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HOSPICE AIDE EDUCATION SERIES                                       Module 13: Dementias 

Overview & Objectives 

The history of dementia in written texts dates back to the 7th century B.C., and by all accounts it was 

believed to be a normal part of aging for centuries.  It was not until the 1800’s, when anatomists 

discovered changes in the brain associated with dementia that it was no longer considered a normal.  

Since then several types of dementia have been identified aside from Alzheimer’s, and this module 

contains a description of other common types seen in hospice.  It contrasts the signs, symptoms, and 

lifespans of other dementias and differences among them   [For an in-depth review see Alzheimer’s on 

the website course list]. The following learning objectives for this module include: 

 Discuss the history of dementias 

 List types of dementias other than Alzheimer’s 

 Review lifespan and treatment of other dementias 

 Identify differences between other dementias and Alzheimer’s 

 Brief hospice aide review of immobility and feeding in dementia patients (Alzheimer’s module 

covers the hospice aide’s role in more depth)   

Contents 

 Learning Module 

 Group Exercise:  Matching 

 Test Questions 

 Instructor Answer Key 

 Attendance Sheet 

 Evaluation Form 

 Certificate of Attendance 

 

Module Instructions: 

 

Each module should take approximately one hour. Successful completion requires hospice aides to study 

the self-study section, complete the test, and fill out the evaluation form.  Discussion topics, case 

studies, group exercises, and module extras are used to supplement learning.  A passing grade of 70% is 

required on the test.  The completed sign-in sheet, test, evaluation form, and certificate of attendance 

should be kept on file for auditing and compliance purposes.  A copy of the completed certificate of 

attendance should be given to the aide for their own records. 

  

 

Copies are permitted within the physical location of each organization purchasing modules   
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Module 13:  Dementias                                            

Introduction 

All dementias involve the loss of cognitive 

(thinking) and functional abilities in previously 

unimpaired people beyond what is expected in 

normal aging.  They are considered 

neurocognitive disorders with varying degrees 

of severity.  Dementias are usually progressive 

with differences in symptoms, treatments, 

lifespans, and functional decline.  Depending on 

the cause, dementia can be reversible (i.e. 

drugs, infections, metabolic changes, tumors) or 

irreversible (brain disease).  The focus here is on 

patients with irreversible dementias.  

  

   

Patients who are on hospice with a primary 

diagnosis of dementia are in the last stage of 

the disease.  They have severe deficits in mental 

and physical function and they are dependent 

on others for most or all of their care.  

“Alzheimer’s Dementia and Other Related 

Disorders” is a primary diagnosis in hospice 

under Medicare guidelines.  This module 

reviews the most common types of dementia 

seen in hospice except Alzheimer’s [see 

Alzhiemer’s module].  Most hospice aides are 

very familiar with dementia patients.  The 

purpose of this module is to review the types 

that are different from Alzheimer’s.                              

The History of Dementia 

The earliest written texts describing age-related 

mental decline goes back to Pythagoras, a 

Greek physician in the 7th century B.C.  Through 

centuries even the most notable physicians and 

philosophers (Hippocrates, Plato, Aristotle) 

believed dementia was a natural part of aging.    

The causes of dementia made little progress 

until the 16th century when there was increasing 

interest in mental illness, memory loss, and the 

loss of reason.  But it was not until the 19th 

century (1800’s) that the roots of dementia as a 

disease began to take hold.  “Senile dementia” 

(derived from Latin meaning “old age and 

without the mind”) was then considered a 

medical condition.   

By 1860, scientists had discovered that a change 

in the weight of the brain occurred in 

dementias related to aging.  In 1864, the 

decrease in brain weight was recognized as 

atrophy, but it was attributed to syphilis and 

chronic alcoholism.  It was only considered a 

characteristic of senile dementia later, 

eventually becoming a major characteristic of 

dementia.  

             

The earliest type of dementia characterized by 

brain atrophy was identified by German 

physician, Alois Alzheimer, and Swiss 

psychiatrist and neurologist, Otto Binswanger. 

http://www.hospiceaidehub.com/
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In the 1890’s they described it as 

arteriosclerotic brain atrophy or “gradual 

strangulation of the blood supply to the brain.” 

Vascular disease was considered the main cause 

of senile dementia after improvements in 

science allowed parts of the nervous system to 

be seen for the first time under a microscope.   

Although Alzheimer’s dementia is the most 

common type of dementia today, there are 

other types of dementia that can be primary 

and secondary conditions in hospice.  Most 

dementias progress slowly, while others 

progress more rapidly. 

Types of Dementias 

Vascular Dementia:  This type of dementia is 

the second most common dementia after 

Alzheimer’s.  It is known as “multi-infarct” 

dementia (MID) because it is related to a series 

of small strokes that cause problems with blood 

supply to the brain.  Not all vascular dementias 

are caused by strokes.  It can also result from 

conditions that damage the blood vessels and 

reduce circulation, depriving the brain of vital 

oxygen and nutrients.  Factors that may 

contribute to vascular dementia are high blood 

pressure, high cholesterol, and smoking.  

                                              

Symptoms of vascular dementia vary depending 

on the part of the brain that is impaired.  

Symptoms can also overlap with other types of 

dementia such as Alzheimer’s.  When symptoms 

of dementia occur following a stroke it is 

sometimes called “post-stroke dementia.”  

After a series of strokes or mini strokes, a 

noticeable change may occur from the patient’s 

previous level of function.  This is not like the 

steady decline that happens in Alzheimer’s.  On 

the other hand, vascular dementia can develop 

gradually like Alzheimer’s as well.  It is not 

unusual to have patients with more than one 

type of dementia called “mixed dementia.” 

According to the Mayo Clinic, symptoms of 

vascular dementia include: 

 Confusion 

 Trouble with attention and 

concentration 

 Reduced ability to organize thoughts 

or actions 

 Decline in the ability to analyze 

situations, develop plans, and 

communicate plans to others 

 Difficulty deciding what to do next 

 Problems with memory 

 Restlessness and agitation 

 Unsteady gait 

 Sudden or frequent urge to urinate 

(or inability to control passing urine) 

 Wandering at night 

 Depression 

Treatment of vascular dementia largely consists 

of controlling the risk/lifestyle factors 

associated with it:  

 Keep blood pressure, cholesterol, and 

blood sugar levels down  

 Avoid smoking 

 Eat nutritious meals 

 Exercise 

 Maintain a healthy weight 

 Limit alcohol consumption   

http://www.hospiceaidehub.com/


Hospice Aide Hub  4 

 

 
Module 13:  Dementias                                                  ©2014 Hospice Aide Hub www.hospiceaidehub.com 
 

Some medications used for Alzheimer’s may 

help patients with vascular dementia.  The 

lifespan of patients with vascular dementia can 

vary widely depending on the severity of 

strokes.  Rehabilitation after stroke, other 

medical conditions, and the generation of new 

blood vessels in the brain outside the damaged 

areas influence lifespans in vascular dementia.   

Frontotemporal Dementia (FTD):  Formerly 

called Pick’s disease, FTD was named after 

Arnold Pick, a physician who described distinct 

symptoms of FTD in 1892.  It is the name of a 

less common type of dementia that affects the 

frontal and temporal lobes (regions behind 

forehead and ears) of the brain.  These areas 

are associated with personality, behavior, and 

language.   

In this type of dementia, the frontal and 

temporal lobes shrink due to cell damage 

(abnormal deposits of several proteins in those 

areas) although the causes are not well 

understood.  It is sometimes misdiagnosed as a 

psychiatric problem or Alzheimer’s. It tends to 

occur in 40-75 year old age groups.  Researchers 

have found several genes linked to FTD, and the 

only known risk factor is a family history of it.   

                                

 

The most obvious symptoms of frontotemporal 

dementia are changes in behavior and 

personality.  It may begin with minor changes 

that are mistaken for depression, but there is a 

marked loss of inhibition, judgment, and 

empathy.  The patient demonstrates 

increasingly inappropriate behaviors or actions 

(i.e. sexually explicit), and lacks awareness of 

the changes.  They may have obsessive, 

repetitive, and compulsive behaviors (i.e. 

overeating).  There is often a decline in personal 

hygiene and they do not care about things.  

They may also have movement disorders 

(tremors, poor balance and coordination, 

muscle weakness), and language deficits 

(aphasia, difficulty understanding spoken and 

written language).     

According to the Alzheimer’s Association, the 

key differences between frontotemporal 

dementia and Alzheimer’s are: 

 The age at diagnosis (most FTD patients 

are diagnosed in their 50’s and early 

60’s; Alzheimer’s usually diagnosed 

over age 65 unless it is early onset type) 

 Memory loss tends to happen in the 

earlier stages of Alzheimer’s 

 Behavior changes occur earlier in FTD 

than in Alzheimer’s 

 Spatial disorientation (getting lost in 

familiar places) is more common in 

Alzheimer’s than FTD 

 Alzheimer’s patients have trouble 

remembering words or names, but they 

have less trouble making sense of 

language and reading than patients 

with FTD 

 Hallucinations and delusions are 

uncommon in FTD but relatively 

common in Alzheimer’s 

Treatment for frontotemporal dementia is 

focused on managing symptoms associated 

with behavior such as antidepressants and 

antipsychotics.  The progression of FTD occurs 

Frontal 

Temporal 
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over several years (an average of 6-8 years but 

can range from 2 to 20 years) until they become 

mute and bedbound. 

Dementia with Lewy Bodies (DLB):  Most 

experts believe that dementia with Lewy bodies 

is the third most common type of dementia 

after Alzheimer’s and vascular dementia.  It is 

most closely associated with Parkinson’s 

disease, but also overlaps with Alzheimer’s 

because it involves areas of the brain associated 

with thinking, memory, and movement (motor 

control).   

                

This type of dementia is characterized by the 

presence of Lewy bodies.  These are clumps of 

alpha-synuclein protein deposits confirmed on 

autopsy (or after death).  They were discovered 

by Frederick Lewy, a neurologist who worked in 

Alois Alzheimer’s laboratory in the early 1900’s.   

Symptoms of Lewy body dementia include: 

 Visual hallucinations (colors, shapes, 

animals, people who are not there) 

may be one of the first symptoms; 

some patients have hearing, smell, 

and tactile hallucinations as well 

 Movement disorders similar to 

Parkinson’s (slowed movement, rigid 

muscles, tremors, shuffling gait) 

 Poor regulation of body function 

such as blood pressure, pulse, 

sweating, and digestion (dizziness, 

falls, and bowel issues) 

 Cognitive problems such as 

confusion, reduced attention span, 

memory loss 

 Sleep difficulties, physically acting 

out dreams in sleep 

 Fluctuating attention, periods of 

drowsiness, staring into space, 

disorganized speech 

 Depression 

According to the Alzheimer’s Association, key 

differences between Lewy body dementia and 

Alzheimer’s are: 

 Memory loss is more pronounced in 

Alzheimer’s early on; advanced DLB 

may cause memory problems 

 Movement deficits are more disabling 

than Alzheimer’s in early stages 

 Hallucinations, delusions, and 

misidentification of familiar people 

occur in the early stage of DLB 

 Sleep disorders are more common in 

DLB than Alzheimer’s 

 Disruption of the autonomic nervous 

system causing blood pressure drop, 

dizziness, falls, urinary incontinence, 

and bowel issues are more common 

early in DLB than Alzheimer’s 

 Slightly shorter lifespan than 

Alzheimer’s 

Causes of Lewy body dementia have not been 

identified.  Most people have no family history 

and no specific genes have been linked to DLB.  

Treatment for Lewy body dementia may include 

cholinesterase inhibitors for thinking changes, 

antipsychotic drugs for behavioral symptoms, 

antidepressants, and medications to treat sleep 

disorder.  The average lifespan after onset is 5 

to 7 years.   

http://www.hospiceaidehub.com/
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Rarer Types of Dementia 

Among the rarer types of dementia, two that 

are sometimes encountered are Creutzfeldt-

Jakob disease (CJD) and Dementia Pugilistica, or 

“Boxer’s Dementia.” 

Creutzfeldt-Jakob Disease (CJD):  This type of 

dementia is called a prion disease because 

normal prion proteins in the body begin to fold 

into abnormal shapes.  This triggers the prion 

proteins in the brain to fold into the same 

abnormal shape and destroy brain cells.   

The cause of CJD is not understood, but it leads 

to a rapid decline in thinking and reasoning.  It 

includes involuntary muscle movements, 

confusion, difficulty walking, and mood 

changes.  It can develop spontaneously (no 

known reason) or as a result of genetics.  In very 

rare cases, exposure to the abnormal prion 

protein from meat (also known as “mad cow 

disease”) can cause it.  

It is diagnosed by rapid progression of 

symptoms and there is no known treatment to 

slow or stop the destruction of brain cells.  In 

90% of CJD cases, the patient dies within one 

year. 

Dementia Pugilistica:  This type of dementia, 

also known as “Boxer’s Dementia,” is due to 

traumatic brain injury (often repeated blows to 

the brain as in boxing, football).  It has also 

been called punch-drunk syndrome and was 

originally discovered in boxers in the 1920’s.  It 

occurs in people who have suffered multiple 

concussions.   

Symptoms include dementia, Parkinson’s, and 

other changes depending on the part of the 

brain injured.  Tremors, slow movement, 

speech problems, and confusion are commonly 

seen in this type of dementia.  It is frequently 

undiagnosed because symptoms do not appear 

for years or even decades.  At that time it is 

commonly mistaken for Alzheimer’s or the 

effects of old age. 

Hospice Aides and Dementias 

Although there are many kinds of dementia and 

some hospice patients are in the earlier stages 

(when dementia is not the primary diagnosis), 

the care of patients with any kind of end-stage 

dementia is basically the same as Alzheimer’s.  

In the final stages before death, dementia 

patients lose the ability to walk, sit, eat, and 

talk.  They are typically bedbound and require 

care that is centered on near or full 

dependency.  Bed baths are given, weights are 

no longer taken, medications are stopped 

(except for comfort), and only comfort 

measures are provided.   

                               

Immobility:  Care must be taken to make sure 

the patient is positioned and repositioned to 

prevent pressure ulcers, contractions, and 

pneumonia.  Repositioning every two hours is 

usually the standard unless the patient has 

specific needs that require more customized 

care.  Caregivers and family members should be 

taught how to position the patient with pillows 

and supportive devices (i.e. heel protectors, 

anti-contracture devices).  Any new areas of 

redness or skin breakdown, signs of worsening 

respiratory status, or fever should be reported 

to the nurse. 

http://www.hospiceaidehub.com/
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Feeding:  When the patient is no longer able to 

swallow, no food or fluids should be given.  This 

is especially hard on families, so education is 

important.  Families may need help 

understanding that their loved one’s inability to 

eat or drink indicates the final stage of their 

disease.  Any issues regarding intravenous fluids 

or tube feeding are addressed by the physician, 

nurse, family, and/or healthcare surrogate.  

Even when family members and caregivers 

understand that the patient can no longer take 

in food or fluids, it is still difficult to watch a 

loved one go without it.  

At this stage in the patient’s illness, caregivers 

and family members need additional support 

and compassion from the hospice aide and all 

members of the hospice team.   

Final Thoughts  

It is important to remember that hospice aides 

who have cared for a dementia patient long 

term have also formed a bond with them.  You 

become a part of their lives and they become a 

part of yours, often including the family and 

caregivers.  When the patient dies, take time to 

process your feelings.  It may be helpful to seek 

support from members of your team, other 

hospice aides with whom you work, or a trusted 

friend.  The sadness felt for patients and their 

families is the normal and expected response to 

caring and bonding with them. 
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Group Exercise:  Matching 

Instructions:  Match the description or symptom in the left column with the type of dementia in 

the right column.  Types of dementia in the right column may be used more than once. 

 

1.  _____Tends to occur in the 40-75 

year old age groups 

2. _____First type of dementia given a 

descriptive name 

3. _____Causes of this dementia have 

not been identified 

4. _____90% of cases die within one 

year 

5. _____Affects the frontal and 

temporal lobes of the brain 

6. ____May occur after several small 

strokes 

7. _____Symptoms depend on the part 

of the brain that is impaired 

8. _____Occurs in people who have 

had multiple concussions 

9. _____Alpha synuclein proteins 

found in the neurons 

10. ____Marked loss of inhibition, 

judgment, and empathy 

11. _____Treated by controlling risk 

factors 

12. _____Called a prion disease 

13. _____Closely associated with 

Parkinson’s disease 

14. _____Second most common 

dementia after Alzheimer’s 

15. _____Sometimes misdiagnosed as a 

psychiatric problem 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A.  Vascular dementia 

B. Dementia with Lewy bodies 

C. Frontotemporal dementia 

D. Creutzfeldt-Jakob disease 

E. Dementia Pugilistica 
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TEST QUESTIONS                                                                         Module 13:  Dementias 

NAME__________________________________   DATE____________   TEAM_______________ 

1.  The Latin translation of “senile dementia” is ______________________________________________.  

 

2. The first discovery of vascular dementia was made by Otto Binswanger and_____? 

a.  Arnold Pick   c.  Hippocrates, the Father of Medicine 

b. Alois Alzheimer  d.  Frederick Lewy 

 

3. Written texts about dementia date back to: 

a.  1978   c.  The 7
th

 century B.C. 

b. The 1800’s   d.  The 19
th

 century 

 

4.  The earliest indication that dementias were not a normal part of aging was brain shrinkage. 

a. True 

b. False 

 

5.  Patients with Creutzfeldt-Jakob dementia live an average of 20 years after diagnosis. 

a. True 

b. False 

  

6.  Immobility in dementia patients can lead to all of the following except: 

a. Skin breakdown  c.  Pneumonia 

b. Decrease in intake d.  Pressure ulcers 

 

7. The second most common type of dementia after Alzheimer’s is ________________________________. 

 

8. Frontotemporal dementia (FTD) affects which parts of the brain? 

a. Limbic center of the brain  c.  The brainstem 

b. Brain area behind the head d.  Brain areas behind forehead and ears 

 

9.  Causes of Lewy Body dementia have not been identified. 

a. True 

b. False 

 

10.  Caring for patients in the final stages of dementia usually includes all of the following except: 

a. Repositioning every two hours 

b. Prevention of skin breakdown 

c. Teaching families and caregivers how to increase patient food intake  

d. Giving bed baths 

e. Anti-contracture devices when indicated 

 

http://www.hospiceaidehub.com/


Hospice Aide Hub  10 

 

 
Module 13:  Dementias                                                  ©2014 Hospice Aide Hub www.hospiceaidehub.com 
 

Instructor Key – Test Answers                                                  Module 13:  Dementias  

 

1.  Old age and without mind  

 

2.  B – Alois Alzheimer (before he discovered Alzheimer’s disease) 

 

3. C – The 7th century B.C. – dementia was written about as a normal process of aging 

 

4. A – True.  By the 1860’s anatomists had discovered that brain shrinkage was associated with 

dementia.  In 1864 it was recognized as atrophy. 

 

5. B – False.  Most patients (90%) with CJD only live up to one year.  

 

6. B – Immobility is not the cause of decreased intake of food or fluid. 

 

7. Vascular dementia. 

 

8. D – Brain area behind ears and forehead (frontal and temporal) 

 

9. A – True.  No specific genes have been linked to it and there is usually no family history of it.  

 

10. C – In the final stages of dementia patients do not typically eat or drink; educating the caregivers 

and family that this is an indicator of the final stage of the disease is important; support for 

caregivers and family is also important since this phase is often very difficult for them. 

 

Matching:  Answers Key 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

C A B D C A A E B C A D B A C 
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ATTENDANCE SHEET                                                                 MODULE 13:  Dementias 

DATE:              LOCATION: 

PRINTED NAME SIGNATURE 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

INSTRUCTOR:  ____________________________________________   DATE_______________________ 
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HOSPICE AIDE EDUCATION SERIES 

EVALUATION FORM 

Module 13:  Dementias 

Instructor: 

Date: 
                   Strongly                                        Strongly 

                    Agree        Agree         Neutral      Disagree     Disagree 

CONTENT:        

1. Module was relevant to hospice aide practice  ⃝ ⃝ ⃝ ⃝ ⃝ 

2. Information was current and up-to-date   ⃝ ⃝ ⃝ ⃝ ⃝ 

3. Information was well-organized    ⃝ ⃝ ⃝ ⃝ ⃝ 

4. Information was easy to understand   ⃝ ⃝ ⃝ ⃝ ⃝ 

5. Time spent to complete module was appropriate ⃝ ⃝ ⃝ ⃝ ⃝  

 

INSTRUCTOR: 

1. Gave clear instructions to complete module  ⃝ ⃝ ⃝ ⃝ ⃝ 

2. Used teaching methods appropriate for hospice aides ⃝ ⃝ ⃝ ⃝ ⃝ 

3. Was knowledgeable of the subject matter  ⃝ ⃝ ⃝ ⃝ ⃝ 

4. Was engaged in the participants learning  ⃝ ⃝ ⃝ ⃝ ⃝  

5. Related content to practical situations in hospice ⃝ ⃝ ⃝ ⃝ ⃝ 

 

OUTCOMES: 

 

1.  Did you gain new knowledge or skills related to this module? 

 

2.  How will you apply what you learned in this module to your work? 

 

COMMENTS: 

 

1.  What did you like best about the module/presentation? 

 

2.  What changes would you make in the module/presentation? 

 

3.  What other hospice aide topics are you interested in? 

 

 

 
 
 

THANK YOU FOR COMPLETING THIS EVALUATION.  YOUR FEEDBACK IS HIGHLY VALUED! 
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