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Objectives

1. Differentiating delirium vs. dementia

a. Definition & Prevalence

b. How to screen 

2. Understanding dementia 

a. Prevalence

b. When to screen

c. How to screen/Ddx Reversible Causes 

d. Next steps



85-year-old male artist with CAD, HTN, HPL, who 

comes to the office with his wife for a post-

hospitalization follow-up. 

He was hospitalized due to a recent elective L total 

hip arthroplasty for OA. 

CASE: Mr. Smith



Post-op his wife noticed that he kept forgetting 

details and was confused as to events that recently 

happened. Nursing staff also told family that 

multiple times he starting hallucinating at night.

He is POD #4. Prior to this, he was in his normal 

state of health without concerns.

He has made an appointment with you today to be 

evaluated… 

CASE: Mr. Smith
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multiple times he starting hallucinating at night.
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What is Delirium?

“Acute brain failure”

DSM5 APA 2013 definition: 

• Disturbance in attention and awareness, 
develops acutely and tends to fluctuate

• At least one additional disturbance in cognition

• Not better explained by a preexisting dementia

• Not in face of severely reduced level of arousal 
or coma

• No evidence of an underlying organic etiology 
or etiologies
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Do we know what causes delirium?

Maldonado, Am J Geri Psych, 2013



Neuroinflammation Hypothesis
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Delirium Framework
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What is the delirium incidence & 

prevalence% in the ICU setting?

A. 35%

B. 55%

C. 80%

12
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Delirium Incidence & Prevalence

Inouye et. al., Ann Int Med, 1993; Marcantonio et. al., JAMA, 1994; Marcantonio et. al., 

JAGS, 2000; Ely et. al., JAMA, 2004; Marcantonio et. al., JAGS, 2010 
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How to Screen: Delirium

 Acute onset

 Inattention

 Disorganized thinking 

+/or

 Altered level of 

consciousness

Inouye NEJM 2006



• Feature 1: Acute change, fluctuating 

course 

• Feature 2: Inattention

• Feature 3: Disorganized thinking

• Feature 4: Altered level of consciousness 

• Diagnosis of Delirium: requires presence 

of Features 1 and 2 and either 3 or 4. 
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How to Screen for Delirium: CAM

Inouye et. al., Ann Int Med, 1990.



Delirium Reversible Risk Factors

• D RUGS: esp. high risk

• E lectrolyte imbalance (dehydration)

• L ack of drugs (withdrawal, uncontr. 

pain)

• I nfection

• R educed sensory input (vision, hearing) 

• I ntracranial (CVA, subdural, etc.--rare)

• U rinary retention/fecal impaction

• M yocardial/Pulmonary 17



Take Home Points:

• Screen for delirium with any patient presenting with any 
change in cognition due to high prevalence

• Quick screening tool for delirium -3D CAM

Training materials, available (free) at 
www.HospitalElderLifeProgram.org

• Prevention is key and identifying risk factors

• Document patient was delirious in hospital so not 
incorrectly deemed to have dementia (and use of 
antipsychotics)

18

http://www.hospitalelderlifeprogram.org/
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Objectives

1. Differentiating delirium vs. dementia

a. Definition & Prevalence

b. How to screen 

2. Understanding dementia 

a. Prevalence

b. When to screen

c. How to screen/Ddx Reversible Causes 

d. Next steps



Mr. Smith returns to your office with his wife 1 year 

later.  He and his wife noticed that he keeps 

forgetting details on a daily basis and other things 

that are worrisome for memory problems. He 

presents to be evaluated for his memory…

CASE: Mr. Smith



THE IMPACT OF DEMENTIA

Economic

• $604 billion annually for direct costs of medical and 
social care and informal care 

• Medicare, Medicaid, private insurance provide much of 
the direct costs ― remaining costs with families and/or 
caregivers ($220.2 billion in US)

Emotional

• Direct toll on patients

• Nearly half of caregivers suffer psychological distress, 
especially depression, and have more physical health 
issues
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Prevalence: oldest old at highest risk

alz.org, 2015



alz.org, 2015
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Prevalence: oldest old increasing



alz.org, 2015
24

Prevalence of dementia is 

increasing



alz.org, 2015
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Prevalence: underdiagnosed



alz.org 2015
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Prevalence: underdiagnosed



Bradford et al.  Alz Dis 2009.
27

Prevalence: underdiagnosed

Physician Factors Contributing to Missed and Delayed Diagnosis of 

Dementia

• Lack of training or skills specific to dementia care

• Concern about risk of misdiagnosis

• Concern about possible burden or stigmatization of patients with 

diagnosis

• Unwillingness to discuss cognitive problems with patients or 

caregivers

• Prioritize assessment for younger patient

• Lack of routine implementation of screening
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IOM 2015

When to screen: normal or not?

Dementia is not a normal part of aging
29



At what age does the USPTF 

recommend screening older adults 

for dementia?

A. 65 yo with risk factors (such as Family 

history)

B. Everyone over the age of 75yo

C. ?
30



Lin et al., Annals 2014

When to screen: not everyone

The USPSTF concludes that the current evidence is 

insufficient to assess the balance of benefits and harms
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When to screen: more than memory

Memory

Anhedonia

Depression

Weight Loss

Readmissions

Non-adherence

Repeat complaints
32

Image from well.blogs.nytimes.com/2015/05/18/tests-can-answer-fears-about-dementia/



When to screen: more than memory

Gawande, New Yorker 2007

Instead, he spent much of the 

exam looking at her feet.

“Is that really necessary?” 

she asked, 

when he instructed her to 

take off her shoes and socks.

“Yes,” he said. 

After she’d left, he told me, 

“You must always examine the 

feet.” 
33



When to screen: more than memory

Fall risk

Mobility

Support

Self care

Adherence

Health literacy

Caregiver burden

Executive function

Financial resources
Van Gogh 1886

34
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How to screen: “Reversible” causes

36

Freter et al. CMAJ. 1998



Depression

• Not a normal part of aging

• Screen with PHQ2 or GDS

• SSRIs good first line: start low and go slow

• Exercise, social engagement



PHQ-2

• Over the last 2 weeks, have you been bothered by:

– Little interest or pleasure in doing things?

– Feeling down, depressed, or hopeless?

• If yes to either, investigate further



Polypharmacy

Mr. Smith’s Medication List 

• Protonix 40mg daily

• Oxybutynin 5mg BID

• Miralax 17 gm daily

• Senakot 2 tabs po BID

• Carafate 1gm po QID

• Lasix 20mg po every other 

day

• Ambien 5mg po q HS

• Cyclobenzaprine 10mg po

TID prn spasm

• Colace 200mg po BID 39

• Ibuprofen 400mg po TID prn

muscle pain

• Ativan 0.5mg po TID prn

anxiety

• Tylenol PM prn insomnia

• Claritin 10mg po daily 

• Gabapentin 300mg po TID 

• Losartan 100mg po daily

• Metoprolol 25mg po BID

• Simvastatin 10mg pod daily 

• Amlodipine 10mg po daily

• Vitamin E 400 IU daily
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http://www.deprescribi

ng.org/

Medstopper.org

Polypharmacy

http://www.deprescribing.org/


SCREENING INSTRUMENTS 

FOR EVALUATING COGNITION



SCREENING INSTRUMENTS 

FOR EVALUATING COGNITION
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How to screen: Minicog

Borson, GeriPsych 2000
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He is able to recall 2/3 words. 

Is this normal or abnormal?

CASE: Mr. Smith



Case: Mr. Smith’s PHQ-2 is positive.  You proceed 

to do a PHQ-9 diagnosing moderate depression

and prescribe him a low dose SSRI.  You adjust 

some of his medications. He returns to clinic a few 

weeks later feeling better.  

He asks if memory changes are a normal part of 

aging. What do you tell him?

CASE: Mr. Smith
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https://www.mind.uci.edu/dementia/mild-cognitive-impairment/

Normal Aging    MCI     Dementia Timeline



Mr. S returns to your office with his wife again for a 

follow-up 1 year later for his annual exam.  

He and his wife now have noticed more problems 

with his memory, not just his short term recall.  He 

feels his mood and sleep is much better on his 

SSRI.  

CASE: Mr. Smith



• His wife offers examples of recent uncharacteristic 

mistakes that he has made in their finances. 
 He forgot to pay the mortgage several months ago.

 In the grocery store, his credit card was denied for missed 

payments. 

• The patient describes his experience.
 Balancing accounts feels more effortful and takes longer than it 

had in the past.

 He feels overwhelmed by distractions. 

 He is frequently unable to find keys and other objects.

 He is often unable to recall names of acquaintances until minutes 

or hours later. 

CASE: Mr. Smith



Which one of the following is most likely to indicate 

pathologic neurologic decline? 

A. Taking longer to complete routine tasks

B. Forgetting to pay mortgage and credit card bills

C. Having a complaint about memory

D. Experiencing difficulty retrieving names

CASE: Mr. Smith
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Screen: Mr. Smith’s Minicog

– 1 yr later

52



Screen: MOCA

MOCAtest.org

53

– 30 point, 10 

minute cognitive

screen to detect 

MCI and AD

• Memory, 

constructions, 

attention,

executive 

function, 

language and

Orientation

• Score less than 

26 suggests

impairment
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DDx Dementia 



DDx Dementia 

• Normal Pressure Hydrocephalus(NPH)
– Gait difficulties, frontal deficits, urinary incontinence

• Creutzfeldt-Jakob Disease (CJD) 

– Myoclonus, pyramidal/extrapyramidal signs, characteristic EEG 
pattern of periodic sharp wave complexes, rapid progression 

• Chronic traumatic encephalopathy from repetitive head trauma 

• HIV-Associated Dementia 

– Impaired concentration, slowed thinking, apathy 

– Motor abnormalities including gait unsteadiness and motor 
slowing in the early stages 

55



• Unsure the diagnosis and it will change your management

• Structural MRI may show brain atrophy in AD, chronic 

microvascular infarcts in VD, and frontal atrophy in FD but not 

all the time 

56

When to Get Imaging? 
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Utermohlen, William. Blue Skies. 1995.
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Utermohlen, William. Self-Portrait. 1996.

“In these pictures we see with heart-breaking intensity William’s efforts to 

explain his altered self, his fears and his sadness.” Patricia Utermohlen



60

Utermohlen, William. Self-Portrait. 1996.
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Utermohlen, William. Self-Portrait. 1997.
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Utermohlen, William. Self-Portrait. 1997.
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Utermohlen, William. Self-Portrait. 1998.
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Utermohlen, William. Self-Portrait. 1999.



Benefits of Timely Diagnosis and Early 

Intervention

• Provide better understanding of symptoms and

• behavioral changes

• Allows patient to participate in short and long term

decisions and goals

• Identify caregiver stress

• Identify potentially unsafe behaviors (e.g., managing

meds)

• Help clinicians better manage comorbid conditions

• Pharmacological / psychosocial treatments helpful for

some individuals

65BMJ 2015;350:h3029. Aging Health 2009;5:51-59

JAGS 2016;64:1223-1232. World Alzheimer Report 2011
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Next steps: Goals of Care

Goals

Outcomes

Options

Document

https://www.prepareforyourcare.org/

theconversationproject.org

http://www.va.gov/vaforms/medical/pdf/vha-10-0137B-fill.pdf
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Next steps: Health Care Proxy

http://www.marylandattorneygeneral.gov/Health%20Policy%20Docum

ents/adirective.pdf
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Next steps: MOLST
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Next steps: Resources

Referrals for formal testing:

• Geriatrics

• Neurology/Neuropsychiatry

Other helpful services:

• Chaplaincy

• Psychotherapy

• Caregiver support

• Music and Memory
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Next steps: Deprescribing

Safety and benefit of discontinuing statin therapy in the setting of 

advanced, life-limiting illness: a randomized clinical trial.

Kutner et al, JAMA IM 2015



How we can help our patients 

and their families by:

71

1. Assessing dementia in the primary care setting

• Broaden when we screen, disclose

• Write things down, provide support

• Simplify and deprescribe when appropriate

• Refer to geriatrics/neurology when positive screening

2. Providing Palliative Care in the primary care setting

• HCPs and MOLSTs

• Discuss goals of care 

• Consider hospice

• Consult palliative care and geriatrics



Current Tx Options for Cognitive 

Symptoms of Dementia

• Marked anticholinergic deficit in AD, 

which may be seen in other dementias 

such as Lewy Body Disease

• Currently approved medications for 

cognitive sx: cholinesterase inhibitors –

Donepezil (Aricept), Rivastigimine

(Exelon), Galantamine (Razadyne); 

watch for side effects
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Relevance?
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What behavioral symptoms of 

dementia can be treated?

74

Medication Non Responsive 

-Wandering 

-Hoarding/hiding objects

-Social Withdrawal 

-Social Inappropriateness

Medication Responsive

-Agitation

-Hallucinations 

-Depression 

-Aggression



Take Home Points:

• Comprehensive Dementia Evaluation should include:
– Medical/cognitive history (informant & family) & physical exam, includes 

behavior

– Cognitive assessment – (i.e. SLUMS, MOCA, MMSE)

– ADL & IADL functioning

– Depression assessment

– Review support systems & caregiver stress

– Medication review

– Safety evaluation

– Labs

• Consider starting cholinesterase inhibitors for those with mild 
dementia; but weigh the actual benefits versus side effects

Preparing family and patient and providing resources may be the 
#1 most important thing you can do! 

75



76
Utermohlen, William. Self-Portrait. 2000.

• Andrea Schwartz, MD

• Sarah Berry, MD

Many thanks to… 
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