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Myths Associated with Aging

(Hooyman & Kivak, 2008)

Pathology is a normative aspect of aging.
= Depression.
= Cognitive impairment.
= Confusion is normal and just a part of getting older.

Any sign of cognitive impairment must be dementia.
Older adults rarely use street drugs.

Ongoing grief and pain is an expected part of old
age.

Older adults do not have sex. Ever.



Differential Assessment in Older

Adults

(Zarit & Zarit, 2007)

J Complicated by Presence or Sensitivity to:

= Overlapping and interacting symptoms of mental health
and physical problems.

= Stroke/Trans Ischemic Attacks (TIA's)
= Nutritional or Metabolic changes

= Infections

= Medications

= Frequent Pain

= Stigma/lack of awareness associated with mental
iliness.

= Experience of multiple losses



General Components of Assessments
with Older Adults

Adapted from: Karel, Ogland-Hand & Gatz (2002, pp. 40-41)

Mental Status Exam

Presenting Problem: Onset, course, symptoms and functional
impact of the current problem.

Medical and Psychiatric Treatment History
Family Psychiatric Treatment History

Current Medications

Substance abuse history

Developmental history: Birth, origin, schooling

Occupational History: work, military service, retirement, financial
status.

Social History: marriage/partnering, children, social supports.



General Components of

Assessments with Older Adults

Risk Assessment

Pain Assessment

Spiritual Assessment (Nelson-Becker, et. al., 2007).

= Do you have a faith life? What spiritual practices
do you engage in currently?

» Have you ever experienced a severe loss or :
trauma in your life? How did you/do you cope with

that experience?

Utilize cognitive, mental health and alcohol and
substance use screening instruments following
rapport building.



Important Screening Instruments

Geriatric Depression Scale-Short (GDS) (sheikn, et al., 1986):
15 item screen for depression. Score >5 indicates further
assessment. Score > 10 almost always indicate depression.

Confusion Assessment Method (CAM)-Short anouye, et al.,

1990): Screen for Delirium.

Mini Mental State Exam (MMSE) (folistein, et al. 1975):
11-question measure that tests five areas of cognitive
function: orientation, registration, attention and calculation,
recall, and language. The maximum score is 30; 23 or lower
indicative of impairment. 5 minutes to administer - should be
used routinely/repeatedly.

Michigan Alcohol Screening Test Short Form Geratric
Version (SMAST-G) (siow, 1991): 10-item screening test.
Further assessment warranted in case of ‘Yes’ to two or more
questions.




Common Physical Conditions with
Co-Morbid Psychiatric Symptoms

(Blazer, 2002, Carnethon et al. 2007; Cummings & Mega, 2003, Desai, 2004,
Hooyman & Kivak, 2008, Weintraub & Stern, 2005; Zarit & Zarit, 2007)

Chronic Obstructive Pulmonary Disease (Anxiety, Delirium,
Depression).

Diabetes Type I & II (Depression, Delirium)

Parkinson Disease (Depression, Cognitive Impairment,
Delirium, Psychosis)

Multiple Sclerosis (Depression, Delirium, Psychosis)

Huntington’s Disease (Depression, Delirium, Psychosis)

Stroke (Depression, Delirium, Psychosis, Cognitive
Impairment/Dementia)

Urinary Tract Infections (Delirium)



Common Physical Conditions with

Co-Morbid Psychiatric Symptoms

(Blazer, 2002, Carnethon et al. 2007; Cummings & Mega, 2003, Desai, 2004,
Hooyman & Kivak, 2008, Weintraub & Stern, 2005, Zarit & Zarit, 2007

Cancer (Depression, Delirium)

Thyroid conditions (Depression, Psychosis)
Nutritional Deficiencies (Delirium, Depression)
Vitamin B 12 Deficiency (Delirium, Depression)

Hearing or Vision loss (Depression, Mask as Cognitive
Impairment)

Loss of mobility due to fractures, chronic pain or arthritis
(Depression, Delirium)

Dementia (Depression, Delirium, Psychosis)



Antihistamines:
Diphenhydramine (Benadryl)
sold OTC

Antihypertensives

Benzodiazepines

Tri-cyclic Antidepressants

Selective Serotonin Reuptake
Inhibitors

Antipsychotics

Allergies

Hypertension

Anxiety

Depression, anxiety, itching,
urinary incontinence,
neuropathic pain

Depression

Psychosis

Common medications that can produce

psychiatric symptoms in older adults
(Adapted from Desai, 2004)

Delirium, Visual
Hallucinations

Depression, Hallucinations

Delirium, Dementia,
Hallucinations

Delirium, Hallucinations

Agitation, Sleep
Disturbances, Anxiety

Delirium, Hallucinations,
Anxiety



Common medications that can produce

psychiatric symptoms in older adults
(Adapted from Desai, 2004)

Analgesics Pain Delirium

Antispasmotics Urinary incontinence Cognitive impairment
Anticonvulsants Tremors Delirium, Dementia
Irritable bowel syndrome IBS-related pain, diarrhea Delirium, Hallucinations
Corticosteroids Inflammation Hallucinations, depression,

mania , delirium, Anxiety

Anti-Parkinson’s Medications Parkinson’s Disease Psychosis, delirium,
depression

Interferon-A Antiviral Medication Depression, Delirium

Digoxin/Digitalis Heart Medication Delirium, Depression, Visual
Hallucinations

Antitussives such as Decongestant (sold OTC) Delirium, Visual

Dextromethorphan sold OTC Hallucinations



Assessing the '3 D’s’ in Older Adults

(Zarit & Zarit, 2007)

Jd Depression, Dementia and Delirium are three

syndromes with many overlapping symptoms
including:

= Confusion
Apathy/Anhedonia
Emotional Lability
Irritability

Lack of concentration

Memory Problems

Appetite Changes/Eating Problems



Depression and Older Adults

Depression is the most common mood disorder
among older adults (borfman, et. Al., 1995).

20% of depressed patient endure a chronic
course with no remission (Thornicroft & Sartorius, 1993).

Co-morbidity is high among older adults with
depression and another medical or neurological
disorder (Alexopoulos, 2005; Hooyman & Kivak, 2008).

Older adults may be more willing to consult with
their primary care physician than with a mental
health professional (Dorfman, et. Al., 1995).

Hospital stays are twice as long for older adults

who have co-morbid depression (Dorfman, et. al.,
1995).



Societal Impacts of Depression

| Depression is the 4" leading contrlbutor to global
burden of disease. Expected to be 2" only to Ischemic
Heart Disease worldwide and 1st in developed nations
by 2020 (Chisholm et al., 2003).

Jd Depression amplifies the negative impact of other
medical conditions.

J Co-morbid with alcohol and substance abuse, violence
and suicide.



Societal Impacts of Depression
(cont.)

15-20% of depressed patients end their lives by
suicide (Goodwin & Jamison 1990).

80% receive some benefit from treatment, but less
than half receive treatment (Reiger et al., 1993).

Prevalence of MDD in older adults range from 1-5%
in community dwelling population, but prevalence
rises to 13.5 percent In older adults who require
home healthcare and to 11.5 percent in older
hospital patients (Hybels & Blazer, 2003)



DSM -IV-TR Criteria for Major

Depressive Disorder e, 2000)

2 Five (or more) of the following symptoms have been present
during the same two week period and represent a change
from previous functioning; at least one of the symptoms is
either (1)depressed mood or (2) loss of interest or pleasure.

= Depressed Mood (most of the day/everyday)
= Loss of interest or pleasure (anhedonia)

= Significant weight change (more than 5% in a month) or
significant appetite disturbance nearly every day

= Sleep problems nearly every day (insomnia/hypersomnia)
= Psychomotor agitation/retardation nearly every day

= Chronic fatigue/loss of energy nearly everyday

= Excessive feelings of worthlessness/guilt nearly everyday
= Diminished ability to think or concentrate nearly everyday
= Recurrent thoughts of death/dying/suicidal ideation



Depression in Older Adults:

Why is it missed?

(Hooyman & Kivak, 2008, NIMH, 2003; Zarit & Zarit, 2007)

Erroneously perceived as a normal part of aging
process by clinicians.

Co-morbid with other medical conditions.
Can be result of multiple medications (Fick et al., 2003)

Lack of clinician training

= Majority of depression seen in primary care medical
settings.

Symptoms different in older adults than younger
adults. Symptoms common in older adults are often
common part of aging (sleep problems or loss of
appetite).



Depression in Older Adults

Depression may manifest itself differently in older adults
(Hooyman & Kivak, 2008).

An estimated 5 million have minor depression (Alexopoulos,
2000).

Minor (Subsyndromal) depression is common among older
adults and is associated with an increased risk of
developing major depression (Horwath, et. al., 1992).

Predominance of reported somatic rather than emotional
complaints (Dorfman, et al., 1995).

= Pain (head, stomach, back), fatigue, sleep problems, appetite.
Reported cognitive/memory problems.

Higher rates of psychotic symptoms.
= Delusions or Hallucinations



Depression Co-morbidity

(Blazer, 2002, Cummings & Mega, 2003)

Diabetes: People with high depression scores are
50% more likely to develop diabetes (Carnethon
et al. 2007)

Alcohol/Drug Abuse
Infections
Cancer

Nutritional Deficiencies( Vitamin B-12 Deficiency)

Vision/Hearing Loss



Depression Co-morbidity (cont.)

(Blazer, 2002, Cummings & Mega, 2003)

Chronic Pain & Inflammatory diseases such as
lupus

Cerebrovascular Disease: Stroke; TIA's &
Cardiovascular Disease

Endocrine Diseases: Hypothyroidism (Heinrich &
Graham, 2003)

Neurological Diseases: Multiple Sclerosis;
Parkinson's Disease (Weintraub & Stern, 2005)

Dementia (Alzheimer's Disease, Vascular etc.)



Depression and Pharmacology

(Alexopoulos et al., 2001, Karel et al., 2002, Zarit & Zarit, 2007)

J Common medications used by Older Adults that
may cause depression:

= Blood Pressure Medications
Anti-ulcer Medications

Medications for Parkinson’s Disease

Thyroid medications

Muscle Relaxants

Steroids

Interferon-a

Selective Serotonin Re-Uptake Inhibitors (SSRI’'s)



Risk Factors for Depression in

Older Adults

(Hooyman & Kivak, 2008)

Female

Unmarried

Co-morbidity

Chronic financial strain

Family history of depressive illness

Lack of social support



Psychosocial Risk Factors

J Low socioeconomic status, poor physical
health, disability, social isolation, and
relocation can lead to depressive
symptoms in older adults (aiexopouios, 2005).

J Losses frequently experienced by the
elderly, such as physical and functional
abilities, reduction in cognitive function,
loss of autonomy, status and
independence, etc., increase their
vulnerability to depression (ron, 2002)



Gender Differences in Geriatric

Depression

J Older women tend to have higher rates of
depression and suicidal ideation then older
men, although older men more frequently
commit suicide (Ron, 2002)

J Several theories exist around higher rates of
geriatric depression of women:

= Domestic/care giving duties decrease as they
age.

= Live longer

= Are more expressive then men, thus more
likely to report depressive or suicidal feelings



Suicide and Older Adults

Suicide assessment must be a routine part of intake
process.

People age 65 and older accounted for 16% of suicide
deaths in 2004 (cpc, 2005).

14.3/100,000 people age 65 and older died by suicide
in 2004, higher than the rate of about 11 per 100,000
in the general population (cpc, 2005).

Non-Hispanic white men age 85 and older were most
likely to die by suicide. They had a rate of 49.8 suicide
deaths per 100,000 persons in that age group (cbpc,
2005).

Up to 75 percent of older adults who dies by suicide

visited a physician within a month before death
(Conwell, 2001; NIMH, 2009)



Depression and Dementia

J Symptoms of depression often precede
cognitive decline in older adults (Gatz, et al., 2005)

J Monitoring for cognitive decline crucial in
depressed clients @id,)

1 Greater risk for nursing home placement and
death (criber-Baldini, et al., 2005)



Depression and Complicated Grief

4 Complicated Grief is a set of symptoms due to an
unresolved loss(Prigerson, 1995)

J Symptoms not due to depression or
bereavement(Shear et al., 2005)

J Prigerson, et al., (1995) Inventory of complicated grief: A scale

to measure maladaptive symptoms of loss. Psychiatry Research,
59, 65-79.



Symptomology of Complicated

Grief

(Prigerson, 1995; Shear et al., 2005)

Sense of disbelief regarding the death
Anger and bitterness over the death

Recurrent pangs of painful emotions, with intense
yearning and longing for the deceased

Preoccupations with thoughts of the loved one. Intrusive
thoughts of the death.

Marked avoidance of activities and situations that
remind one of the loss.

Lasting for 6 months or more after death with enduring
social, psychological and medical impairment.



Symptomology of Complicated

Gl‘ief (Shear et al., 2005)

P Prevalence rates are 10-20% of bereaved
persons

J Associated with a range of negative health
consequences.

4 Does not respond to traditional treatments for
depression although often co-occurs with
depression.

4 Complicated Grief possesses elements of
major depressive disorder, generalized
anxiety disorder and post traumatic stress
disorder



Complicated Grief and

Dementia

A largely unstudied issue (ward et al., 2007)

Complicated grief shows a decline in cognitive
functioning (xavier, 2002).

Memory loss can be perceived as permanent and

may result in premature placement in long term
care facilities (Litchenberg, 1999).

Dementia symptoms usually decrease once
complicated grief issues are resolved.



Acute and/or Chronic Pain

Arthritis, fractures, diabetes, rheumatic diseases,
lower back pain).

28% of community dwelling older people have
chronic pain with 17% showing limitation of activity
due to paln (Reyes-Gibby, ey al., 2007).

In addition, 49%-83% of nursing home residents

?glgsgcg report pain that is often left untreated rox et al,,

Pain can severely limit older adults participation in
several activities and social relationships leading to
depressmn (Hooyman & Kivak, 2008).

Older adults may be reluctant to discuss pain and
assessment of pain remains a challenge.



Pain Assessment

On initial presentation or admission, screen for
evidence of persistent pain (Herr, 2002).

Any persistent pain impacting functioning or quality of
life should be taken seriously (Herr, 2002).

Those with persistent pain should undergo a
comprehensive pain assessment, with the goal of
identifying all potentially remediable factors (Herr, 2002).

Assessment should focus on recording the events that
led to the present pain and establishing a diagnosis, a
management plan, and likely prognosis (Herr, 2002).



Impact of Pain on Functioning

(American Geriatric Society Panel on Persistent Pain in Older Adults,
2002)

J Pain increases with age.

J Persistent pain associated with:
= Depression
= Impaired cognitive function
= Impaired physical function

= Sleep disturbance
= Agitation
= Decreased socialization.



Assessing for Pain

(American Geriatric Society Panel on Persistent Pain in Older Adults,
2002)

Routinely ask about weekly occurrence of pain,
bodily location, type of pain (sharp, burning, dull

ache), frequency, duration, and severity of pain,
any functional impairment caused by pain and
methods used to control pain.

Pain Diary with numeric rating scale (1-10)

Pain thermometer

Verbal Descriptor Scale

Faces Pain Scale



Pain Assessment in Cognitively

Impaired Older Adults

(Adapted from the American Geriatric Society Panel on Persistent Pain in Older Adults,

J In cases of severe dementia or cognitive decline:

= Visual assessment of:

= facial expressions such as frowning, grimacing, tightly closed
eyes.

= Verbalizations such as moaning, asking for help, verbally
abusive, noisy breathing.

= Body movements such as rigid body posture, increased
rocking/pacing,

= Changes in interpersonal interactions such as becoming
combative or socially isolating,

= Changes in activity patterns such as cessation of common
routines, sleep, eating changes, crying, increased confusion.

= Note that some demonstrate little changes



Treatments for acute/chronic pain

(American Geriatric Society Panel on Persistent Pain in Older Adults, 2002)

| Patient education

J Cognitive behavioral strategies
/| Relaxation techniques

.| Biofeedback

| Exercise

J Chiropractic, acupuncture

| Heat, cold, massage

| Acetaminophen

| NSAIDS



Older Adults and Alcohol Use

(National Institute on Alcohol Abuse and Alcoholism, 1995)

Increased risk of:
« Stroke (with overuse)

= Impaired motor skills (e.qg., driving) at
low level use

= Injury (falls, accidents)

= Sleep disorders

= Suicide

= Interaction with dementia symptoms



Signs of Potential Alcohol

Problems in Older Adults

Anxiety, depression, excessive mood swings
Blackouts, dizziness, idiopathic seizures
Disorientation

Falls, bruises, burns

Headaches

Incontinence

Memory loss

Unusual response to medications

Information in this section adapted from:

Begun, A.L., & Blow, F.C. (1995). Older adults and alcohol problems (Module
10c). In The National Institute of Alcohol Abuse and Alcoholism (NIAAA),
Currli<culum Modules on Alcohol and Other Drug Problems for Schools of Social
Work.

NIAAA



Signs of Potential Alcohol
Problems in Older Adults

(NIAAA, 2005)

New difficulties in decision making
Poor hygiene/nutrition

Sleep problems

Family problems

Financial problems & Legal difficulties
Social isolation

Increased alcohol tolerance

Information in this section Adapted from:

Begun, A.L., & Blow, F.C. (1995). Older adults and alcohol problems (Module

10c¢). In The National Institute of Alcohol Abuse and Alcoholism (NIAAA),

\(livurrli<culum Modules on Alcohol and Other Drug Problems for Schools of Social
ork.

NIAAA



Quantity/Frequency Screen

(NIAAA, 1995)

"Do you drink alcohol?”

"On average, how many days a week do you drink?”

"On a day when you drink alcohol, how many drinks do
you have?”

"What is the maximum number of drinks you
consumed on any given occasion in the past month?”

8 or more drinks/week or 2 or more occasions of binge
drinking in last month are indicative of alcohol use
problems.

Information in this section Adapted from: Begun, A.L. & Blow, F.C. (1995). Older adults and

alcohol problems (Module 10c). In, The National Institute of Alcohol Abuse and Alcoholism

(NIAAA), Curriculum Modules on Alcohol and Other Drug Problems for Schools of Social
Work.

NIAAA



dults (NIAAA, 1995)

o more than 1 standard drink per day

o more than 2-3 drinks on any drinking day

(binge drinking)

Drinking Guidelines for Older

1 1 12 oz. of 89 oz. of 34 oz. of
Im Its fO I O | d e I beer or malt liquor | table wine | fortified

cooler 8.5 oz. shown in a wine
women should Rt sieeee
about 15 port) 3.5 oz.
i shown
be somewhat Ao i

less than for
older men - | (I

Bl Y]

12 oi. 85 0z 5 oz. 35 oi.

) UfO ur & FU I I e r’ 1 99 5) 0z (750 ml.) bottles that hold five standard drinks.

23 oz. of
cordial,
liqueur, or
aperitif

2.5 oz. shown

1

:

-
25 oz.

15 oz. of
brandy

(a single jigger)

—
e—

15 0z.

. . Note: People buy many of these drinks in containers that hold multiple standard drinks. For example, malt liquor is often
SO urce: N IAAA / 1 99 5 / sold in 16-, 22-, or 40 oz. containers that hold between two and five standard drinks, and table wine is typically sold in 25

15 oz. of
spirits

(a single jigger of 80-
proof gin, vodka,
whiskey, etc.) Shown
straight and in a
highball glass with
ice to show level
before adding mixer

IO

”1 5oz




Delirium

(APA, 2000)

A serious, time-limited condition with a sudden onset and
short/fluctuating course marked by impaired or altered
consciousness and cognition.

Dhifficulty thinking clearly or perceiving the world around
them.

Incoherent speech, confusion, memory impairment,
disorientation.

Symptoms can include Hyper-arousal (overly alert/agitated)
&/OR hypo-arousal (sleepy/groggy)

Can be a sign of a serious medical condition that can lead to
brain damage or death.

Multiple causes including: surgery, infection, medication,
nutritional deficiencies(B-12), alcohol/drugs, head trauma,
chemotherapy or environmental changes.



DSM-IV-TR Criteria for Delirium

(APA, 2000)

293.0 Delirium due to a General Medical Condition

Disturbance of consciousness (i.e. reduced clarity of
awareness of the environment) with reduced ability to focus
sustain or shift attention.

A change in cognition (i.e. memory deficit, disorientation,
language disturbance) or the development of perceptual
disturbance that is not better accounted for by a
pre-existing, established or evolving dementia.

Disturbance develops over a short period of time (hours to
days) and tends to fluctuate during the course of the day.

Evidence from history, physical examination or lab findings
that the disturbance is caused by the direct physiological
consequences of a general medical condition.



DSM-IV-TR Criteria for Delirium

(APA, 2000)

Substance-Induced Delirium:

Evidence that either:

(1)Sx’s found in A & B developed during
substance intoxication, or

(2) Medication use is etiologically related to
the disturbance.

Substance-Withdrawal Delirium:

Evidence that sx’s from criteria A & B developed
during, or shortly after, a withdrawal syndrome.



Epidemiology of Delirium

Delirium often presents in primary care settings and is

often incorrectly diagnosed as dementia or other disorders
(Zarit & Zarit, 2007).

Prevalence in older hospital patients 10-26% (inouye & Charpentier,
1996; Levkoff et al., 1991; Lindesay et al., 2002; Pompei et al., 1994).

= 14% in ER patients (Hustey & Meldon, 2002).
» 31-80% intensive care (McNicoll et al., 2003; Pisani et al., 2003).

As high as 1% in community dwelling older adults (roistein, et al.,
1991).

Post surgery delirium range from 5-52% (Lindesay et al., 2002).

Patients with delirium have longer hospital stays, higher
mortality rates (pompei, et al,, 1994) @and are more likely to go into
nursing homes (mouye et al., 1994).

Note: data drawn from: Zarit & Zarit, 2007



Etiology of Delirium

(Hooyman & Kavik, 2008, Zarit & Zarit, 2007)

] Medications: Antidepressants; Antipsychotics;
Sedatives & Narcotics; Antiparkinsonians;
Anticholinergics; Alcohol/Street Drugs
(hallucinogens)

] Ilinesses/Infections: Urinary Tract infections;
Staph infection; HIV related; Sepsis; Pneumonia

] Metabolic: Liver/Kidney failure; Glycemic
imbalance

] Pulmonary: Congestive heart failure; COPD;
Anemia; Shock; Hypoxemia.



Etiology of Delirium

(Hooyman & Kavik, 2008; Zarit & Zarit, 2007)

J Environmental: Sensory deprivation or
overload; stress; head trauma; pain; physical
restraint use; intensive care treatment;
nutritional deficiencies (B-12; dehydration).

2Surgery: Major (heart surgery/bypass; hip
replacement); minor (cataracts).

M Neurological: Stroke; subdural hematoma;
cancer; seizures; encephalitis/brain infection.



Causes of Delirium

Adapted from: Aging Successfully (2003). 8(3): p.12

Drugs

Emotional

Low O2(anemia, Myo. Infarc., Stroke, PE)
Ictal

Retention of urine and feces

Infection

Undernutrition/Vitamin Deficiency

Metabolic

Siibdiiral



Dementia Syndrome

(APA, 2000)

J Progressive and persistent functional
deterioration in a broad range of intellectual,
cognitive, personality and lifestyle areas.

M Global impact on memory, language,
visual/spatial skills, and other intellectual areas.

4 Multiple types: Most common being Alzheimer's
Dementia and Vascular Dementia.



Common Types of Dementia

(APA, 2000)

Primary Dementia’s

Alzheimer's dementia

Vascular dementia — brought on by one or more stokes
Lewy Body dementia

Frontotemporal dementia

Huntington’s disease; Creutzfeldt-Jakob’s Disease

Secondary Dementia’s
Parkinson’s Disease with dementia
AIDS related dementia

Multiple Sclerosis; ALS; Wilson’s Disease



Prevalence of Dementia in the U.S.

(Plassmana, et al., 2007)

| Prevalence increases drastically as people
age.

2 In 2002, the prevalence of dementia
13.9% in individuals 71 and older
(3.4mil). 9.7% over 71 had AD (2.4Mil).

J Dementia prevalence increased from 5%
of those aged 71-79 to 37.4% aged 90
and older.



Etiology of Dementia

J Alzheimer’s Dementia (Most common):
= Genetic linkage (especially for early onset)
= Amyloid plaques & Neurofibrillary tangles
= Brain atrophy
= Insidious onset and persistent, gradual progression

J Vascular Dementia (8-30% of dementia cases):
= Multi subtypes
= Multiple strokes/infarcts/TIA's/Single strategic strokes
= Small vessel Ischemic Changes
= White matter lesions

= Rapid onset and variable, stepwise progression
Note: Data from Mendez & Cummings, 2003; Zarit &Zarit, 2007



294.1x Dementia, Alzheimer’s

Type (srs, 2000)

W The development of multiple cognitive deficits
manifested by both:

1) Memory impairment (impaired ability to learn new
information or to recall previously learned information)

2) One (or more) of the following cognitive disturbances:
a) Aphasia (language disturbance)

b) Apraxia (impaired ability to carry out motor activities
despite intact motor function

c) Agnosia (failure to recognize or identify objects despite
intact sensory function).

d) Disturbance in executive functioning (i.e. planning,
organizing, sequencing, abstracting).



294.1x Dementia, Alzheimer’s

Type (a4, 2000)

The cognitive deficits in A1 and A2 each
cause significant impairment in social or
occupational functioning and represent a
significant decline from a previous level of
functioning

The course is characterized by gradual onset
and continuing cognitive decline.



294.1x Dementia, Alzheimer’s

Type (a4, 2000)

The cognitive deficits in A1 & A2 are not due
to the following:

) Other CNS conditions that cause progressive
deficits in memory and cognition (i.e.
cerebro-vascular disease, Parkinson’s disease,
Huntington;s disease, subdural hematoma,
normal-pressure hydrocephalus, brain tumor.

) Systemic conditions known to cause dementia
(i.e. hypothyroidism, vitamin B-12, folic acid or
niacin deficiency, hypercalcemia, neurosyphilis,
HIV infection).



294.1x Dementia, Alzheimer’s

Type (a4, 2000)

The deficits do not occur exclusively during the course
of delirium.

The disturbance is not better accounted for by another
Axis I disorder (i.e. Major depression, Schizophrenia).

With early onset: 65 years or below
With late onset: > 65 years

Code based on presence of absence of clinically significant
behavioral disturbance.

294.10 without behavioral disturbance

294.11 with behavioral disturbance (i.e. wandering,
agitation)



Other Causes of Dementia

Adapted from: Aging Successfully(2003). 8(3): p.12

Drugs

Emotional

Metabolic

Eyes and ears impaired

Normal Pressure Hydrocephalus
Tumors & Lesions

Infection

Anemia (Vit. B-12/Folate deficiency



Implications for Assessment and

Supervision

Continually explore and reflect on views of older adults.

Challenge misperceptions and stigma — Pathology is not a
normative part of aging.

Recognize that psychiatric and medical symptoms can
mimic, overlap, interact, and impact each other.

Adopt a bio-psycho-social framework toward assessment
and treatment.

Routinely screen for depression, suicide and substance use.
Be vigilant for delirium.

Utilize caregivers as appropriate and recognize that they are
resources and part of the client system.



Implications for Assessment and

Supervision

J Be respectful to your client. Don’t shout or
talk down to clients.

J Speak directly to older adults and not to
caregivers unless indicated.

J Spend time understanding their perspective
and explore all areas completely.

J Do not assume older adults will tell you if
something is wrong without asking. Ask
directly.
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