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Objectives

• Describe the prevalence of multimorbidity seen in patients with
Dementia.

• Distinguish the unique challenges of caring for patients with dementia
and multiple chronic conditions.

• Identify approaches to preventing complications and hospitalizations
for patients living with dementia and multiple chronic conditions.

Case

• An 85 y/o male presents to your clinic with his grand daughter. His previous
doctor recommended he establish care with a geriatrician because he is
“complicated”.

• He has lived in an assisted living facility for 2 years since his wife died.
• He has a history of Heart Failure(HFrEF), Hypertension, Atrial Fibrillation,
Chronic Kidney Disease, Anemia, Arthritis, Depression and more recently
“memory troubles”.

• He takes HCTZ, Lisinopril, Carvedilol, Warfarin, Fluoxetine and Ibuprofen
• On discussion you learn that he’s had a couple falls in the last 6 months and
on exam you notice that he has some large bruises on his legs and arms.
His daughter is worried about his mood and that he isn’t taking his
medications correctly.
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Forman, D. E., Maurer, M. S., Boyd, C., Brindis, R., Salive, M. E., Horne, F. M., … Rich, M. W. (2018). Multimorbidity in Older Adults With Cardiovascular Disease.
Journal of the American College of Cardiology, 71(19), 2149–2161.

Definitions: Comorbidity

• Combined effect of additional conditions in
reference to an index chronic condition

• Hierarchical (one condition holds priority over
the others)

Van den Akker M, Buntinx B, Knottnerus JA. Comorbidity or multimorbidity, what’s in a name? A review of literature. Eur J Gen Pract
1996;2:65e70.
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Definitions: Multimorbidity
• Co occurrence of medical conditions
within a person

• NICE 2016 guidelines: 2 or more long
term health conditions including:

• Physical and mental health conditions
• Ongoing conditions such as learning
disability

• Symptom complexes such as frailty or
chronic pain

• Sensory impairment such as sight or
hearing loss

• Alcohol and substance misuse

Overview: Multimorbidity: clinical assessment and management: Guidance. (n.d.). Retrieved from https://www.nice.org.uk/guidance/ng56
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Prevalence of Multimorbidity

• Multimorbidity is more common in older patients

Forman, D. E., Maurer, M. S., Boyd, C., Brindis, R., Salive, M. E., Horne, F. M., … Rich, M. W. (2018). Multimorbidity in Older Adults With Cardiovascular Disease. Journal of the
American College of Cardiology, 71(19), 2149–2161.

Prevalence of Dementia

• Dementia is more common
in older patients

Alzheimer’s Association. 2020 Alzheimer’s Disease Facts and
Figures. Alzheimers Dement 2020;16(3):391+.
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Prevalence of Multimorbidity in Dementia

• UK study showed a mean of 4.6 concurrent conditions in addition to
Dementia

• Most common concurrent conditions (in up to 25% of patients with
Dementia):

• Diabetes
• Stroke
• Osteoporosis
• Heart Failure
• Falls
• Osteoarthritis

Welsh, T. J. (2019). Multimorbidity in people living with dementia. Case Reports in Womens Health, 23.

Negative Implications of Multimorbidity

• Financial: 14% of Medicare beneficiaries who report 6 or more
chronic conditions consume 46% of Medicare’s annual budget of over
$500 billion

• Increased risk of:
• Death
• Institutionalization
• Hospitalization
• Disability
• Poor Quality of Life
• Adverse events from treatments

Boyd CM, Fortin M. Future of multimorbidity research: How should understanding of multimorbidity inform health system design? Public Health Rev. 2011;
32:451–474.
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Caveat: Research Evidence

• Many studies exclude older patients
• Many studies exclude patients with dementia
• Many studies exclude patients with multimorbidity
• Studies that do include multimorbid dementia patients are often observational and at
risk for bias in their design

• Studies are often designed to track ”major” events (eg: a stroke or death).
• “Minor” events that are not measured may impact patients greatly (e.g.: cognition,
mobility, quality of life).

Caveat: Guidelines

• Guidelines are typically designed with only one disease in mind.
• May be contradictory when enacting recommendations for more than
one condition.

• Recommendations may not align with patient preferences
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Caveat: Either or Thinking

• Extremes:
• Ignore dementia and proceed with condition specific
guideline associated care

• Focus on dementia/ignore other conditions

• Goal= Balance!
• Consider patient and caregiver preferences: “What
matters most”

• Consider feasibility knowing function/dementia severity
• Consider horizon to benefit of treatment vs. prognosis
• Consider the entire web of conditions that make up that
person’s multi morbidity

Caveat: Good Multimorbid Care Takes Time

• “We sit down and take time and actually listen. They don’t get that in acute, because no
one has the time to explain anything ... someone listening and looking at them as a
person, rather than the heart failure patient or the COPD patient, the breathless patient
on that bed.”

Peart, A., Lewis, V., Barton, C., & Russell, G. (2020). Healthcare professionals providing care coordination to
people living with multimorbidity: An interpretative phenomenological analysis. Journal of Clinical Nursing.
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Braving the
Rapids

American Geriatrics Society Expert Panel on the Care of Older Adults with Multimorbidity. Guiding principles for the care of older adults with
multimorbidity: an approach for clinicians. Journal of the American Geriatrics Society. 2012; 60:E1–E25.

Patient
Preferences

Examine the
Evidence

Consider
Prognosis

Feasibility?
Weigh

Benefits and
Harms
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1) Eliciting Patient Preferences

• Can be more complex when patient has Dementia
• Early documentation of goals of care is helpful!

• Often talk to both patient and caregiver(s)
• Dementia does not mean patient does not have decision making capacity.

• Capacity can fluctuate
• Simple vs. complex decisions, or low vs. high risk decisions require
different bar for capacity assessment

• If patient without capacity, work with DPOA to ensure substituted
judgement used

4 Elements of Capacity

• Communicating a Choice
• Understanding

• Recall conversation about the choice (requires memory, attention)
• Assess probabilities for outcomes

• Appreciation
• Of the likely outcome (can be swayed by emotion and denial)

• Rationalization/Reasoning
• Of the unique risks and benefits to the patient themselves
• Of how the treatment fits with their goals and values

Dastidar, J. G., & Odden, A. (2018, September 14). How Do I Determine if My Patient has Decision Making Capacity? Retrieved from https://www.the
hospitalist.org/hospitalist/article/124731/how do i determine if my patient has decision making capacity
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2) Examining the Evidence

• How closely does your patient resemble the research population?
• What is the strength of the evidence?
• What is the horizon to benefit of the treatment under consideration?
• What are potential harms and burdens of the treatment?

• Burden can change as dementia progresses, e.g.:
• Remembering to take multiple daily doses
• Accurate use of drug delivery device (e.g. COPD inhalers)
• Risk of experiencing side effects

3) Prognosis

• Complex and influenced by age, concurrent illnesses, Dementia severity at
the time of diagnosis and many confounders (race, socioeconomic status,
etc.).

• 5 8 years on average from time of diagnosis to death, for late onset (after
age 65) Dementia.

• There is some evidence that those with Vascular Dementia survive for a
shorter time (likely due to risk of death by cardiovascular disease).

• Concurrent illnesses and/or age may result shorter prognosis then the
patient’s Dementia diagnosis alone.

https://www.alz.org/media/Documents/alzheimers facts and figures.pdf, https://www.alzheimers.org.uk/, https://www.ninds.nih.gov/
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4) Feasibility

• How complex is the treatment? (risk of non adherence)
• What is the risk for adverse events?
• Will the treatment impact caregiver burden/strain?
• What is the financial impact of the treatment?
• How will the treatment impact the patient’s other treatments and
conditions?

Therapeutic Competition

• A medication can benefit one condition and adversely affect a co
existing condition.

• One study looking at US Medicare recipients from the Medicare
Current Beneficiary Survey 2007 2009 showed 22.6% received a
medication for one condition that may harm another condition.

• Examples:
• NSAIDs (+) arthritis and ( )CAD
• Non Selective Beta Blocker (+) CAD and ( ) COPD
• PPI (+) GERD and ( )Osteoporosis

Lorgunpai SJ, Grammas M, Lee DS, McAvay G, Charpentier P, Tinetti ME. Potential therapeutic competition in community living older adults in the U.S: use
of medications that may adversely affect a coexisting condition. PloS one. 2014; 9:e89447.
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5) Optimize benefits/minimize risks

• Minimize polypharmacy as able
• Identify potentially
inappropriate medications
(Beer’s List)

• Consider non pharmacologic
alternatives (eg: TENS unit or
physical therapy for pain)

• Prioritize medications patient is
likely to get the most benefit from

Back to Our Case

• An 85 y/o multimorbid male living in an assisted living facility.
Problem List significant for:

• ? Dementia
• HF (on Beta blocker, ACEI, Diuretic)
• HTN
• Afib (on Warfarin)
• CKD
• Arthritis (on Ibuprofen)
• Depression (on Fluoxetine)
• Falls
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Case Step 1: Patient Preferences

• Patient Preferences
• Patient noted his highest priority is to maintain independence.
• His wife died in a nursing home and he wants to avoid this if possible.
• He prefers quality of life over quantity of life (“I know ice cream isn’t good for
me, but I want it sometimes”)

• Step 1a: Granddaughter Preferences
• Concern for patient safety is top priority

• Should he stop blood thinner with his falls and bruising?
• Is it safe to be prescribed medications if he forgets them/doesn’t take the right amount?
• Should his mood medication be changed? It doesn’t seem to be helping him!

Case Step 2: Examining the Evidence

• Falls and Anticoagulation:
• Would need to fall 295 times/year for risk of subdural hematoma (SDH) to out weigh risk
of thrombosis in patient with non valvular atrial fibrillation.

• May have less risk of SDH with a direct oral anticoagulant (DOAC) as compared to
Warfarin

• Medication Management:
• Consider options to assist with remembering medications: medi sets, reminder calls
from family, medication management at assisted living

• Mood and Dementia
• Pseudodementia vs. Dementia?
• If patient with Dementia, limited evidence of benefit from SSRI (low mood may be
Dementia associated apathy)

• Fluoxetine can increase risk of falls

Man Son Hing M, Nichol G, Lau A, Laupacis A. Choosing antithrombotic therapy for elderly patients with atrial fibrillation who
are at risk for falls. Arch Intern Med. 1999;159(7):677 85.

Dudas R, Malouf R, McCleery J, Dening T. Antidepressants for treating depression in dementia. Cochrane Database of Systematic Reviews 2018, Issue 8.
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Case Step 3: Prognosis

• Recommend work up of memory concerns to see if consistent with
Dementia (if so, survival estimated 5 8 years from diagnosis).

• What is patient’s current functional status?
• Does patient have other geriatric syndromes in addition to falls (e.g.,
delirium, incontinence)?

• What about his other conditions?:
• HF: Most recent TTE? How many recent exacerbations? Recent UK
observational study estimated 1,5, and 10 year mortalities from diagnosis as
(81.3%, 51.5%, and 29.5%)

• Concommittent CKD/Afib likely make HF prognosis worse.

Jones NR, Hobbs FR, Taylor CJ. Prognosis following a diagnosis of heart failure and the role of primary care: a review of the
literature. BJGP Open. 2017;1(3)

Case Step 4: Feasibility

• Consider anticoagulation option that requires once daily dosing
(rivaroxaban if CrCl >15ml/min) to simplify regimen and minimize costs for
assisted living facility provide medication

• Consider checking orthostatic blood pressure to ensure that current
medications are not contributing to falls risk

• Is nocturia impacting falls risk? Consider discontinuation of diuretics
• Discuss benefits of Ibuprofen for pain vs. risk of bleeding and exacerbation
of Heart Failure, CKD.

• Discuss patient interest/caregiver burden in encouraging trial of physical
therapy to enhance mobility and/or use of assistive devices to limit falls
risk.
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Step 5: Optimize benefits, minimize risks

• Bleeding risk remains on Rivaroxaban but thrombotic event risk off
anticoagulants threatens patient’s goal to live independently.

• Consider discontinuation of Fluoxetine to minimize side effects (falls) given
limited evidence of benefit to patient

• If mood worsens off Fluoxetine could consider re initiation of SSRI with less fall risks
and medication interactions (eg: Sertraline)

• If requires pain treatment could consider other options:
• topical diclofenac (less systemic absorption)
• Tylenol
• Other topical therapies: lidocaine, menthol, capsaicin
• physical therapy (recommend family member to attend to assist with retention of
exercise regimen)

Don’t forget…..

• When accounting for multi morbidity do not be limited by patient’s
formal problem list

• Look for geriatric syndromes (Delirium, Incontinence, Frailty, Falls) that are
often not listed.

• Ask about mental health history (eg: PTSD) that may impact Dementia
associated behaviors

• Make sure to ask about over the counter medications that may not be
listed on the medication list but can cause therapeutic competition or
side effects.
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What about
Acute Care?

Case #2

• 85 y/o M with moderately severe dementia (FAST 6a) admitted to SNF
for post hospital care after hip fracture.

• On MD arrival to SNF during routine staff rounds nurses note that
patient has new oxygen requirement

• Patient seen and found to be obtunded.
• Patient sent to hospital (per POLST preferences) and dies from
complications of sepsis of pulmonary origin.
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Unique Challenges in Assessing Multimorbid
Patients with Dementia
• Limited communication/Unreliable History

• Often can’t communicate needs verbally/tell a linear history
• Ask simple yes/no questions
• Physical exam may play a larger role in diagnosis
• Watch for non verbal cues (body language)
• Pain is particularly difficult to assess. Look at facial expression, breathing,
consider that agitation can be an expression of untreated pain

• Watch for Inadequate Assessment/Treatment: Providers are likely to spend
less time when patients can’t communicate. Limited empathy/implicit biases
can lead to missed diagnoses

• Caregiver may have helpful history/provide baseline function
Macneil Vroomen, J. L., Nagurney, J. M., & Allore, H. G. (2020). Comorbid conditions and emergency department treat and release utilization in multimorbid persons with

cognitive impairment. The American Journal of Emergency Medicine, 38(1), 127–131

Unique Challenges in Assessing Multimorbid
Patients with Dementia
• Acute Changes are unlikely to be due to Dementia

• Dementia is typically slowly progressive
• Acute changes in behavior or symptoms should be evaluated to rule out
causes for Delirium (pain, constipation, dehydration, infection).

• Consider the unique risks associated with the multimorbid conditions
• CAD?: recall that MI can present atypically in older adults
• Trouble swallowing or Incontinent/at higher risk of UTI?: recall that fever can
be low grade or nonexistent in older adults

• Fall and recently bed bound? If acutely short of breath, consider PE

Macneil Vroomen, J. L., Nagurney, J. M., & Allore, H. G. (2020). Comorbid conditions and emergency department treat and release utilization in multimorbid persons with
cognitive impairment. The American Journal of Emergency Medicine, 38(1), 127–131
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Case #3

• 79 y/o F community dwelling female with history of moderately severe
Alzheimer’s disease presents to routine outpatient visit with recent fall.

• On exam found to be bradycardic and patient refused to turn head to the
right

• EKG consistent with heart block. CT cervical spine shows Type 3 Dens
Fracture. Patient had pacemaker placed and treated non operatively with
12 weeks Miami J collar.

• Hospital stay complicated by patient agitation/attempts to remove the
Miami J collar.

• Short SNF stay post hospitalization and then return home to daughter with
escalation in BPSD (behavioral and psychological symptoms of dementia)
with ultimate decision to place patient in AFH

Risks of Hospitalization/Transitions of Care

• Patients with dementia and patients with multimorbidity are both at
increased risk of hospitalization

• Systematic analysis estimated a pooled RR of hospitalization for individuals
with dementia of 1.4 (CI: 1.21, 1.66) in studies that adjusted for age, sex and
physical comorbidity.

• Hospitalization can be harmful for patients with Dementia
• Delirium
• Falls
• Medication Errors/Inappropriate Medications
• Re admissions
• Decreased Functional Status
• Worsening Cognitive Status

Shepherd et al. BMC Medicine (2019) 17:130
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Multimorbid Dementia Patients Can Have
Complex Admissions

Damluji, A. A., Forman, D. E., Diepen, S. V., Alexander, K. P., Page, R. L., Hummel, S. L., … Cohen, M. G. (2020). Older Adults in the Cardiac Intensive Care
Unit: Factoring Geriatric Syndromes in the Management, Prognosis, and Process of Care: A Scientific Statement From the American Heart Association.

Circulation, 141(2).

Potential Solution?

• Avoid Hospitalization!
• Ambulatory Sensitive Care conditions are associated with approximately 25%
of admissions for patients with cognitive impairment

• Caregiver Support Interventions:
• Adult Day Health Programs
• Respite
• Home Health Aids
• Other: eg: Hopkins MIND at Home, VA REACH program, NYU Caregiver Program

• Hospital at Home Programs?
• Several trials underway in Italy, UK, US to show if benefit to patients with Dementia

• Document Goals of Care for those who prefer to no longer go to the hospital

Wolf, D., Rhein, C., Geschke, K., & Fellgiebel, A. (2018). Preventable hospitalizations among older patients with cognitive impairments and
dementia. International Psychogeriatrics, 31(3), 383–391
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In Review

• Multimorbidity and Dementia increase with age.
• Caring for patients with Dementia and Multimorbidity is complex!

• A roadmap:
• Preferences Evidence Prognosis Feasibility Optimize Benefits/Minimize Risks

• Hospitalization in this population is high risk
• Elicit goals of care early in Dementia diagnosis and revisit as needed
• Consider alternative strategies to minimize risk: e.g., home based care,
hospital at home, caregiver support programs

Questions?
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