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—4§elirium, Depression an
- Dementia

Martha Watson, MS, APRN, GCNS

Some material included in this presentation is adapted from: NICHE (2009). Geriatric Resource Nurse Core Curriculum [Fawezseatation]. New York: Hartford Institute for Geriatric Nursing, New York University College of
Nursing
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~ Dementia
i 5% of 65+ adults
50% of 85+ adults |
- Mi epressive 10-15% on admission |
symptoms [;
10-40% in-hospital (new onset) ‘
Hospitalized 23% | 25%
patients 43-61% of hip surgery patients

31% of older adults admitted to
- medical intensive care units

83% of mechanically ventilated
patients (all ages)

Depression + dementia
22-54%

Delirium + dementia

22-89%

*Based on 1994 U.S. vital health statistics, complications associated with delirium occur in more than 2.3 million
hospitalized older adults every year with associated Medicare costs equaling $8 billion annually.
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Clinical features of Delirium, Dementia, and Depression

Feature

Delirium

Dementia

Depression

Onset

Acute or sub acute, often at twilight

Chronic, generally insidious

Coincides with life changes; often
abrupt

Course

Short, diurnal fluctuations in symptoms;
often worse at night, in the dark, and on
awakening

Long, no diurnal effects, symptoms
progressive yet relatively stable
over time

Diurnal effects, typically worse in the
morning; situational fluctuations but less
than in delirium

Progression

Abrupt

Slow but even

Variable, uneven

Duration

Hours to less than one month, seldom
longer

Months to years

At least two weeks, but can be several
months to years

Awareness

Reduced

Clear

Clear

Alertness

Lethargic or hyper vigilant; fluctuates

Generally normal

Normal

Attention

Impaired, fluctuates

Generally normal

Minimal impairment but is distractible

Orientation

Generally impaired; fluctuates in
severity

May be impaired

Selective disorientation

Memory

Recent and immediate impaired

Recent and remote impaired

Selective or patchy impairment;
“‘islands” of intact memory

Thinking

Disorganized, distorted, fragmented,
slowed or accelerated; speech is
incoherent

Difficulty with abstraction; thoughts
impoverished; judgment impaired;
words difficult to find

Intact but with themes of hopelessness,
helplessness, or self-deprecation

Perception

Distorted; illusions, delusions, and
hallucinations; difficulty distinguishing
between reality and misperceptions

Misperceptions often absent

Intact; delusions and hallucinations
absent except in severe cases

Psychomotor
Behavior

Variable, hypo kinetic, hyper kinetic, or
mixed

Normal, may have apraxia

Variable, psychomotor retardation or
agitation

Sleep-Wake
Cycle

Disturbed; cycle may be reversed

Fragmented

Disturbed, often early morning
awakening

Associated
Features

Variable affective changes; symptoms
of autonomic hyper arousal;
exaggeration of personality type;
associated with physical illness

Affect superficial, inappropriate,
and labile; Attempts to conceal
deficits in intellect; personality
changes; aphasia; agnosia; lack of
insight

Affect depressed; exaggerated and
detailed complaints; preoccupation with
personal thoughts; insight present;
verbal elaboration

Mental Status
Testing

Distracted from task

Failings highlighted by family;
frequent near miss answers;
struggles with test; great effort to

find an appropriate reply

Failings highlighted by the patient; don’t
know answers; little effort; frequently
gives up; indifferent, does not care or
attempt to find answer
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Delirium

DSM5 (May 2013):

. . . 1. Distu f { consciousness ] bs over a short period of
1. Disturbance in attention time & fluctuates
2. Acute fluctuation in @ O
mental status
3 . Altered mental Status ange in cogmtzon pdes { by a general medical

4. Not a result of severely

reduced LOCig. Coma)
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Functional decline
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E New nursing home placement
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E Long term cognitive decline
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20 -Bb % of hlospitgli%ed |pati(_ents_ above age 65
| !

Post Lperativé Delirium  15-62%

Intensive care units 70 -87%

- & 50% of our Hospital beds occupancy are in ages > 65.
Delirium complication put in dollars. 6.9 billion Medicare
- Hosp. Exp. (2004)
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!_mpLired attention

A Disorganized thinking
A Tends to change with a variable course

A Evidence of underlying medical condition



Do we-do-a good job of
detecting delirium?

“ Only50%ecognized by nurses

@ Only 20%ecognized by physicians




Persons.at Risk for

Delirium
@ Most common
£ Dementia
_ Z Male gender
The risk of Z Advanced age
delirium E Medicalillness
INncreases with . : .
but itis  not e =iz o110
age, E  Poor functional status
not, not a Z Alcohol abuse
normal age F  Depression
related change s Delndielion
Z Sensory impairment



- High Risk
Medications
E Anticholinergics (benadryl)

E Opioids (meperidine)

? Sedative hypnaotics
benzodiazepines)

E Histamine (H2) receptor
antagonists

Corticosteroids
prednisone)

£ Centrally acting
antinyperténsives

Z Antiparkinsonian drugs

0000_NICHE Program Development 13 3/9/2015 12:40:47 PM



Delinum Risk Factors

Predisposing

+
Precipitating
Factors '




Types of Delirium

Hyperactive /- Hypoactive _

s




L
-

Slghs a.lnd sloyml)tonjls

k )
mis ed/r!not rlcog‘nize!d

A
A 60% of all delirium

ases

A Higher risk for DEATH

& !Sleepy, slugglsh
“uninterested,
withdrawn

&  Slow speech, mumbling
@ Laying in bed with little
. interaction
@ Visual hallucinations

(sensory perception not
related to external
event) often seen as
Apicking inthe air 0
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@& May be diagnosed as having depression

& Thehypoactiveform is often overlooked in elderly!!!
(increased lethargy, decreased activity)




Hyperactive
Delirum

A Most easily recognized

A 30% of all delirium
cases

A Higher fall risk

Restless,

irritable,
combative, angry,
uncooperative,
easily distracted

Fast or loud
speech

Wandering,
climbing out of
bed

Visual
hallucinations



Mixed
Delirium

A Shift between
hyperactive &
hypoactive states

A May account for
about 10% of all
delirlum cases

Daily care is
challenging
because course of
the disease is
unpredictable and
changing




Implicat
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itions of De Dulnum

AAclute anxiety
AACULE alXxIEly

A Barrier to
com’nunl atio

=

1
ABarrier to '
commun catiqn

ADJcreased J;elf care

ATime lost

Alncreased blood
tests, x-rays, etc.

Alncreased treatment
and medications

1

A Time lost
A Stressful

A Increased risk of
conflict with staff

A Possible
bereavement

e

A

‘Barrier to.
_communiqation
Difficulty in
‘assessing
patient
symptoms and
course of
illness

Stressful

Increased risk
of conflict with
family

TIME!



Risk' Factors During -

Hospitalization
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It is reasonable to anticipate delirium in a hospitalized
older adult



Recognition of Delirium

EARLY RECOGNITION IS
KEY TO TREATING
UNDERLYING CAUSES AND
REDUCING NEGATIVE
CONSEQUENCES....



Simple Screening
(1Y this: s

From The Hartford Institute for Geriatric Nursing, New York University, College of Nursing

Issue Number 13, Revised 2012 Editor-in-Chief: Sherry A. Greenberg, PhD(c) MSN, GNP-BC
New York University College of Nursing

The Confusion Assessment Method (CAM)
By: Christine M. Waszynski, MSN, APRN, BC, Hartford Hospital

WHY: Delirium is present in 10%-31% of older medical inpatients upon hospital admission and 11%-42% of older adults

develop delirium during hospitalization (Siddiqi, House, & Holmes, 2006; Tullmann, Fletcher, & Foreman, 2012). Delirium is
associated with negative consequences including prolonged hospitalization, functional decline, increased use of chemical and
physical restraints, prolonged delirium post hospitalization, and increased mortality. Delirium may also have lasting negative

effects including the development of dementia within two years (Ehlenbach et al., 2010) and the need for long term nursing
home care (Inouye, 2006). Predisposing risk factors for delirium include older age, dementia, severe illness, multiple co-
morbidities, alcoholism, vision impairment, hearing impairment, and a history of delirium. Precipitating risk factors include
acute illness, surgery, pain, dehydration, sepsis, electrolyte disturbance, urinary retention, fecal impaction, and exposure to high
risk medications. Delirium is often unrecognized and undocumented by clinicians. Early recognition and treatment can improve
outcomes. Therefore, patients should be assessed frequently using a standardized tool to facilitate prompt identification and
management of delirium and underlying etiology.

BEST TOOL The Confusmn Assessment Method (CAM) isa standardlzed ev1dence based tool that enables non- psychlatrlcally



Simple Screening

he Confusion Assessment Method (CAM) Diagnostic Algorithm

eature 1: Acute Onset or Fluctuating Course

his feature is usually obtained from a family member or nurse and is shown by positive responses to the following
uestions: Is there evidence of an acute change in mental status from the patient’s baseline? Did the (abnormal) behavio
uctuate during the day, that is, tend to come and go, or increase and decrease in severity?

eature 2: Inattention
his feature is shown by a positive response to the following question: Did the patient have difficulty focusing attention,
or example, being easily distractible, or having difficulty keeping track of what was being said?

eature 3: Disorganized thinking

his feature is shown by a positive response to the following question: Was the patient’s thinking disorganized or
coherent, such as rambling or irrelevant conversation, unclear or illogical flow of ideas, or unpredictable switching fro
bject to subject?

eature 4: Altered Level of consciousness

his feature is shown by any answer other than “alert” to the following question: Overall, how would you rate this patien|
evel of consciousness? (alert [normal]), vigilant [hyperalert], lethargic [drowsy, easily aroused], stupor [difficult to arous
r coma [unarousable])

he diagnosis of delirium by CAM requires the presence of features 1 and 2 and either 3 or 4.




The Confusion Assessment
Method (1990)

Feature 1

Acute onset and
ﬂul:rtual:iljg course

Feature 2
Inattention

>~

Feature 3 Feature 4

Disorganized thinking cnn:l.:it::lest:mss
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@ Believe the family following dgy and
- e L ~night
@ Believe the family & Minimize relocation

and maintain
consistency of
caregivers
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() Ké?ep. family informed

- @ Involve famlly members in care and
- routine



