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Choosing Wisely and Age-Friendly 
Health Systems

Presented By: Mordechai Lavi, MD
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Mordechai Lavi, MD
• Assistant Professor at UNR Med

Specializes in Internal Medicine and 
Geriatrics 
Current practice includes participating in 
interdisciplinary geriatric consults through 
the Sanford Center for the Aging

•

•

In my spare time I enjoy: 
My family – wife and two dogs
Playing Darts
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Objectives
Participants will be able to:

1. Review key elements of age-friendly value-based health care 
including the 4 M's (What matters, Mentation, Mobility, and 
Medication)

2. Describe differences in acute versus chronic cognitive changes in 
elders

3. Describe differences between normal cognitive decline in aging 
and MCI/Mild Neurocognitive Disorder

4. Identify cognitive screening tools and their cut off scores
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Outline

1. Review Choosing Wisely Website
• American Geriatric Society Choosing Wisely 

Recommendations (all you need to do to be a great 
geriatrician) 

2. Age Friendly Health System
• What it looks like in the outpatient setting
• Homework for interactive activity 
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L•adlnJ Chant•· lmpro¥ln1 Care for Older Adulu. 

Ten Things Clinicians 
and Patients Should Question 

Don't recommend percutaneous feeding tubes in patients with 
advanced dementia; instead offer oral assisted feeding. 
Careful hand feeding for patients with severe dementia is at least as good as tube feeding for the outcomes of death, aspiration pneumonia, 
functional status and patient comfort. Food is the preferred nutrient. Tube feeding is associated with agitation, increased use of physical and 
chemical restraints and worsening pressure ulcers. 
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L•adlnJ Chan1• • lmpro¥ln1 Cal"lt for Older Adults. 

 

Ten Things Clinicians 
and Patients Should Question 

Don't use antipsychotics as the first choice to treat behavioral and 
psychological symptoms of dementia. 
People with dementia often exhibit aggression, resistance to care and other challenging or disruptive behaviors. In such instances, anti psychotic 
medicines are often prescribed, but they provide limited and inconsistent benefits, while posing risks, including over sedation, cognitive worsening and 
increased likelihood of falls, strokes and mortality. Use of these drugs in patients with dementia should be limited to cases where non-pharmacologic 
measures have failed and patients pose an imminent threat to themselves or others. Identifying and addressing causes of behavior change can make 
drug treatment unnecessary. 
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Ten Things Clinicians 
and Patients Should Question 

Avoid using medications other than metformin to achieve hemoglobin 
A1c <7.5% in most older adults; moderate control is generally better. 
There is no evidence that using medications to achieve tight glycemic control in most older adults with type 2 diabetes is beneficial. Among 
non-older adults, except for long-term reductions in myocardial infarction and mortality with metformin, using medications to achieve glycated 
hemoglobin levels less than 7% is associated with harms, including higher mortality rates. Tight control has been consistently shown to produce 
higher rates of hypoglycemia in older adults. Given the long time frame to achieve theorized microvascular benefits of tight control, glycemic 
targets should reflect patient goals, health status and life expectancy. Reasonable glycemic targets would be 7.0 - 7.5% in healthy older adults 
with long life expectancy, 7.5 - 8.0% in those with moderate comorbidity and a life expectancy< 10 years, and 8.0 - 9.0% in those with multiple 
morbidities and shorter life expectancy. 
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Ten Things Clinicians 
and Patients Should Question 

Don't use benzodiazepines or other sedative-hypnotics in older adults 
as first choice for insomnia, agitation or delirium. 
Large-scale studies consistently show that the risk of motor vehicle accidents, falls and hip fractures leading to hospitalization and death can 
more than double in older adults taking benzodiazepines and other sedative-hypnotics. Older patients, their caregivers and their providers 
should recognize these potential harms when considering treatment strategies for insomnia, agitation or delirium. Use of benzodiazepines 
should be reserved for alcohol withdrawal symptoms/delirium tremens or severe generalized anxiety disorder unresponsive to other therapies. 
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Ten Things Clinicians 
and Patients Should Question 

Don't use antimicrobials to treat bacteriuria in older adults unless 
specific urinary tract symptoms are present. 
Cohort studies have found no adverse outcomes for older men or women associated with asymptomatic bacteriuria. Antimicrobial treatment studies
for asymptomatic bacteriuria in older adults demonstrate no benefits and show increased adverse antimicrobial effects. Consensus criteria has 
been developed to characterize the specific clinical symptoms that, when associated with bacteriuria, define urinary tract infection. Screening 
for and treatment of asymptomatic bacteriuria is recommended before urologic procedures for which mucosa I bleeding is anticipated. 
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Ten Things Clinicians 
and Patients Should Question 

Don't prescribe cholinesterase inhibitors for dementia without 
periodic assessment for perceived cognitive benefits and adverse 
gastrointestinal effects. 
Although some randomized control trials suggest that cholinesterase inhibitors may improve cognitive testing results, it is unclear whether these changes 
are clinically meaningful. It is uncertain whether these medicines delay institutionalization, improve quality of life or lessen caregiver burden. No studies 
have investigated benefits beyond a year nor clarified the risks and benefits of long-term therapy. Clinicians, patients and their caregivers should discuss 
treatment goals of practical value that can be easily assessed and the nature and likelihood of adverse effects before beginning a trial of Cholinesterase 
inhibitors. If the desired effects (including stabilization of cognition) are not perceived within 12 weeks or so, the inhibitors should be discontinued. 
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Age Friendly 
Health System

Outpatient 
Setting

Ask the 
older adult 

What 
Matters

Review for 
high-risk 

medication 
use

Screen for 
cognitive 

impairment

Screen for 
depression

Screen for 
mobility 

limitations
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Thank you!
Up next, you will hear from Leah M. Leonard-

Steckline, PhD on Normal Age-Related 
Cognitive Changes and Mild Neurocognitive 

Decline in Older Adults.
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Normal Age-Related Cognitive Changes 
and Mild Neurocognitive Decline in Older 

Adults
Presented By: Leah Leonard-Steckline, PhD

21

Leah M. Leonard-Steckline, PhD

• Director of Behavioral 
Health, Northern Nevada 
Medical Center
Community Faculty, 
University of Nevada, Reno 
School of Medicine 
Love snowboarding with my 
family

•

•
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Objectives
Participants will be able to: 

1. Describe normal age-related cognitive decline in older adults
2. Define Mild Neurocognitive Disorder (mild NCD) 

• Congruent with mild cognitive impairment (MCI)
3. Identify treatment recommendations for mild impairment

• Focus on what matters
• Quality of life

23

Context
• Mentation key component of 4 M’s:

What Matters
Mobility
Medications
Mentation (focus on depression, delirium, and dementia)

• Important to understand normal process of cognitive decline with aging
- Differentiate from declines associated with dementia
- Remember to work up behavioral health issues (e.g. depression)

24



Cognitive Changes Associated with 
Normal Aging

• Great variability with regard to which cognitive abilities remain stable and 
which decline with age.
Crystalized Intelligence: skills, abilities and knowledge over-learned and 
well-practiced (e.g. vocabulary, general knowledge) 

- Remain stable or even improve as we age
Fluid Intelligence: problem-solving, reasoning (e.g. psychomotor ability, 
processing speed)

- Many decline with age (beginning in 30’s)

•

•
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Cognitive Ability Crystallized vs Fluid Declines with Age?

Processing speed Fluid Yes

Attention Fluid
Simple tasks: no 

Complex tasks: yes

Memory Fluid Mixed

Language Crystallized > Fluid
In general: no 

Visual confrontation naming, verbal
fluency: yes

 

Visuospatial (Perceptual-motor) Mixed
Simple tasks: no 

Complex tasks: yes

Executive function Fluid Mixed
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Age Related Changes
• Normal age-related cognitive changes do not:

• impact their activities of daily living (ADLS or IADLs)

• seriously compromise the quality of life 

27

Mild Neurocognitive Disorders
• Exist on a spectrum of cognitive and functional impairment

- This can make it difficult to make the distinction early on the 
continuum between normal age-related decline and Mild 
NCD/MCI

MCI and Mild NCD both:
- Self or informant reported cognitive complaint
- Objective cognitive impairment
- Preserved functioning
- No dementia (or Major NCD)

•

28



Cognitive Impairment in 
Mild NCD

• Cognitive impairment in one or more domains (e.g., complex attention, 
executive function, learning and memory, language, perceptual-motor, 
and social cognition). 

- A cognitive concern reflecting a change from a previous level of 
cognitive function, as reported by the patient, an informant, or a 
clinician.

- Cognitive impairment is preferably confirmed by 
neuropsychological testing or quantitative clinical assessment.
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Screening
“In the United States, the Medicare Annual Wellness Visit 
requires an assessment to detect cognitive impairment. 
Subjective cognitive complaints alone can result in overdiagnosis 
or underdiagnosis of MCI and thus are insufficient to screen for 
MCI. Clinicians assessing for cognitive impairment should use a 
brief, validated cognitive assessment instrument in addition to 
eliciting patient and informant history regarding cognitive 
concerns.”

Report of the Guideline Development, Dissemination, and Implementation Subcommittee of 
the American Academy of Neurology, 2018
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Screening Tools
Mini-Cog most suited for routine use in primary care:

• Requires 5 minutes or less to administer.
• Is validated in a primary care or community setting.
• Is easily administered by medical staff members who are not 

physicians.
• Has good to excellent psychometric properties.
• Is relatively free from educational, language, and/or culture bias.
• Can be used by clinicians in a clinical setting without payment for 

copyrights.
Alzheimer's Association recommendations for operationalizing the detection of cognitive impairment during the Medicare Annual
Wellness Visit in a primary care setting, 2013
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Functional Impairment
• Cognitive deficits do not interfere with ability to live 

independently 
- No decline in ADLs, perhaps IADLs  require more effort, 

compensatory strategies 
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What else could be causing the cognitive 
decline?

• Delirium
Depression is commonly co-occurring
Explore other reversible causes of the impairment (e.g. 
medications, infections, thyroid functioning). 
Clinicians without experience in cognitive impairment identify 
patients for whom there is a concern of MCI

- Refer these patients to a specialist with experience in 
cognition for further evaluation

•
•

•

33

Prevalence 
• Prevalence difficult to determine

- Community dwelling elders between 3-25% depending on age of 
sample and specificity of defining MCI (mNCD)

- MCI prevalence was 6.7% for ages 60–64, 8.4% for 65–69, 
10.1% for 70–74, 14.8% for 75–79, and 25.2% for 80–84 
(Practice Guideline Update: MCI     2018) 

- Prevalence increases with age and lower education level
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Progression
• Not all mild impairment progresses to major 

impairment
- Elders older than 65 with MCI followed for 2 

years, 14.9% transitioned to dementia
- Reversion to normal ranges greatly (14.4%-

55.5%)
- Individuals who revert to normal remain at higher 

risk of progressing back to MCI 
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Benefits of Early Detection
• Identifying any reversible causes and take action

Opportunity to make different life choices for elder and family
Advance Care Planning:

- Allows person to express his/her desires to family, have 
their wishes for end of life care in a legal document (e.g. 
living will)

- Appoint a surrogate decision maker (DPOA of 
healthcare and finance)

•
•
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Interventions
• If elders are experiencing depression or anxiety -proven treatments that 

can help.
Focus on what matters- Improving quality of life

- Exercise
- Controlling cardiovascular risk factors (e.g. hypertension, 

diabetes, smoking)
- Cognitive training

- Added benefit of improving depression, anxiety
- Diets

- promote healthier vascular functioning
- Social engagement

•
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Thank you!
Up next, you will hear from Jane E. Fisher, 

PhD on Neurocognitive Disorders: The 
Transition from Mild to Major Symptoms
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Neurocognitive Disorders: 
The Transition from Mild to Major Symptoms

Presented By: Jane E. Fisher, PhD
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Objectives
Participants will be able to:

1. Review key elements of age-friendly value-based health care including the 4 M's (What matters, 
Mentation, Mobility, and Medication) when applied to patients with advanced dementia 
symptoms.
Describe how verbal deficits present a barrier to the safety and well-being of patients with a 
neurocognitive disorder.
Describe the concept of excess disability as applied to the functioning of patients with a 
neurocognitive disorder (NCD).
Describe methods for detecting pain, discomfort, and distress in older adults with moderate to 
severe dementia symptoms.
Describe the importance of family and professional caregivers understanding and recognizing 
expected vs. unexpected affective and behavioral changes in patients with NCD.
Identify tools for assessing the safety and quality of life of older adults with moderate to severe 
NCD symptoms.

2.

3.

4.

5.

6.

40



Jane E. Fisher, Ph.D.
• Professor and Co-Director of Clinical Training

Director, Nevada Caregiver Support Center

Director, Aging and Behavioral Health Lab

Department of Psychology, University of 
Nevada, Reno

Interests: Behavioral health in late life, quality of 
life of persons living with dementia and their 
families; prevention of suicide, and 
dissemination of evidence-based geriatric 
behavioral healthcare

•

•

•

•
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UNR Nevada Caregiver 
Support Center

• Caregiver Coaching Program: Provide training to 
professional and family caregivers in evidence-based 
“restraint-free”, non-pharmacological approaches to 
promoting the quality of life and behavioral health of 
persons with NCD
Prevent risk factors for abuse and neglect of persons 
with NCD

•
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The case of Mrs. B.
• Mr. B., an 82-year-old man, contacted the UNR Nevada 

Caregiver Support Center for assistance in finding a 
skilled nursing facility for his 80-year-old wife. 
During the phone intake Mr. B. reported that his wife 
was no longer able to feed, groom, dress, or toilet 
herself. 
Mrs. B’s physician had advised Mr. B. to find a nursing 
home for his wife as she was in the “end stage” of 
Alzheimer’s disease. 

•

•
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Caregiver Coaches meet 
Mr. and Mrs. B. 

• During home visit Caregiver Coaches observe Mrs. B. sitting in a 
chair, propped up with pillows;
Mrs. B’s gaze is fixed; she does not focus on them unless they 
kneel and speak directly in front of her; 
Mr. B. reports that his wife stopped speaking a couple of months 
earlier;
During the assessment it is learned that Mrs. B. was being 
administered: an SSRI, a benzodiazepine, an anticonvulsant, and 
an atypical antipsychotic.

•

•

•
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Excess disability in NCD
• Excess disability: When impairment in functioning exceeds what is 

expected due to disease (Kahn, 1975). 
NCD: Excess disability involves a premature reduction in behaviors 
that inevitably will be lost due to the disease process 
Setting the stage for excess disability:
- Decline of verbal repertoire
- “Stigma” - Default ascription of affective and behavior change 

to neurodegenerative disease 

•

•
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Unintended Consequences of 
NCD Label

• Stigmatization by self and others including watching for “signs” of the 
NCD
Discomfort in interactions, on both sides
- Persons with NCD perceive and respond to the affect of others 

well into disease progression 
Corrective feedback during conversation is very common
Misattributing reversible affective and behavior changes to the 
NCD, including changes due to pain, infection, discomfort, 
medication side effects, etc.

•

•
•
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Decline in Verbal Abilities, Stigma, 
and the Risk of Excess Disability

• Patients with advanced NCD often respond to adverse medical 
and environmental events with changes in affect, behavior, and 
cognition that mimic declines due to NCD 
Overlap in the clinical presentation of NCD symptomatology and 
behavioral changes due to adverse events presents a significant 
barrier to safe, appropriate, and effective care of persons with 
NCD 

•
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Consequences of Misattributing Reversible 
Affective and Behavior Changes to NCD

• Adverse events may remain undetected, clinically 
unaddressed, or—in the worst case scenario—
adverse-event related behaviors changes may 
themselves be treated with psychotropic medications.
- Example: Pacing at night due to pain 
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The Challenge and Importance of Timely 
Detection of and Response to 

Adverse Medical and 
Environmental Events

49

Distinguishing Between Expected vs. 
Unexpected Changes

• Natural histories of the most prevalent NCDs are characterized 
by a gradual progression of symptoms
Repertoires fade gradually over time, typically years
High frequency, stable behaviors should continue to be 
observed (e.g., smiling, greeting, enjoying preferred foods and 
music, etc.) 
Abrupt changes in these behaviors are not normal;
- Common response to adverse medical and environmental 

events

•
•

•
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Declines in Adaptive Behaviors Precede 
Emergence of “Challenging” Behaviors

“Challenging”
behaviors

Stable, high 
frequency 
adaptive
behaviors

Time

Be
ha

vi
or

 F
re

qu
en

cy
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Adverse 
event

Decline in 
adaptive 
behavior

“Challenging” 
behaviors

Adverse Medical or Environmental Events 
Precede Declines in Adaptive Behaviors 
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Pain and Behavioral Changes 1 

(Cipher, et al., 2006)
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Adverse Event Monitoring
• Families should be encouraged to “keep an eye” out 

for behaviors that have occurred daily for years
- smiling, greeting 
- playing with pet
- tinkering
- responding to music

Provide families with guidance on when to contact 
their family member’s PCP if changes are        
observed

•
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Undertreatment of Pain 
in Persons with NCD

• Communication problems due to NCD
- Reduced ability to report
- Reduced ability to interpret pain sensations

No evidence that persons with NCD are less likely to experience 
pain 2
But are more likely to receive less pain medication than their 
cognitively healthy counterparts, even in the same painful 
situations (e.g., cancer, after a hip fracture)2

•

•
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Assessment of Pain in Patients with 
NCD-Related Verbal Deficits

• Behavioral indicators of pain are the same, regardless of cognitive status 2,3,4,5

- Sighing, moaning, groaning, grunting, chanting, calling out
- Noisy breathing
- Facial grimacing when changing positions
- Holding or favoring a body part
- Grinding teeth
- Change in appetite or sleep
- Loss of interest in conversation
- Pacing, rocking, fidgeting
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Assessment of Pain (continued)
• Changes in self-report:  

- Yes/No questions about the presence and location of pain are 
easier to answer

More complex questions are more difficult to answer
- How long has this been hurting?
- One a scale of 1 to 10 how much does this hurt?
- How often does this happen?

The question may need to be repeated to give the patient ample 
opportunity to respond 2,6

•

•
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Promoting Comfort and Cooperation 
During Medical Procedures

• Limit wait time
Some in-office and hospital experiences may be 
unavoidably unpleasant
- Being undressed by a stranger
- Taking a medication that is difficult to swallow
- Injections and other painful procedures
- Being in the bathroom with a stranger
Goal: Eliminate motivation for escape behavior

•

•
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“Embedding” Pleasure
• Make the unpleasant less aversive by embedding pleasant stimuli 

within the situation
- Sing favorite tune
- Provide patient with an attractive object to hold or tinker with during 

procedure, direct and redirect attention to the object
- Play an amusing video 

After a painful procedure, persons with NCD may be distressed but 
unable to recall why
- Encourage family to redirect attention via pleasurable activity 

(prescribe hedonism)

•
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Assessing safety
• Patient’s efforts to “exit with dignity” via “overlearned” verbal 

behaviors may present a barrier to accurate assessment of safety 
risks. 
Example: “Do you know what to do if there’s an emergency?”
- “Of course!”

Families’ judgements of safety risks often inaccurate.
Family may experience emotional and verbal barriers to making 
necessary changes

•

•
•
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Safety Concerns
• Weapons: Does this person own a gun(s)? Does he/she have access 

to ammunition?
Is this person driving?
Smoking: Are there cigarette burns on floors, furniture, carpet?
Who is managing the medication? How is medication being managed?
Does the person make appropriate adaptations to temperature 
changes?
Does the person get lost in familiar surroundings?
Can this person find his/her way home?
Does this person use a telephone?

•
•
•
•

•
•
•
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Safety Checklists and Resources

• Safety Assessment Checklist (S.A.S.)7,8

https://www.mayoclinic.org/healthy-lifestyle/caregivers/in-depth/home-safety-
tips/art-20046785

https://www.uclahealth.org/dementia/home-safety

•

•

63

Thank you!

Up next, you will hear from Mordechai Lavi, 
MD on Delirium.

64

https://www.mayoclinic.org/healthy-lifestyle/caregivers/in-depth/home-safety-tips/art-20046785


Delirium
Presented By: Mordechai Lavi, MD

65

Mordechai Lavi, MD
• Assistant Professor at UNR Med

Specializes in Internal Medicine and 
Geriatrics 
Current practice includes participating in 
interdisciplinary geriatric consults through 
the Sanford Center for the Aging

•

•

In my spare time I enjoy: 
My family – wife and two dogs
Playing Darts
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Objectives
Participants will be able to:

1. Review key elements of age-friendly value-based health care including the 4 M's (What 
matters, Mentation, Mobility, and Medication)

1. Describe differences in acute versus chronic cognitive changes in elders

2. Describe differences between normal cognitive decline in aging and MCI/Mild 
Neurocognitive Disorder

3. Identify cognitive screening tools and their cut off scores

67

Outline
• Define

- General Definitions
- DSM V
- Other Definitions

• Epidemiology
- Risk Factors
- Pathophysiology
- Incidence 
- Prevalence

• Diagnosis
- History, PE, Labs, 

Imaging
- Delirium Screening 

Tools
- Differential 

Diagnosis
• Treatment

Extended Outlook •

68



General Definition

Acute 
Brain 
Failure

69

Definition DSM V
Feature 1: Acute onset or fluctuating course
And
Feature 2: Inattention
And
Feature 3: Disorganized thinking
Or
Feature 4: Altered level of consciousness
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Other Definitions
• Disturbance in attention (i.e. reduced ability to direct, focus, 

sustain, and shift attention) and awareness
Waxing and waning
Reversible

•
•
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Also Known As (AKA)
30 synonyms in peer reviewed literature

• Acute Confusional State
• Acute Mental Status Change
• Toxic Encephalopathy
• Metabolic Encephalopathy
• Altered Mental Status

ICD -10 has one code for delirium with multiple qualifiers and related 
codes under other entities
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Risk Factors

• Recent medication change
Major Surgery
Hospitalization
- For an acute or acute on chronic problem

Sepsis
Pain
Metabolic Disturbances
- Hypercarbia (CO2)
- Hyperammonemia (NH3)
- Uremia (BUN)
- Hypercalcemia (Ca++)
- Dys-natremia (Na+)

•
•

•
•
•

• Dementia (2.3-4.7)
Psychotropic Med (4.5)
Bladder Catheter (2.4)
Older age >70 (4.0)
Alcohol abuse (5.7)
Vision impairment
Hearing impairment
Functional impairment

•
•
•
•
•
•
•

Acute or Precipitating Factors Baseline or Predisposing 
Factors (Odds Ratio)
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Pathophysiology
No one final common pathway
• Cholinergic deficit or dopamine excess
• Blood Flow - Global and relative

- Stroke
- CHF\MI

• Neuronal Microenvironment Toxicity
- Seizure
- Inflammation
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Delirium prevalence stratified by age group.

Daniel James Ryan et al. BMJ Open 2013;3:e001772
©2013 by British Medical Journal Publishing Group
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The prevalence of delirium on each unit 

Daniel James Ryan et al. BMJ Open 2013;3:e001772
©2013 by British Medical Journal Publishing Group
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Incidence – New Number of Cases
1. At hospital discharge -For those diagnosed with 

delirium during their hospital stay
45%

2. One month post discharge
33%

Cole MG, Ciampi A, Belzile E, Zhong L. Persistent delirium in older hospital patients: 
a systematic review of frequency and prognosis. Age Ageing 2009; 38: 19-26
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Diagnosis
History: last known “normal”, what is baseline?
P.E:  Vital Signs, General assessment, neurological exam, Ask the 

Patient questions and observing the patient’s speech and 
behavior

Confusion Assessment Method; 4AT score
Labs: Ammonia, Carbon dioxide (blood gas), Electrolytes, CBC
Imaging: Head, EKG, EEG
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Evidence Based Assessments
• Confusion Assessment Method (CAM) ICU

- Designed for non-verbal patients
B-CAM – Brief-CAM
- Designed for verbal patients

3D-CAM – 3 minute Diagnostic-CAM
- Improved time efficiency of B-CAM, with improvement in 

sensitivity and specificity 
4-AT – 4 question assessment test
UB-2 – Ultra Brief Questionnaire 2 item test 

•

•

•
•
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Fick et al, Journal of 
Hospital Medicine, 2015

The single item 
with the best test 
characteristics 
was “months of 
the year 
backwards” with 
a sensitivity of 
83% (95% 
confidence 
interval [CI]: 
69%-93%) and 
specificity of 69% 
(95% CI: 
61%-76%). 

The best 2-item 
screen was the 
combination of 
“months of the 
year 
backwards” and 
“what is the day 
of the week?” 
with a 
sensitivity of 
93% (95% CI: 
81%-99%) and 
specificity of 
64% (95% CI: 
56%-70%).
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Differential Diagnosis

Ask yourself could this patient have dementia, depression or an 
acute psychiatric syndrome?

Many conditions can co-exist with delirium and could be influencing 
its presentation. 
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Reversible Causes Mnemonic
Drugs
Electrolytes
Lack of Drugs
Infection
Reduced Sensory Input
Intracranial
Urinary retention, Fecal compaction
Myocardial/Pulmonary
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Post Operative Cognitive 
Dysfunction (POCD)

• Most common complication after surgery
Can be high as 50% in patient’s with high-risk procedures
Prevention

- Pharmacological – none have been found to work
- Nonpharmacological – best evidence; especially 

mobility
- Lower dose anesthetic during surgery

•
•
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Rapidly Progressive Dementias
Distinguishing feature is that changes occur over weeks to months. 

Most NCD report changes that have occurred over months 
to years

Differential Diagnosis 
- Delirium
- Neurocognitive Disorder Due Prion Disease 
- Autoimmune encephalitis/limbic encephalitis 
- Normal Pressure Hydrocephalus
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Neurocognitive Disorder Due Prion Disease

• Misfolding and aggregation of a host-encoded prion protein 
Hereditary/Acquired or Sporadic
Spongiform changes
Cruetzfeldt-Jacob Disease (CJD)
- Prototypical prion disease
- Sporadic (85%)
- Dementia, myoclonia, rigidity, spasticity, 
- EEG with pseudo periodic sharp wave complex of 1 Hertz
- CSF 14-3-3

•
•
•
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Autoimmune/Limbic Encephalitis

Newman, M.P., Blum, S., Wong, R.C.W., Scott, J.G., Prain, K., Wilson, R.J. and Gillis, D. (2016), 
Autoimmune encephalitis. Intern Med J, 46: 148-157. doi:10.1111/imj.12974
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Newman, M.P., Blum, S., 
Wong, R.C.W., Scott, J.G., 
Prain, K., Wilson, R.J. and 
Gillis, D. (2016), 
Autoimmune encephalitis. 
Intern Med J, 46: 148-157. 
doi:10.1111/imj.12974
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Autoimmune/Limbic Encephalitis

Brain on Fire
My Month of Madness (2012)
Biography by Susannah Cahalan and her experience suffering 
from autoimmune encephalitis. She was 24. 
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Normal Pressure Hydrocephalus
Time course over months to year
Syndrome includes:

- Gait disturbance
- Urinary incontinence
- Dementia

Not universally present in all cases. 
Increased size of ventricles on imaging
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Normal Pressure Hydrocephalus
• In the presence of the clinical triad of symptoms MRI imaging can be 

helpful for diagnosis and treatment. 
Disproportionately enlarged subarachnoid space hydrocephalus (DESH)
– radiological sign of NPH
- ventriculomegaly
- high convexity tightness
- enlarged Sylvian fissure

Callosal angle, DESH, cingulate sulcus sign on the T1W1 of MRI 
images, or positive external lumbar drainage may help with diagnosis 
and consideration of shunting 

•  

•

91

Treatment
Non-pharmacological 

• Proactive (work on the front end will 
improve the end result)
HELP – Hospital Elder Life 
Program
Behavioral Interventions
- Staff
- Family 

•

•

Pharmacological 
• Antipsychotics Haldol is best studied. 

Start low go slow. Most elder patient’s
WILL respond to 1-2 mg. 
Considerations include – QTc, route 
(IV has more prolong QTc 
prolongation), low dose, high potency 

Mood Stabilizers
Antidepressants
Stimulants

•
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Extended Outlook - Prognosis
• Delirium increases risk of death by an OR of 2. 

Delirium increases risk of institutionalization by an 
OR of 2
Delirium increase risk of developing dementia by an 
OR of 12.5

•

•
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Thank you!

This is the end of Topic 7, so select “next” to 
advance to Topic 8 on Dementia and 

Caregiving: Roles, Resources, Education, 
and Support.
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