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The objective of this series is to describe by
actual cases seen in the Geriatric Centre of St. Luke's
Medical Center the prevalence of the concomitance of
dementia and depression in the elderly age group and
to introduce a novel approach to their management.

CASE I.

An 87-year old widower, BY, was referred to
the Geriatric Clinic in the outpatient Department by
the Nephrology Section for Comprehensive Geriatric
Assessment. His caregiver (daughter-in-law) reported
that they had been following-up regularly in the
Diabetes, Nephrology and Urology Clinics for the
following conditions: Chronic Renal Insufficiency
Secondary to Diabetes Nephropathy, SIP Trans-
Urethral Retrograde Pyelogram Secondary to Benign
Prostatic Hyperthrophy, Decompensated, Neurogenic
Bladder, Flaccid Type probably secondary to DOMand
Chronic Urinary Tract Infection. He has been a
diabetic for 30 years. His regular check-ups at the
Outpatient Department were necessary because of
frequent susceptibility to infections. Three (3) months
prior to consultation, he was treated for a lower
respiratory tract infection which was eventually
controlled. His problem at the time of referral to the
Geriatric Clinic was a recurrent bacterial and fungal
urinary tract infection, for which he has been on the
massive antibiotics.

One (I) week prior to consu Itation, he was
reported to have lapses of incoherence, hallucinations,

insomnia, forgetfulness and inappropriate behavior.
During his lucid moments he would express the wish
that he would still live longer. There was no change in
appetite, no disorientation as to time, place and person.
Positive physical examination findings showed a
conscious, coherent, wheel-chair borne elderly with an
enucleated right eye and mature senile cataract on the
left. A hearing aid is also attached to the left ear.
Neurologic examination showed no lateralizing signs,
but there was gross muscle weakness of the lower
extremities; hence, the wheelchair. Due to his poor
vision and limited mobility, he is assisted in all self-
care activities except continence. Even medication,
which never falls below a minimum of five (5) drugs
at any single time, is handed to him. Folstein Mini-
Mental State Examination score was 21/28, and the
30-item Geriatric Depression Scale score was 20. This
writer's additional diagnosis on top of his medical
problems is Dementia, probably related to the Chronic
Illness with Depression. Subsequent referral to the
Neurology Clinic confirmed these initial findings. He
was then referred to the Geriatric Day Care Program
for memory training.

BY was a regular attendee of the Day Care
Program. He would first follow-up at the Outpatient
Department then proceed to the Day Care for
participation. He was well-received by his co-
participants even though he was in a wheelchair.
Although some memory training exercises initially
made him sleepy, he found the dancing and exercises
very helpful to him. Four (4) months after, a neurology
consultant assessed him to be oriented to three(3)
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spheres, with intact memory and judgement, and with
no motor and sensory deficit. The caregivers also
reported that he has been sleeping well with a good
recall of recent events. He was also noted to try to
stand and to walk to the bathroom for his toileting,
This improvement in functional capacity further
encouraged him to stay in the Day Care Program.

CASE 2.

A 73-year old female, single, who shall be
called RA, was brought to the Geriatric Centre
Outpatient Clinic after a history of "fall". Further
questioning revealed that she has been complaining of
lapses of memory for two to three years already,
described as not being able to continue what she
started to do because of forgetfulness, and not being
able to recall where she left her personal belongings.
However, there were no lapses in the performance of
her functions at the Watchtower Congregation so there
was no consultation until about five (5) months prior
to her initial visit. She was noted to "forget to take a
bath at least daily" and change her clothes, including
her underwear. Her roommate was tasked to remind
her about these. Three (3) months prior to
consultation, she collapsed during one of their
meetings. Upon further questioning, she was noted to
have "forgotten her meal" which probably caused
hypoglycemia. At this time too, there were two (2)
episodes of "sudden cessation of walking because of
tremors". Further questioning showed that this was
associated with recalling a dream that she was "being
taken by Satan". All of these problems prompted
consultation.

A Comprehensive Geriatric Assessment was
done. RA is a college undergraduate and is presently a
translator of the Jehovah's Scripture from English to
Filipino. Past medical history is unremarkable. She
belongs to an exclusive religious congregation where
they line together and are provided with housing and
food. This happens to members where there is break-
up of close family ties. This transfer of social
environment did not seem to affect her significantly as
relationships were also formed in this new group. Past
medical history, nutritional history, and physical
examination are unremarkable. She is conscious,
coherent, anxious, suspic.ious, with poor recall of
recent events. The pathological reflexes present are
glabellar tap and bilateral grasp reflexes. The only

significant laboratory finding is the Cranial CT Scan
which showed few lenticulo-capsular infarcts with
central and peripheral atrophy and mild cerebellar
atrophic change. Subsequent Geropsychiatry referral
yielded the following considerations: Dementia,
Mixed: Early Alzheimer's Disease Stage II-III with
Multi-infarct Dementia; Reactive Depression.

Treatment given was an antidepressant.
Suggestions for environmental adaptations were done
such as reduction of workload, enrolment in the
Geriatric Day Care Program, and some behavioral
modifications to improve self-care deficits.

One week later, RA was admitted for full-
blown psychotic behavior, and was placed on
Haloperidol, then discharged with controllable
psychiatric symptoms after one (1) week. Three (3)
days later she was readmitted for fever and chills. A
chest x-ray showed Pneumonia, and was placed on
antibiotics in addition to her antidepressant. All tins
time, her congregation did not fail to communicate with
her physicians regarding her progress. She also had
specialized nursing care who was taught some
behavioral methods in dealing with her. When she was
discharged, she was still bedridden, but practical
methods of rehabilitation were taught to restore her
strength and mobility. Again, environmental
adjustments were done such as putting siderails in the
bathroom and providing standing bars. The caring and
reassuring attitude of her caregivers reinforced her
motivation. Six months later, her caregivers reported
that she has resumed her duties as a translator; her
roommates have adopted a way of reminding her to take
a bath so that it already seemed to be a routine activity
for her.

RECOGNITION

Clinical understanding of the relationship
between dementia and depression have been evolving
in recent decades. In 1961, LG Kiloh published a
paper entitled "Pseudodementia" to em phasize that
patients with cognitive impairment are not always
irreversibly demented and depression is given as an
example of a reversible dementia. By the mid-1970's,
it was widely held within the medical community that
many cases of depression were being misdiagnosed as
dementia. The concept of pseudodementia of
depression then became very popular.
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It has often been said that depression is a
masquerader of diseases, most especially in the
geriatric age group. It is so difficult to untangle the
biological, psychological and social domains of this
disorder, that it can always be included in practically
every patient's differential diagnosis. Somatisation is
very common and presentation with complaints of
bodily disturbance without an underlying cause,
coupled with appetite and sleep disturbance should ....
always alert the physician to its possibility.

Depression may also occur in conjunction
with, and not just as a consequence of, a major
physical disability. Equally, depression is common in
people with dementia. This in itself may produce
problems, as differentiating the patient with a
depressive pseudodementia can be difficult.

DIAGNOSIS

An article in 1989 by Reifler BY from the
Bowman Gray School of Medicine proposed a method
of differentiating the two entities based on a careful
history from reliable observers (patient's spouse,
children, or both), with further guidance from mental
status and physical examinations. In broad terms, he
described these illnesses with mixed symptoms of
memory and mood as cognitive-affective disorders and
may be divided into two (2) types: Type I and Type II.
(See Table I.)

Table 1. Differential Diagnosis of Type 1 and Type 2
Cognitive-Affective Disorders.

TYPE I TYPE II
PRIMARY
DISORDER

Depression (with
secondary memory
loss)

Dementia
super-imposed
depression)

(with

ONSET Subacu te (weeks to
months)

Gradual (years in AD:
abrupt in MID)

INITIAL COURSE Depressive symptoms
usually appear first

Cogn itive impairment
usually appears first
but careful
questioning of family
members may be
required to confirm
this·

COGNITIVE
STATUS

Cognitive imp:innent
clearly apparent on
testing

Memory "loss' often
subjective and not
substantiated by test
(although some
patients do show
objective evidence of
cognitive impairment)

PROGNOSIS Treatment can relieve
all symptoms

Treatment can rei ieve
depression; memory
loss usually same

Reifler BY. "Depression With and
Practice April 30, 1989. pp 47-66.

Without Dementia "Hospital

In Type I, depression is the single diagnosis
that accounts for both cognitive and affective
symptoms, and treatment may alleviate all aspects of
the disorder. Type I is the so-called pseudodementia of
depression. Type 11 has 2 diagnoses: depression is
superimposed on an irreversible dementia (usually
Alzheimer's disease or multi-infarct dementia).

Still, the criteria are based on the Diagnostic
and Statistical Manual of Disorders, 4th edition. (See
Tables 2 and 3). Using all these guidelines, therefore,
Case 1 of BY, in retrospect, should have been
Pseudodementia of Depression or Type I ; while Case
2 or RA, is a Type II cognitive-affective disorder.

Dementia, on the other hand, has always been
related to ageing and is almost always a" basket-case"
diagnosis. Treatable forms of dementia must always be
ruled in, hence all patients of dementia with recent onset
in whom no clinical findings explain the dementia must
have CT or MRI scans. Other examples of treatable
causes that can be seen are subdural hematoma, tumors,
and normal-pressure hydrocephalus.

Certain diagnostic stud ies, although not
recommended for standard use in the evaluation of
dementia, can be helpful in certain patients.
Electroencephalographic abnormalities are not specific
for any type of dementia; however, seizure activities
and focal abnormalities can be detected. Also, most
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patients with clinically significant primarj
degenerative dementia (as well as delirium) have
abnormal slowing (usually diffuse slowing). A normal
EEG in a patient with substantial cognitive
dysfunction should thus raise suspicion of the potential
reversible causes of dementia rather than a disease of
the cerebral cortex.

TABLE 2

Diagnostic Criteria for Dementia of the Alzheimer's
~

A. The development of multiple cognitive deficits
manifested by both:

1. memory impairment (impaired ability to learn new
information or to recall previously learned
information ).

2. one (or more) of the following cognitive
disturbances:

a) aphasia (language disturbance)
b) apraxia (impaired ability to carry out motor

activities despite intact motor function).
c) agnosia (failure to recognize or identify

objects despite intact sensory function).
d) disturbance in executive functioning (i.e.,

planning, organizing, sequencing,
abstracting).

B. The cognitive deficits in Criteria A 1 and A2
each cause significant impairment in social
and occupational functioning and represent a
significant decline from a previous level of
functioning.

C. The course is characterized by gradual onset
and continuing cognitive decline.

D. The cognitive deficits in Criteria A 1 and A2
are not due to any of the following:

1. other central nervous system conditions that cause
progressive deficits in memory and cognition (e.g.
cerebrovascular disease, Parkinson's disease,
Huntington's chorea, subural hematoma, normal-
pressure hydrocephalus or brain tumor.)

2. systemic conditions that are known to cause
dementia (e.g., hypothyroidism, vitamin B 12 or
folic acid deficiency, ruacm deficiency,
hypercalcemia, neurosyphillis, HIV infection).

3. substance-induced conditions,

E. The deficits do not occur exclusively during
the course of a delirium.

.•..

F. The disturbance is not better accounted for
by another Axis I disorder (e.g., Major
Depressive Disorder, Schizophrenia)

TABLE 3

Criteria for a Major Depressive Episode

A. Five (or more) of the following
symptoms

have been present during the same 2 -week
period and represent a change from previous
functioning; at least one of the symptoms is
either (1) depressed mood or (2) loss of
interest or pleasure.

1. depressed mood most of the day, nearly every day,
as indicated by either subjective report or observed
by others

2. markedly diminished interest or pleasure in all, or
almost all activities most of the day, nearly every
day (as indicated by either subjective account or
observation made by others)

3. significant weight loss when not dieting or weight
gain (a change of more than 5% of body weight in
a month), or decrease or increase in appetite nearly
every day

4. insomnia or hypersomnia nearly every day

5. psychomotor agitation or retardation nearly every
day (observable by others)

6. fatigue or loss of energy nearly every day

7. feelings of worthlessness or excessive or
inappropriate guilt nearly every day
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8. diminished ability to think or concentrate; or
indecisiveness, nearly every day

9. recurrent thoughts of death, recurrent suicidal
ideation without a specific plan, or a suicide
attempt or a specific plan for committing suicide

B. The symptoms do not meet criteria for a
Mixed Episode.

...
C. The symptoms cause clinically significant

distress or impairment in social, occupational,
or other important areas of functioning.

D. The symptoms are not due to the direct
physiological effects of a substance or a general
medical condition.

E. The symptoms are not better accounted for by
bereavement.

THERAPEUTIC OPTIONS

A variety of strategies are potentially effective
in treating cognitive-affective disorders. According to
Reifler BY, the choices differ, but depend on the
severity of depression and on whether the overall
disorder is Type I or Type 2. However, certain general
principles apply in most situations.

First, the clinician should be alert to the
possibility of depression as a diagnosis, as this is
easily overlooked.

Second, depression cannot be ruled out in a
demented patient without talking to the family or
another reliable observer because demented patients
cannot be relied upon to give an accurate report of
such symptoms as poor sleep, loss of energy, a decline
in interest level, recurrent thoughts of death or suicide.

Third, when depression is moderate (i.e., the
patient has a very low potential for suicide and is able
to perform the necessary activities of daily living),
outpatient treatment is preferable. Whenever possible,
however, nonphannacologic treatment should be
attempted first. For example, some patients respond
favorably to behavioral intervention combined with
supportive _psychotherapy. In particular,

psychotheraphy may be beneficial to some type I elderly
patients.

A very useful intervention for many type 2 and
type I patients is enrolment in a day-care center,
which offers a structured schedule of supervised
activities in a structured environment. One such
program is the Geriatric Day Care Program of the St.
Luke's Medical Center, which our illustrated case, BY,
attended. His numerous medications necessitated the
physicians to opt for behavioral and group
intervention, which he expenenced in this novel thera-
peutic approach.

Fourth, when a behavioral or environmental
intervention has been unsuccessful or is impractical, or
when the patient is strongly oriented' toward
pharmacologic therapy, antidepressant drugs are the
treatment of choice, and they are widely available in
the market. It is always best to begin at a low dosage
level and then slowly increase the amounts until the
patient shows a therapeutic response or side effects
become intolerable.

Fifth, more severely depressed patients, such
as those who are suicidal or cannot perform activities
of daily living, should be cared for in a hospital. If a
reasonable trial of antidepressant therapy is
ineffective, electroconvulsive therapy must be
considered.

Sixth, an important aspect of treating
cognitive-affective disorder is consultation with the
patient's family. It should follow diagnosis so that
realistic expectations can be offered. In type I patients,
relief of all symptoms is a reasonable goal. In type 2
cases, relief of the depression may be attainable, but
cognitive function is unlikely to improve. It is the
relief of depression in these cases that most often
produces noticeable improvement in the quality of life
of both the patient and his caregivers. On that basis
alone, instituting therapy, whether pharmacologic or
non-pharmacologic, is already worthwhile.

CONCLUSION

Depression is one example of a treatable
dementia. On the other side of the scale, dementia is
usually an over-diagnosis. Every physician must rule
out treatable causes, for the actual diagnosis depends
on months of monitoring of the patient's cognitive and
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social functioning. Although cure is not available for
most forms of dementia, optimal management can
provide improvements in the ability of these patients
to function, as well as in their overall well-being.
There is life after the diagnosis of dementia. Put them
in the geriatric day care program.
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