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Disclosures

 I will not discuss pharmaceuticals, medical 
procedures, and/or devices that are investigational 
or unapproved for use by the FDA. If I do (and I 
won’t), I will identify them as "not FDA approved" 
and remind you, as always, to use your clinical 
judgment in the diagnosis and treatment of 
patients. 

Within the past twelve months, I have not had any 
financial relationships with the manufacturers of 
health care products. 

1

2



10/27/2026

2

Objectives
 Appreciate the importance of using a functional framework 

and of assessing overall function in the evaluation of an older 
patient. 

 Know the diagnostic criteria for depression, dementia, and 
delirium.

 Describe the differences in typical presentations of 
depression, dementia, and delirium.

 Identify select assessment tools used in the evaluation of the 
patient suspected of experiencing depression, dementia, or 
delirium. 

 Determine what next steps should be taken once depression, 
dementia, or delirium is identified in an older adult.

Aging Is Inevitable (but better than the alternative!)

Populations around the world are aging
The proportion of older persons to younger 

persons is increasing in most countries

 Is this a problem? 
I don’t know!

 Is this new in human history?
YES!
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Geriatric Medicine: Shifting the Frame

A body of knowledge
An approach to the patient
A way of thinking

Functional age > chronological age

Change Framing in Geriatrics

Change from…
Describe symptoms
Diagnose disease
Treat acute 

condition
Return if no better

Change to…
Describe functional 

effects
Determine what issues 

are limiting function
Engage with patient 

to progress to next 
best steps to improve 
function given 
patient/family goals
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Change Framing in Geriatrics

From:
Health = Proper diagnosis + right treatment

To: 
F = A + M + O (I & S)

Functional Evaluation Framework

F = A + M + O (I & S)

F = functional status
A = abilities
M = motivation
O = opportunities

I = individual
S = societal
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Functional framework becomes VITAL in 
approaching the older patient suspected of 
having depression, dementia, or delirium.

Goals will be individualized:
“Cure” patient and return to baseline
Improve the patient’s function
Help caregivers deal with new level of 

function
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How do we 
measure function in 
the office? 

 Start with the history

 There’s more to do after 
that, but we’ll save if for 
another talk!

 Inquire about BADLs (to the 
right) and IADLs (driving, 
shopping, money 
management, etc)

Overview of the 3 D’s
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Depression

DeliriumDementia

Monitor 
Progress

Select 
Interventions

Identify 
Goals of 

Care

Diagnose 
the 

Condition
Define the 
Problem

Recognize 
the Problem

Source: Center for Medicare & Medicaid Services. Long-Term Care Facility Resident Assessment Instrument 3.0 User’s Manual. 
Version 1.17.1. October 2019. https://downloads.cms.gov/files/mds-3.0-rai-manual-v1.17.1_october_2019.pdf.

This is what we’ll focus on today
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The 3 D’s are Geriatric Syndromes

 What’s a “geriatric syndrome?”

 A specific phenomenology arising from one of several 
disease processes or a combination of underlying 
diseases (multifactorial)

 A final common pathway recognizable as a clinical 
entity

 Other examples in geriatric medicine: frailty, falls, 
incontinence.

Initial Insult/Injury/Disease

CHF
Stroke
Parkinson's
Diabetes

Additional Insult

MI
Limb loss
COPD
Kidney disease

Ultimate Insult

Loss of loved one
Pneumonia
Med side effect
Fall
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Case

You are seeing a new patient. He is a 72-year-old 
retired factory worker brought to clinic by his daughter.  
He lives with his daughter and her family since his wife 
died 2 years ago. Daughter is concerned about his 
poor appetite, trouble recalling conversations, and 
recent falls. Patient has restricted his activities to 
staying in the apartment. Patient himself reports no 
concerns. He had not seen a clinician for over 5 years 
until he was hospitalized for pneumonia one month 
ago. Since that time, his daughter reports that his 
memory is worse and he is often agitated at bedtime. 

Recognize the 
Problem
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Define the Problem

3D’s History

 Personal h/o depression, anxiety, other mental health issues?
 Personal history of dementia?

 Agitation or excessive somnolence or waxing/waning consciousness 
during hospitalization? 

 Substance use history? 
 Use of psych meds?

 Any recent med changes, especially centrally acting drugs? 

 FH of dementia, depression, other mental health issues?
 Any changes in liver or kidney function or known diseases that might 

affect med metabolism? 

 Psych consults or mental health history? 

 Probably other things you could do!
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Here comes 
some 
BORING 
stuff…

…but we need to know it.

DSM-5 Criteria for Major Depression
 At least 5 of the following, of which (1) or (2) must be present for 2 weeks or 

more:
1. Depressed mood

2. Anhedonia

3. Weight loss / appetite loss

4. Insomnia or hypersomnia

5. Psychomotor agitation or retardation

6. Fatigue or loss of energy

7. Feelings of worthlessness / inappropriate guilt

8. Decreased concentration / indecisiveness / inattention

9. Recurrent thoughts of death, suicidal ideation or suicide plan or attempt

 The symptoms cause distress and/or impaired functioning
 Symptoms not due to underlying medical condition or better explained by 

another psychiatric condition (e.g., bipolar, schizoaffective, etc)
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Dementia: 
A DSM-5 Neurocognitive Disorder
 Insidious onset and progressive
 Major NCD: 2 or more 

cognitive domains impaired 
PLUS 1 or more impaired IADLs

 Mild NCD: 1 or more cognitive 
domains impaired; IADLs 
intact

 Not due to delirium or another 
mental disorder

 Cognitive domains:
 Complex attention

 Executive function

 Learning and memory
 Language

 Perceptual – Motor

 Social cognition

CHANGE from DSM-IV: No requirement for memory loss

Sachdev, P. S. et al. (2014) Classifying neurocognitive disorders: the 
DSM-5 approach.  Nat. Rev. Neurol. doi:10.1038/nrneurol.2014.181
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Delirium:
A DSM-5 Neurocognitive Disorder
 Rapid and abrupt onset of:

 Impaired attention
 Lack of awareness of environment

 Change in at least ONE cognitive 
domain:
 Memory
 Orientation
 Language
 Perception

 Associated with:
 Change in sleep-wake cycle
 Change in emotional states
 Worsening behavior in evenings

 May be due to:
 General medical condition
 Substance withdrawal
 Substance intoxication
 Multiple etiologies
 Other

Clinician's Guide to Psychiatric Care. New York, NY: Oxford University Press; 2008 
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Case: Next Steps?

 Gather more history - From patient and caregivers
 Use assessment tools to guide further evaluation and initial 

treatment decisions
 Perform a focused physical exam

Neuro exam
Physical function

 Targeted testing
TSH? CBC? BMP? Neuroimaging? What else?

 Involve the team: therapist, social work, nursing, pharmacist, 
FAMILY & caregivers

Depression
Hallmark: Altered level of mood/affect
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Screening tools for late-life depression for use in primary care

Cognitively
Impaired

Physically illOutpatientInpatientSpec. %Sens. %

No?Yes?67972 question
screen

?YesYesYes8194Geriatric
Depression 
Scale

?YesYes?8888PHQ-9

Yes?YesYes7590Cornell 
Scale for 
Depression 
inDementia
-19
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Cornell Scale for
Depression in 
Dementia

Dementia
Hallmark: Altered level of cognition
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Mini-Cog Scoring Algorithm

(Reproduced from Borson et al., 2000, with permission from John Wiley & Sons Ltd.)

Memory: Mini Cog

 3 item recall screen
 LR for dementia:
 3 = 0.06
 2 = 0.5
 < 2 = 3.1

 Clock drawing
LR for dementia:

normal = 0.2

almost nl. = 0.8
abnormal = 24

Mini Cog:
76% sensitivity 
89% specificity

35

36



10/27/2026

19

Clock-Drawing: 
Sensitive to Deterioration in Dementia

Example 1

Example 2

Example 3

Baseline 6 Months 12 Months

(Reproduced from Shulman, 2000, with permission from John Wiley & Sons Ltd.)

Montreal Cognitive Assessment

Validated in multiple languages and cultures
30-point scale covering multiple domains (compare 

to MMSE)
 Sensitive for mild cognitive impairment

Sensitivity 80-100%; Specificity 50-76%
Practicing clinicians are required to complete a 1-

hour learning module
| Training & Certification
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Delirium
Hallmark: Altered level of consciousness

39

40



10/27/2026

21

41

42



10/27/2026

22

Case: Wrap-Up
Let’s say that this patient is 
found to:
- Have no other history to help 

us narrow the dx
- Have a normal exam
- Negative CAM
- Score 6/15 on his GDS
- Score 18/30 on his MOCA
- Have unremarkable CBC, 

TSH, A1c, B12, CMP
What is your next step? 

Dementia

DepressionDelirium
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Thank you for your attention!

Questions?
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