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Topics for Discussion
Suggested by VAELA Members

 Memory, aging, and cognitive dysfunction 

 Delirium

 Dementia

 Perceptual disturbances

 Drug therapy in dementia and difficult 
behaviors

 Failure to thrive

 End of Life care

 Open discussion



Memory and Normal Aging

 Many (not all) seniors experience 
short term memory problems

 Common examples:

 “Where did I put my keys?”

 “Why did I go out to the car?”

 “What did I need to buy at Kroger?”

 “Did I already pay that bill?”



Normal Aging vs 

Cognitive Dysfunction and Dementia

 Normal aging

Occasional or intermittent

Not functionally significant

 Cognitive dysfunction and dementia 

Frequent or persistent

Functionally significant

Need help doing one or more basic 
daily function



What is “Cognitive Function?”

 The seamless sum of dozens of 
individual intellectual abilities

 Key intellectual abilities: 

 Short term memory

 Long term memory 

 Orientation

Person, place, time 

 Calculation

 Language

 Receptive (Comprehension)

 Expressive (Word finding)

 Visual-spatial processing 

 Situational awareness 

 Judgment and Reasoning

 Personality



Cognitive Dysfunction in Seniors
Common Causes

 Not listening or not paying attention

 Hearing impairment 

 Adverse drug effect
 Very common; Not commonly appreciated

 Depression
 Very common; Not commonly appreciated

 Delirium

 Dementia



What is Delirium?

 Altered mental status 

 Acute (within 24 hrs) 

 Sub-acute (over a few days)



Delirium
Key Features

 Impaired Consciousness
 Sleepiness, inattention, difficulty focusing

Most common presentation in seniors

 Intermittent agitation

 Impaired Cognition
 Disorientation, memory loss, difficulty 

managing daily affairs

 Delusions or hallucinations

 Continuous or Fluctuating



Delirium

 Precipitated by an underlying 
medical condition
 There may be more than one cause

 Most common causes

1. Dehydration 

2. Infection 

3. Adverse drug effect



Adverse Drug Effects

 Any drug may precipitate delirium

 Includes 
Previously well tolerated drugs 

Drugs not known to impair mental function

Your senior client is very likely 
taking lots of drugs (Rx and OTC)

Drug-drug interactions

Generally enhanced drug effects in seniors

Effect of malnutrition on drug effect



Adverse Drug Effects
Highest Risk Drugs:

 Narcotic analgesics

 Anti-anxiety drugs 
 Ativan, Xanax

 Sleep aids 
 Ambien, Lunesta, OTC sleep aids

 Anticholinergics 
 Bladder suppressants, muscle relaxants, OTC 

allergy or flu meds



The Three “Weak Links” 

in Seniors

1. Gait stability (falls)

2. Urinary continence (incontinence)

3. Cognitive function (delirium)
 Any stressor may precipitate delirium in frail 

seniors 

 Seniors diagnosed with “dementia” who 
markedly improve after their drug list is 
“trimmed” or social stressors are removed 



Delirium in 

Dementia Caregivers

 Stress and denial are common

 > 50% of dementia caregivers develop 
cognitive dysfunction

 Stress induced delirium 

 Major depressive episode

 30% of caregivers die before the pt

 Do your clients have a “Plan B?”

Covinsky KE, Johnston CB. Ann Int Med, 2006 (Edit.)

Ann Int Med. In the Clinic: Dementia, 2014



Persistent Delirium

 Symptoms persist > 4 wks after 
resolution of precipitating cause

 Occurs in >50% of seniors 
 Not widely appreciated by health care 

providers

 Often mis-diagnosed as dementia

 May reflect incomplete diagnostic evaluation

Ann Int Med, In the Clinic: Delirium, 2011

Cole MG, et al. J Am Geriatr Soc, 2013



Break for Discussion



Definition of Dementia

1.  Acquired deficits in ≥ 2 intellectual  
areas

2.  Cognitive deficits always present

* Day to day variation is typical 

* “Periods of lucidity” (not normality) may occur

3.  Deficits cause some degree of 
functional dependency

4.  No delirium
Ann Int Med, In the Clinic: Dementia, 2014



Mild Cognitive Impairment (MCI)
Cognitive Dysfunction without Dementia

 No consensus on: 

 Definition

Generally defined as:

1.  A single intellectual deficit

2.  No functional dependency

 Whether MCI is a distinct medical 
diagnosis

Masodi N. Ann Int Med (Commentary). 2013

Knopman DS, Peterson RC. Mayo Clin Proc, 2014



Dementia is a Syndrome

(Not a diagnosis)

 Syndrome

 A collection of signs (objective 
findings) and symptoms (subjective 
complaints) with an underlying cause

 Other common syndromes:

Sepsis

Anemia

Congestive heart failure



Dementia in Seniors 
Common Underlying Causes

 Alzheimer’s disease

 Vascular dementia 

 Mixed dementia
 Presentation suggests two or more causes

 Frontotemporal dementia

 Lewy body dementia

 Parkinson disease
Querfurth HW, LaFerla FM. N Eng J Med, 2010

Amer Geriatr Soc, Geriatr Rev Syl, 8th Ed., 2013



Alzheimer’s Disease
Clinical Features

Onset
 Gradual, after age 65

Cognitive dysfunction
 Prominent short term memory deficit

 Involvement of all intellectual areas over time

Progression
 Inexorable cognitive and functional 

decline

McKhann GM, et al. J Alz and Dementia, 2011



Alzheimer’s Disease
Clinical Features

 Language dysfunction
 Receptive: Impaired comprehension

 Expressive: Word finding difficulty

 Visuo-spatial dysfunction
 Impaired object or face recognition

 Getting lost in familiar places

 Executive dysfunction 
 Impaired judgment, planning, reasoning, 

problem solving, situational awareness



Vascular Dementia
Clinical Features

 Onset 
May be gradual, step-wise, or sudden

May occur at any age; Aging increases risk

 Cognitive dysfunction

May be focal or diffuse 
Areas of impaired intellectual function 

“juxtaposed” with areas of intact function

Progression
May stabilize, deteriorate, or improve



Frontotemporal Dementia
A Group of Disorders

Onset

Usually gradual; Any age; Often < age 60

Cognitive dysfunction

Prominent language, personality, behavior

 Severe comprehension or word finding issues

 Restlessness, intense anxiety, agitation 

 Socially inappropriate or criminal behaviors

 New onset of mania or major depression > age 50

 Memory problems generally less prominent

Progression

Generally more rapid decline



Lewy Body Dementia

 Similar to Alzheimer’s disease but:

 Wide day-to-day fluctuations in cognitive 
performance

 Parkinsonian features in early stage 
disease

Gait instability, stiffness, recurrent falls

 Prominent visual hallucinations

McKeith IG, et al. Neurology, 2005

Weisman D, McKeith IG. Sem Neurol, 2007



Dementia in Seniors
Clinical Features

Alzheimer’s disease

Vascular dementia

Lewy body dementia

Frontotemporal dementia



Diagnosing Underlying Cause

 At best, an educated guess

 Uncertainty should be acknowledged

 Confidence grows or weakens over time

 Definitive diagnosis only possible 
with neuropathologic examination of 
brain at autopsy



Medical Evaluation of Dementia

“My client was diagnosed with 

dementia two years ago but 

now he seems fine”

“We were seeing lots of cognitive

issues but her doctor tested 

her and said she’s fine”



Medical Evaluation of Dementia

 A thoughtful synthesis of:

Assessment of cognitive function

Exclusion of delirium

Physical exam

Lab testing

Critical medication review

Assessment for depression

Brain imaging
Ann Int Med, In the Clinic: Dementia, 2014



Cognitive Assessment

 Patient interview is the heart of 
the assessment

 Cannot be done quickly

 May take multiple office visits



Cognitive Assessment
Supplemental Tests

 Montreal Cognitive Assessment 

 Trail Making Test 

 Clock Drawing Test 

 4-legged animals in 60 seconds

 Folstein Mini Mental State Exam 
(MMSE)



Mini Mental State Exam (MMSE)

Scored 0 to 30

Normal score: Age and Educational level

Most seniors with dementia will have an 
abnormal score

Normal score does not exclude dementia

Not specific or diagnostic of anything

Abnormal result has many potential causes

Does not diagnose “dementia” 

Does not assess stage of dementia



Stage, Underlying Cause, and 

Decision-Making Capacity

 Stages are functionally based, imprecise, 
and usually overlap in a given patient

 Some seniors with advanced stage 
dementia retain specific decision capacity

 More likely in Vascular dementia

 Some seniors with early stage dementia 
lack any decision capacity

 More likely in Frontotemporal dementia and 
Alzheimer’s disease



Evaluating Dementia 

and Decision-Making Capacity 

 How might it differ if performed by 
different professionals: 

 Primary care FP/IM 

 Psychiatrist 

General vs Geropsychiatrist

 Geriatrician

 Psychologist

General (clinical) vs Neuropsychologist



Cross Examining the Expert

 How confident are you in your 
diagnosis? Why?

 What is your differential diagnosis?

 Did you consider depression?

 How did you exclude delirium?

 How did you determine the stage of 
dementia?

 How does stage relate to decision-
making capacity?



Break for Discussion



Issue Suggested 

by a VAELA Member 

 Respondent in a guardianship case 
refused to be evaluated. She had 
persistent delusions about winning a 
lottery and her spending put her in 
serious financial and personal jeopardy. 
She appeared normal in most other areas. 

 The judge seemed to think she was just 
eccentric and refused to declare her 
incapacitated.



Perceptual Disturbances

 Typically seen in the context of 
delirium, depression, or dementia

 Illusion
 A mis-perception of a real phenomenon

 Hallucination
 A perception with no basis in reality

 Delusion
 A firmly held belief that persists despite clear 

evidence to the contrary



Illusions

A

B



Illusions

A

B



Illusions



Hallucinations

 May be visual, auditory, tactile , olfactory, 
or gustatory 

 Visual hallucinations are most common 
in delirium or dementia

 “Organic” brain disease

 Auditory hallucinations (hearing voices) 

are most common in schizophrenia

 “Functional” brain disease

 Primary psychotic disorder



Delusions

 In seniors, three relationship themes 
are common:

Marital infidelity

Food
Poisoned, contaminated, spoiled

Money

Poverty

 Inevitably winning a lottery, jackpot, or prize



Delusional Disorder
DSM-IV and V

 Delusions in the absence of other 
psychiatric signs or symptoms

 Don’t appear odd or bizarre

 May socialize as usual and remain 
independent and high functioning

 Preoccupation with the delusion may be 
highly disruptive or injurious

 Uncommon

 Has the client been thoroughly evaluated?



Related Disorders

 Obsessions: Intrusive thoughts
 Ruminations; incessant thoughts about someone or 

something

 Compulsions: Overpowering need to 
perform an action
 Wash hands; Count things; Check door locks; Hoard

 Addictions: Compulsive engagement in 
rewarding or potentially rewarding stimuli 
despite adverse consequences 
 Gamble; Buy lottery tickets; Hire prostitutes



Managing Dementia

 Caregiver education & support

 Regular physical activity 
 Emphasis on outdoor activities

 Strictly limit drugs to absolute necessity

 Control of other medical conditions

 Nutritious diet

 Regular socialization

 “Memory enhancing drugs”

Ann Int Med, In the Clinic: Dementia, 2014



“Memory Enhancing Drugs”

 Cholinesterase inhibitors 

Any stage Alzheimer’s Disease
 Not recommended in Vascular and Frontotemporal 

dementia

Aricept (donepezil)

Exelon (rivastigmine)

Razadyne (galantamine)

Namenda (memantine)

Mid to late stage Alzheimer’s Disease



“Memory Enhancing Drugs”

Approx. 1/3 of patients show benefit

Typically very subtle

Wane within 18 months

Debate on ability to slow disease progression

No proven ability to delay NH placement or 
improve difficult behaviors 

Cost: $200 to $300 per month

Qaseem A, et al.  Ann Int Med, 2008
Raina P, et al.  Ann Int Med, 2008
Ann Int Med. In the Clinic: Dementia, 2014



Cholinesterase Inhibitors 
Adverse Effects

 Occur in > 50% of patients

 Anorexia and weight loss

 Headache, nausea, vomiting, diarrhea 

 Agitation or lethargy

 Increased confusion 

 Unstable gait, ataxia, falls

 Serious cardiac arrhythmia

Birks J, et al. Cochran Database Rev, 2009
Kim DH, et al. J Am Geriatr Soc. 2011 



“Memory Enhancing Drugs”

Recommended use
 Carefully monitored trial in appropriate pts

 Document baseline status

 Ask caregivers and pt to keep diaries

 Critically re-assess in 4-6 months w/diaries

What typically happens
 Patient is placed on drug without subsequent 

follow up or assessment

 Patient remains on drug indefinitely

Ann Int Med, In the Clinic: Dementia, 2014



Managing Agitation 

in Dementia

 Be wary of “sundowning”

 Unrecognized delirium

 Inability to communicate basic needs

Pain: UTI, occult fracture, heartburn

Thirst, constipation, fear, fatigue

 Insufficient sleep

Husebo BS, et al. Brit Med J, 2011

Buxton OM, et al. Ann Int Med, 2012



Managing Agitation 
Two General Principles

1.  Not all agitated behaviors  
require specific treatment

 Is the behavior...

 Interfering with care ?

 Disruptive to others?

 Posing a danger to the patient or 
others ?

Ann Int Med. In the Clinic: Dementia, 2014



Managing Agitation 
Two General Principles

2.  Behavioral interventions are 
the recommended first line 
therapy

Proven effective

Safe 

Brodaty H, et al. Am J Psychiatry, 2012

Choosing wisely, J Amer Geriatr Soc, 2013

Ann Int Med. In the Clinic: Dementia, 2014



Behavioral Interventions

Physical activity

Get the patient up and moving

Cognitive stimulation

 Enlist family and friends as companions

A safe and effective fall prevention strategy 

Feeding

Avoid restricted diets

Offer whatever the patient likes



Drug Therapy for Agitation

 Unproven benefit 

 Significant risks

 Not appropriate as first-line 
therapy

Amer Geriatr Soc, Geriatr Rev Syl, 8th Ed., 2013

Gillies D, et al. Cochrane Database Syst Rev. 2013

Ann Int Med. In the Clinic: Dementia. 2014



Drug Therapy for Agitation

1. Identify the target symptom(s)
 Goal is reduced agitation, not sedation

2. Evaluate effectiveness
 Have the target symptoms improved?

3. Limit duration of drug therapy
 At the outset, establish a plan to reduce 

dose and withdraw the drug

Ballard C, et al. Lancet Neurol, 2009
Schneider LS, et al.  N Engl J Med 2006
Agronin ME, Maletta GJ, Princ Prac Geriatr Psych, 2006



Commonly (Mis)Used Drugs 

for Agitation

 Anti-anxiety drugs (benzodiazepines) 

 Ativan, Xanax, Valium

 Antipsychotics

 Haldol, Seroquel, Risperdal, Zyprexa

 Risk related to dose and duration 

Very low dose <1 week; Avoid “PRN” usage

 Anti-epileptics

 Depakote, Topamax, Keppra, Tegretol



Break for Discussion



“Failure to Thrive”

 Term applied to someone losing weight, 
experiencing a rapid functional decline, or 
socially withdrawing without obvious 
cause

 Not a bona fide diagnosis in adult 
medicine

 Represents an incomplete or inadequate 
diagnostic evaluation in most cases



“Failure to Thrive” in Seniors
Diagnoses to Consider

 Adverse drug effect

 Depression

 Occult cancer

 Occult infection

 Temporal arteritis; Polymyalgia rheumatica

 Thyroid dysfunction (hyper- or hypo-)

 Hypercalcemia (hyperparathyroidism, cancer)



Stages of 

Advanced Care Planning

Generally 

healthy patients 

with stable 

medical 

conditions
Patients whose 

death within 12 

months would  

not surprise 

you

Patients with 

progressive 

disease and 

recurrent 

complications

1 2 3



Effective 

Advanced Care Planning

 Helps clients articulate their end of 
life care wishes

 Helps clients identify and prepare 
their surrogate decision maker(s)

 Appropriate at stages 1      2 3
 Responsibility of: 

 Primary care provider

 Guardian or legal counsel



Advanced Care Planning
Failure of the Status Quo

 Advanced directives:

 Typically limited to resuscitation/DNR

 Presence or absence does not predict 
aggressiveness of end of life care

 Surrogate decision-makers:

 Typically unaware of the client’s wishes

Curtis JR, Engelberg RA. (Edit.).  Ann Int Med, 2011

Bischoff KE, et al. J Amer Geriatr Soc, 2013



Advanced Care Planning

Stage 3

 “Hospitalization happens”

Medical complications will occur 

 At this stage of disease, most patients 
and families lose more than they gain 
from hospitalization

 Functionally

Emotionally

 Financially



Hospice Care

 A form of palliative care that

 Acknowledges advanced stage disease

 Helps patients with advancing incurable 
disease live as comfortably as possible

 Recognizes that where the patient 
spends their final time is critical to their 
perceived comfort



Hospice Care

 Hospitalization is no longer the 
default option

 “DNH”--Do Not Hospitalize”

 Therapeutic goals 

 Symptom relief and comfort 

 Education 

 Family support



When is Hospice 

Referral Appropriate ?

 Advanced Stage Disease

Hospice (Medicare) requires a physician’s 
order stating “Estimated survival is 6 
months or less”

Clinical judgment:

“Would you be surprised if this patient 
died within the next 12 months?”

In the Clinic: Palliative Care, Ann Int Med, 2012



Advanced Stage Disease

The potential for a patient to 
functionally improve does not 
exclude the option of hospice

10 to 15% of hospice patients improve 
and are “discharged from hospice”

Often a function of better overall care 
provided under hospice

Nat’l Hospice and Pall Care Org, 2014

www.NHPCO.org



Break for Discussion



Questions from VAELA Members 
Guardianship and Advance Directives

 What do health care providers 
understand about: 

 The guardianship process?

 Directives executed over-protest?

 Psychiatric provisions that require the 
provider to sign the document?

 How might the legal community better 
educate providers about this issue? 



Questions from VAELA Members 
Hearsay

 The law limits the use of  “hearsay” to 
prove “the truth of the matter.”

 How do health care providers verify 
history provided by family or others?

 Are different criteria used: 

When assessing decision-making 
capacity?

 In reports that will be part of a 
court proceeding? 



Questions from VAELA Members 
Undue Influence

 “Undue influence” and “vulnerability to 
undue influence” are legal concepts.

 What do health care providers: 

Know about undue influence? 

What are they taught? 

 Who is the best evaluator to assess a 
senior’s vulnerability to undue influence?

 How might the legal community better 
educate providers on this issue? 



Gary H. Oberlender, MD, FACP
Consultant in Geriatric Medicine

 In-Home Comprehensive Geriatric Evaluation
 Detailed personalized review of medical, cognitive, 

affective, nutritional, psycho-social, and functional 
issues

 Performed in the privacy and comfort of the patient’s 
home

 Medical Evaluation of Decision Making Capacity

 For more information:
 Website:   www. SeniorEvaluations.com

 Phone:   540-529-7566

 E-mail:                     consult@SeniorEvaluations.com


