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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Describe the prevalence of depression in older adults.

2. Use an assessment instrument for depression in older adults (see Module 5.  Cognitive / Mental Status Assessment of Older Adults)

3. Discuss symptoms and treatment strategies for depression in older adults.

4. Describe the prevalence of delirium and dementia in older adults.

5. Discuss the symptoms of delirium and dementia.

6. Discuss the assessment and treatment strategies for delirium and dementia.

7. Contrast criteria for differentiating depression, delirium, and dementia in older adults.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Accurately assess for depression in an older adult client using a reliable assessment instrument
	· Direct observation of use of instrument, and review of documented evidence of findings
	
	
	
	
	

	2. Recognize manifestations of depression, delirium, and dementia in older adults
	· Direct observation of assessment
	
	
	
	
	

	3. Evaluate patient responses to treatment for depression, delirium, and dementia
	· Review / discuss findings  and documentation; actions taken
	
	
	
	
	

	4. Implement an individualized plan for depression, delirium, and dementia
	· Direct observation of follow-up and use of assessment tool to monitor for changes over time
	
	
	
	
	

	5. Accurately assess depression, dementia, and delirium, based on clinical parameters
	· Direct observation of assessment techniques and strategies; review of documentation
	
	
	
	
	

	6. Implement care environment alterations and nonpharmacologic interventions to encourage problem solving behaviors in patients with dementia.
	· Direct observation of implemented measures and patient outcomes
	
	
	
	
	


Competency 1.  Describe the prevalence of depression in older adults.

A. Depression constitutes the most common emotional disorder found in older people.
  Estimates of the prevalence of major depressive disorder in the elderly range from 2% to 10% of those 65 and older.

B. Depression in older adults has been associated with and is closely related to the aging process.  The accumulation of a lifetime of depressing events, such as bereavement, painful illness, etc., coupled with the effects of physical illness, decreasing mental, and diminished physical energy, place older adults at risk for depressive symptoms.  Because homicidal and suicidal ideation may occur, patients should be assessed for risk of dangerousness.  Suicide risk factors and related conditions that older adults may experience include:

B.1. psychiatric illness

B.2. serious medical illness

B.3. living alone

B.4. recent bereavement, divorce, or separation

B.5. personal or family history of suicide attempt or completed suicide

B.6. unemployment or retirement

B.7. advanced age 

B.8. substance abuse

C. The causes are so common that they appear as though a part of the normal aging process, and to the clinician, may lead to misdiagnosis or undetected depression.
  Accepting the view that depression is a normal function in the life cycle, specifically during the aging years, is flawed and unethical, leading to disparities in care delivery for this vulnerable population.

D. Depression is defined as a clinical syndrome characterized by lower mood tone, difficulty thinking, and somatic changes precipitated by feelings of loss and / or guilt.  Diagnostic labels include: minor depression, major depression, adjustment disorder with depressed mood, dysthymia, bipolar depression, seasonal affective disorder, and others.

E. Clinically depressed symptoms range from 8% – 15% among community-dwelling older persons and 30% among institutionalized older persons.  The symptoms are often associated with chronic illness and pain.  

F. It is important to identify patients who may be experiencing depressed symptoms as a side effect of medication. Many prescription or over-the counter (OTC) drugs contribute to depression.  Although there is little published information on alternative medicines causing depression, consideration should be given to herbal, nutritional, vitamins and supplements, particularly when consumed in large doses.  Some medications that may cause symptoms of depression in older adults include: antihypertensives, antipsychotics, benzodiazepines, analgesics, antiparkinson, antiarrhythmic, NSAIDs, other drugs such steroids, and chemotherapy drugs.

G. Major depressive disorders occur less often in older adults compared to younger adults; however, 27% of older adults experience depressive symptoms.

H. The highest rate of completed suicide of any age, gender, or ethnic group is among older white men.  The risk of suicide is higher in older adults than the rate for younger people (up to six times more frequent in older white men over 85 years of age).

I. Chronic depression in older adults occurs in 7% to 30% of all cases of depression, with a third of those who recover relapsing in the first year.

J. As younger persons with their higher prevalence of depression age, the incidence of depression in older adults is expected to increase over the next 20 to 30 years.

Competency 2.  Use an assessment instrument for depression in older adults (For a review, see Module 5.  Cognitive / Mental Status Exam of Older Adults)

A. Assessing depression in the older adult client is difficult because depression may have atypical presentations.

B. Several depression scales are were described by Holroyd and Clayton (2000) offering information about the uses and validity of the tools listed here: 

B.1. Hamilton Rating Scale for Depression is a 21-item rating scale used to measure treatment outcome rather than a screening or diagnostic tool for depression.  Although it was not designed to diagnose depression it is used as a screening scale in the context of clinical trials to identify participants with depressive disorders.

B.2. Zung Self-Rating Depression Scale, a 20-item rating scale, but has been noted to have little validation in depressed older adult populations, especially if depression takes the form of multiple somatic complaints.

B.3. Montgomery-Asberg Depression Rating Scale is sensitive to measuring change in symptoms with treatment over time, but has not been validated sufficiently in the geriatric population.

C. Review with the participants, three instruments used to screen and assess depression and dementia in older adults.  

C.1. Remind them of the Mini-Mental Status Examination, which is used to quantify cognitive ability and measure changes in cognition over time.  Patients who score below 23 on MMSE (mild cognitive impairment) should be referred for follow-up.  

C.2. The Yesavage Geriatric Depression Scale (GDS) is used to screen for depression in older adults.  A score of greater than 5 is suggestive of depression and should warrant a follow-up interview.  This takes approximately 5 minutes to administer and has been validated and extensively used with medically ill older adults, and includes few somatic items that may be confounded with physical illness.  This tool has been found to be the best tool and is available in several languages. 


C.3. The Cornell Scale for Depression in Dementia is used to assess for depression in clients with advanced dementia and used to follow up with those who scored less than 15 (severe cognitive impairment) on the MMSE.

Competency 3.  Discuss symptoms and treatment strategies for depression in older adults.
A. Clinical manifestations of depression in older adults

A.1. Depressed mood:

· May deny sad mood and complain of pain or somatic distress

· Crying spells (or complaining of inability to cry or experience emotion)

· Persistent >14 days

A.2. Associated psychological symptoms:

· Reduction in gratification, loss of pleasure in normally pleasurable activities (anhedonia), loss of attachments , social withdrawal

· Negative expectations: feelings of guilt, hopelessness, and helplessness; lack of self-confidence, low self-esteem, self-reproach

· Poor concentration or memory problems

· Morbid thinking to include recurrent thoughts of death and suicidal thoughts

A.3. Somatic manifestations

· Persistent appetite changes and weight loss or gain

· Significant altered sleep (too much or not enough) or early morning awakening

· Psychomotor retardation or agitation – common symptom in an older person

A.2. Psychotic symptoms

· Delusions of worthlessness and sinfulness

· Delusions of ill health

· Delusions of poverty (Evaluate delusions as 30% of elderly women already are at the poverty level.)

B. Treatment strategies for depression in older adults: see algorithm for depression


[image: image1]

Treatment strategies for depression in older adults include:

B.1. Pharmacologic:  Patients should receive antidepressant medication for (1) moderate or severe symptoms of depression; (b) significant impairment in social or occupational functioning due to depression; and (c) suicidal ideation, including (d) those with a family history of depression, (e) recurrent depressive episodes, and (f) those with a past history of positive response to medications.  There are three major classifications of antidepressants.  

· Selective serotonin reuptake inhibitors (SSRI).  These drugs increase the brain’s level of serotonin, consequently improving the patient’s mood.  These are first line drug therapy and the most commonly prescribed antidepressants, especially for older adults.  Examples are: antipsychotics, beta-blockers, calcium channel blockers, codeine, and warfarin.  Fluoxetine )(Prozac)and paroxetine (Paxil) have been known to create toxicity when used with other common drugs metabolized by the liver.  Sertraline (Zoloft) and escitalopram HBr (Lexapro) are examples of SSRI..

· Tricyclic antidepressants.  Drugs in this class are thought to work by affecting the levels of the brain's natural chemical messengers (called neurotransmitters), and adjusting the brain's response to them. These drugs may exacerbate existing problems common in older adults, such as constipation, cognitive impairment, dry mouth arrhythmias, and orthostatic hypotension. Examples are: Amitriptyline (Elavil),  Desipramine HCl (Norpramine)

· Monoamine oxidase inhibitors (MAOIs) are used less frequently because better drugs have become available.

· No antidepressant medication is more effective than another.  No single medication results in remission for all patients.  Patient factors and drug side effect profiles may favor one antidepressant over another for a specific patient. Consideration must be given to the (1) patient’s other medical conditions; (2) the rate of response (which could be as high as 60 – 70%; (3) targeted symptoms; (4) degree of close monitoring for medication compliance, and (5) patient and family education about the course and nature of depressive illness, treatment and potential side effects, and the importance of treatment compliance.  The principle regarding dosing the older adult is: “Start Low, Go Slow”.  Carefully monitor for side effects, such as falls and loss of appetite.

B.2. Electroconvulsive Therapy.  This is the treatment of choice for older persons with severe depression.  Improvement rate in older persons who do not respond to antidepressant drugs is 80% (same as younger persons).  Primary ECT is justifiable as a first line of therapy for the following indications: (1) need for rapid, definitive treatment response on either medical or psychiatric grounds; (b) risks of other treatments outweigh the risks of ECT; (c) a history of poor drug response, (d) patient preference.

B.3. Psychotherapy (Individual and Group).  Psychotherapy is generally appropriate for all forms of depression.  Generally, this approach aims to help depressed individuals to thoughtfully examine their behavior, beliefs, emotions, stressors, and personal relationships in order to lead to lasting change in factors that may have contributed to the development of depression.  Because there are no demonstrated differences in outcome between patients treated with psychotherapy or pharmacotherapy, patient choice should be strongly considered in planning treatment.  The availability of a competent psychotherapist is a prerequisite for the psychotherapy option.  It has been shown that the competency affects treatment effectiveness.  This is especially effective in preventing relapses of episodic depression (30% relapse rate of depression in older persons).  One must consider that the older adult may have a negative attitude about psychotherapy.

· Problem-Solving Therapy is used to help depressed older adults to develop effective means of coping with stressful life events.

· Reminiscence therapy (RT) is based on the premise that life review constitutes a normal developmental process brought about by increasing awareness of one’s mortality.

C. Points to Consider in Treatment Strategies:

C.1. Consider comorbidities
  Patients who have depression and anxiety comorbidities have higher severity of illness, higher chronicity, and greater impairment in work functioning, psychosocial functioning, and quality of life than those not suffering from comorbidities.  Some medications may not work in patients with several comorbid conditions, requiring a different dosing, different response time, and effectiveness of the medications.  

C.2. Monitor treatment every 1 to 2 weeks to assess adherence and side effects to SSRI and other medications.  Adherence to medications may be influenced by the dosing.  The patient is more likely to comply with medications when using sustained release medication.

C.3. Assess response in 4 to 6 weeks to ensure that the patient remains on treatment with desired outcome.

C.4. Remission is defined as a return to full pre-morbid functioning accompanied by a substantial reduction of depressive symptoms.  Use depression scales to monitor symptom remission.

C.5. Assess “SIG-E-CAPS” symptoms.
  Data suggest that measuring symptom response based on clinician's global impression may be adequate.

S Sleep disturbance (insomnia or hypersomnia)

I Interests (anhedonia or loss of interest in usually pleasurable activities)

G Guilt and/or low self-esteem

E Energy (loss of energy, low energy, or fatigue)

C Concentration (poor concentration, forgetful)

A Appetite changes (loss of appetite or increased appetite)

P Psychomotor changes (agitation or slowing/retardation)

S Suicide (morbid or suicidal ideation)

E. For all levels of depression, develop an individualized plan integrating the following nursing interventions:

E.1. Institute safety precautions for suicide risk per institutional policy.

E.2. Remove or control etiologic agents that may include correcting or treatment metabolic and systemic disturbances, and altering depressogenic medications.

E.3. Monitor and promote nutrition, elimination, sleep/rest patterns, and physical comfort, especially pain control.

E.4. Enhance physical function.

E.5. Enhance social support.

E.6. Maximize autonomy / personal control / self-efficacy.  For example, include patient in active participation in making daily schedules and setting short-term goals.

E.7. Structure and encourage daily participation in relaxation therapies, and pleasant activities

E.8. Monitor and document responses to medication and other therapies, readminister depression screening tool.

E.9. Provide practical assistance, such as with problem-solving.

E.10. Provide emotional support; empathic, supportive listening, encourage expression of feelings and hope instillation, support adaptive coping, and encourage pleasant reminiscences.

E.11. Provide information about the physical illness and treatment.

E.12. Educate patient about the importance of adherence to prescribed treatment regimen

E.13. Ensure mental health community linkup; consider psychiatric, nursing home care intervention.

Learning Activity.

Case Study on Depression

Ms. G is a 75-year old female living alone in her apartment in New York City.  Her husband died suddenly two years ago of a heart attack.  Their two children are alive and living out-of-state.  Both of her sons maintain weekly phone contact with Ms. G and visit usually once a year.  Ms. G has been doing well until about 6 weeks ago when she fell in her apartment and sustained bruises but did not require a hospital visit.  Since then, she has been preoccupied with her failing eyesight and decreased ambulation.  She does not go shopping as often, stating she doesn’t enjoy going out anymore and feels “very sad and teary.”  Ms. G states that her shopping needs are less, since she is not as hungry as she used to be and “besides I’m getting too old to cook for one person only.”

· Question.
What risk factors might account for Ms. G’s symptoms of depression?

· Answer:  
living alone, minimal social support, advancing age, pain, loss of independence, and loss of spouse

· Question:
What are Ms. G’s depressive symptoms?

· Answer:
sustained sad mood (>14 days), lack of enjoyment in previously pleasurable activities (going out), social isolation, decreased nutritional intake, expressions of self-negation (“I’m getting too old”).

· Question:
What might be some treatment strategies for Ms. G?

· Answer:
Pharmacologic, family involvement (might increase visits and/or phone contacts), friendly visitor contacts (community or religious groups), home-delivered meals, psychotherapy (at the clinic with transport or home).

Competency 4.  Describe the prevalence of delirium and dementia in older adults.
A. Four to five million persons (about 2% of all ages and 15% of those over age 65) are estimated to have cognitive disorders, such as delirium or dementia.  10% of persons over 65 and up to 50% over 85 are thought to have dementia.  

B. Dementia is a syndrome of progressive decline that relentlessly erodes intellectual abilities, causing cognitive and functional deterioration leading to impairment of social and occupational functioning.

C. Delirium or the development of acute confusional states occurs in 10% to 40% of patients over 65 years old upon admission.  25% to 60% develop delirium after hospitalization.  Most at risk are older persons who have fallen and sustained a hip fracture.

D. Alzheimer’s diseases accounts for 50% to 60% of all dementia in the United States, affecting an estimated 4 million adults over age 65.  Other causes of dementia are vascular dementia and Parkinson’s disease.

E. Deteriorating intellectual capacity may be caused by a variety of diseases and disorders.  The National Institute on Aging states that some 100 conditions which mimic serious disorders are actually reversible.  These are called “pseudodementias” and are often treatable.  Examples are:

E.1. Reactions to medications

E.2. Emotional distress

E.3. Metabolic disturbances

E.4. Vision and hearing problems

E.5. Nutritional deficiencies

E.6. Endocrine abnormalities

E.7. Infections

E.8. Subdural hematoma

E.9. Normal Pressure Hydrocephalus

E.10. Brain tumors

E.11. Atherosclerosis (hardening of the arteries)

F. Certain conditions which cause irreversible cognitive impairment are: traumatic brain injury, and cerebral degenerative diseases, the most common of which is Alzheimer’s disease.
Competency 5.  Discuss the symptoms of delirium and dementia in older adults.
A. Delirium is defined as mental disturbances characterized by acute onset, disturbed consciousness, impaired cognition, and an identifiable underlying medical cause (medications, anesthesia, sleep disturbance, electrolyte imbalance, etc.).  Delirium is a reversible confusional state.

B. Dementia is a syndrome of acquired impairment of mental function, not the result of an impaired level of arousal, with compromise in at least three of the following areas of mental activity:  (1) language, (2) memory, (3) visuospatial skills, (4) personality or emotional state, and (5) executive function (abstraction, judgment).  Dementia is usually an irreversible confusional state.  

C. Age-associated cognitive decline and Alzheimer’s disease have the following clinical characteristics based on the phase:

	Normal Phase (No Cognitive Decline)
	· No subjective complaints of memory deficit

· No memory deficit evident on clinical interview

	Early Confusional Phase (Mild Cognitive Decline)
	· Increased forgetfulness

· Decreased performance in employment and social settings

· Objective evidence of memory deficit obtained with an intensive interview

· Mild to moderate anxiety accompanying symptoms

	Early Dementia Phase (Moderately Severe Cognitive Decline)
	· Can no longer survive without assistance

· Cannot recall major relevant aspects of their current lives

· Some difficulty choosing proper clothing to wear

· Able to retain knowledge of major facts (name, family’s names, etc.)

· May require some assistance with ADL

	Late Dementia Phase (Severe Cognitive Decline)
	· No verbal abilities

· Incontinent of urine

· Loss of basic psychomotor skills

· Requires assistance toileting and feeding


D. Depression, Dementia, and Delirium are differentiated based on specific parameters:

	Parameter
	Depression
	Dementia
	Delirium

	Onset
	Coincides with major life changes, relatively rapid progressing from weeks to months
	Insidious and gradual; months to years
	Short / rapid, abrupt; hours / days

	Initial Presentation
	Flat affect, hypochondriasis, focuses on symptoms, apathy, little effort to perform tasks
	Vague symptoms, loss of intellect, great effort to perform tasks, agitated, aggressive or apathetic, wandering, family more concerned than patient.
	Disorientation, clouded consciousness, fluctuating moods, disordered thoughts, fails to understand tasks.

	Course
	Self-limiting, recurrent or chronic without treatment.  Often has a period of improvement.  
	Slow and continuous decline. Symptoms progressive yet relatively stable over time
	Hours, weeks, or longer, depending on the causes of delirium, and the speed with which the causes can be resolved.

	Sleep / Wake Cycle
	Diurnal effect typically worse in the morning, situational fluctuations, but less than delirium.  Sleep impaired
	No diurnal effect,.  Worse in evening; “sundowning”, reversed sleep
	Short diurnal fluctuations in symptoms, worse at night in darkness, and on awakening; shows day drowsiness, nighttime hallucinations, insomnia, nightmares.

	Duration
	At least 6 weeks, can be several months to years
	Month to years
	Hours to less than 1 month, seldom longer

	Awareness
	Clear
	Clear
	Reduced

	Affect
	Pervasive sadness, which precedes dementia, withdrawn, constricted, apathy, hopeless, distressed
	Easily distracted; shallow, labile, inappropriate anxiety, depression, or possible absence of depression.  Suspiciousness.  Labile progressing to apathy.
	Labile variable, fear / panic, euphoria, disturbed

	Alertness
	Normal 
	Generally normal
	Fluctuates, lethargic or hypervigilant

	Recent Memory
	Cognitive impairment inconsistent. Normal of recent / past both altered. Slowed recall.  Often short-term memory deficits.
	Short term memory deficit in early course of disease progresses to long-term deficits; confabulation, perseveration.
	Impaired, remote intact

	Orientation
	Intact
	Disoriented
	Disoriented but not to person; periods of lucidity

	Level of Consciousness
	Intact
	Intact
	Disturbed

	Psychotic symptoms
	Delusions in severe depressive disorders
	Misperceived people and events as threatening; late delusions, hallucinations
	Delusions

	Judgment
	Poor judgment, many “I don’t know” answers
	Impaired, bad / inappropriate decisions, denies problem
	Impaired; difficulty separating facts and hallucinations


Competency 6.  Discuss the assessment and treatment strategies for delirium and dementia.
A. Delirium

A.1. Assessment of delirium:

A.1.1. Comprehensive history and physical examination (there may be more than one problem)

A.1.2. Review all current medications

A.1.3. Evaluate tests in the routine evaluation (blood chemistries: electrolytes glucose, calcium, albumin, SGOT, SGPT, bilirubin, alkaline phosphatase, magnesium, phosphorus, complete blood cell count, EKG, CXR, ABGs, or O2 Saturation, urinalysis, BUN/Creatinine, Serum B12 levels, and liver function tests, thyroid function tests, depression screening).

A.1.4. Other tests that should not be included in the routine evaluation, but could be used on the basis of results of lab studies and response to initial therapy.  These are chest radiography, cultures, drug levels, and folate levels, pulse oximetry, electrocardiogram, brain imaging, lumbar puncture, and electroencephgalogram (EEG).

A.2. Treatment of delirium: The treatment of patients with delirium requires the consideration of many factors.  The choice of treatment should be guided by a careful assessment of the patient’s clinical condition, etiology, and comorbid conditions.  Failure to treat delays recovery and can worsen the older person’s health and function.

A.2.1. Psychiatric management.  It is important to coordinate the care of the patient with other clinicians, identifying the underlying causes of the delirium; initiating immediate interventions for urgent medical conditions, providing treatments that address underlying etiology, assessing and ensuring the safety of the patient and other; assessing the patient’s psychiatric status and monitoring it on an ongoing basis; providing a supportive therapeutic stance with the patient, family and other clinicians, educating the patient, family and other clinicians regarding the illness, and providing post delirium management to support the patient and family.

A.2.2. Environmental and supportive interventions.  Reduce or eliminate environmental factors that exacerbate delirium: provide optimal level of environmental stimulation; reduce sensory impairment; make environment more familiar and provide environmental cues that facilitate orientation.  Cognitive-emotional supportive measures include reorientation, reassurance, and information concerning delirium that may reduce fear or demoralization.  

A.2.3. Somatic interventions.  The choice of somatic interventions will depend on the patient’s clinical condition and the underlying etiology and associated comorbidities.  Antipsychotic medications, benzodiazepines, and cholinergic drugs are used.

B. Dementia

B.1. Assessment of Dementia.  Studies have indicated that there are several tests that can be used to detect dementia

B.1.1. Folstein Mini-Mental Status Examination (MMSE) (see Module 5.  Cognitive / Mental Status Assessment of Older Adults)

B.1.2. Kokmen Short Test of Mental Status.  When the MMSE score is < 24, or when a patient’s family member suspects a memory impairment, this tool has an 86% sensitivity for detecting dementia.

B.1.3. 7-minute screen comprising enhanced cued recall, category fluency, the Benton Temporal Orientation test, and Clock Drawing Test.

B.2. Treatment of Dementia

B.2.1. Pharmacological Treatment of Alzheimer’s disease.  Treat cognitive symptoms.

B.2.1..1. Cholinesterase inhibitors may improve the quality of life and cognitive functions including memory, thought and reasoning.  They are proven effective for those who are mildly to moderately affected by the disease and under evaluation.

B.2.1..2. Vitamin E – to slow progression of disease

B.2.1..3. Gingko Biloba – some patients with unspecified dementia may benefit from this but efficacy data are lacking.

B.2.1..4. Stroke Prevention for vascular dementia: Aspirin, Ticlopidine, Plavix

B.2.2. Treatment of Behavioral Disturbances

B.2.2..1. Antipsychotics are used to treat agitation or psychosis where environmental manipulation fails: Haloperidol (Haldol); Thiordazine (Mellaril); Perphenazine (Trilafon); Risperidone (Risperdal); Olanzapine

B.2.2..2. Benzodiazepines: Ativan

B.2.2..3. Selected tricyclics, MAO-B inhibitors, SSRI Antidepressants: Nefazodone, Nortriptyline, Paroxetine, Sertaline, Trazadone.

B.2.3. Educational Interventions: short term programs to educate family caregivers, and improve caregiver satisfaction; intensive long-term education and support services to caregivers; staff education to reduce use of unnecessary antipsychotics.

B.2.4. Interventions to Improve Functional Performance:  behavior modification, scheduling toileting, prompted voiding; grade assistance, practice and positive reinforcement; low lighting levels, music, and simulated nature sounds

B.2.5. Nonpharmacologic Interventions for Problem Behaviors

· Activity therapies, including intergenerational and pet

· Bright light, white noise

· Cognitive Remediation Reality orientation in early stages

· Commands issued at the patient’s comprehension level

· Comprehensive psychosocial care programs

· Environmental design / modifications for safety

· Massage

· Milieu therapy

· Occupational and physical therapy

· Prostheses for sensory impairments

· Simulated presence therapy, such as use of videotaped or audiotaped family

· Structured, routine daily activities

· Validation therapy in later stages

B.2.6. Care Environment Alterations:  The following environments may be considered for patient with dementia: special care units; homelike physical setting with small groups, short-term planned hospitalization of 1 – 3 weeks, provide exterior space, remodeling corridors to simulate natural or home settings, and changes in the bathing environment

B.2.7. Interventions for Caregivers.  The day-to-day responsibility of caring for a person with dementia creates an emotional, physical, social, and financial toll on the caregiver.  Because caregivers are stressed, they may find it hard to maintain appropriate care.  It is vital to assess for caregiver depression.

B.2.7..1. Comprehensive psychoeducational caregiver training

B.2.7..2. Support groups

B.2.7..3. Additional patient and caregiver benefits may be obtained by use of computer networks to provide education to caregivers, telephone support programs, and adult day care for patients and other respite services.

C. Alzheimer Care.  Although there are no treatments to reverse the progression of Alzheimer’s disease, strategies to support and sustain individuals with the disease exist.  The primary objective of care is to help the person use as many retained abilities as possible.  Successful management of Alzheimer’s disease must address the cognitive, functional, and behavioral symptoms of this disease.  Careful attention to factors that create excess disability (more disability than can be attributed to the disease itself) is critically important.  Persons with Alzheimer’s diseases gradually lose their ability to understand our shared reality.  As a result, they misinterpret previously understood events and objects in their physical and social environment.  Simple adjustments in routine help the person understand, and function at as high a level as possible.  As the disease progresses, increasing behavioral disturbances may lead to placement in a nursing home.  The following suggestions from the Alzheimer’s Association may help:

C.1. Use personal history, life experiences, and habits as a basis for self-care and leisure activities.  For example, if the individual enjoyed gardening before developing Alzheimer’s disease, caregivers can help them participate in gardening activities as they are currently able.

C.2. Maintain a familiar and comfortable routine that alternates activity with rest to avoid fatigue and dysfunction.

C.3. Slow down, speak clearly, make eye contact, and stay in the person’s field of vision.

C.4. Promote independence by cuing the person to do as much for him or herself as possible.

C.5. Limit choices to ones the individual can make by using close-ended questions.  For example, if the individual is confused by dressing independently, the caregiver might choose two outfits and ask the individual to pick between them.

C.6. Modify the physical environment to reduce misinterpretation of real-life objects or events.

C.7. Redirect or distract the person who is delusional instead of correcting or confronting him or her.

C.8. Monitor the individual for symptoms of personal distress such as pain, hunger, or over/under stimulation.  Pain assessment should be included in the ongoing plan or approach to caregiving.

C.9. Use behavioral symptoms as a source of communication to guide both assessment and intervention.  For example, individuals may behave as if they are being violated during a bath because they feel violated.  Framing bath time as a spa visit could change the behavior.

C.10. Promote independence, autonomy, and self-directed meaningful activities within a safe, secure setting.

Learning Activity.

Case Study on Delirium

Mr. T is a 70-year-old male admitted to the orthopedic unit in a large urban hospital.  Mr. T fractured his right ankle in a golf outing and had an open reduction with internal fixation this morning.  As you take report at 3 p.m., the day shift charge nurse tells you that Mr. T is insisting on going home and keeps getting out of bed.  Multiple attempts to explain that he is unable to walk safely in the cast have not convinced him and he is now yelling, disturbing other patients on the floor.

1. Given the above information, you suspect that Mr. T’s condition is caused by:
a. Post-operative infection

b. Dementia
c. Delirium (correct answer)
d. Depression
2. Delirium requires acute assessment.
a. True (correct answer)
b. False
3. Delirium is caused by:
a. Infection
b. Hypoxia
c. Medications
d. All of the above (correct answer)
4. Some strategies to assist in carrying for Mr. T would include: (mark all that apply)
a. Reality orientation offered in a calm, nonjudgmental manner (correct answer)
b. Calling family to visit the patient (correct answer)
c. Telling the patient to relax and his ankle will heal

d. None of the above

Case Study on Dementia

Ms. D is a 98-year-old female in a skilled nursing facility with a diagnosis of Alzheimer’s disease.  Ms. D comes to the nursing station and appears very upset.  She tells you that she is looking for her mother and asks you to help her.  You start walking with Ms. D.  

Which of the following strategies would be helpful in assisting Ms. D?

1. Telling her that her mother died a long time ago

a. True
b. False (correct answer)
2. Reassuring her that everything is okay and that you will help her

a. True (correct answer)

b. False

3. Attempting to distract / redirect her into a pleasurable activity (eating, singing)

a. True (correct answer)

b. False

4. Using reality orientation hoping to reverse her cognitive losses.

a. True

b. False (correct answer)

5. Asking her to help you with a small task and later you will look for her mother together

a. True (correct answer)

b. False

6. Cognitive losses related to Alzheimer’s diseases are irreversible

a. True (correct answer)

b. False

7. Although pharmacologic agents may be helpful (in the presence of disturbing delusions / hallucinations), behavioral approaches to treatment are the first-line in treating dementia.

a. True (correct answer)

b. False

8. Promoting dependence (with feeding, dressing, toileting) is advantageous for persons with dementia.

a. True

b. False (correct answer)

9. Compensating for sensory impairments (glasses, hearing aides) may help minimize disturbing illusions/ delusions.

a. True (correct answer)

b. False

Competency 6.  Contrast criteria for differentiating depression, delirium, and dementia in older adults.`
Often depression, delirium, and dementia can co-exist so the following protocol should be followed:

A. Delirium assessment and treatment 1st
B. Depression assessment and treatment 2nd
C. Dementia assessment and treatment 3rd
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