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Balanced information for better care

Caring for vulnerable elders

— Addressing elder abuse
— Managing dementia
— Supporting caregivers




Elder abuse is common and can cause
substantial harm

The problem includes physical, emotional, and sexual abuse and can
encompass neglect and financial exploitation.!

FIGURE 1. Underreporting of abuse leaves elders vulnerable to harm. Only about 4% of
cases” are reported to law enforcement or a state agency that serves elders, such as an
Area Agency on Aging.?
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*excludes financial abuse.

Elder abuse increases the risk of:

« mortality® - hospitalization, including readmissions®
- disability* * nursing home admission’?®

< emergency room visits®

Patients with dementia are more vulnerable to abuse.®

In one study, nearly

half of dementia patients
had been abused in the
prior year.

Risk factors for abuse:
 increased severity of dementia

« violent behavior by the patient,
such as acute behavioral and
psychological symptoms of
dementia (BPSD)

+ caregiver depression

Patients and caregivers
reported similar
rates of abuse.
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How to identify elders at risk for abuse

FIGURE 2. Specific factors predict an increase in vulnerability.”

Demographic: Health-related:

* age >80 * =3 medical conditions

* female sex * cognitive impairment (MMSE <23)
* non-Hispanic black race * physical disability (e.g., difficulty

* income =$15,000 with stairs)

* depressive symptoms
* limited social network (e.g., <2 visits/
month from family or friends)

FIGURE 3. Compared to elders with 0 to 2 indicators, the prevalence of elder abuse
is dramatically higher in patients with multiple risk factors.'
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A short six-question screen can help identify the problem:!!

1. Are you afraid of anyone in your family?

2. Has anyone close to you tried to hurt or harm you recently?

/ 3. Has anyone close to you called you names or put you down
or made you feel bad recently?

4. Does someone in your family make you stay in bed or tell you
you’re sick when you know you aren’t?

5. Has anyone forced you to do things you didn’'t want to do?
6. Has anyone taken things that belong to you without your OK?

If abuse is suspected, report concerns to the appropriate authorities.

Document this suspicion and any evidence of abuse.
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Cognitive impairment
Integrated management of patients
with dementia

Should | screen all elderly patients for cognitive impairment?

The U.S. Preventive Services Task Force does not recommend universal screening
of all patients over 65.'? It suggests testing only those with:

* a complaint of cognitive deficit by patient or family
* mood or anxiety symptoms

* increased risk of safety problems

FIGURE 4. A framework for managing patients with Alzheimer’s disease and related
dementias

Assess severity of cognitive impairment:
* Use a tool such as the Mini-Cog or MMSE.
* Characterize the nature and severity of the problem with
a detailed history and a cognitive and physical exam.

Rule out reversible causes (e.g., infection, metabolic abnormality,
or drug side effects), using laboratory and imaging tests, as indicated.

Counseling and education: Communicate directly with the patient
and caregivers about the diagnosis and what can be expected.

Maximize
overall health

Manage behavior and
psychological symptoms

GOALS

4 v
Manage the

consequences of
cognitive impairment

Optimize
cognition
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Cholinesterase inhibitors and memantine
offer limited help

These drugs may slow the rate of cognitive decline in some patients,
but this benefit is usually modest and often time-limited.

FIGURE 5A. If a response occurs, it usually FIGURE 5B. Combining a cholinesterase
does so within 3 months of starting treatment. inhibitor with memantine provides a small
Any modest improvements that are seen and transient advantage over each drug
generally diminish in 6-12 months in most alone, and limited benefit over placebo.'
patients.™
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If a trial of a cholinesterase inhibitor or memantine is begun:

1 Start at a low dose and titrate slowly. s et weE e

drugs’ efficacy against

2 Monitor carefully for these common side effects: ) .
their common side

cholinesterase inhibitors memantine effects. A trial off
—nausea, vomiting, diarrhea —dizziness medications can help
—anorexia —confusion address whether they
—dizziness —headache should be continued.
—cardiac arrhythmias —hypertension

3 Reassess at 3-6 months to determine if the risk-benefit
relationship warrants continued treatment.
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A roadmap for managing dementia

Clinical
characteristics

—

MILD COGNITIVE IMPAIRMENT (MCI)

(MMSE usually >26)

Impairment in memory and/or
additional cognitive domains without
loss of function in usual activities

MILD DEMENTIA
(MMSE usually 20-26)

T —

Impairment in memory and at least
one other cognitive domain. Complex
activities reduced; social judgment
usually intact

Education and
counseling for
patients and
caregivers

MCI is not always due to
Alzheimer’s Disease.

Approximately 12-15% of patients
with MCI will progress to Alzheimer’s
Disease each year.

Apathy and irritability are common and
may occur independently of depression.

Promote independence and stimulation.

Identify surrogate decision makers
and discuss end-of-life care.

Pennsylvania requires reporting a
diagnosis of dementia to the
Department of Transportation.

Treatment
options

There are no convincing benefits
of cognitive-enhancing medications
at this stage of the illness.

Depression, anxiety, and irritability
are common and may require
treatment.

Consider a trial of a cholinesterase
inhibitor.

Consider referral for cognitive
training/rehabilitation if available.

Other referrals

Clinical research opportunities
exist for both MCI and dementia.
Consider referring patients for
such studies.

Involve a social worker or nurse
practitioner with expertise in dementia
or geriatric care.

Contact an elder care attorney for
legal and financial planning.

can worsen cognition.

. Establish and reinforce daily routines surrounding eating, exercise, stimulating
cognitive/social activities, and sleep.

. Review the patient’'s medication list (including OTC and alcohol) for drugs that
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3. The Alzheimer’s Association can provide counseling, support groups, and caregiver
liaisons at all stages of MCI and dementia: alz.org.
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Behavioral and psychological symptoms
of dementia (BPSD) are common

Distinguish between acute and non-acute presentation. Acute BPSD
includes symptoms such as aggression or delusions that are severely
disruptive, dangerous, or distressing to the patient.

FIGURE 6. Managing behavioral problems in older patients with cognitive impairment'>1¢

Identify the problem behavior to be addressed.
Record intensity, frequency, and consequences.

Rule out or manage reversible causes.

Initiate non-drug approaches.

(Y
Are the symptoms: 6?%,
— severely disruptive? 1%\
Q
— dangerous? \6,
— distressing? 3;0
%

Acute BPSD (rare) Non-acute BPSD (common)

Drug therapy may be Drug therapy is rarely required.
required for: « Focus on non-drug interventions.

+ Avoid antipsychotic medications I
(APMs) if possible.

* SSRIs may have a limited role:
— avoid fluoxetine (Prozac), citalopram
(Celexa), paroxetine (Paxil).
— consider sertraline (Zoloft),
escitalopram (Lexapro).

Limited use of antipsychotic medications (APMs) may sometimes be necessary
to manage acute BPSD, but is seldom required for non-acute BPSD.
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Avoid resorting to routine use of APMs to
manage these symptoms of non-acute BPSD:

* insomnia + inattention or indifference
* wandering + fidgeting

* restlessness * uncooperativeness

+ social isolation « shouting

* mild anxiety, nervousness

Randomized trials have shown that for every 100 patients with dementia treated
with an atypical APM for 10-12 weeks, 1 will die due to a drug-related side effect.!”

FIGURE 7. In a meta-analysis of 15 randomized trials, patients given an atypical APM
were significantly more likely to die than patients given placebo."”
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Data from clinical trials of aripiprazole, olanzapine, quetiapine, and ripseridone.'” Other studies,
which led to the FDA black box warning for all APMs, found a 60-70% increased risk of death.®

If an APM must be used to temporarily target a specific behavior that does

not respond to non-drug approaches, do so cautiously:"®

. Identify and document the behavior being targeted.

. Start the drug on a trial basis of limited duration, generally under 7 days.

1

2

3. Start at the lowest dose. Monitor for side effects.

4. Evaluate the efficacy of the drug on targeted behaviors.
5

. Stop the drug after the trial period, and re-assess the patient.
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Caregiver support resources

83% of people with dementia are Almost 60% of caregivers
cared for at home by family, friends, report that the emotional stress of
or other unpaid caregivers.'® caregiving is high or very high."

Situational and emotional coping classes can reduce anger, depression, and
self-efficacy in caregivers, while increasing positive coping skills.?°

For links to area caregiver resources and support groups:
* Visit the Caregiver Center at alz.org
 Contact your local Area Agency on Aging: aging.pa.gov/local-resources/Pages/AAA.aspx

Costs of dementia medications

FIGURE 8. Price for a 30-day supply
Cholinesterase inhibitors
donepezil 7.5 mg (generics)
donepezil 7.5 mg (Aricept)
donepezil 23 mg (generic)
donepezil 23 mg (Aricept)
galantamine IR 16 mg (generics)
galantamine IR 16 mg (Razadyne)
galantamine ER 16 mg (generics)
galantamine ER 16 mg (Razadyne ER)
rivastigmine 9 mg oral (generic)
rivastigmine 9 mg oral (Exelon)
rivastigmine 9.5 mg patch (generic)

rivastigmine 9.5 mg patch (Exelon) $616

NMDA receptor antagonist
memantine 20 mg (generic) $346

memantine 20 mg (Namenda) $424

memantine 28 mg (Namenda XR) $476

combinations
donepezil 10 mg + memantine 28 mg (Namzaric) $507

dextromethorphan 80 mg + quinidine 40 mg $917
(Nuedexta)

T T T T T T T T 1
0 $100 $200 $300 $400 $500 $600 $700 $800 $900

Prices from goodrx.com based on World Health Organization Defined Daily Dose (WHO DDD). Accessed February 2017.
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Key messages

Addressing elder abuse

This problem is common, under-reported, and dangerous.
Evaluating a patient’s vulnerability to abuse can predict risk and lead to intervention.

People with dementia are at increased risk of abuse.

Dealing with dementia

Manage patients with cognitive impairment by looking for and addressing any reversible
causes, optimizing general health, and addressing the consequences of cognitive
impairment.

Cholinesterase inhibitors and memantine, alone or in combination, can provide cognitive
and functional benefits in some patients, but these benefits are usually modest and often
transient.

In managing behavioral and psychological symptoms of dementia (BPSD), use non-drug
interventions in all patients and provide support to caregivers.

Pharmacologic treatment of BPSD includes antipsychotic medications only for specific,
identified dangerous behaviors, and may include antidepressants in patients with non-acute
BPSD symptoms. If an antipsychotic medication must be used, do so cautiously and
reassess often.

Visit AlosaHealth.org/ElderAbuse
for more resources and a detailed evidence document
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About this publication

These are general recommendations only; specific clinical decisions should be made by the
treating physician based on an individual patient’s clinical condition. More detailed information
on this topic is provided in a longer evidence document at AlosaHealth.org.
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