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Objectives:  

1) Participants will be able to define how the population growth of older 

adults is affecting the increase in health conditions both acute and chronic  

  

2) Participants will be able to define Delirium, Delusion, and Dementia  

  

3) Participants will be educated about current clinical and non-clinical 

interventions  

  

The growth of the older adult population (considered age 65 and older) in the 

United States is unprecedented. By the year 2030, 72 million Americans will reach 

the age of 65, statistically, 1 in 5 adults. Contributing factors to increased life 

expectancies include medical and technological advancements improving the 

treatment and care for chronic health conditions, lifestyle improvements for 

adults including opportunities for leisure and hospitality activities, educational 

opportunities to maintain and promote cognitive skills, increased effective public 

health strategies, access to resources for wellness promotion and fitness 

programs and workplace advancements reducing physical challenges once 

brought about by predominantly hard physical labor.  Longer life expectancies 

have regrettably resulted in increased incidences of illnesses historically far less 

common. Examples include certain types of cancer occurring with later age onsets 

such as multiple myeloma and prostate. Neurological conditions such as 

Parkinson’s Disease, Huntington’s Disease and Dementia’s caused by diseases 

such as Alzheimer’s, Lewy Body and Vascular Disease.  

  

The Eldercare service industry has swelled in response to the growth of the older 

adult population. Increasing numbers of both family and professional caregivers 

attempt to navigate complex client and patient issues and encounter symptoms 

difficult to understand and manage. Three of these disorders are commonly 

referred to as the “three D’s”; delirium, dementia, and depression. Each is a 

multifaceted disorder which requires caregivers and healthcare professionals to 

be knowledgeable of their characteristics in order to promote correct care and 

interventions to protect and promote the quality of health of the older adult.  



Each of the 3 illnesses possesses unique causes, characteristics, and treatment 

strategies. The symptoms and characteristics of all 3 disorders can be similar 

therefore misdiagnosing and incorrect treatment has been shown to occur. This 

program will define each illness, explore causes and symptoms and highlight some 

of the current treatment options available.    

  

Depression  

Depression presents with three different types of symptoms; mood, physical and 
cognition.   
  

In older adults, a mood shift primarily represents sadness. However, many times 
emotional shifts and changes are denied by this patient population therefore 
diagnosing can be complicated. Many older adults complain of body aches and 
pains, which are also symptoms of depression, however, professionals and 
nonprofessional caregivers may not recognize these complaints as symptoms of 
other illnesses or depression. Other mood changes may include loss of interest 
and reduced pleasure in usual activities.  
  

Physical symptoms can present as; abnormal appetite with weight loss or weight 
gain, abnormal sleep including difficulty falling asleep, frequent awakenings 
during the night or very early morning awakening and fatigue or loss of energy. 
Psychomotor retardation or agitation can also exist.  
  

Cognition can include; abnormal self-reproach or inappropriate guilt. Abnormal 
(different than the individuals usual functioning) and/or poor concentration or 
indecisiveness. Morbid thoughts of death (not just fear of dying or thoughts about 
death) or suicidal gestures and/or plans.  
  

The illustration below highlights various symptoms to elucidate the complexity of 
this illness.  
  



  
  

Although clinical depression in the elderly is common it does not mean it is a 

normal process of aging or expected to occur. In spite of the high number of 

annually reported cases; approximately 6 million Americans aged 65 and older, 

only 10% seek and receive treatment. Elderly often display symptoms of 

depression in ways different than younger patient populations. Depression is also 

frequently confused for other illnesses. Therefore, medications used to treat 

other illnesses may be incorrectly prescribed. Additionally, depression often 

occurs with other medical illnesses and disabilities and commonly lasts longer.  

  

Depression can also increase the risk of cardiac diseases and death. Additionally, 

depression has been shown to reduce an elderly person's ability to rehabilitate. 

Studies of nursing home patients with various physical illnesses have shown that 

the presence of depression substantially increases the likelihood of death from 

those illnesses. Depression also has been associated with increased risk of death 

following a heart attack. For that reason, it is critical to assess for depression if the 

primary diagnosis is not depression. Should the person present with even mild 

depression, it is recommended to treat and monitor the patient for depression.  

  

  



One of the most disturbing outcomes from depression combined with other 

factors in older adults is elder suicide. Older adults are at the highest risk of 

suicide in comparison to any other age group. The suicide rate for individuals aged 

85 and older is the highest at about 21 successful suicides per 100,000 people, 

four times the rate of the general population. Studies reveal that newly single 

(due to divorce or death of a partner or spouse) white, elderly males have the 

highest rate of suicide and are more likely to succeed with fewer numbers of 

attempts than their female counterparts. Additionally, the frailty of some seniors 

means they may be less likely to survive suicide attempts. Depression is an almost 

necessary condition in geriatric suicide, as it interferes with a person’s view of 

their self and their future. However, depression by itself seldom leads to suicide, 

it is typically combined with other personal factors such as relationships ending, 

physical illness and pain, and financial challenges.  

  

Contributing factors & causes for depression; why do older adults experience 

depression? The aging process is commonly associated with significant life 

changes. Health fluctuations and physical illness, the decline in cognitive and 

mental health functioning, reduced physical endurance and strength, sleep 

changes, increased frequency of losses through death and divorce, financial 

challenges, retirement and changes in day to day schedules and positive life goals. 

Caregivers and healthcare professionals need to be cognizant of risk factors 

including; advanced age, psychiatric illness past, and present, serious medical 

illness especially chronic conditions that may limit life expectancy, living alone, 

recent loss from death, divorce or separation, personal and/or family history of 

suicide attempts or successful suicides, unemployment, retirement, financial 

insecurity, and suicide abuse. The common causes of depression can mimic the 

normal aging processes, therefore, clinicians may misdiagnose the presence of 

depression. As a result of these issues, treatment interventions and opportunities 

may be missed.   

Historically, research regarding brain chemistry has been less clear and presented 

with conflicting information regarding causes of depression and whether there 

were chemical alterations or just poor coping mechanisms in response to adverse 

life events. Current scientific research now reveals more evidence how brain 

chemistry differs between those with depression and other mental illness. The 

pharmaceutical industry has responded to these theories for numerous years and 

continues to do so.  

Genetic predisposition and family exposure; current research reveals that a 

family history of depression may be a greater risk factor for developing 

depression than those whose families had no history. Additionally, older adults 

who experienced depression at a younger age may also be at greater risk for 



developing depression in later life (than those who did not have the illness earlier 

in life).  

Types of depression  

There are numerous types of depression each with their own symptomatology. 

Types include Disruptive Mood Dysregulation Disorder, Major Depressive  

Disorder, Persistent Depressive Disorder (Dysthymia), Premenstrual Dysphoric  

Disorder, Substance/Medication-Induced Depressive Disorder, Depressive  

Disorder Due to Another Medical Condition, Other Specified Depressive Disorder, 

Unspecified Depressive Disorder and Specifiers for Depressive Disorders.  

  

Each type presents with specific symptoms, causes, and treatment strategies. As a 

result accurate diagnosing and correct treatment are complicated.  

Older adult considerations; when the onset of depression occurs later in life, it is 

essential to explore the relationship between the changes in the body and the 

brain. Illnesses that impede blood flow can contribute to changes in the brain’s 

functioning. Depression can also co-occur with other illnesses such as diabetes, 

cancer, heart disease, and Parkinson’s disease. Depression can worsen these 

illnesses and the illnesses can worsen the depression. With older adults, many 

times the element of sadness is not present when an older person is depressed. 

Other symptoms/complaints may be present and therefore should be assessed; 

low motivation, a lack of energy, or physical problems. In fact, physical 

complaints, such as arthritis pain or worsening headaches, are often the 

predominant symptoms of depression in the elderly.  

The prevalence of depression in older adults is affected by different variables. 

Those who live in their own home in comparison to those living in an institutional 

setting have a lower percentage of depression. In the community (person’s home 

outside of institutionalized care), ranges are between 8%-15% whereas those 

living in an institutionalized setting can be as high as 30%. Chronic depression in 

older adults occurs in 7% to 30% of all cases of depression, with a third of those 

who recover, relapse within in the first year.  

Assessment tools: Various diagnostic tools are available to assess for depression 

in older adults including The Geriatric Depression Scale (GDS).  The Cornell 

Depression Scale for Depression in Dementia; this is appropriate for clients with 

cognitive deficits since the GDS requires the ability to respond accurately to 

yes/no questions. And the Center for Epidemiological Studies Depression Scale 

(CES-D) and suicide risk assessment. Other tools have also been developed and 

may be utilized for older adults who may have specific disease states.   

  



Treatment considerations  

Several treatment options are available for depression regardless of the age of the 

patient. Treatment can include pharmaceutical intervention, psychotherapy or 

counseling, and electroconvulsive therapy (ECT). Treatment can also be a 

combination of therapies.  

  

The use of Antidepressants in the elderly is considered to be equally effective as 

with younger adults. However, careful consideration needs to be made when 

patients are also using other medication. Certain antidepressants such as 

amitriptyline and imipramine can cause sedation or cause a sudden drop in blood 

pressure when a person stands up. The risk of falling is a significant concern for 

older adults due to the potential for fractures and other serious injuries, 

therefore, medication monitoring should be emphasized with the patient and 

their care-givers.  

  

Antidepressant symptom improvements may take longer for older adults than 

younger adults. Since older adults are more sensitive to medications, doses may 

be prescribed at a lower level initially. In general, the length of treatment for 

depression in the elderly is longer with younger patients.  

  

Delirium  

Delirium is a common and serious acute neuropsychiatric syndrome. The core 

features are inattention and global cognitive dysfunction. The etiologies of 

delirium are diverse and multifactorial and often reflect the pathophysiological 

consequences of an acute medical illness, medical complication or drug 

intoxication. Because delirium can have a widely variable presentation, it is often 

missed and underdiagnosed. At present, the diagnosis of delirium is clinically 

based and depends on the presence or absence of certain features. Management 

strategies for delirium are focused on prevention and symptom management. 

Development of delirium depends on a complex interaction of multiple risk 

factors. Some of these factors are modifiable and are potential targets for 

prevention. Among elderly patients, dementia is the most prominent risk factor 

and is present in up to two-thirds of all cases of delirium. The hallmark of delirium 

is the presence of an underlying medical disorder, so it is imperative to discover 

its cause. Urinary tract infection is a common cause of delirium in elderly patients, 

but other possible causes include thyroid dysfunction, coronary event, stroke, 

electrolyte imbalance, and renal insufficiency. Medications can contribute to 

acute confusional states, particularly anticholinergic medications such as 

diphenhydramine, as well as benzodiazepines and narcotic pain medications.  



Delirium differs from depression due to its acute nature. Depression typically lasts 

much longer and has the potential of being a chronic illness.  A diagnosis of 

Delirium is missed in more than 50% of cases.  The primary risk factors for 

delirium include age, pre-existing brain disease, and medications.  There are many 

causes, the most common are:  

    

D - Dementia  

E - Electrolyte disorders  

   L -  Lung, liver, heart, kidney and brain disorders/illnesses  

   I  -  Infection  

   R -  Rx; prescription drugs  

   I  -  Injury, pain and/or stress  

   U - Unfamiliar environment  

   M – Metabolic changes  

  

Risk factors for delirium  

The development of delirium depends on a complex interaction of multiple risk 

factors. Some of these factors are modifiable and are potential targets for 

prevention. Among elderly patients, dementia is the most prominent risk factor, 

being present in up to two-thirds of all cases of delirium.  

Potentially modifiable risk factors  

• Sensory impairment (hearing or vision)  

• Immobilization (use of catheters or restraints)  

• Medications (for example, sedative-hypnotics, narcotics, anticholinergic 

drugs, corticosteroids, polypharmacy, withdrawal of alcohol or other drugs)  

• Acute neurological diseases (for example, acute stroke [usually right 

parietal], intracranial hemorrhage, meningitis)  

• Intercurrent illness (for example, infections, iatrogenic complications, 

severe acute illness, anemia, dehydration, poor nutritional status, fracture 

or trauma, HIV infection)  

• Metabolic insufficiency  

• Surgery & the use of anesthesia  

• Environment (for example, admission to an intensive care unit)  

• Pain  

• Emotional distress  

• Sustained sleep deprivation  

  

  



Non-modifiable risk factors  

• Dementia or cognitive impairment  

• Advancing age; typically age 65 and older  

• History of delirium, stroke, neurological disease, falls or gait disorder  

• Multiple comorbidities  

• Male sex  

• Chronic renal or hepatic disease  

The etiologies of delirium are diverse and multi-factorial, and often reflect the 

pathophysiological consequences of an acute medical illness, drug effect or 

complication. Furthermore, delirium develops through a complex interaction 

between different risk factors. The development of delirium frequently depends 

on a combination of predisposing, non-modifiable factors such as baseline 

dementia or serious medical illness and precipitating, often modifiable factors 

such as taking of sedative medications, infections, abnormal laboratory test 

results, or surgery. Studies have shown that delirium and dementia are both 

associated with decreased cerebral blood flow or metabolism, cholinergic 

deficiency, and inflammation, and these similar etiologies could be explanations 

for the close relationship between these two conditions.  

  

The overall prevalence of delirium in the community is just 1–2%, within hospital 

admissions, the prevalence increases between 14–24%. The incidence of delirium 

arising during a hospital stay can range from 6% to as high as 56%. This incidence 

is even higher when more specialized populations are considered, such as 

postoperative, intensive-care, subacute and palliative-care settings. Postoperative 

delirium can occur in 15–53% of surgical patients over the age of 65 years, and 

among elderly patients admitted to an intensive care unit (ICU) the delirium 

incidence can reach 70–87%.  

  

Treatment  

Nonpharmacological acute treatment strategies  

Nonpharmacological strategies are the first-line treatments for all patients with 

delirium. These approaches include reorientation and behavioral intervention. 

Caregivers should use clear, concrete instructions and make frequent eye contact 

with patients. Should the patient be experiencing sensory impairments, such as 

vision and hearing loss, use assisted devices such as glasses or hearing aids. 

Physical restraints are not recommended as they lead to decreased mobility, 

increased agitation, greater risk of injury, and the prolongation of delirium. Other 

environmental interventions include the limiting of room and staff changes, 

providing a quiet patient-care setting, with low-level lighting at night. An 



environment with minimal noise allows for uninterrupted sleep at night which is 

of crucial importance in the management of delirium. Use of personal belongings 

such as photographs to stimulate awareness of familiar people, places, and 

things. The introduction of a personal sitter for companion care and to promote 

patient safety and reduce risk of elopement.  

  

Only a limited number of clinical trials have examined the efficacy of cognitive, 

emotional and environmental interventions in delirium, but the use of such 

supportive measures has nevertheless become standard practice on the basis of 

clinical experience, common sense, and lack of adverse effects.  

  

To minimize the use of psychoactive medications, a nonpharmacological sleep 

protocol should be used. This protocol includes three components: first, a glass of 

warm milk or herbal tea; second, relaxation tapes or relaxing music; and third, 

back massage. This protocol has been demonstrated to be both feasible and 

effective, and, in one study, implementation of this strategy reduced the use of 

sleeping medications from 54% to 31% in a hospital environment. This 

intervention strategy is part of a multicomponent prevention strategy that has 

been demonstrated to be effective.  

  

Pharmacological strategies  

A systematic review of acute drug treatments for delirium have indicated that few 

high-quality, randomized, controlled trials have been performed to date, and 

current clinical practice is, therefore, based largely on case series and 

retrospective reports. Medications are usually reserved for patients in whom the 

symptoms of delirium might compromise safety or prevent necessary medical 

treatment (that is, those with hyperactive delirium). Some clinicians advocate the 

use of drugs for the treatment of hypoactive delirium, although this approach 

remains controversial. Given that patients with hypoactive delirium can 

experience distress, such treatment might be warranted. Some data indicate that 

treatment efficacy or even treatment choice might vary according to the delirium 

subtype, and this is an area that requires further study. A particular challenge that 

is inherent to drug trials in delirium is the evaluation of drug efficacy in the setting 

of a fluctuating course and simultaneous treatment of underlying risk factors.  

  

Pharmacological therapy for delirium  

The use of almost any medication to treat behavioral changes might further cloud 

the patient’s mental status and obscure efforts to monitor the course of the 

mental status change, and should, therefore, be avoided if possible. It is 

recommended that any drug chosen to treat delirium should be initiated at the 

lowest starting dose for the shortest time possible. In general, neuroleptics are 



the preferred agents for the treatment for acute agitation. Haloperidol has been 

the most widely used neuroleptic in this context, and the effectiveness of this 

drug has been established in randomized, controlled clinical trials. This agent also 

has the advantage of being available in parenteral form. Haloperidol is, however, 

associated with a higher rate of extrapyramidal side effects and acute dystonia 

conditions than are atypical antipsychotics. Some atypical antipsychotics (for 

example, risperidone, olanzapine and quetiapine) have been used clinically to 

treat agitation in patients with delirium, with controlled trials showing efficacy at 

least comparable to haloperidol. However, no data is currently available to 

demonstrate any verifiable advantage of one antipsychotic over another. 

Furthermore, the antipsychotics, including the atypicals and parenteral 

haloperidol, carry an increased risk of stroke in elderly patients with dementia 

and can result in prolongation of the QT interval.  

  

The occurrence of delirium, which can result from multiple and diverse etiologies, 

can contribute to poor patient outcome, irrespective of the underlying cause. The 

agitation and lethargy that can occur in delirium increase the risk of 

complications, including aspiration, pressure ulcers, pulmonary emboli, and 

decreased oral intake, and it has been shown that delirium is associated with 

inferior outcomes even after controlling for baseline patient characteristics and 

etiological factors. Also, the more severe the episode of delirium, the poorer the 

outcome.  

  

Dementia   

Dementia is marked by a progressive decline in primarily short-term memory and 

at least one other cognitive area in an alert person.  These cognitive areas include 

attention, orientation, judgment, abstract thinking, and personality. The 

occurrence of dementia is rare in adults under 50 years of age. The incidence 

increases with age; 8% in adults 65 and older and 30% or greater in adults 85 and 

older. The incidence continues to increase as the older adult population continues 

to grow.   

   

Non-modifiable risk factors  

Age. The primary risk factor. Dementia isn't a normal part of aging. dementia can 

occur in younger people as well, however, early onset Dementia is rare and 

caused by a gene mutation.  

  

Family history. A family history of dementia can increase the risk of developing 

the condition. However, many people with a family history never develop 

symptoms, and many people without a family history do.   

  



Down syndrome. By middle age, many people with Down syndrome develop 

early-onset Alzheimer's disease.  

  

Mild cognitive impairment. This involves difficulties with memory but without 

loss of daily function. It puts people at higher risk of dementia.  

  

Modifiable risk factors  

You might be able to influence the following risk factors of dementia.  

  

Heavy alcohol use. Studies indicate that consumption of large amounts of alcohol 

may increase the risk of dementia. Some studies, however, have shown that 

moderate amounts of alcohol might have a protective effect.  

  

Cardiovascular risk factors. High blood pressure (hypertension), high cholesterol, 

the buildup of fats in your artery walls (atherosclerosis) and obesity.  

  

Depression. As previously stated, late-life depression might be an indicator of the 

development of dementia.  

  

Diabetes. Studies are showing the relationship between diabetes and an 

increased risk of dementia, especially if it's poorly controlled.  

  

Smoking. A history of tobacco use has shown to increase the risk of developing 

dementia and blood vessel (vascular) diseases.  

  

Sleep apnea. People who snore and have episodes where they frequently stop 

breathing while asleep may have reversible memory loss.  

  

Other factors include head injuries, being male and specific disease states such as; 

Stroke, Pick’s disease, Huntington’s, Creutzfeldt-Jacob, AIDS, alcoholism, 

Parkinson’s disease and other neurodegenerations.  

  

Diagnosis  

Diagnosing dementia types is essential for several reasons. To determine the 

probable cause such as treatable disorders like medication toxicity  

(benzodiazepines, H2 blockers, and anticholinergics), and thyroid disease. There 

are symptoms and comorbidities that are treatable, such as depression, delirium, 

delusions, hallucinations, and agitation. Additionally, caregivers must be identified 

and a care plan developed with environmental issues taken into consideration.  

  



A diagnosis of dementia is based on the following; memory loss, both in short and 

long-term, plus one or more of the following: Aphasia; language problems, 

Apraxia; organizational problems, Agnosia; unable to recognize objects or tell 

their purpose, disturbed executive function both in personality and inhibition.  

   

Assessment  

An assessment for dementia may include the following:  

 History, both from the patient, family members and/or close observers  

 Focused physical examination  

 Mini Mental State examination  

 Lab work including CBC (complete blood count), basic metabolic profile,  

TSH (Thyroid Stimulating Hormone), Vitamin B12, STS (Serologic test)  

 If brain injury or space occupying lesion such as a tumor is in question, CT, or 

MRI.  

 PET scans are occasionally recommended in the early diagnosis of dementia 

although controversy remains as to precisely their indication and value.  

 Additionally, depression, delirium, agitation, hallucinations, and delusions 

are important comorbidities that must be taken into consideration.  

Behavioral issues may require a referral to a psychiatric specialist.  

  

  

Nonpharmacologic Interventions   

• Social activities; focused on preserved abilities to promote the success of 

Activities of Daily Living (ADL’s) and purpose.    

• Adequate and uninterrupted sleep  

• Adherence to a strict daily schedule  

• Maintenance of a proper stimulation level  

• Adequate hydration; reduce the risk of dehydration and possible cognitive 

impairments.  

• Reformatting task (occupation therapy); Spaced Retrieval to promote 

success in accomplishing ADL’s and day to day tasks  

• Support caregivers through education, support, and respite  

  

Prevention & pharmacologic interventions   

Suggested prevention strategies  

Various interventions are becoming more widely recommended outside of 

pharmaceutical therapy and may include; Vitamin E and D3. Cognitive stimulation 

such as adult education, socialization, and daily exercise. Dietary enhancements 

including lean meats, fresh vegetables & fruit, whole grains, reduced ingestion of 



processed foods and artificial sweeteners. Reduction of daily stress and 

inflammation. Consistent sleep.  

  

Pharmacological interventions for memory/attention may include:  

Acetylcholinesterase Inhibitors  

* Tacrine  

* Donepezil hydrochloride  

* Rivastigmine tartrate  

* Galantamine hydrochloride  

NMDA antagonists  

* Memantine  

* Others (Ginkgo biloba, caffeine, nicotine, methylphenidate, NSAIDs) Behavioral   

* Antipsychotics  

* Antidepressants  

* Mood stabilizers  

  

Differentiating Depression, Delirium, and Dementia:  

  

To simplify the differentiation between Depression, Delirium, and Dementia, an 
acute behavioral or mood change is suggestive of delirium. Upon ruling out 
medical contributors, depression will be more likely characterized by a more 
pervasive or chronic low-mood state with or without cognitive impairment. 
Patients with dementia are less likely to self-report their cognitive problems than 
are patients with depression. The graph below helps to differentiate 
characteristics of each illness to improve the readers understanding of the 
differences and similarities.  

See graph below  



 
Future care:   

As continued research occurs for all of these illnesses, treatment through both 

pharmaceutical and non-pharmaceutical interventions will continue to be 

introduced. Prevention models are certainly a preferred method. Individuals can 

focus on adjusting their lifestyles such as removing the use of tobacco and 

reducing or removing the use of alcohol. Improving their nutritional selection 

through reducing the number of processed foods and chemical additives. 

Obtaining emotional supports through life coaching, and/or supportive counseling 

and supports to work on life balance. And selecting appropriate medical 

interventions such as selecting a provider well versed in each of the illnesses. 

Family and care-givers can also receive supports through the various community, 

local and national resources. Many resources are available through online 

resources, therefore, reducing the need to physically attend meetings and 

programs. Through individual workplaces, employers many times offer benefits to 

provide experts for employees to speak with to assist with education and support. 

An Employee assistance program (EAP) is an ideal resource for employees to 

locate free support when their schedules have limitations. Employers are 

encouraged to support their employees to utilize the benefits to ensure 

employees are able to continue working while a content expert/professional is 

managing aspects of their care-giving challenges.   

  

  

  

  

 



Post Quiz  

  

1) What is the greatest risk factor for developing dementia?  

a) A family history  

b) Head injuries  

c) Age  

d) Poor nutrition   

2) The use of almost any medication to treat behavioral changes might 

further cloud the patient’s mental status and obscure efforts to 

monitor the course of the mental status change.  

a) Dementia  

b) Delirium  

c) Depression  

d) All of the above   

3) Which disorder defines the following statement: this disorder occurs 

less often in older adults compared to younger adults; however, 27% 

of older adults experience its symptoms. Chronic cases in older adults 

occur in 7% to 30% of all cases, with a third of those who recover, 

relapsing within in the first year.  

a) Dementia  

b) Delirium  

c) Depression  

d) Both A & B  

4) Spaced retrieval intervention is used with which condition?  

a) Dementia  

b) Delirium  

c) Depression  

d) All of the above  

5) Diagnosing dementia requires which of the following symptoms in 

addition to memory loss:  

a) Aphasia; language problems  

b) Apraxia; organizational problems  

c) Agnosia; inability to recognize objects or tell their purpose  

d) All of the above  

e) One of the above  

6) Older adult women who are are without a partner are at greatest risk 

for suicidality.  

      True                                            False   



7) Agitation and lethargy can occur and increase the risk of 

complications, including aspiration, pressure ulcers, pulmonary 

emboli, and decreased oral intake, and it has been shown that this 

condition is associated with inferior outcomes even after controlling 

for baseline patient characteristics and etiological factors.   

a) Dementia  

b) Delirium  

c) Depression  

d) All of the above  

  

8) In spite of the high number of annually reported cases; 

approximately 6 million Americans aged 65 and older, only 10% seek 

and receive treatment for clinical depression.  

True                                                False   

 

9) Vitamin E & D3 and dietary enhancements including lean meats and 

fresh vegetables and fruit is a prevention strategy for which of the 3 

D’s?  

a) Depression  

b) Delirium  

c) Dementia  

d) None of the above  

  

10) Employers are able to support employees through various 

benefit programs that may provide free coaching, counseling, and 

education. Which of the following is a type of supportive program 

available to employees?  

a) EPA  

b) EAP  

c) DFWP  

d) LWOP  

  

  

  

  



  

   

  

  

  


