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Dear Colleagues,

It seems surreal that in September 2021 we are still facing 
COVID-19 variants, surges, and lockdowns. Although vaccines 
are showing positive impacts, IPA leaders have determined our 
events will remain virtual for the foreseeable future. While we all 
want to resume in-person meetings and congresses, we continue 
to be very busy creating and delivering new programs and services to best meet 
your needs as dedicated members. 

We are pleased to announce the following virtual learning initiatives:

• 2021 IPA Virtual Congress with both LIVE and ON-DEMAND programs beginning 
on 1 November

• Fall Webinar: Screening Early for Dementia: What are the Risks and Benefits? on 29 
September

• Fully on-demand Global Perspectives on Mental Health of Older Adults: A Primer for 
Clinicians course

• International Virtual Journal Club kicking off on 15 October

We invite you to click through the links above and join us for the programs that fit 
your schedule and learning style. 

IPA leaders and volunteers have also created a brand new Older Adult Mental 
Health Awareness Week kicking off on 1 October through 10 October. Focused 
on raising awareness of the importance for Better Mental Health for Older People, this 
ten-day program will launch daily products and programming for both professionals 
and the public. Check out the website to learn how you can participate - not only 
with IPA, but also locally, regionally and nationally.

And for those looking to become further engaged with IPA, connect with 
international colleagues, and help us continue our forward momentum, we invite 
you to join an IPA Standing Committee or Task Force. This opportunity is open to all 
IPA members in good standing. More information, including our current needs, can 
be found on the IPA website.

President's Message

Editor's Note 

IPA Meetings 

IPA News

Research & Practice
Aducanumab: from scientific evidence to 
clinical practice
Pandemic, vaccinations, and testing: Impacts 
of COVID-19 on care home visitation in the UK
COVID 19 in the geriatric population: the 
challenging role of palliative care
Does Alice Live Here Anymore? Autonomy 
and Identity in Persons Living and Dying 
With Dementia
Attachment in residents of long-term care 
facilities. Why is it worth investigating?

Around the World
Exploration of Use of Technology to Promote 
Brain Health Among Adults During COVID-19
“Neglected Narratives”: Social suffering and 
lived experiences of older transgender adults 
during COVID-19, a reflection from India

Technology Corner
Digital biomarkers in the field of geriatric 
psychiatry
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PRESIDENT’S MESSAGE

I wish you, your colleagues, friends and families the very best of health and 
wellbeing. We are very grateful for all you do for your patients around the world and 
for your ongoing support of IPA. As always, please feel free to reach out to me via 
email with your comments, concerns or suggestions.

With Kindest Regards,

William Reichman

PRESIDENT’S MESSAGE, continued from page 1
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EDITOR'S NOTE, continued on next page

EDITOR’S NOTE

IPA BULLETIN EDITORS

Editor-in-Chief
Tzung-Jeng Hwang, Taiwan

Assistant to the Editor-in-Chief
Joshua M. Baruth, United States

Deputy Editor for Research and 
Practice
Fei Sun, United States 

Assistant Editors for Research and 
Practice
Clarissa Giebel, United Kingdom
Rita Khoury, Lebanon 
Hilde Verbeek, The Netherlands
Nahathai Wongpakaran, Thailand

Assistant Editors for Around the 
World
Jorge Cuevas, Spain
Migita D'cruz, India
Laura Valzolgher, Italy

Technology Editor
Yung-Jen Yang, Taiwan

EDITOR’S NOTE – TZUNG-JENG HWANG

It seems that the COVID-19 pandemic will not end in the near 
future. Under this situation, the IPA board decided to keep 
moving forward by adopting virtual media to provide a series of 
programs for our global members. Dr. Reichman has described 
these programs in the president’s message, including educational 
programs (on-demand education program, webinar, café, debate, 
journal club, etc.) and special awareness activity (i.e., the Older Adult Mental Health 
Awareness Week). The IPA congress for 2021 will be held as a virtual one (from 
November to December), in addition to a virtual joint IPA/Japanese Psychiatric 
Society regional meeting in September. Your participation in these activities is very 
welcome.

In this issue, there are eight articles, five in “Research and Practice”, two in 
“Around the World”, and one in “Technology Corner”. 

In “Research and Practice,” Dr. Rita Khoury (Lebanon) reviews the controversies 
of the FDA’s approval of Aducanumab (Aduhelm/BIIB037; Biogen/Eisai), a 
monoclonal antibody targeted towards amyloid plaques. This compound is 
not the cure for the debilitating disease but may constitute a glimpse of hope 
by targeting one of many pathways implicated in the pathophysiology of AD. 
Dr. Clarissa Giebel (United Kingdom) presents the first evidence on the impact 
of COVID-19 restrictions on care home visitation, showing a lack of guidance 
and communication between the government and care homes, and between 
care homes and families. These facts caused frustration and anger in families. 
Dr. Laura Valzolgher (Italy) discusses the role of palliative care in the geriatric 
population during the COVID-19 era. Dr. Migita D’cruz et al. (India) explores the 
autonomy and identity of people living and dying with dementia. She suggests 
shared decision-making, advance care directives, and proxy representatives are 
options available to safeguard autonomy and agency in such cases. Dr. Suthikarn 
Arunrasameesopa et al. (Thailand) reports their studies on the attachment styles 
in residents of long-term care settings in Thailand, and identifies the relationship 
among attachment styles, depression, and loneliness.

In “Around the World”, Ms. Ha-Neul Kim et al. (United States) reports how their 
team used technology to deliver psychosocial education programs to older 
adults during the COVID-19 pandemic. Their Brain Health Project demonstrated 
effectiveness in engaging older adults and enhancing their competence in 
modifying physical, psychological, and social risk factors for brain health using 
technology. Dr. Debanjan Banerjee et al. (India) describes their qualitative study on 
the experiences, coping, and challenges faced by the older transgender adults in 
India. These gender issues are rarely investigated. 



4 IPA Bulletin  •  VOLUME 38, NO. 3  •  SEPTEMBER 2021

Finally, In the Technology Corner, Ying-Jyun Shih and Dr. Yung-Jen Yang (Taiwan) update us on the role of digital biomarkers 
in the field of geriatric psychiatry. They advocate more studies could embed with digital devices, which may help in 
translational medicine to bridge the gap between the digital data and the clinical outcomes.

I appreciate your interest in the  IPA Bulletin. Please submit articles and share your thoughts and experiences with us! You 
can reach us at IPABulletin@ipa-online.org. 

EDITOR'S NOTE, continued from page 4

EDITOR’S NOTE

International Psychogeriatric Association (IPA) 
announces their Annual Business Meeting:

1 November 2021 3:30pm Secretariat [click here to see local time]

This will be a virtual meeting and the login details to attend are below:

Topic: Annual Business Meeting

Link to join Zoom Meeting:

https://us02web.zoom.us/j/85106160270?pwd=RFhpa29uYUJXWU0rNHYr
NTJxbGNEUT09

Meeting ID: 851 0616 0270
Passcode: 569117

mailto:info@ipa-online.org
https://www.timeanddate.com/worldclock/fixedtime.html?msg=IPA+Business+Meeting&iso=20211101T1530&p1=158&ah=1
https://us02web.zoom.us/j/85106160270?pwd=RFhpa29uYUJXWU0rNHYrNTJxbGNEUT09
https://us02web.zoom.us/j/85106160270?pwd=RFhpa29uYUJXWU0rNHYrNTJxbGNEUT09


Inclusion, Creativity and Rights 
- The Future of Older Peoples Mental Health Care

2021 IPA  
Virtual Congress
NOVEMBER/DECEMBER 2021

Live + On Demand 
Content

IPA-0321-116

On-Demand viewing opens late 2021 with a series of five Live Symposia Webinars:

1 November 
12:00pm 
Secretariat time 
(click for local time)

18 November 
10:00am 
Secretariat time 
(click for local time)

23 November 
5:00am 
Secretariat time 
(click for local time)

1 December 
12:00pm 
Secretariat time 
(click for local time)

10 December 
8:00am 
Secretariat time 
(click for local time)

The 2021 IPA Virtual Congress theme is “Inclusion, Creativity and Rights - The Future of Mental Health Care for Older Adults”. The 
unprecedented events of the COVID-19 pandemic has emphasized the pervasiveness of ageism and its deadly impact on older persons 
across the world. We recognize the need for a global recovery effort centered on human rights. Older adults, especially those with mental 
health issues, deserve inclusion in these efforts.

On behalf of IPA and Congress Organizing Committee, we are excited to welcome you to the 2021 IPA Virtual International Congress!

Click here to learn more & REGISTER

Katie Engelhart
Ms. Engelhart is a writer and documentary film producer, based in Toronto and New 

York. Her reporting honors include the George Polk Award for Magazine Reporting; 
the John Bartlow Martin Award for Public Interest Magazine Journalism; and 
a Canada National Magazine Award. Engelhart’s first book, The Inevitable: 
Dispatches on the Right to Die, was published by St. Martin’s Press in March 
2021. It is the first narrative, non-fiction account of assisted death, euthanasia 

and end-of-life medicine. She previously worked as a documentary film 
correspondent for NBC News, in New York, and a foreign correspondent for VICE 

News, in London.

LIVE Keynote  
Presenter:

https://www.timeanddate.com/worldclock/fixedtime.html?msg=2021+IPA+Virtual+Congress%3A+1+Nov+Live+Symposia+Webinar&iso=20211101T12&p1=158&ah=1
https://www.timeanddate.com/worldclock/fixedtime.html?msg=2021+IPA+Virtual+Congress%3A+18+Nov+Live+Symposia+Webinar&iso=20211118T10&p1=158&ah=1
https://www.timeanddate.com/worldclock/fixedtime.html?msg=2021+IPA+Virtual+Congress%3A+23+Nov+Live+Symposia+Webinar&iso=20211123T05&p1=158&ah=1
https://www.timeanddate.com/worldclock/fixedtime.html?msg=2021+IPA+Virtual+Congress%3A+1+Dec+Live+Symposia+Webinar&iso=20211201T12&p1=158
https://www.timeanddate.com/worldclock/fixedtime.html?msg=2021+IPA+Virtual+Congress%3A+10+Dec+Live+Symposia+Webinar&iso=20211210T08&p1=158&ah=1
https://www.ipa-online.org/events/annual-congress/2021-virtual-congress/registration


Add your voice to Older Adult Mental Health Awareness Week - 2021!
Kicking off on 1 October with United Nations’ International Day of Older Persons (UNIDOP) and concluding on 10 October in 
conjunction with World Mental Health Day, this brand new ten-day initiative is focused on raising awareness of the importance 
for Better Mental Health for Older People.

Check out the new microsite where we will launch brand new programs, products and virtual events each day from 1-10 
October. We also invite you to follow us on social media (Facebook, Twitter or LinkedIn) for the latest announcements on 
programming.

ORGANIZERS

Ana Gratacos 
Asociacion de Alzheimer de 
Puerto Rico, Puerto Rico

Debanjan Banerjee, MD 
National Institute of Mental 
Health and Neurosciences 
(NIMHANS), India

Migita D’cruz, MD 
National Institute of Mental 
Health and Neurosciences 
(NIMHANS), India

Raimundo Mateos, MD, 
PhD 
Universidad de Santiago de 
Compostela, Spain

ADVISORS
Huali Wang, MD, PhD 
Chair, IPA Affiliate Task Force 
Dementia Care and Research Center  
at Peking University Institute of Mental  
Health, P.R. China

Maria Lapid, MD 
IPA Board of Directors and Chair,  
Products & Services Committee 
Mayo Clinic, United States

Older Adult  
Mental Health 
Awareness Week

1–10 OCTOBER 2021

https://awarenessweek.ipa-online.org/
https://www.facebook.com/ipaonline/
https://www.facebook.com/ipaonline/
https://www.linkedin.com/company/ipa-online/


The new IPA international Virtual Journal Club (VJC) offers a virtual approach to the time honored tradition of 
medical Journal Clubs. The VJC will highlight top research in the field, providing a platform for researchers around 
the world to discuss their work with a community interested in advancing “Better Mental Health for Older People.”

This will be an amazing opportunity for physicians, faculty, residents, fellows, students, and all health care 
practitioners to meet, interact, learn together, and network with global leaders and colleagues in the field. 

IPA 
VIRTUAL

JOURNAL
CLUB

SAVE THE DATES -  
2021-2022 Academic Year:

13 October 2021  See Local Time 
Dr. Jeffrey Cummings will present the inaugural 
paper about a topic currently receiving a lot of 
press: Aducanumab.  
Click here to Register

15 November 2021  See Local Time
Program and Registration information coming soon.

8 February 2022  See Local Time
Program and Registration information coming soon.

12 May 2022  See Local Time
Program and Registration information coming soon.

JOURNAL CLUB  
ORGANIZER:

Robert Madan MD 
FRCPC  
Baycrest, Toronto  
IPA Products &  
Services Committee 
Canada  

The IPA Virtual Journal Club is free for all IPA members. Trainees, students, and Early Career professionals, may re-
ceive a complementary nine-month IPA membership when you join the Early Career Network. 

If you are not a member of IPA, the Virtual Journal Club program is available for package purchase of all four 
(4) presentations for $145 USD. Your purchase includes either live or recorded access along with an option for 12 
months complementary IPA membership.

Please consider holding these dates and sharing this invitation with your colleagues and trainees. 

https://www.timeanddate.com/worldclock/fixedtime.html?msg=IPA+Virtual+Journal+Club-+October&iso=20211013T12&p1=250&ah=1
https://ipa.execinc.com/edibo/JC101321
https://www.timeanddate.com/worldclock/fixedtime.html?msg=IPA+Virtual+Journal+Club+-+November&iso=20211115T12&p1=250&ah=1
https://www.timeanddate.com/worldclock/fixedtime.html?msg=IPA+Virtual+Journal+Club+-+February&iso=20220208T12&p1=250&ah=1
https://www.timeanddate.com/worldclock/fixedtime.html?msg=IPA+Virtual+Journal+Club+-+May&iso=20220512T20&p1=250&ah=1
https://www.ipa-online.org/membership-in-ipa/young-researchers-network/application-yrn


Global Perspectives  
on Mental Health 
of Older Adults:
A Primer for ClinicianS
The world’s population is aging and older adults have special mental, physical, emotional, and social needs. Among these  
include dementia, late life depression, anxiety and sleep disorders, as well as psychiatric effects of chronic physical illness.  
Numerous studies have confirmed the increasing incidence of mental illness among older adults as well as a decrease in specialists  
serving the mental health needs of this aging population.

This course provides older adult mental health training for physicians and allied health professionals who work - but do not necessarily have 
advanced training - in older adult mental health. 

With 12 seminars to choose from, expand your knowledge and understanding of important concepts in older adult mental health. CME is 
available following completion of each seminar. 

Click here to REGISTER

This Primer is free (registration required) for IPA and ISTAART members. For all others, there is a nominal fee ($25 USD) for the full course. 
(ISTAART members please contact the ISTAART office for your registration code.)

Programs include:

• Anxiety Problems in Older Adults 
Behavioral and Psychological Symptoms of Dementia (BPSD): Pharmacologic Treatment Approaches

• Behavioral and Psychological Symptoms of Dementia (BPSD): Understanding non-pharmacologic approaches
• Delirium in Older Adults: Challenges in Diagnosis and Management 

Dementia Early Stages and Prevention
• Geriatric Depression
• Human Rights Frameworks; A UN Treaty for Older People’s Human Rights, Capacity Assessment
• Non-Alzheimer’s Dementia
• Palliative Care in People with Dementia 

Prevention of Suicide in Later Life: Clinical and Public Health Perspectives
• Psychological Aspects of Aging: Concepts of Successful Aging, Resilience, Wisdom and Impact
• Sleep Disorders in the Elderly

https://ipa.execinc.com/edibo/ONLINEPRIMER20
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ADUCANUMAB: FROM SCIENTIFIC EVIDENCE TO CLINICAL PRACTICE, continued on next page

RESEARCH & PRACTICE

Key highlights 

• Aducanumab (Aduhelm/BIIB037; Biogen/Eisai) is 
a monoclonal antibody targeted towards amyloid 
plaques and is the first approved disease-modifying 
treatment in patients aged 50-85 years with mild 
cognitive impairment or mild Alzheimer’s Disease (AD) 
in the United States. 

• FDA approval was obtained under the agency’s 
accelerated approval pathway, which requires 
substantial evidence of effect on a surrogate marker 
(amyloid deposits), an uncertain but reasonable 
likelihood of a meaningful clinical benefit, and 
phase-4 evidence for such a benefit to be gathered 
in a subsequent trial, after the marketing license has 
been granted. This program was conceived to allow for 
earlier approval of drugs that treat serious conditions 
(like AD), and fill an unmet medical need based on a 

surrogate endpoint/biomarker such as plaques. 
• Controversies mainly involve the debated role of amyloid 

deposits in the pathophysiology of AD and its impact on 
cognitive and functional outcomes in these patients.

• This compound is not the cure for the debilitating 
disease but may constitute a glimpse of hope by 
targeting one of many pathways implicated in the 
pathophysiology of AD.

• More studies involving other compounds in 
complementary pathways in order to target all facets 
of the disease should be encouraged. While more 
scientific evidence is needed, clinicians need to be 
vigilant and ethical in their prescribing patterns, by 
informing their candidate patients about the benefits/
risks of the compound and have them and their 
caregivers make an informed decision.  

ADUCANUMAB: FROM SCIENTIFIC EVIDENCE TO CLINICAL PRACTICE

Rita Khoury, MD 
Department of Psychiatry and Clinical Psychology, Saint Georges Hospital University Medical Center, University of Balamand, School of Medicine, Institute for 
Development and Applied Advocacy and Care/ IDRAAC, Beirut, Lebanon

Aducanumab (Aduhelm/BIIB037; Biogen/Eisai) is a human 
IgG1 monoclonal antibody, administered through monthly 
intravenous injections, that binds cortical amyloid plaques. 
It is the first disease-modifying treatment for Alzheimer’s 
Disease (AD) approved by the United States Food and Drug 
Administration (U.S. FDA) in early June 2021. This approval was 
met with substantial controversy in the scientific community. 

First, approval was based on data collected from two clinical 
trials that were considered “futile”. Futility is used to refer 
to the inability of a clinical trial to achieve its objectives. 
When interim futility analyses suggest a trial is unlikely to 
achieve statistical significance, stopping the trial usually 
saves resources that could be used on more promising 
research and spares patients from receiving an experimental 
treatment [1]. Second, although aducanumab successfully 
removed the plaques, one of the two required phase III 

trials with this agent (ENGAGE) failed to show statistically 
significant cognitive and functional benefits in patients 
with AD. The first trial (EMERGE) met its primary endpoint of 
slowing cognitive decline on the Clinical Dementia Rating-
Sum of Boxes (CDR-SB). This outcome was supported by 
slowing of decline on secondary cognitive and functional 
measures, in the highest dose arm. While typical FDA 
approval requires obtaining two positive phase III trials, 
aducanumab’s approval was garnered under the agency’s 
accelerated approval pathway, which requires substantial 
evidence of effect on an intermediate biomarker (amyloid 
removal), a reasonable likelihood of a meaningful clinical 
benefit, and phase-4 evidence for such a benefit to be 
gathered in a subsequent trial, after the marketing license 
has been granted. This program allows for earlier approval 
of drugs that treat serious conditions (like AD), and that fill 
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ADUCANUMAB: FROM SCIENTIFIC EVIDENCE TO CLINICAL PRACTICE, continued on next page

RESEARCH & PRACTICE

ADUCANUMAB: FROM SCIENTIFIC EVIDENCE TO CLINICAL PRACTICE, continued from page 9

an unmet medical need based on a surrogate endpoint.  A 
surrogate endpoint is a marker, such as a laboratory measure, 
imaging finding or any other measure that is thought to 
predict clinical benefit but is not itself a measure of clinical 
benefit. The use of a surrogate endpoint can considerably 
shorten the time required for receiving FDA approval [2].

The FDA committed Biogen to a nine-year post-approval 
phase-4 confirmatory study, which seems like a long time 
during which the drug will be sold for $56,000 USD/person/
year, which does not include costs of paraclinical studies 
necessary on initiation and follow-up of medicated patients [3]. 

There has been debate about the exact role of amyloid 
deposits in AD. The amyloid cascade hypothesis stipulating 
that neurodegeneration is caused by the accumulation of Aβ 
deposits (senile plaques) in the brain, has been the mainstay 
of AD pathogenesis for decades. There has been a renewed 
interest in the abnormal deposition of tau microtubule-
associated proteins as the pathological event that correlates 
more strongly with disease progression and cognitive status 
compared to plaques [4, 5].

It is true that the new definition of AD is no longer based on the 
clinical consequences of the dementia syndrome but rather on 
newly discovered markers related to amyloid and tau deposits, 
neurodegeneration, and other markers under investigation 
[5]. This newly adopted framework in research encourages 
the exploration of new pathophysiological pathways and 
therapeutic targets to be investigated in the early stages of 
the disease continuum before the onset of clinical symptoms. 
Without a doubt, AD is a complex, multifactorial disorder. 
Beyond amyloid and tau deposits, several early biological 
mechanisms are implicated in the pathophysiology/etiology of 
the disease. These include neuroinflammation, oxidative stress, 
microglia, microbiota disturbances, and glymphatic system 
dysfunction, among others shown in figure 1 [6]. Labeling one 
medication targeting a unique pathophysiological pathway as 
the “cure” for Alzheimer’s is misleading. 

Another similar example is human immunodeficiency 
viruses (HIV) infection as it became clearer with time that 

no single drug can fight HIV. With the fast-track approval 
of azidothymidine (AZT) by the FDA, similar controversies 
arose, especially as viral levels continued to rise in many 
patients despite AZT treatment.  It is an expensive treatment 
and has several adverse effects, including nausea, vomiting, 
hematologic problems (anemia and neutropenia) and 
myopathy. A Cochrane review of trials found that AZT delays 
the early progression of HIV disease, but this improvement 
is not sustained. AZT alone does not increase survival in 
patients with HIV [7]. Today, there are several classes of HIV 
medications, designed to block the virus at different time 
points. A combination of several medications stands the best 
chance at keeping the virus at its lowest level and increasing 
survival [8]. AD complexity resembles that of HIV by which it 
may require a combination of several classes of medications 
to obtain a significant and clinically meaningful impact on 
the disease course. For many researchers, the approval of 
aducanumab may potentially pave the way for developing, 
testing and approving other synergistic, disease-modifying 
compounds [9]. 

In the meantime, clinicians need guidance on the 
appropriate use of this medication in their practice [10]. 
First, aducanumab can be initiated in patients with mild 
cognitive impairment (MCI) or mild dementia stages only, to 
mimic the population in which the treatment was tested in 
clinical trials. In fact, the FDA adjusted the indication section 
in the prescribing label from “indicated for the treatment of 
Alzheimer’s disease” to specify the stages of “MCI/mild AD”. 
While the diagnosis of AD is typically clinical,  and 
confirmation via amyloid studies is only required when the 
clinical diagnosis is doubtful [11], it is recommended that all 
patients considered for treatment with aducanumab have 
the diagnosis of AD confirmed by amyloid PET imaging using 
one of three FDA-approved tracers: florbetapir, florbetaben, 
and flutametamol or cerebrospinal fluid (CSF) biomarker 
analysis. If the analyses reveal that some of these cognitively 
impaired individuals do not have Alzheimer’s, and fulfill 
criteria for suspected non-AD pathology, they should not be 
treated with aducanumab. 
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ADUCANUMAB: FROM SCIENTIFIC EVIDENCE TO CLINICAL PRACTICE, continued from page 10

Amyloid-Related Imaging Abnormalities (ARIA) was the most 
common side effect observed with aducanumab. Monitoring 
for ARIA is done by magnetic resonance imaging (MRI) prior 
to initiation and with follow-up. Thus, patients who cannot 
have an MRI (e.g., have a pacemaker incompatible with MRI, 
metallic brain vessel aneurysm clip, or metallic object in an 
eye) should not be treated with aducanumab. Additionally, 
patients with evidence of cerebrovascular disease and/
or clotting abnormalities are not clinical candidates for 
aducanumab; indeed, individuals with these clinical issues 
were excluded from the relevant clinical trials. 

Although the compound was approved in the U.S., it is 
under regulatory study in Europe and Japan. Until more 
evidence unfolds with time, clinicians need to be vigilant 
and ethical in their prescribing patterns, remembering first 
to “do no harm” to their patients. They have the duty to 
provide all information on the requirements for treatment, 
expected outcomes, potential risks and side effects, and 
burdens related to administration and monitoring. Patients 
with MCI or mild AD are still cognitively capable of making 
an informed decision regarding their health. Involving legal 
representatives/caregivers can also be warranted in the 
decision-making process.

Figure 1. Early pathophysiological mechanisms implicated in 
Alzheimer’s Disease
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Key highlights 

• We provide the first evidence on the impact of 
COVID-19 restrictions on care home visitation in the UK

• There was a lack of guidance and communication 
between the government and care homes, and 
between care homes and families

• Families became increasingly angered at being unable 

to properly visit their relative with dementia in care 
homes

• Vaccination and lack thereof caused frustration among 
visiting family 

• Care homes need to tread a fine balance between 
infection risk and care

PANDEMIC, VACCINATIONS, AND TESTING: IMPACTS OF COVID-19 ON CARE HOME VISITATION IN 
THE UK

Dr Clarissa Giebel, PhD
University of Liverpool, NIHR ARC NWC; United Kingdom

As of 19 July 2021, England has seen a national ditching of 
facemasks and social distancing, announced by the Prime 
minister, which has led to the recommendation of wearing 
facemasks without legal enforcement. This is one of the latest 
changes in COVID-19 restrictions, which have varied greatly 
from month to month, and at times from week to week in 
the UK and nations of England, Wales, Scotland, and Northern 
Ireland. 

Changing public guidance has affected the care home 
sector from the beginning of the pandemic, with care home 
residents being an especially susceptible population. At one 
point, one third of people having passed away from the virus 
were care home residents. At the same time, many families 
were prohibited from seeing their relatives in care homes 
after the lockdown and visitor restrictions. 

Having conducted research into the effects of the pandemic 
and its restrictions on people living with dementia in 
the community and their families (i.e. Giebel et al., 2021; 
Hanna et al., 2021), our team, comprised of many social 
service organizations as well as family caregivers , wanted 
to understand how care homes have fared during the 
pandemic. Given the restrictions, it was impossible to enter 
care homes and speak to residents. However, we spoke to 
over 40 family caregivers and staff members from 16 different 
care homes across the UK between October and November 

2020; then we followed up with 20 of the original participants 
again in March 2021. From the numerous interviews, which 
were conducted remotely, we gained insight into how the 
pandemic has affected the lives and daily schedules of family 
carers, staff, and residents living with dementia.

We found a great deal more than anticipated and are still 
finalizing some of the findings. However, some key research 
highlights, which are still under peer review, are as follows: 

There was a clear lack of communication between care 
homes and families, as well as between the government 
and care homes, which led to great difficulties managing 
home visits, and increased the emotional distress of family 
caregivers. 

This lack of communication, and difficulty enabling safe 
home visits, led to increased frustration in family members 
when interviewed again in March 2021. Of note, since 
December 2020, the UK saw the vaccination roll out, 
with care home residents, NHS staff, and social care staff 
prioritized. In addition, testing was increased, during the 
second (November 2020) and third (31 December 2020 
through to March 2021) national lockdowns in England 
and these restrictions went away very gradually. In March, 
unbeknownst to the general public, the government 
announced that essential visitors were suddenly allowed to 
visit relatives in care homes. 
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In addition, to the lack of communication found in baseline 
interviews, these announcements were equally surrounded 
by a lack of clear communication. Care homes were unaware 
of these changes ahead of time and thus had to tell families 
they were not yet able to have safe visits, which caused 
further distress and dissatisfaction among caregivers. 

In March, a major difficulty for families was that many were 
still only allowed to see their relatives through a window or 
pod screen, if at all; this was despite family members being 
vaccinated and, according to their reports, adhering to safety 
measures. Staff on the other hand were in close proximity to 
residents when these behind-the-screen visits were taking 
place, and families were often unaware of staff vaccination 
status (Giebel et al., preprint 1). This caused a great deal of 
anger among family members, who could not comprehend 
how potentially unvaccinated staff were able to sit right next 
to their relatives while they had to remain behind a screen or 
window. 

Let us not forget the huge strain and burden placed on staff 
with having to navigate new restrictions without coherent 
guidance in place (Giebel et al., preprint 2). There were many 
areas in which staff had to adapt their working practices 
– from increased hours, increased stress and burnout; to 
increasing logistical tasks, obtaining personal protective 
equipment, managing COVID testing, dealing with higher 
rates of staff illness, and individually monitoring family visits 
(not present before pandemic). All these tasks significantly 
increased the workload of care home staff, and there often 
was very little support available to cope with these changes.

The nature of a pandemic often leads to sudden changes in 
restrictions and guidance, if there any present. At the time of 
writing this article, care homes in England allow unlimited 
visitors, and it remains unclear how these visits are managed 

with no restrictions in place. As we saw in March, even 
though the government may announce sudden changes, 
these changes may not be implemented in care homes 
requiring us to stay observant of how the sector is adapting. 
However, our research clearly shows the great strain placed 
on the lives of families and care home staff, and provides 
evidence for the ongoing pandemic, and future pandemics, 
especially avoiding the trap of care home lockdowns. In the 
end, we need to carefully balance the benefits of infection 
risk management with the well-being of everyone involved.

For further reading:
1. Giebel C, Cannon J, Hanna K, et al. Impact of COVID-19 related 

social support service closures on people with dementia and 
unpaid carers: a qualitative study. Aging & Mental Health 2021; 
25(7):1281-1288.

2. Giebel C, Hanna K, Cannon J, et al. Are we allowed to visit now? 
Concerns and issues surrounding vaccination and infection 
risk in UK care homes during COVID-19. Preprint 2021 1, doi: 
10.1101/2021.05.20.21257545

3. Giebel C, Hanna K, Cannon J, et al. Working in a care 
home during the COVID-19 pandemic: How has the 
pandemic changed working practices? Preprint 2021 2; doi: 
10.1101/2021.06.10.21258611

4. Hanna K, Giebel C, Butchard S, et al. Resilience and 
supporting people living with dementia during the time 
of COVID-19: A qualitative study. Dementia 2021; doi: 
10.1177/2F14713012211036601
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Key highlights 

• The geriatric population is at higher risk of COVID-19 
compared to the general population; is more 
susceptible due to immune-senescence; and has 
greater mortality and worse outcomes due to more 
comorbidity.

• Although medical treatment of respiratory symptoms 
may not differ initially from that of young people 
(including respiratory support), palliative care should 
also be considered, especially in older adults with 
comorbidity, poor prognosis, and cognitive decline.

• Palliative care medicine is a multidisciplinary approach 

aimed at the best possible quality of life for patients, 
taking into considerations patient’s preferences, 
psychosocial condition and medical and ethical 
decision making.

• The challenge of palliative care medicine in older 
adults during COVID-19 is consistency in the setting of 
isolation, visitor restrictions, and the use of protective 
equipment. However, an integrated, palliative care 
approach is encouraged, in order to ensure improved 
quality of life and better conditions at the end of life for 
those affected and to reduce grief in family caregivers.

COVID-19 IN THE GERIATRIC POPULATION: THE CHALLENGING ROLE OF PALLIATIVE CARE

Laura Valzolgher, MD
Memory Clinic, Hospital of Bolzano; Italy

The clinical presentation of COVID-19 is well known in the 
general population ranging from asymptomatic to fatal 
illness. Among geriatric patients, specific aspects have to be 
considered. Due to varying age-related immune responses, 
this population may present more susceptibility to infection 
and decreased vaccine response especially when other 
chronic illness are also present. Geriatric patients are at higher 
risk for a more severe course of illness and mortality due to 
preexisting comorbidity. Comorbidity, including diabetes, 
obesity, chronic respiratory disease, cardiovascular diseases 
and chronic renal disease are also associated with increased 
mortality, in addition to gender (male have worse outcomes) 
and socioeconomic factors. Moreover, cognitive decline is an 
additional risk factor for poor outcomes and greater mortality.

Although severe illness can occur in people of any age, 
individuals of older age are more commonly affected 
with comorbidity being associated with severe disease. 
Mortality is known to be higher in this age group, as 
indicated by available data worldwide. Although available 
treatment options (including medication, and if needed 
either noninvasive or invasive respiratory support) may not 

differ in older adults compared to those younger, ethical 
considerations may be raised in some cases depending on 
prognosis and the extent and setting of medical supports. 
Special considerations should be observed with measures 
to prevent infection spread in resident-homes, like hand 
washing, the use of masks, restriction of visitors, cancelling 
of group activities, widespread testing of health care 
workers, and vaccination of patients and health care workers. 
Management of affected patients in resident facilities 
includes providing the best possible care and minimizing 
hospital transfer whenever possible. 

For these reasons, the management of COVID-19 in older 
adults should incorporate palliative care medicine. Palliative 
care is an integrated and multidisciplinary approach aimed 
at providing the highest quality of life for those with serious 
illness and their families and assisting with medically and 
ethically complex decisions; this applies both in clinical 
settings, home residencies,  and at home. Difficulties 
encountered during the COVID-19 pandemic in providing 
palliative care to geriatric patients include the isolation, lack 
of resources, rapid deterioration, and restriction of visitors. 

COVID 19 IN THE GERIATRIC POPULATION: THE CHALLENGING ROLE OF PALLIATIVE CARE, continued on next page
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The first step in palliative care includes the correct 
assessment of people affected by severe illness, establishing 
goals, and preserving the patient’s preferences; in older 
adults affected by severe cognitive impairment this may 
be difficult, but it is crucial and expert health workers are 
needed. The second step in palliative care is treatment. 
The use of analgesic medication, like opioids is the most 
common strategy for treatment of pain in palliative care 
settings. The treatment of distressing breathlessness in 
COVID-19 according to the European Respiratory Society 
includes the use of opioids as first line therapy at an effective 
dose although this is still debated. Benzodiazepines in the 
palliative treatment of shortness of breath can be considered 
after opioids. Oxygen therapy can also be useful for shortness 
of breath in some patients when oxygen saturation is below 
90%. 

Another very important issue in palliative care is 
communication between patient and the care team, which 
can be more difficult wearing personal protective equipment 
(PPE), especially when there are non-verbal communication 
concerns. Consensus recommendations stress that healthcare 
professionals involved in palliative care be well trained for 
patients with serious illness, and psychosocial care should 
be included in the palliative care plan. The aspect of social 
isolation indeed is a serious challenge; contacts are often 
reduced or minimal, which may worsen the communication 
among patients and family members in quarantine. 
Consensus recommendations strongly encourage the use 

of PPE for in-person meetings between family members 
and patients, either at home or in hospital settings. Remote/
virtual contacts are debated but should still be considered, in 
order to reduce the risk of complicated grief. 

Medical treatment of the clinical conditions of patients 
affected by COVID-19 may not differ that much between 
younger and older individuals including medication and 
initial support.  Among the latter group, however palliative 
care should be considered for older adults with comorbidity, 
cognitive impairment, and those residing in nursing facilities. 
Palliative care for geriatric patients during COVID-19 presents 
several challenges due the possibility of rapid deterioration, 
social isolation, and contact limitations. Family caregivers 
are at increased risk of grief, and more specialists are needed 
to implement the culture of palliative care in the setting of 
COVID-19 geriatric patients.

REFERENCES
1. European respiratory Society: COVID-19 -Guidance on palliative 

care from international task force (2020) 
2. WHO.Preventing and managing COVID-19 across long-term 

care services: Policy brief, 24 July 2020
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DOES ALICE LIVE HERE ANYMORE? AUTONOMY AND IDENTITY IN PERSONS LIVING AND DYING 
WITH DEMENTIA

Dr Migita M. D’cruz1, MD Psychiatry
1Senior Resident, Geriatric Psychiatry, Department of Psychiatry, NIMHANS, India

Key highlights 

• Conventional scientific definitions of dementia, or its 
recent proposed alternate—neurocognitive disorders 
place emphasis upon cognitive function, particularly 
memory.

• At the core of the illness, however, lies a progressive 
loss of self, and by extension, of personhood, identity, 
autonomy, and agency.

• The identity of the person living with dementia, and 

the deterioration of a sense of self assumes significance 
in planning end-of-life care, including palliative care.

• A consideration of self and identity is also significant 
where physician assisted death, incorporating 
euthanasia, has legal sanctity.

• Shared decision-making, advance care directives 
and proxy representatives are options available to 
safeguard autonomy and agency in such cases.

INTRODUCTION
Conventional scientific definitions of dementia, or its 
proposed alternate—neurocognitive disorders place 
emphasis upon cognitive function, particularly memory. 
The changes in thought, emotion, behaviour, personality, 
and biological function are usually considered of secondary 
importance. 

At the core of the illness, however, lies a progressive loss of 
self, and by extension, of personhood, identity, autonomy, 
and agency. The identity of the person living with dementia, 
and the deterioration of a sense of self assumes significance 
in planning end-of-life care, including palliative care. 

A consideration of self and identity is also significant where 
physician-assisted death, incorporating euthanasia, has 
legal sanctity. As dementia progresses, there is usually a 
progressive loss of decision making capacity and legal 
competence. Shared decision-making, advance care 
directives and proxy representatives are options available to 
safeguard autonomy and agency in such cases.

BACKGROUND—DEMENTIA AND IDENTITY
Conventional definitions of dementia, while useful in the 
clinical, academic and research contexts, however, run the risk 
of a narrow and excessively cognitive-function-based view of 

the omnibus of diseases that compose dementing illnesses. 
Further, the word dementia, in common and general public 
usage, is often understood as a loss of one specific cognitive 
function—memory. Indeed the very term, dementia, derives 
from the Latin root word demens, implying mad, raving, or 
out of one’s mind. 

A criticism of this approach to dementia, articulated by 
Lawrence Cohen, among others, is that it fails to adequately 
highlight the changes in perception, thought, emotion, 
behaviour, and biological functions that accompany 
cognitive impairment in persons with dementia. These are 
considered of secondary importance and lumped together 
under the rubric of the behavioural and psychological 
symptoms associated with dementia (BPSD). Yet the BPSD 
are also the most important predictor of quality of life in the 
person living with dementia, of caregiver burden, and of 
placement in nursing homes or other long-term residential 
care facilities—in turn a proxy predictor of survival in persons 
with dementia.

Even further removed from the conceptualization of 
dementia, is an understanding of the personhood, identity 
and autonomy of the person living with dementia. Despite 
the incorporation of the four principles of medical ethics, 
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an appreciation of the identity of person with dementia is 
often lacking. The person, so to speak, recedes behind the 
disease. However, it is this erosion of personhood, identity, 
and by extension, autonomy, of which persons living with, 
or at-risk dementia, and their caregivers most often express 
fear. As noted by Bianca Brijnath, and Cohen, the person 
with dementia experiences death twice, once in the loss of 
identity; and again at the end of life.

IDENTITY, END OF LIFE CARE AND PHYSICIAN 
ASSISTED DEATH
The question of personhood, identity and autonomy, as well 
as of death, and the multiple forms it takes in persons living 
with dementia and their caregivers becomes even more 
relevant in a discussion of patient rights. This includes but is 
not limited to the right to live vs. right to die discourse often 
invoked in dementia. Thus, there is increasingly a need for 
shared (and assisted) decision-making, advance directives 
(either care directive or a proxy directive or both). 

THE SELF
At the core of personhood, identity, and autonomy, which 
play a role in guiding and shaping end-of-life care and the 
debate on physician assisted death, is the self. The self can 
be loosely defined as an integration of the ideas of who we 
are, our existence in relation to other people, and a sense of 
worth and meaning derived from all of these.

THE SELF IN DEMENTIA
As would be clear from the above discussion of the 
components of the self, and of its relationship to personhood, 
identity, autonomy and agency—these are complex 
cognitive function-based abilities. While a large part of 
such an appreciation of the self occurs reflexively and often 
outside awareness, nevertheless a continuous utilization of 
cognitive resources is required. 

WHO IS ALICE? DOES ALICE LIVE HERE 
ANYMORE?
The radical discontinuity over time and space that occurs 
in dementia raises the question of whether the person 

living with (and by extension dying with) dementia is the 
same person or someone else. Families and caregivers 
often articulate this when they report that they no longer 
recognize the person they are living with. Winston Chiong 
articulates this as the “someone else” problem, from the point 
of view of the other.

HOW DISCONTINUITY IN SELF AND IDENTITY 
AFFECTS DECISION MAKING CAPACITY AND 
LEGAL COMPETENCE
In situations where the person with dementia’s decision 
making capacity is compromised by virtue of the illness, 
and there is the possibility of legal incompetence, written 
advance care directives (living will), and/or nominated 
representatives, where available, are invoked. The preference, 
in medical care and in legal purview, is for shared decision-
making, and for supporting a patient’s autonomy and agency 
for as long as is safe and feasible.

DISCONTINUITY AND PHYSICIAN ASSISTED 
DEATH
However, the discussion on self and identity ceases to be 
merely intellectual and enters the clinical context when 
physician-assisted death is accorded legal sanctity. A dilemma 
may arise in the case of a person living with dementia, who 
had previously articulated a request for physician assisted 
death (in this case, euthanasia) while retaining decision-
making capacity. They now express a desire to continue life, 
or deny making the previous request, while decision-making 
capacity is compromised due to dementia.

IDENTITY, CHOICES AND THE DYNAMIC NATURE 
OF CONSENT
The interaction between identity, dementia and end-of-life 
care (or where legal, the possibility of physician assisted 
death) may appear impenetrable, and a consideration of the 
same at length, pedantic. However, the intent behind such 
a deconstruction is to demonstrate the dynamic and ever 
changing nature of personhood, identity and autonomy in 
persons living with dementia.

DOES ALICE LIVE HERE ANYMORE? AUTONOMY AND IDENTITY IN PERSONS LIVING AND DYING WITH DEMENTIA, continued on next page
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FIXED VS. FLEXIBLE DIRECTIVES
Mental Healthcare Acts across most countries indicate the 
presumption of capacity unless proven otherwise. Healthcare 
ethics also requires a clear clinical indication for evaluation of 
capacity be present and that an assessment be considered 
only when the behaviour or decision to be made has 
significant consequences.

INDICATORS FOR EVALUATION OF CONTINUITY
Potential indicators, which may merit an evaluation of 
continuity of personhood and autonomy, are: 
1. Disease based 
2. Decision based
3. Person based 

NEED FOR INSTRUMENTS
There is a paucity of instruments to assess the continuity 
of personhood and identity across the spectrum of 
cognitive decline in older adults. Tools that may be useful in 
supplementing the clinical interview are:
1. Identity Based: Personality Inventory; Present Behavioural 

Examination
2. Outlook Based: Philadelphia Geriatric Center Morale 

Scale; Measurement of Morale in the Elderly
3. Awareness Based: Knowledge of Memory Aging 

Questionnaire; INSIGHT
4. Capacity Based: McArthur Competency Assessment Tool; 

CURVES Capacity Assessment Tool.

CONCLUSION AND FUTURE DIRECTIONS
Much of the work on personhood and continuity of identity 
in persons with dementia remains theoretical. Clinical 
research, especially longitudinal studies examining the 
evolution of the sense of self, personhood, identity, capacity 
and decision-making would provide further insight. Another 
area of interest would be examining how attitudes toward 
dementia change with the availability of treatments which 
may modify or reverse the course of illness, such as the 
recently approved but controversial Aducanumab.
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Key highlights 

• Attachment studies in long-term care settings are scarce
• Most of the residents have an insecure attachment, 

with dismissing style the most prevalent

• Loneliness, depression, perceived social support are 
the primary mental health issues related to attachment 
theory

ATTACHMENT IN RESIDENTS OF LONG-TERM CARE FACILITIES. WHY IS IT WORTH INVESTIGATING?, continued on next page
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ATTACHMENT IN RESIDENTS OF LONG-TERM CARE FACILITIES. WHY IS IT WORTH INVESTIGATING?

Suthikarn Arunrasameesopa, MD; Tinakon Wongpakaran, MD, FRCPsychT; Nahathai Wongpakaran, MD, FRCPsychT
Department of Psychiatry, Faculty of Medicine, Chiang Mai University; Chiang Mai, Thailand

Attachment theory focuses on the relationship between 
parents and children in early life, which helps determine one’s 
attachment style and long-term relationships throughout 
life. Two elements of attachment are anxiety and avoidance, 
which make secure and insecure types according to the 
degree of both elements. Low anxiety and low avoidance 
result in a person having secure attachment while high 
anxiety or high avoidance result in insecure attachment: 
fearful (high avoidance-high anxiety), preoccupied (low 
avoidance-high anxiety), or dismissing (high avoidance-low 
anxiety). Attachment has been associated with many aspects 
of mental health, especially loneliness and depression. 
Insecure attachment is associated with depressive symptoms 
and loneliness in adults. A higher level of attachment anxiety 
significantly increases suicide risk in older people. 

There continues to be an increasing number of older adults 
with longer life expectancy.  In Asian cultures, older adults 
often live with their offspring, but many older adults who do 
not have caregivers or who are neglected live in long-term 
care facilities. Long-term care facilities are still stigmatized, 
but have become more acceptable. Thailand has one of the 
world’s most rapidly ageing societies, so we can predict an 
increasing number of older adults living in long-term care 
settings. Nevertheless, little is known regarding attachment 
styles among residents in long-term care facilities, nor how 
attachment style affects depression and loneliness. 

We evaluated the distribution of attachment styles among 
residents in long-term care settings in Thailand and identified 
the association with depression and loneliness. Over the past 

year we have analyzed the preliminary results in 132 non-
demented older adults (64.4% females, mean age 74.9 years) 
and found that two-thirds had an insecure attachment and 
dismissing style was the most prevalent at 28.8%. Fearful and 
preoccupied were found in 15.2% and 16.7%, respectively. 
We also found that attachment anxiety was significantly 
related to depression (p<.001) and loneliness (p<.001), while 
attachment avoidance was not associated with these two 
factors. Loneliness and depression were also found to be 
significantly related to each other. These findings are relevant 
to our previous report which evaluated attachment and 
the relationship of suicidality in tertiary hospital settings 
(Oon-arom et al, 2019). Moreover, we also found that 
depression as measured by the Geriatric Depression Scale-6 
was present in 31.1% of residents. The information from this 
research is useful and can provide important insight related 
to the COVID-19 pandemic. While physical distancing is 
recommended for preventing viral spread, social isolation 
may contribute to an increased likelihood of depression; prior 
to COVID-19 depression prevalence was found to be 23.5% 
(Wongpakaran et al., 2012). 

As we have mentioned, residents in long-term care 
settings may be separated from their families or have been 
abandoned. As the association between depression and 
suicidal ideation was moderated by the level of perceived 
social support, exploring the influence of positive and 
negative mediators would be an advantage in long-term 
care settings to better understand risk factors and protective 
factors related to depression. Therefore, we plan to evaluate 
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additional factors, like perceived social support and inner 
strength, in order to investigate their relationship with 
loneliness, depression, and attachment. 

Even though biological factors are a major area of clinical 
attention in older adults, attachment styles should not be 
ignored, but further evaluated considering their involvement 
with many mental health outcomes. Some of the research 
to be conducted includes: first, exploring the distribution 
of attachment styles and depression among residents in 
long-term care compared to those in the general population; 
second, investigating the mediators of the insecure 
attachment on mental health outcomes; third, examining 
mental health outcomes in groups with high and low levels 
of attachment insecurity. The overall results could inform the 
implementation of clinical interventions for improving the 
mental health of older adults in long-term care settings.
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Key highlights 

• Educating older adults about brain health is critical to 
reducing risks for cognitive decline and dementia.

• Using technology to deliver psychosocial education 
programs to older adults during the COVID-19 

pandemic is feasible. 
• Promoting technology competency and access among 

older adults is an essential social justice issue. 

Currently, it is estimated there are over 50 million people 
living with dementia around the world (World Health 
Organization, 2019). With the anticipated rapid growth of the 
aging population, the number of individuals with dementia 
is expected to increase to 75 million by 2035 (Rakesh et 
al 2017). As fear and misconceptions of dementia remain 
prevalent in older adults, promoting dementia literacy 
can help access to timely diagnosis, proper management 
of symptoms, and appropriate treatment (Low & Anstey, 
2009; Zhang et al., 2017). More importantly, as no cure 
for Alzheimer’s disease is available yet, educating older 
adults about reducing brain health risks through lifestyle 
modifications, such as healthy eating, physical activity, and 
adequate sleep, is critically needed.

As evidence is substantial regarding risk factors for cognitive 
decline and dementia (Peters, et al., 2019; World Health 
Organization, 2019), interventions developed to address 
risk factors are gaining attention within healthcare settings, 
research institutions, and a plethora of other organizations 
such as the Alzheimer’s Association and American 
Association of Retired Persons (AARP). Due to the social 
restrictions following the COVID-19 pandemic, the use 
of technology has become a viable option for delivering 
psychosocial interventions. The Brain Health Project (BHP) at 
Michigan State University’s School of Social Work, funded by 
the Michigan Health Endowment Fund to Dr. Fei Sun, aspired 
to address the risk factors for brain health among older 

Michiganians via means of technology. 

The BHP aims to enhance brain health for older adults who 
seek guidance to prevent memory loss or cognitive decline. 
BHP promotes brain health by providing education about 
physical, psychological, and social risk factors for dementia, 
and coping strategies to mitigate risk factors. The BHP is 
unique as it coaches the use of artificial intelligence as a 
coping strategy, in the form of the Amazon Echo Dot, to 
engage in healthy behaviors that promote brain health. BHP 
introduces various commands such as “Alexa, Let’s chat.”, 
“Alexa, ask Mayo First Aid how to treat a cut.”, “Alexa, open 
sleep relaxation sounds,” and so on. Participants meet once 
a week via Zoom video conferencing for eight consecutive 
weeks. Two facilitators lead the group with one focusing on 
brain health education and the other covering Echo Dot 
technological skills. Below we briefly introduced the contents 
of BHP.

In the first week, participants are introduced to project goals 
and provided a basic understanding of dementia. Participants 
are also shown videos depicting daily life for persons with 
dementia (PWD). The Amazon Echo Dot is also introduced 
in the first session to ensure participants have received and 
installed their Echo dots. The next six sessions address risk 
factors in three domains: Physical, Emotional, and Social Well-
being.

In weeks two and three, education and skills are taught 
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addressing modifiable, physical health risk factors. 
These weeks are guided by an acronym known as CPS: 
cardiovascular risk factors, poor sleep hygiene, and smoking 
and drinking habits. Participants are asked to reflect on their 
learning styles: visual, auditory, and kinesthetic learners. 
Participants are instructed on ways to incorporate Alexa 
skills that focus on the reduction of physical risk factors. For 
example, one Alexa skill is taught is WebMD. This application 
provides information about prescription drugs, diseases, and 
other health tips that are related to physical risk factors. 

In weeks four and five, the focus transitions to the 
psychological and emotional factors of brain health. Anxiety, 
depression, and grief symptoms are discussed with participants 
to improve stress management. The introduction of Alexa 
skills that deal with psychological and emotional factors, such 
as online therapy and a self-assessment of depression, are 
highlighted. Additionally, we explore another memorization 
skill—picturization, while reviewing four concepts of Cognitive 
Behavior Therapy for Anxiety about Dementia (CBT-AD). The 
four concepts are awareness training, breathing, calming 
thoughts, and engaging in pleasant activities. 

In weeks six and seven, we conclude with our final theme: 
the impact of social factors on brain health. In this session, 
the impact of social isolation on brain health is introduced, 
particularly as it relates to the COVID-19 pandemic. 
Alexa Skills, such as Restaurant Finder and Local Events, 
are introduced as tools to assist with social interaction. 
Furthermore, participants learn about three types of 
communication styles (passive, aggressive, assertive), and 
effective communication skills, referred to as KISS (Keep It 
Short & Simple). Amazon Echo dot skills such as “How to Say 
I Love You” and the drop-in feature are promoted to maintain 
social interaction and communication.  

In the last session, participants provide feedback regarding 
BHP. The participants reported that they received insightful 
information about brain health and increased their 
confidence in daily technology use. The study has limitations 
in its accessibility to those with technological devices such as 
tablets, smartphones, and internet access. Due to pandemic-

related restrictions, the intervention was converted to 
online, and such change may have turned away potential 
participants who were hesitant to join an online program. 
Future studies can include assistance with technology for 
those who are interested but lack of means to participate.  

Despite these limitations, the BHP demonstrates its 
effectiveness in engaging older adults who are willing to 
learn about brain health and enhance their competence 
in modifying physical, psychological, and social risk factors 
for brain health using technology. Additionally, this pilot 
project shows the feasibility of adapting technology-based 
psychosocial education during the COVID-19 pandemic. 
Providing access to technology as well as technology 
education for older adults will continue to be critical for social 
justice in the post-COVID-19 era. 
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Key highlights 

• In the context of COVID-19 in India, this qualitative study 
attempted to understand the experiences, coping, and 
challenges faced by the older transgender adults (OTA).

• Main perceptions were grouped into marginalization, 
stigma, the dual burden of ‘age’ and ‘gender’, and multi-
faceted survival threats from the pandemic. Main coping 
strategies and unmet needs were also highlighted.

• The study reports on the multi-domain ‘minority stress’ 
experienced by older-adult sexual minorities and the 
social implications of COVID-19 while attempting to 
amplify their unheard “voices”.

• Social inclusion, recognition of unmet needs, and 
tailored interventions are warranted in disaster-
management policies and public health research.

PREMISE: TRANSGENDER INDIVIDUALS IN INDIA
India has been one of the worst hit countries during the 
COVID-19 pandemic and lockdown. For a long time, it 
remained as the nation with highest case burden. Certain 
populations have been increasingly vulnerable to the 
effects of the pandemic, older people being one of them. 
Various factors contribute to this vulnerability: increased 
risk of morbidity and mortality, high rates of pulmonary 
conditions, frailty, high rates of anxiety and depression, social 
isolation, loneliness, sleep disturbances, and bereavement. 
Among older adults, the transgender population (as a 
part of the Lesbian, Gay, Bisexual, Transgender, and Queer-
LGBTQ community) suffer from “double jeopardy” as silent 
sufferers both in society and research. They are victims of 

discrimination based on “third gender”, social stereotyping, 
neglect, and administrative apathy, not to mention the usual 
susceptibilities that arise with age. Data from the Western 
world shows that the risk of poverty, mistreatment, and social 
impoverishment is doubled in older transgender adults (OTA). 

India is a rapidly ageing nation, and the population of those 
above 60 years of age is projected to double by 2030. India 
also shelters a significant number of transgender individuals, 
traditionally known as “Hijras”. For generations, they have 
been victims of oppression, poverty, rejection, and separation 
from their families. With time, media advocacy has improved, 
and they have started claiming their rights, but socio-
economic impoverishment and legal ambiguity about their 
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sexual identity continue. Despite the WPATH – Sappho 
Good Practice Guide, India guidelines on biopsychosocial 
approaches to sex-reassignment, these procedures 
are often neglected giving way to illegal, harmful and 
unscrupulous “conversion therapies” which further perpetuate 
misconceptions and prejudice. The Indian Supreme Court 
has recognized the Hijras as a “third gender” in 2014 and 
de-criminalized Section 377, which stated that consensual 
sexual activity between adults of same sex is a crime. These 
are welcome steps forward, but the social acceptance and 
implementation of these legislations are far from reality. 
On the background of this dual crisis of ‘age’ and ‘gender-
sexuality’, this study attempted to explore the “hidden voices” 
of OTA during the ongoing pandemic.

METHODOLOGY
Design and approach: The study used a qualitative method 
with a social constructivist paradigm. Lived experiences 
can have multiple dimensions and thus their realities are 
reconstructed based on “multiple truths”. A phenomenological 
approach was chosen to understand the diverse “experiences 
and challenges” of the OTA during the pandemic, which has 
been adopted in the past for studying disaster-survivors.

Recruitment: A purposive sample included 10 older 
adults (above 60 years of age), who identified their gender 
identity as “transgender”. The researchers knew the index 
participant, who eventually introduced us to others. Though 
“transgender” or “trans” is commonly used as an umbrella 
term, here a person was considered a “transgender individual” 
if their gender identity or expression was different from the 
sex assigned at birth (or on birth certificate). Ethical approval 
was obtained from the JSS University and JSSAHER, Mysore 
and in-depth interviews were conducted telephonically 
during June-July 2020 (just after the four-phased lockdown 
and 1st COVID wave in India). GHQ-12 and HMSE scores of 3 
and 19 were taken as cut-offs for screening out psychiatric 
and cognitive disorders, respectively. Thematic saturation 
was obtained with seven participants, but three more were 
interviewed for super-saturation of data. The study followed 
COREQ guidelines of reporting qualitative research.

Analysis: The semi-structured interview schedule consisted of 
open-ended questions that facilitated rich data regarding the 
challenges faced by OTG participants during COVID-19, their 
psychosocial plight, healthcare access and social stigma (Table 
1). The effects of lockdown and economic impoverishment 
were also explored. Suitable cue-based probing was used 
to enable detailed contextual responses, and memo writing 
facilitated subsequent analysis. All interviews were recorded 
with consent, translated verbatim to English and transcribed. 
Anonymity and confidentiality were duly maintained. Based 
on a phenomenological model, we used Haase’s adaptation of 
Colaizzi’s method for analysis, which is based on the concept of 
“inter-subjectivity” achieved by:

• Familiarization of the data
• Identification of significant “experiences”
• Formulation of meanings based on the research question
• Organizing these “meanings” into categories and themes
• Rigorous discussion to develop an exhaustive structure of 

the results
• Conceptual structure of the studied “lived experiences”
• Respondent validation from the participants

Trustworthiness and rigor were established through 
respondent validation, triangulation and peer debriefing. The 
entire analysis took nearly three months.

RESULTS: THE SILENT NARRATIVES
The socio-demographic details of all ten individuals are 
in Table 2. The mean age of the OTA was 66.4 years, and 
mean GHQ and HMSE scores were 1.7 and 25.2, respectively. 
The mean duration of interviews was 45.20 minutes. The 
participants were from various districts within Karnataka 
(a south-Indian state), and most of them were either 
unemployed, homeless, or from low socio-economic status 
not receiving senior citizen welfare benefits. Two of them had 
changed residence during the lockdown.

Their experiences during the pandemic were broadly 
categorized into feelings of marginalization (perceived stigma, 
discrimination, social exclusion, loss of dignity, and reduced 
access to healthcare), vulnerability due to the ‘triple burden’ of 



26 IPA Bulletin  •  VOLUME 38, NO. 3  •  SEPTEMBER 2021

“NEGLECTED NARRATIVES”: SOCIAL SUFFERING AND LIVED EXPERIENCES OF OLDER TRANSGENDER ADULTS DURING COVID-19, continued from page 24

“NEGLECTED NARRATIVES”: SOCIAL SUFFERING AND LIVED EXPERIENCES OF OLDER TRANSGENDER ADULTS DURING COVID-19, continued on next page

AROUND THE WORLD

• What difference did you face between the pre-pandemic and the COVID-19 times?
• How do you think the pandemic has affected your mental well-being?
• How do you think your age affected your perceptions related to the current crisis?
• What challenges did you face due to the pandemic situation?
• What type of support have you received?
• What do you think could have been done to make your experiences better during this time?
• What were the difficulties in seeking psychological care during the pandemic?
• What were your unmet needs?
• How do you think the COVID-19 situation might affect your future?
• What message would you like to provide for the elderly from the same community?

Table 1: Semi-structured interview schedule used for the study

age, gender and social exclusion (prejudice of ageism, impaired 
sexual well-being, feelings of ‘othering’), as well as multiple 
physiological, psychosocial, and economic existential threats. 
Social rituals and festivities within their community, acceptance 
of their ‘gender dissonance,’ and spirituality provided them 
hope and helped them cope with adversities. The knowledge-
attitude-practice (KAP) gap regarding the outbreak was of 

major concern to them, and predominant ‘unmet needs’ were 
social inclusion, emotional well-being, social benefits, and 
receiving an ‘outlet or audience’ for their sufferings.

The axial structure of the resultant categories and themes 
supported by the participant excerpts are highlighted in 
Table 3.

Table 2: Who were the participants?
Participant Age Age at 

transition
Socio-economic 
status

Sexual 
orientation

Living  
arrangement

Education Job Old-age 
pension

P1 64 18 Low Bisexual With son Not formally 
educated

Unemployed No

P2 60 22 Low Gay Alone Class. 10 Works in a shop No
P3 67 Doesn’t 

recall
Middle Lesbian Living with a 

partner
Graduate Retired Yes

P4 63 20 Low Lesbian With 
daughter

Class 4. Domestic help No

P5 70 Doesn’t 
recall

Middle Queer In old-age 
home

Class 6. Unemployed No

P6 75 Doesn’t 
recall

Low Gay With friends Not formally 
educated

Vegetable 
vendor

No

P7 60 28 Middle Bisexual With partner Class 12. Private company No
P8 69 23 Low Lesbian Temporary 

shelters
Not formally 
educated

Begging No

P9 65 Doesn’t 
recall

Middle Bisexual Joint family Graduate Retired Yes

P10 71 30 Low Didn’t 
disclose

Alone Class 8. Manual labor No
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Table 3: Lived experiences of our participants during COVID-19 in their “own voices”
Categories Themes Relevant verbal excerpts 
Marginalization Reduced healthcare 

access
• “Be it medicine shops or checkups at clinics, the moment they saw me they told me 

to wait or come later.” 
Perceived 
discrimination & 
prejudice

• “I have faced this throughout life. Now people look at me in a way as if I am 
responsible for the virus.”

• “Masks help not only against the virus Saheb but also to protect my identity.”
Disconnectedness • “Amidst all these fears of infection, I wish we could meet and spent some time 

singing as we used to. But can’t travel during the lockdown.”
Abuse of rights • “People around have never really liked me. But now they ridicule me…”

• “Who likes to be treated as an object? I am simply dictated terms by the police on the 
road and my old-age home manager.”

Triple burden 
of ‘Age and 
Gender & Social 
Exclusion’

Ageist attitudes • “I hear things like… you people won’t change even when you are old! Why Saheb, 
what have we done!”

• “My family and neighbors don’t want to come near me as I am old and probably 
have got more of the infection…”

Deprived intimacy • “Intimacy with my partner is a major comfort. But he goes for work. So, we don’t feel 
comfortable making love…”

Othering • “I am mostly not able to join the group due to age. Now even when they discuss any 
health-related matters among themselves, I am left out.”

Multi-
dimensional 
existential crisis

Physiological • “When they distributed masks, they did not give me. I already stay in an overcrowded 
room with three others.”

• “I wanted to get tested, but they told me to get HIV testing!”
Emotional • “I feel really lonely and sad. My partner is far away. And people don’t talk to me over 

here.”
Economic • “I had a small job in a shop. That has been closed due to lockdown. No one wants to 

offer me any financial help. I don’t want to resort to begging like others.”
• “The Baadhaai (baby-showering) ceremonies are our main source of bread. We are 

not being allowed anywhere.”

LIVED EXPERIENCES OF OLDER TRANSGENDER 
INDIVIDUALS IN CONTEXT

COVID-19 AS AN “EXISTENTIAL CRISIS”
Age and gender identity served as “dual vulnerability” for the 
participants. Financial, social and personal crises converged 
during the pandemic to widen the crevices of discrimination 
and prejudice. Feeling “deprived” was common; reduced 
access to healthcare and uncertainty formed major barriers 
in daily life; and they had minimum priority in vaccination 

campaigns. Besides the fear of being “old”, transgender 
individuals are at an increased risk of immunocompromised 
states, due to frequent HIV comorbidity, diabetes, substance 
abuse, psychiatric disorders, and other chronic medical 
conditions, which added to the occurrence and severity 
risk of COVID-19. Most individuals in our study felt that they 
“lacked audience”; were “silent sufferers”; and were “invisible to 
the society” which filled their daily existence with “despair” and 
“struggles”. They did not receive personal or state-support 
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Resilience Social rituals & 
integration

• “I know about this place where all of us gather and celebrate. Someone told me it is 
this time of the year. I wish it could have happened.”

• “I am looking forward to the online Pride festivals. It will give me a lot of support in 
this lockdown.”

Acceptance of the 
discomfort with 
gender

• “What the pandemic taught me was that the virus doesn’t discriminate. I finally will 
at peace with my identity.”

Spirituality • “My prayers and faith in God kept me moving all these days, even when I had to beg 
for a living. Never knew it will be so helpful now!”

Optimism • “I have seen worst times, Saheb. I am hopeful this, too, shall pass!”
• “I believe in tomorrow. The rest of my days, I want to live with that belief. It helps in 

this uncertainty.”
Unmet needs Awareness related 

to COVID-19
• “I only know that old people are dying. Do I need to get tested? Some medicine is 

being recommended. Should I take it?”
• “Someone was explaining something in the local language in a meeting about 

COVID. They didn’t let me in!”
Inclusion • “I stay alone. Every day with a fear that I will get the infection and die without 

treatment. I wish I could share this with others.”
Mental health 
access

• “Every time I have gone to the doctor, people like you when they grow old, these 
things happen. Nobody asks or understands why I get sad and anxious!”

Need for identity 
recognition

• “I don’t know after how many days, someone asked this Budda (old man), about his 
difficulties!”

• “You really want to know how we feel, or it is just for your research?”

for their economic plight and unemployment and failed to 
sense empathy in their daily interactions. For the majority of 
them, this is “how they have always felt” and attributed this to 
their gender identity. Also, as older adults, they had difficulty 
securing jobs, needed additional medical support, and even 
faced challenges integrating within their own community.

LGBTQ COMMUNITY AND DISASTER MENTAL 
HEALTH
There is a historical association between the LGBTQ 
community as a vulnerable population and psychosocial 
crises during disasters, similar to the current pandemic. 
The Brisbane floods, Christchurch earthquake, and 
Queensland floods of 2011 have shown that the voices 
of sexual minorities have been unheard and under-

represented. Studies refer to “queer domicide” as an offshoot 
of homelessness and human rights crisis during long-term 
disasters, while administrative and societal apathy maintain 
the “perceived status quo”. Similar conditions of violence, social 
exclusion, displacement, and discrimination among the 
Japanese LGBTQ population have been reported during the 
Higashinihon Dai-Shinsai (The Great Japanese Disaster, 2011). 
In India, the LGBTQ population stands neglected both in 
research and in policies, especially in disaster management. 
They are often “silent”; their sufferings are hidden by their 
gender identity, unrecognized by their families, society, 
and administration alike.  Lack of shelters and quarantine 
facilities have contributed to overcrowding and COVID-
inappropriate behaviors during the pandemic, which 
contribute to significant health risks, especially in the older 
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persons with frailty and dependence. Based on our findings, 
we recommend inclusion of LGBTQ rights and representation 
into disaster preparedness planning and rights-based 
dignified healthcare meeting their needs.

THE DEADLY TRIAD: AGEISM, GENDER 
DISCRIMINATION AND SOCIAL EXCLUSION
Marginalized populations suffer an additional brunt 
during disasters, especially the homeless, migrants, lower 
socio-economic classes, and Black, Asian and minority 
ethnic (BAME) communities. Such vulnerabilities include 
xenophobic attitudes, unemployment, financial insecurity, 
lack of awareness and healthcare access, and limited social 
benefits, etc. On similar lines, the OTA in our study revealed 
“ageism” and “discrimination” based on their gender, which 
additionally open up the crevices of “social exclusion” during 
the pandemic. This was a ‘triple blow’ to their respect, identity 
and human rights. Age becomes an essential factor for the 
“third gender” as many of the societal and sexually acceptable 
roles of the transgender individuals tend to be affected by 
age.

In India, Hijras are mostly involved in baby showering 
ceremonies and other social rituals. This serves both for 
their income and for social connectedness. The pandemic 
with a need for social distancing had taken away these 
attributes. Further, older transgenders are not associated 
with “auspiciousness” in these festivals, which compromises 
their livelihood. With age, their marginalization was perceived 
as receiving “secondary priority” for healthcare, protective 
medical equipment and vaccination. In Indian society, Hijras 
are often the subject of ‘ridicule and fun’, being ‘categorized’ 
as sexually promiscuous and seductive. They are forced to 
pursue a living through extortion, exhibitionism, begging, 
and prostitution, which are traditionally accepted as 
“culturally-sanctioned” behavior in their community. This 
“we versus them” dichotomy widened with age, and during 
a disaster such as COVID-19, which lead to OTA becoming 
victims of othering and social prejudice. This plight has 
been explained in literature through the Health Stigma 
Discrimination Framework given by Stangl et al. (2019) and 

in the self-stigma and minority stress hypothesis. Sexual 
innuendos, the changing of sexual expressions with age, 
internalization of faulty social beliefs, and self-doubt added 
further to the othering and help-seeking in our participants.

Loneliness, depression and isolation were reported by 
all participants due to travel restrictions and limited 
technological ease with virtual connections. In general, 
loneliness and cognitive and sensory limitations limit 
technology access in older adults, more so in India, which has 
a very low rate of digital literacy among seniors. They referred 
to internalizing misrepresentations about their community 
and “blamed” themselves, wishing they could change their 
“identity and appearance” for society, which worsened their 
“hatred towards themselves.” 

Berger (1996), in his classic Gay and Gray, describes cases of 
homosexual and transgender men whose narratives reveal 
loneliness, existential crises, and ‘age’ as an acceptance of 
the discrimination to which they are faced. ‘Discomfort with 
their gender’ that some participants have experienced during 
most of their lives seemed more acceptable during the 
pandemic, as they navigated adversities. Sexual needs and 
intimacy were also compromised due to COVID restrictions 
and fear of infection.  Whether attributed to age or wisdom, 
some have felt that the ‘suffering’ due to COVID-19 has made 
them more resilient. 

Importantly, relationships, intimacy and social support 
emerged as “resilience factors” for our participants. Even 
during COVID-19, developing emotional bonds and 
perceived social support gave OTA a “sense of purpose”. We 
conceptualize this “social functioning” and “need for social 
integration” to be vital for coping and problem-solving during 
such a crisis. 

NAVIGATING THROUGH THE PANDEMIC CRISIS
All our participants compared their lived experiences to 
a “stormy sail”. Pride celebrations and other related rituals 
form essential expressions of social integrity in the LGBTQ 
community. Due to COVID most of these events were 
cancelled which led to “seclusion within seclusion”. Our 
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participants were aware of such social rituals being cancelled 
and considered them as “much needed” for their coping, 
especially during these trying times. This “collectivistic” notion 
of resilience has been well studied in the Indian socio-cultural 
context and compared to the usual homogenized view of 
singularity. Hope, spirituality, sense of purpose and “personal 
development” through the crisis served as crucial supportive 
factors for OTA.

Awareness of COVID-appropriate behavior was low which 
was further compounded by socio-economic distress, 
harassment, and lack of proper housing. Ageist discrimination 
added to the gender-based stigma making our participants 
feel like social “outcasts”. They perceived the pandemic as 
an “unfortunate eye-opener” to these pre-existing social evils 
directed against them. 

To summarize, the ‘dual burden of ageism and third gender’ 
along with marginalizing factors decreased access to health 
care and created physically unsafe and emotionally insecure 
environments for OTA, which along with ‘dependence’ 
and ‘poor awareness’ increased physical and psychosocial 
vulnerabilities during  the COVID-19 crisis.

EPILOGUE
This study attempted to reflect the “unheard and invisible” 
voices of a “doubly” marginalized section of the society. 
Beyond the limitations of small sample size and decreased 
generalizability, these findings highlight the social suffering 
faced by our participants during the pandemic. Aging 
with Pride: The National Health, Aging and Sexuality/
Gender (NHAS) study proposed the ‘Health Equity 
Promotion’ model for the older transgender adults, based on a 
biopsychosocial understanding of their unique vulnerabilities. 
Currently, similar models in India are desperately needed. 
Older adults have always been under-represented in 
the Indian LGBTQ movement, and it is time that disaster 
preparedness and related policies are reconsidered based on 
the unique needs of this group. Further research, inclusion, 
and rights-based healthcare are keys to improving the quality 
of life of our transgender older adults.
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29 SEPTEMBER 2021: SCREENING EARLY FOR DEMENTIA: WHAT ARE THE RISKS AND BENEFITS? 

It is our pleasure to present to you, on behalf 
of the International Psychogeriatric Association 
(IPA), the Global Ageing Network (GAN), and 
INTERDEM, this new webinar Screening Early 
for Dementia: What are the Risks and 
Benefits? 

As with all programs in the IPA Webinar Series, 
this presentation is intended as an educational 
event on topics that are timely and relevant to 
the field of mental health for older adults. 

This presentation will focus on dementia 
screening and whether or not to screen early 
or wait for symptoms to present. Is this affected 
by cultural elements? International speakers 
will be invited to share their expertise and a live 
Questions & Answer session will be held. 

Prof. Myrra Vernooij-Dassen, PhD 
Chair, IPA Webinar Series

Click here to REGISTER

https://globalageing.org/
https://interdem.org/
https://ipa.execinc.com/edibo/WEBINAR092921
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DIGITAL BIOMARKERS IN THE FIELD OF GERIATRIC PSYCHIATRY 

Ying-Jyun Shih, BS., MS., PhD candidate, Asia University, Taiwan.
Yung-Jen Yang, MD., MSc., Taiwanese Society of Geriatric Psychiatry

Key highlights 

• Biomarkers can be classified as traditional, digital 
and mixed, combining elements of both, and are 
foundations for precision medicine.

• With robust validation, biomarkers are of great value for 
assessing risks, screening, diagnosing, predicting and 
monitoring illnesses.

• Digital biomarkers have not been developed until 
recent decades and can be presented in various forms. 

However, there is a relative lack of research on digital 
biomarkers.

• Research studies on digital biomarkers in the field 
of geriatric psychiatry is especially lacking with only 
preliminary finding in dementia research.

• Future research is needed in the area of digital 
biomarkers in geriatric psychiatry as highlighted at the 
end of this essay.

The science of biomarkers has been prosperously developing 
in the past decade and attracts public attention around the 
world due to its effectiveness and potential application across 
various medical specialities. The development of biomarkers 
sheds light on and plays a pivotal role in so-called “precision 
medicine”. However, biomarkers are still ambiguously defined, 
and for example, according to Wikipedia, “a biomarker, or 
biological marker is a measurable indicator of some biological 
state or condition”. As elaborated, biomarkers are objective 
medical signs (as opposed to symptoms reported by the 
patient) used to measure the presence or progress of 
disease, or the effects of treatment, and can have molecular, 
histologic, radiographic, or physiological characteristics (1). 
There have been many types of classifying biomarkers and a 
wide range of applications in the medical field including risk 

evaluation, screening, and diagnostic and prognostic value 
in addition to monitoring disease progression, treatment 
outcomes, and safety (see Table for examples and references 
for extended materials). 

With the emergence of digitalization and technological 
development in the medical field, the concept of “digital 
biomarker” has expanded rapidly and many ambiguities 
exist. Tracing the history, digital biomarkers originated 
from the development of telematic technology in the 
1970s up until the current era of telemedicine, telehealth, 
e-Health, m-Health and the Digital Health. (See Figure) 
Broadly speaking, digital biomarkers can be as simple 
as the digitalization of traditional biometric/biomedical 
measurements contained in large longitudinal datasets, 
the electronic medical record (EMR), administrative data, or 

Table. Some examples of biomarkers
Purpose Biomarker Example Conditions or Disease
Risk Evaluation/Prediction Apolipoprotein E4 (APOE4) Alzheimer’s disease
Screening Prostate specific antigen (PSA) Prostate cancer
Diagnosing Troponin-I Coronary disease
Prognosis miRNA-155 levels Hepatocellular carcinoma
Monitoring (progression) CD4 Lymphocyte Count HIV treatment/progression
Monitoring (outcomes) International Normalized Ratio (INR) Anticoagulant treatment
Monitoring (safety) Digoxin Level Digoxin toxicity

DIGITAL BIOMARKERS IN THE FIELD OF GERIATRIC PSYCHIATRY, continued on next page
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a state-of-art system integrating biomedical and artificial 
intelligence technologies. In accordance with the definition 
of a biomarker, digital biomarkers can theoretically fulfill the 
purposes of traditional biomarkers. In the last two decades, 
digital biomarkers go beyond traditional boundaries of 
bio-organisms and extend to the behavioural sciences with 
wearable devices, which coordinate micro-accelerators/
sensors and radiofrequency transmission technologies 
like Radio Frequency Identification (RFID) or Bluetooth, 
for example. In addition to retrospective monitoring and 
modelling, current developments provide real-time and 
remote measurement, and become more powerful with 
cloud source computing and large-data analyses (2).

Digital biomarkers, ranging from wildly available motion 
sensors/trackers to home-based devices/equipment can 
be monitored or operated remotely in hospitals with both 
professional and commercial applications. Clinical practice 
and healthcare settings have already been influenced by 
these innovations with the aid of Fitbit® for prescribing 
exercise or the implementation of self-assessment/monitoring 
(4). Digital biomarkers are considered to be of great potential 
in psychiatry, as patients with mental health disorders 
present with biobehavioural changes such as hypoactivity, 

sleep changes, and/or characteristics specific to certain 
disorders. There have been preliminary studies addressing the 
applications of digital biomarkers in dementia, including early 
detection of mild cognitive impairment (5, 6) and predicting 
progression in those at risk for Alzheimer’s dementia (7).

Despite the increase in commercially available products 
with digital biomarkers, many of their claims lack evidence, 
and there are few scientific studies in the field of mental 
health. The situation is especially prominent in the field of 
psychiatry, particularly the subspecialty of geriatric psychiatry, 
as there were less than 200 reports found in our search of the 
PubMed database. Several published articles have addressed 
the potential application of digital biomarkers in the field 
of geriatric psychiatry, especially dementia (8). However, 
based on our review and observations, it is too early to draw 
conclusions; if the scientific world can catch up, there is great 
potential in this area of research, and we advocate for future 
studies of digital biomarkers in the field of geriatric psychiatry: 

1. More studies on the senile people are needed, especially 
the “normal” population, so that the norms of profiles for 
digital biomarkers can be built up. This can be achieved 
by the cooperation of the large companies and the 
societies such as the ongoing program by Biogen (9). 

TECHNOLOGY CORNER
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Figure: The development of Digital Health (excerpted from Meister et al, 2016 (3)) 
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2. More psychogeriatric studies could embed with digital 
devices, and this will be of help in translational medicine 
to bridge the gap between the digital data and the 
clinical outcomes.

3. We call for studies integrating the traditional and digital 
biomarkers as Babrak et al proposed (10). If possible, they 
should include newer technologies, such as virtual reality 
and new modes of biomarkers. In addition, we should 
try broader applications of digital biomarkers targeting 
at the topics in old age mental health other than 
neurocognitive disorders.

4. More cooperation and funding support from the 
industries are encouraged as they can provide the 
user-friendly devices for clinical research. This will also 
create a win-win progress for digital biomarkers in 
psychogeriatrics.
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