMPORTANT ANSWERS
COPD:

Methylprednisolone pack prescribed 2 months ago for 1 week
2 hospitalizations in the last year
Used Ventolin 6 times this week

Hypertension:
Blood pressure checks: 153/80 mmHg, 147/91 mmHg, 164/84 

mmHg

Diabetes:
Last A1c: 6.7%

Last blood glucose checks: 142, 93, 70, 182 (over 1 week)



WHY IS IT IMPORTANT?

Pharmacist can provide appropriate recommendations:

Recommendations without questions:

1. Decrease aspirin to 81mg daily

2. Lisinopril should be switched to once daily

Recommendations with questions:

1. COPD regimen must be increased, add Spiriva [COPD uncontrolled]

2. Decrease aspirin to 81mg daily

3. Lisinopril should be switched to once daily

4. Consider discontinuing glimepiride [Risk for hypoglycemia]

5. Consider addition of sitagliptin 50 mg daily



Avoid:

Making medication recommendations

Providing medical advise

Make sure:

Get a complete medical history

Get the pharmacy name

Get physician name

LAST REMINDERS



QUESTIONS
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As discussed, please complete this form when you have a moment.  

  

On behalf of Dr. Esterhay, Tom Walton and myself, thank you so much for participating in our 

testRize and Shine Game yesterday.  We learned a lot and it was really fun. The winners were:  

1. First place: Lee Ann - Increased access to transportation  

2. Second place: Carol - Community wide integration of services  

3. Third place: Holly - Inter-generational programming  

Congratulations! 

 

(Hopefully we spelled everyone's name correctly).  

 

We're now looking at how we might move forward with some additional games around these 

topics using our online platform.  

 

For folks that missed the meeting, a summary of the results are below.  Again, please complete 

this form when you have a moment.  

 

Sincerely,  

 

Judah 

 

--------------------------- 

Rize and Shine Game Results - February 6, 2019, 10:00 - 10:30 am 

Thrive Center, Louisville, Kentucky 
 

Topic:  Factors affecting quality of life for older adults with chronic illnesses  

 

Participants:  UofL Kent School of Social Work Meeting Participants 

 

Results:  

 

Top Sinkers (number of votes):  

1. Stigma around mental health (19)   

2. Lack of transportation (14)     

3. Lack of Integration with Behavioral Health (11) 

4. Isolation (11) 

5. Lack of support (9) 

6. Polypharmacy / too many meds (6)   

7. Habits / Inertia (4) 

8. Lack of Access to Knowledge (4) 

Top Rizers (number of votes) 

https://urldefense.proofpoint.com/v2/url?u=https-3A__docs.google.com_forms_d_e_1FAIpQLSeJbZuGcP96wXSjRKQoNCL7JczDQGpqE0hwkebWJWGthSaaVg_viewform-3Fusp-3Dsf-5Flink&d=DwMFaQ&c=OAG1LQNACBDguGvBeNj18Swhr9TMTjS-x4O_KuapPgY&r=sl1wQUkB4Hfk9AZKhtgcbwwTwDncl0eKuWLYkGB-Aek&m=T-sULSaR883yW1OwUHKeG7UnGe0Up7W8o8pdVFvNWNs&s=JhnAve-9BhNbulb3N0TK30Ytlx4bSIIANJFF8dWqMLs&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__docs.google.com_forms_d_e_1FAIpQLSeJbZuGcP96wXSjRKQoNCL7JczDQGpqE0hwkebWJWGthSaaVg_viewform-3Fusp-3Dsf-5Flink&d=DwMFaQ&c=OAG1LQNACBDguGvBeNj18Swhr9TMTjS-x4O_KuapPgY&r=sl1wQUkB4Hfk9AZKhtgcbwwTwDncl0eKuWLYkGB-Aek&m=T-sULSaR883yW1OwUHKeG7UnGe0Up7W8o8pdVFvNWNs&s=JhnAve-9BhNbulb3N0TK30Ytlx4bSIIANJFF8dWqMLs&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__docs.google.com_forms_d_e_1FAIpQLSeJbZuGcP96wXSjRKQoNCL7JczDQGpqE0hwkebWJWGthSaaVg_viewform-3Fusp-3Dsf-5Flink&d=DwMFaQ&c=OAG1LQNACBDguGvBeNj18Swhr9TMTjS-x4O_KuapPgY&r=sl1wQUkB4Hfk9AZKhtgcbwwTwDncl0eKuWLYkGB-Aek&m=T-sULSaR883yW1OwUHKeG7UnGe0Up7W8o8pdVFvNWNs&s=JhnAve-9BhNbulb3N0TK30Ytlx4bSIIANJFF8dWqMLs&e=


1. Increased access to transportation (24)  

2. Community-Wide Integration of Services (20) 

3. Inter-generational Programming (15)  

4. Mentoring/visiting programs (9) 

5. Communication across care networks (8)  

6. Therapy and education (8) 

7. Creative community coalition (2) 

--  

Judah Thornewill, PhD 

Co-Founder and Chief Executive Officer  

YouRize  

 

Assistant Professor (Adjunct) 

School of Public Health and Information Sciences  

Department of Health Management and Systems Sciences  

University of Louisville  

 

YouRize 

The Personal Data Management Company 
 

https://urldefense.proofpoint.com/v2/url?u=http-3A__youriz.com_&d=DwMFaQ&c=OAG1LQNACBDguGvBeNj18Swhr9TMTjS-x4O_KuapPgY&r=sl1wQUkB4Hfk9AZKhtgcbwwTwDncl0eKuWLYkGB-Aek&m=T-sULSaR883yW1OwUHKeG7UnGe0Up7W8o8pdVFvNWNs&s=dAHZVslNc758vDOhwmjBWF8cXnzHrXxtMIpF1MviuPc&e=


Job Seeking
LESLEY HARRIS,  PHD, MSW

GERONTOLOGY SPECIALIZATION



Workforce projections
◦55,000 social workers currently needed in LTC By 
2050, this number will nearly double to 
approximately 109,000 (DHHS, 2006). 

◦While nearly 75% of licensed social workers work 
with older adults in some capacity, many have not 
received training or education in gerontology 
(NASW, 2006a). 6.7% of MSW graduates 
completed a specialization in aging (CSWE, 2011).



https://www.youtube.com/watch?v=vAfAKsd2P0k&t=146s



What are your 
concerns about 
entering the job 
market?



Cover Letters: Tips

Mention practicum hours:  
◦“I have completed 450 internship hours with 
HealthCare Partners of Nevada, and 500 internship 
hours with Nathan Adelson Hospice.”

Mention licensure, or exam date: 
◦“I have obtained my LSW, and my practicum 
placements have provided me with extensive medical 
social work experience.”



Cover Letters: Tips

Mention passion for gero field and specialization:  
◦“I have recently graduated from the University of 
Louisville Kent School of Social Work where I specialized 
in gerontology and earned my MSSW.”

◦“In 2012, one of my grandmothers became ill and I was 
exposed to the hospice philosophy. During her time in 
hospice, I inadvertently realized what my true calling is, 
and I returned to school in 2015 with the sole intention 
of becoming a hospice social worker.”



Cover Letters: Tips

Customize every letter

Mention the organization’s philosophy, and why 
you are drawn to work there.
◦“To work to provide guidance, promote health, and 
positive aging with the elderly population. To advocate 
for the aging population in terms of their rights, needs, 
and general well-being.”



Cover Letters: Tips

Match your skills to the skills mentioned in the 
description of the job:  

“Through these experiences I have learned how to 
communicate, accept generational views, and 
work with the older population. I would consider 
myself to be proficient in decision making, time 
management, adaptability, communication and 
self-motivation.” 



Resume: Tips

Highlight most relevant skills and experience first

Include licensure exam date by expected 
graduation date

Connect previous non-social work related work 
to SW field
◦Ex) highlight skills from other jobs that connect to SW 
job: customer service, knowledge of human 
development, management, etc.



Resume: Tips

Include a trainings section:
◦Be sure to include your training in iCOPE and iCCOA
◦Training through your practicum
◦Development of the training, evaluation and advocacy 
materials 



Interviewing
Common types of interview questions
• General
• Assessment of skills/technique
• Personality/working style
• Other questions related to chosen 

practice area



Role Play

◦General
◦Why have you applied to this position? 



Role Play
◦General
◦Why have you selected a career in social 
work? 



Role Play
◦General
◦Why do you want to work for X 
organization?/What do you know about our 
agency? 



Role Play

◦Assessment of skills/technique
◦What treatments do you think are optimal 
for clients, and why? 



Role Play
◦Assessment of skills/technique
◦How would you go about conducting an 
assessment? 



Role Play

◦Assessment of skills/technique
◦How do you handle termination? 



Role Play
◦Personality/working style
◦This position requires a lot of independent 
thinking and initiative. There is minimal 
supervision. Could you handle that? 



Role Play

◦Personality/working style
◦How do you handle conflict with a co-
worker? 



Role Play

◦Other questions related to chosen practice 
area
◦Why did you decide to pursue a 
specialization in gerontology? 



Role Play

◦Other questions related to chosen practice 
area
◦What do you think is going to happen in the 
field in the next five years? 



Role Play
◦Other questions related to chosen practice 
area
◦What treatment modalities are you 
experienced in, and what have you found 
to be most impactful in working with older 
adults? 





Negotiation
Salary

Supervision

Flexibility

Vacation

Parental/Caregiving leave

Professional Development

Continuing Education



Some Final Thoughts on the Exam



Apps to Use for Studying
LCSW Exam Practice Question 2018 (Free)

ASWB Social Work Masters Exam Prep ($4.99)

Social Work lite (Free Questions) (Free)

Social Work Masters Test Prep ($4.99)



Social Work Exam Resources
www.aswb.org (Association of Social Work Boards)

Socialworkexam.com (practice questions)

socialworkers.org (NASW)

Socialworklicensemap.com (state specific)

http://www.aswb.org/
http://www.socialworkers.org/


10 Tips for passing Exam
1. First thing to do, and the thing you must consistently do throughout your 
studying and testing process: Find a way to battle your ANXIETY! 

2. Find a study partner. 

3. Register and schedule your exam. 

4. Consider what helps you with recall. 

5. The exam is not “all clinical” stuff. 

6. Take a review course to help you know what you need to know. 

7. Know the NASW Code of Ethics. 

8. Find supplemental study materials. 

9. Think positively. 

10. And lastly, TRUST YOUR GUT. 



When you pass CSW…(you will! Have 
faith in yourself)
Find someone who is able to provide supervision (they must 
meet certain requirements- certification to provide 
supervision)

Check cost- some charge $90 per hour

When looking for a job, ask if supervision is offered- you 
must be doing some type of clinical work.

Keep up with continuing education requirements



Important Websites for Post-Licensure
http://www.continuingeducation.com/social-work/state-ce-
requirements

https://secure.in.gov/pla/social.htm (Indiana information)

http://bsw.ky.gov/Pages/default.aspx (KY information)

https://secure.in.gov/pla/social.htm
http://bsw.ky.gov/Pages/default.aspx


Jobs in Geriatric Social Work
Network!

Websites: NASW, Kent School, Career Builder, Craigslist, 
Indeed

GSA: https://agework.geron.org/

Types: nursing homes, hospitals, mental health agencies,  
area agency on aging, hospice, home health agencies.



Where do our graduates work?
Hospitals

Gilda’s Club/Oncology

Elder Serve

Long term care

Guardianship services

Adult Protective Services

Residential Care

Behavioral Health

Alzheimer’s Association

Adult Mental Health

Disability services

Refugee resettlement

AIDS service organizations

Therapists (specializing in older adults)

Advocacy and policy

Ombudsman's office

Law Enforcement (Crimes Against Seniors Unit)

Foster Care for Older Adults

Research & Evaluation

Hospice care

Veteran’s Administration

Area Agencies on Aging

Adult Day Programs

KY Office of the Attorney General





LEARNING ABOUT 
LICENSING
Presented by Sharon Sanders, LCSW



“A,B,C’S”

• Credentials

• Licenses

• Certifications (stamps of approval) 



CREDENTIALS

• Who

• What

• Where

• How

• What if….



LICENSES

• History- Why, when

• Who gets to decide and why

• How  are licenses administered

• What do they protect- title and/or practice



BOARDS

• Usually appointed by governor

• Main purpose: Protect the public

• Other purposes:  Issue licenses

Respond to complaints

Promulgation of regulations

• How do Boards know what they are to do and how? 



BOARDS

• Codes of Ethics

• Some states have Boards of Social Work.  Other 
states have Boards that cover a variety of disciplines 
under one board. 

• Boards  must follow the law.  In Kentucky, an 
attorney from the Attorney General’s office is at 
every Board meeting. 



DECISIONS

• How do you protect the public?

• How do you measure minimum competence? 



ASWB

• Write exams

• Bachelor’s 

• Master’s

• Advanced Clinical

• Advanced Generalist

Exams are only one part of the process in most states.  
Passing an exam does NOT mean you are licensed. 



STATES CHOOSE

• Who to license

• What level to license

• How many possible licenses available

• What you call those who are licensed

• Criteria for licenses



WEBSITE LINKS: 

• https://www.aswb.org/

• https://www.aswb.org/licensees/about-licensing-and-
regulation/social-work-regulation/

https://www.aswb.org/
https://www.aswb.org/licensees/about-licensing-and-regulation/social-work-regulation/


WHAT CAN BE FOUND

• Titles

• Process

• Supervision requirements

• CEUs

• Who needs to be licensed



THE EXAM

• 170 questions

• 4 hours

• Multiple choice (No penalty for guessing)

• Can get special accommodations if English isn’t first 
language and if disability present

• KSAs-(knowledge, skills, abilities)-

https://www.aswb.org/exam-candidates/about-the-
exams/exam-content-outlines/ 



THE  EXAM

• Valid 

• Not an exam you can cram for.

• Pass rates- UofL in the past has been higher than the  
national average

• Scores transfer states to state.  For example if Ohio and 
Kentucky both use the Master’s exam, then a passing 
score in one state would be passing in the other and 
you would have your passing score transferred to that 
state.  However you would have to meet other 
requirements set by the different states for the licenses.  
Many states have similar criteria for a license after the 
Master’s degree.  There is a lot of difference with the 
LCSW criteria – including what that level is called.  



KENTUCKY AS AN 
EXAMPLE

• LSW (Bachelor’s exam)

• CSW (Master’s exam)

• LCSW (Clinical exam)

• Kentucky does not have a license that uses the 
advanced generalist exam. 

Other licenses are controlled by other Boards. Must be 
under a Board. 

https://bsw.ky.gov/Pages/index.aspx

https://bsw.ky.gov/Pages/index.aspx


KENTUCKY - WHO

• All clinical practice in for profits or nonprofits

• All social work practice in for profits

• Title protection as well as practice protection

Exemptions:  Government, Education  (Most states have 
exemptions) 



PROCESS IN KENTUCKY  
(CURRENT)

• Application with unofficial transcript to Board

• Application totally filled out and check made out 
correctly.

• Within 2 weeks will be approved if all is in order (if there 
is a felony, expect to be asked to come talk to the 
Board)

• Then you and  ASWB will be contacted with permission 
for you to register for the exam. You will pay ASWB for 
the exam. 



IN KENTUCKY-

• You will schedule the exam.

• You will take the exam.  

• If you don’t pass, you will be able to retake in Kentucky 
in 3 months.

• If you pass, you will send your unofficial score report to 
the Board along with license fee.  Licenses last for 3 
years.  You are NOT licensed at this point.  

• The Board will then wait on the official transcript to 
arrive and verification from ASWB of your score.  When 
these arrive, the license will be issued within several 
weeks. 



IN KENTUCKY-

• A couple of things to remember-

CSWs cannot do clinical work until an official contract is 
submitted and approved with the Board.  This names the 
person who will be responsible for your clinical practice and 
supervision requirements. 

To keep your license you will be required to do continuing 
education.  The specifics are determined by the states.  You 
can find details at the state’s Board page.

https://bsw.ky.gov/Pages/index.aspx

For an overview of the Kentucky process, go to the Board’s 
website.  Click on  “Forms” and then on  “Licensure-Application 
Information” 

https://bsw.ky.gov/Pages/index.aspx


EVERYONE REMEMBER-
• Every state has different rules.

• Both regulations and statutes in each state specify what is 
required for licensing, and the state’s codes of ethics. You 
need to know both. 

• Laws change (regulations more frequently than statutes).  
Websites like the ASWB site will be behind or inaccurate 
often. 

• You need to contact the Board for the state where you 
are interested in practicing. 

• When you call you need to check regarding prerequisites 
– ex.- Psychopathology is required for the LCSW in some 
states.

• Generally there is NOT reciprocity.  After years of  fully 
licensed practice some states have some levels of 
reciprocity. 



COSTS IN KENTUCKY
(AUGUST, 2018)

• Application fee - $25

• ASWB exam- $230 – paid to ASWB

• License (3 years) for CSW- $125



CERTIFICATIONS/STAMPS 
OF APPROVAL

• ACSW 

• Others



IMPORTANT WEBSITES

• https://www.aswb.org/

• http://aswbsocialworkregulations.org/licensingWebsites
ReportBuilder.jsp

• Kentucky- http://bsw.ky.gov/Pages/index.aspx

https://www.aswb.org/
http://aswbsocialworkregulations.org/licensingWebsitesReportBuilder.jsp
http://bsw.ky.gov/Pages/index.aspx
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