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Agenda 

• 1-1:05pm: Welcome and Overview

• 1:05-1:25pm: Delirium

• 1:25-1:50pm: Dementia

• 1:50-2pm: Dementia

• 2-2:10pm: Distinguishing the 3 D’s 

• 2-2:15pm: Wrap-Up



Learning Objectives

1) Differentiate between delirium, 
dementia, and depression in 
older adults

2)  Identify key risk factors and 
screening tools for each condition 

3)  Apply evidence-based strategies 
for management and prevention



Delirium

• Diagnostic criteria and screening tools

• Common causes and precipitating factors 

• Case Vignette: “Identify delirium predisposing and precipitating 
factors”



DSM-V Delirium Criteria 

(“American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders: DSM-5,” 2013)



Confusion Assessment Method (CAM)

Confusion Assessment Method. Copyright 2003, Hospital Elder Life Program, LLC.  Not to be 

reproduced without permission. Permission granted by the American Geriatrics Society, 2019.

1+2+3 OR 4 = CAM +



Assessing CAM at the Bedside 

• “Baseline” needs to be determined from the people 

who know the patient’s baseline best 

• Fluctuations are best determined by the most 

consistently present people 

Confusion Assessment Method. Copyright 2003, Hospital Elder Life Program, LLC.  Not to be 

reproduced without permission. Permission granted by the American Geriatrics Society, 2019.



Assessing CAM at the Bedside 

Tests of Attention

• Days of the week, months of 
year  backward

• “WORLD” spelled backward

• Vigilance A Test 

Inattention helps 

distinguish delirium 

from dementia 

Confusion Assessment Method. Copyright 2003, Hospital Elder Life Program, LLC.  Not to be 

reproduced without permission. Permission granted by the American Geriatrics Society, 2019.



Assessing CAM at the Bedside 

• Disorganized thinking frequently present in the moderate or 
advanced stages of dementia, in the absence of other feature,  
does not represent delirium

Confusion Assessment Method. Copyright 2003, Hospital Elder Life Program, LLC.  Not to be 

reproduced without permission. Permission granted by the American Geriatrics Society, 2019.



Assessing CAM at the Bedside 

• Hypoactive (75% of cases)

• Hyperactive

• Mixed 

Confusion Assessment Method. Copyright 2003, Hospital Elder Life Program, LLC.  Not to be 

reproduced without permission. Permission granted by the American Geriatrics Society, 2019.



Predisposing Factors

• Cognitive impairment

• Prior delirium

• Functional impairment

• Polypharmacy

• Impaired sensation 

• Depression

Precipitating Factors 

• Severe illness (sepsis, stroke)

• Psychoactive medications

• Presence of tethers

• Electrolyte abnormalities

• Urine retention/fecal 
impaction

• Pain

• Surgery/anesthesia

• Environment change

• Sleep Disturbance
(Mattison, 2020)



Medications and Delirium 



Predisposing 
and Precipitating 

Factors

Protective 
Factors



Predisposing 
and Precipitating 

Factors

Protective 
Factors

Delirium



Medications for Delirium Management

• Bottom line: There is no pharmacologic treatment that shortens 
the course, reduces the mortality, or improves clinically 
meaningful outcomes in delirium

Evidence does NOT support routine use of haloperidol or second 
generation antipsychotics for treating delirium in adult inpatients

(Nikooie et al., 2019)



• Examined RCTs comparing haloperidol with placebo or atypical 
antipsychotics with placebo

• Outcomes included delirium incidence, hospital length of stay, 
mortality

• Conclusion: Current evidence does not support routine use of 
haloperidol or second-generation antipsychotics for prevention 
of delirium

(Oh et al., 2019)



Hospital Elder Life Program

• Delirium developed in 

9.9% of intervention 

group, 15% of usual care 

group

(Inouye et al., 1999)



Table Question
Jean Smith is a 84yo F with HTN, hyperlipidemia, prior stroke with 
persistent right sided weakness, depression, and vascular dementia 
(mild severity) who was hospitalized due to a hip fracture. She wears 
glasses and hearing aides- neither are at the hospital. 

On POD #1 the patient was having severe pain that kept her up until 
the early morning hours. This was treated with IV morphine, which 
resulted in nausea (treated with ondansetron) and itching (treated with 
diphenhydramine). She slept most of the day and did not eat or drink. 
She is monitored by telemetry, pulse oximetry, and has a bed alarm. 

On POD #2 she is in a room with closed shades and lethargic at 9am. 
She barely opened her eyes to work with physical and occupational 
therapy this morning. Last bowel movement was 3 days ago. 
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Dementia



Dementia 

• Clinical assessment: cognitive impairment and functional impact 

• Types of dementia 

• Differentiating dementia from delirium 



Major Neurocognitive Disorder: DSM5 

A) Evidence of significant cognitive decline from a previous level of 
performance in once or more cognitive domains (complex attention, 
executive function, learning and memory, language, perceptual-motor, or 
social cognition) based on:

1. Concern of the individual, a knowledgeable informant, or the clinician that the has 
been a significant decline in cognitive function; and

2. A substantial impairment in cognitive performance, preferably documented by a 
standardized neuropsychological testing or, in its absence, another quantified clinical 
assessment

B. Cognitive deficits interfere with independence in everyday activities (i.e. 
at a minimum, requiring assistance with complex instrumental activities of 
daily living such as paying bills or managing medications)

C. The cognitive deficits do not occur exclusively in the context of delirium

Diagnostic and Statistical Manual of 

metal Disorders: 5th edition



Mini-Cog

• A

Use: Brief Screening 

Time: < 3 mins

Pros: High reliability with 
minimal training

Cons: If +, additional 
cognitive testing required 

http://mini-cog.com



Montreal Cognitive Assessment (MoCA)

Use: Screening 

Time: 15 mins

Pros: Widely used and 
recognized, versions and 
languages

Cons: Training costs 

https://www.mocatest.org



St Louis Mental Status (SLUMS)

• A Use: Screening 

Time: 10-15 mins

Pros: Adapted to variety of 
languages, free training 

Cons: Less frequent 
community use for 
comparison

https://www.slu.edu/medicine/internal-medicine/geriatric-medicine/aging-

successfully/assessment-tools/mental-status-exam.php



Mini Mental Status Exam (MMSE)

Use: Screening 

Time: 10-15 mins

Pros: Published in 1975, large 
body of screening research, 
available in dozens of 
languages 

Cons: Cost for screening test, 
limited executive function 
assessment  



Neuropsychiatric Testing 

Use: Diagnosis 

Time: 4-6hrs 

Pros: Gold standard of 
cognitive assessment

Cons: time consuming, 
limited access in some areas 



Functional Assessment: IADLs

https://www.alz.org/careplanning/downloads/lawton-iadl.pdf



Functional Assessment: ADLs

https://www.alz.org/careplanning/downloads/katz-adl.pdf



Mild Neurocognitive Disorder (Cognitive Impairment, MCI)

“ The cognitive deficits do not interfere with capacity for 
independence in everyday activities (i.e. complex instrumental 

activities of daily living such as paying bills or managing 
medications are preserved, but greater effort, compensatory 

strategies, or accommodations may be required”

Cognitive impairment WITHOUT impact on function

Diagnostic and Statistical Manual of 

metal Disorders: 5th edition



Dementia Severity

• Mild: impact on IADLs

• Moderate: Impact on ADLs

• Severe: full dependence in IADLs 
and ADLs 



Dementia is an umbrella term for a collection of 
neurologic conditions that cause cognitive decline 

that is significant enough to impact function 

Dementia is more common in older people than 
younger people. Dementia is NOT normal aging 



https://www.nia.nih.gov/sites/de

fault/files/understanding-types-

dementia_0.pdf



Alzheimer Disease biomarker based diagnosis 

(Jack, 2018)



A T N Criteria 

(Jack, 2018)



Treatment 

There is no treatment that can reverse the 
cognitive changes that have already 

happened OR completely stop dementia from 
progressing



Table Question

Jose Lopez is a 73yo M with hypothyroidism and obstructive sleep 
apnea who presents to his primary care office with concerns of 
changes in memory. Approximately 1 year ago he started 
experiencing word finding difficulties. 6 months ago he paid his 
electric bill twice. He has been experiencing fatigue and decreased 
appetite. 3 months ago, he stopped going to weekly coffee with his 
friends. 

Create a plan with your team evaluate these memory and thinking 
concerns



Depression



Depression is not normal aging 



Screening for 
Depression

• PHQ2

• PHQ9

https://www.apa.org/depression-guideline/patient-health-questionnaire.pdf



Screening for 
Depression

• Geriatric Depression 
Scale (GDS)

https://geriatrictoolkit.missouri.edu/cog/GDS_SHORT_FORM.PDF



GriefDepression

• Repeated 

thoughts of 

deceased

• Pangs of 

guilt, even 

associated 

with happy 

memories 

• Preserved 

self esteem 

• Sad

• Empty

• Diminished pleasure 

in activities

• Changes in weight, 

changes in appetite

• Insomnia or 

hypersomnia 

• Depressed mood 

unrelated to 

specific thoughts

• Difficulty 

anticipating 

happiness/pleasure 

• Feelings of 

worthlessness/self 

loathing common 



Treatment 

• Medication
• SSRIs

 

• Counseling 

• Exercise 



Card Sorting Task



Delirium Dementia Depression

Acute confusion Progressive Anhedonia

Altered level of consciousness Gradual Onset

Loss of interest in 

activities 

unable to maintain attention

Primary deficit in short term 

memory GDS

withdrawal or intoxication

can attend to a MME or clock 

drawn, but cannot perform well 

treated with 

citalopram 

cannot attend to draw MMSE or 

clock draw Mini-cog

CAM 

Result of polypharmacy 

brought in by caregivers soon after 

onset of symptoms 

caused by lorazepam 

caused by diphenhydramine 



Resources



Delirium 

https://americandeliriumsociety.org/what-is-delirium https://help.agscocare.org



Dementia Care and Caregiver Support



https://order.nia.nih.gov/view-all-alzhemer-pubs



Depression 

https://www.nia.nih.gov/health/mental-and-

emotional-health/depression-and-older-adults



THANK YOU!

E-mail: Rebecca.spear@mainegeneral.org

mailto:Rebecca.spear@mainegeneral.org
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