
Understanding 
Sundowning in Those 
Living with Dementia
Sundowning, also known as "late-day confusion," refers to a state 
of confusion and agitation that typically occurs in the late 
afternoon, evening, or night, often experienced by individuals 
with Alzheimer's disease or other forms of dementia. It is a 
challenging phenomenon that can significantly impact both the 
affected individuals and their caregivers.

by Andrea Pogue

Presenter Notes
Presentation Notes
1. Definition and Causes of Sundowning:�- Define Sundowning as a condition where individuals with dementia experience worsening symptoms during the late afternoon and evening.�- Discuss the possible causes of Sundowning, such as changes in the internal body clock, fatigue, sensory overload, and medication side effects.Remind them of the resource through the Alzheimer’s Association- the attachment has been sent to Sharon. ��
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4.) and 9.) Questions below4.) What strategies or interventions have you found effective in managing Sundowning symptoms?�9.)Have you encountered any ethical considerations or challenges when managing Sundowning? How do you navigate the balance between ensuring safety and respecting autonomy?QUESTIONS 1. What is your understanding of Sundowning, and what are the common symptoms associated with this condition?�2. In your experience, what are the possible causes or triggers of Sundowning in individuals with dementia?�3. How do you typically assess and diagnose Sundowning in your patients?�4. What strategies or interventions have you found effective in managing Sundowning symptoms?�5. How do you approach medication management for individuals experiencing Sundowning? Are there any specific medications that have shown success in managing these symptoms?�6. What role does the physical environment play in managing Sundowning? How do you create a calm and soothing environment for individuals experiencing Sundowning?�7. Can you share any specific communication techniques or approaches that have been successful in reducing agitation or confusion during Sundowning episodes?�8. How do you involve family members or caregivers in the management of Sundowning? What support or education do you provide to them?�9. Have you encountered any ethical considerations or challenges when managing Sundowning? How do you navigate the balance between ensuring safety and respecting autonomy?�10. How do you collaborate with other healthcare professionals or specialists in managing Sundowning? What interdisciplinary approaches have you found effective?�11. What resources or educational materials do you recommend to healthcare providers who want to enhance their knowledge and skills in managing Sundowning?�12. Can you share any personal experiences or case studies where you successfully managed Sundowning symptoms? What strategies did you implement, and what were the outcomes?��These questions can serve as a starting point for a rich discussion among healthcare providers, allowing them to share their experiences, insights, and best practices in managing Sundowning. It's important to create an open and collaborative environment where participants feel comfortable sharing their perspectives and learning from each other's expertise.�
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Case Study: Managing Sundowning in a Long-Term Care Facility��Background:�You work as a nurse in a long-term care facility that provides care for individuals with various stages of dementia. One of the residents, Mr. Johnson, has been exhibiting symptoms of Sundowning for the past few weeks. He is an 82-year-old man with moderate dementia and has been living in the facility for six months. Mr. Johnson's Sundowning symptoms typically start around 4 p.m. and continue into the evening. His symptoms include restlessness, confusion, agitation, and occasional aggression towards staff and other residents.��Challenges:�The facility staff has noticed that Mr. Johnson's Sundowning symptoms are becoming increasingly disruptive and challenging to manage. His behavior during these episodes is causing distress to both himself and other residents. The staff is concerned about ensuring the safety and well-being of all residents while providing appropriate care and support to Mr. Johnson.��Discussion Points:�1. Identifying Symptoms and Causes:�- Discuss the specific symptoms Mr. Johnson exhibits during his Sundowning episodes.�- Consider the possible causes or triggers for his Sundowning, such as changes in routine, environmental factors, medication side effects, or underlying medical conditions.��2. Strategies for Managing Sundowning:�- Brainstorm strategies to manage Mr. Johnson's Sundowning symptoms effectively, ensuring his safety and the well-being of other residents.�- Discuss the importance of establishing a consistent routine, providing a calm and soothing environment, and minimizing noise and distractions.�- Explore the potential benefits of engaging Mr. Johnson in activities that promote relaxation, such as listening to calming music or participating in gentle exercise.����Remember to encourage participants to actively engage in the discussion, share their perspectives, and propose strategies based on their knowledge and experience. The case study discussion should aim to generate practical solutions and promote collaboration among healthcare professionals in managing Sundowning in a long-term care facility.

https://auladeadriana.blogspot.com/2017/02/3-british-selected-case-studies-for-exam.html
https://creativecommons.org/licenses/by-nc-nd/3.0/


Symptoms of Sundowning

1 Agitation and Restlessness

Increased agitation, restlessness, and pacing are common symptoms of 
sundowning. Individuals may display anxious behaviors and have difficulty 
staying still.

2 Confusion and Disorientation

Heightened confusion, disorientation, and difficulty following 
conversations or understanding surroundings are often observed during 
sundowning episodes.

3 Mood Swings

Drastic changes in mood, such as irritability, sadness, or emotional 
outbursts, can occur and may not be easily subsided during sundowning.



Causes of Sundowning

Disrupted Circadian 
Rhythms

Changes in the internal 
body clock and sleep-wake 
cycles can lead to increased 
confusion and behavioral 
disturbances during the 
evening hours.

Sensory Overload

Overstimulation from noise, 
lights, or activities can 
overwhelm the sensory 
system, contributing to 
agitation and restlessness.

Physical Exhaustion

Feelings of tiredness and 
fatigue towards the evening 
can exacerbate cognitive 
challenges and emotional 
instability.
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5710684/Dement Neuropsychol. 2017 Apr-Jun; 11(2): 154–161.doi: 10.1590/1980-57642016dn11-020008PMCID: PMC5710684PMID: 29213507Language: English | PortugueseSundown syndrome and symptoms of anxiety and depression in hospitalized elderlyMarcello Weynes Barros Silva,1 Rilva Lopes Sousa-Muñoz,2 Heitor Cabral Frade,3 Priscilla Alencar Fernandes,4 and Andrêssa de Oliveira Magalhães5Author information Article notes Copyright and License information PMC DisclaimerGo to:AbstractSundown syndrome is characterized by the sudden appearance of neuropsychiatric symptoms such as agitation, confusion and anxiety in a chronologic fashion, usually during late afternoon or early evening.ObjectiveTo evaluate the prevalence of sundown syndrome in university hospital wards and its relationship with anxiety/depression symptoms, cognitive decline, and clinical and demographic variables.MethodsWe evaluated 70 patients admitted to the Lauro Wanderley University Hospital (HULW), João Pessoa-PB, Brazil. Data collection instruments were the Confusion Assessment Method (CAM), the Mini-Mental State Exam (MMSE) and the Hospital Anxiety and Depression Scale (HADS).ResultsMean patient age was 68.4±6.4 years, 55.7% were male, 67.1% were illiterate or had incomplete primary education. It was observed that 14.3% of patients had delirium, 15.7% had cognitive deficits, while 21.4% and 18.6% had anxious and depressive symptoms, respectively. The age of patients with delirium (71.9±8.7) was significantly higher than those without (67.8±5.8). At 95% confidence, there was a significant difference in the groups with and without delirium for the MMSE and HADS-D scales.ConclusionWe verified the occurrence of delirium compatible with the sundown syndrome and associated with depressive symptoms and cognitive deficit, with no apparent relationship with infectious processes or fever, number of drugs used, hospital stay or anxious symptomatology.Keywords: dementia, biological rhythms, cognitive neuroscienceGo to:INTRODUCTIONSundown syndrome is characterized by the sudden appearance of neuropsychiatric symptoms such as agitation, confusion and anxiety in a chronologic fashion, usually during late afternoon or early evening, between 4pm and 6pm. It commonly affects institutionalized or cognitively impaired individuals, but may also affect elderly inpatients.1 There is still no consensus on its operational definition, due to the lack of clinical evidence in the literature. It remains a descriptive term rather than a psychiatric diagnosis which occurs mainly in patients with decreased cognition or institutionalized elderly, but can also occur in hospitalized elderly in general wards.2 There is evidence that the syndrome affects 2.4% to 25% of patients with dementia, but it seems to affect virtually all patients with some degree of cognitive impairment and also some cognitively normal patients.1One of the main problems affecting hospitalized elderly patients is an acute change in consciousness and orientation, better known as acute mental confusion or delirium, which takes place especially when there is lack of sensory stimulation. This condition is a complication seen in at least 25% to 60% of hospitalized elderly.3,4 Delirium is a mental disorder characterized by acute onset, fluctuating course and changes in consciousness, memory, thought, perception and behavior. It may present as hyperactive, hypoactive or mixed in up to 50% of elderly inpatients, many of whom have preexisting dementia.5Sundowning syndrome refers to a state of acute mental confusion and behavioral change that takes place at the end of the day and into the night.6,7 It is equivalent to a delirium that is precipitated by diminished illumination, and can also be confused with depression or dementia. The difference lies in the fact that its disruptive behavior characteristically presents at sunset or evening. As natural light diminishes and increased shadows appear, symptoms can further aggravate. In addition, it has been shown that the hospital care team may not perceive changes in illumination between different parts of the hospital. Other clinical features are mood changes, distrust and visual and auditory hallucinations.1Other precipitating factors have been described, including polypharmacy changes in the environment, which may have a role in circadian rhythm. Few studies have addressed the sundown syndrome, whose prevalence varies between 10% and 20% within institutionalized elderly.1,2The diagnosis of sunset syndrome is purely clinical and involves a wide range of cognition, mood and behavior abnormalities, with temporal pattern of expression, in the late afternoon or evening.1 It is not a formally recognized psychiatric diagnosis, but rather a syndrome diagnosis.Besides illumination, social isolation and clinical worsening have been linked to some sundowning-related symptoms, such as anxiety and depression.2 These symptoms may further aggravate preexisting organic and cognitive conditions. Furthermore, mood symptoms are commonly present within hospitalized individuals. A study conducted at Lauro Wanderley University Hospital (HULW), showed that 23% of elderly patients admitted to medical wards had clinically significant depressive symptoms.8Another psychological disorder that affects the elderly associated with depressive symptoms and cognitive impairment is anxiety, characterized by a transient emotional state that involves unpleasant feelings of tension, anguish and suffering.9Illness has a particular meaning for the elderly, since it brings with it the fear of physical dependence, feelings of hopelessness and perception of finitude, which are more prominent when they are hospitalized. Inpatients of all ages tend to feel intimidated, which ultimately contributes to adverse emotional reactions such as depressive and anxiety symptoms.10 These are common triggering factors of functional decompensation at psychological and cognitive levels.The sundowning phenomenon is also closely related to circadian rhythm abnormalities. These disturbances are more prominent and disabling in patients with dementia and delirium, when compared with healthy elderly. Deterioration of circadian rhythm in these patients is probably multifactorial, caused by the neurodegenerative process, pathological changes in the retina and hypothalamic suprachiasmatic nucleus, and environmental factors.11The primary objective of this study was to verify the prevalence of delirium at the end of the afternoon in the elderly hospitalized in the wards of a university hospital. The secondary objectives were to evaluate the relationship between delirium and symptoms of anxiety and depression, besides other clinical and demographic variables. The relevance of the theme stems from the high morbidity of the sunset syndrome and its prevalence not being known in the elderly hospitalized in secondary care centers in Brazil.Go to:METHODSStudy model, site and period of observation. We performed a cross-sectional study using a quantitative approach, from September 2014 to August 2015. Data was collected in surgical, internal medicine and infection wards at the HULW, at the Federal University of Paraíba (UFPB). The patients recruited had at least 24 hours of hospitalization in the wards, and the application of questionnaire at bedside was performed between 17:30 and 19:00.The HULW is a tertiary referral hospital in João Pessoa/PB and for nearby cities of Paraiba, Pernambuco and Rio Grande do Norte. The hospital receives patients from several regional health services in its 212 beds, at least 70 in the internal medicine ward (IMW) and 20 in the surgical ward (SW).In the IMW, 800 patients are admitted annually, predominantly middle-aged and elderly patients, carriers of various diseases and requiring curative or hospital rehabilitation. Elderly inpatients in the service characteristically have low income and education, comprising a large portion of the admitted patients, 36.5% of total admissions on 2011.9Sample and strategy of action. We used a convenient method to recruit 70 patients older than 60 years, admitted to HULW over the study period. According to the Brazilian Elderly Statute (Law no. 10.741, of October 1st, 2003), individuals over 60 years old are considered elderly.12The following inclusion criteria were adopted: a) age 60 or older; b) both sexes; (c) admitted to HULW for medical or surgical treatment in the wards; (d) able to give their informed consent to participate in the study. Exclusion criteria were: (a) liver disease or decompensated kidney disease; (b) patients with severe medical condition; (c) presence of any communication disturbance, such as aphasia, coma, speech difficulty or severe hearing impairment.On a standardized form, the following demographic and clinical variables were assessed: (A) demographic variables: age, sex, education; (B) clinical variables definitive diagnosis which led to hospitalization; number and type of medications during hospitalization; number of hospitalizations during the last year; cognitive impairment history (patient referral, family and/or both, sufficient deficit to affect the patient’s ability to recognize people, carry out activities of daily living or walk without aids); record of axilla temperature at the time of the interview.Complaints of hearing loss and visual impairment were assessed by self-report of patients and their caregivers, and ultimately through direct questions about hearing and vision loss. Questions that allow identification of elderly with hearing loss involved speech comprehension in quiet and noisy environments, which have demonstrated high sensitivity values.13 Diagnoses were grouped according to the International Statistical Classification of Diseases and Related Health Problems, 10th revision (ICD-10).14 Data collection was performed by three previously trained graduate students in medicine at the UFPB.The main data collection instruments were three standard scales for assessing depressive symptoms, anxiety and cognitive:(A) CAM Algorithm. Confusion Assessment Method - CAM: an instrument created for the diagnostic evaluation of delirium,15 validated in Brazil.16 In the validation study, CAM was applied to 100 hospitalized elderly to objectively assess delirium diagnosed by DSM -IV (Diagnostic and Statistical Manual of Mental Disorders, 4th edition). The authors found high sensitivity (94.1%) and specificity (96.3%).15 The inter-observer concordance of this scale was also high (Kappa statistic 0.91) and internal consistency was adequate (Cronbach’s alpha=0.84).17Diagnosis of delirium by CAM is based on the first four factors (clinical features) and requires the presence of acute onset of symptoms and disorders of thought or changes in level of consciousness. For the positive screening of delirium by CAM, factors 1 and 2 must be present (acute onset of symptoms and attention disorder) and the patient must also exhibit symptoms of delirium, with the presence of factors 3 and 4 (disorganized thinking and altered level of consciousness).(B) Mini-Mental State Examination (MMSE). This instrument provides information on different cognitive parameters, with questions grouped into seven categories, each designed to evaluate specific cognitive functions. It evaluates temporal orientation, spatial orientation, three word registration, attention and calculation, three word recall, language and visual construction capacity.18 The MMSE score can range from a minimum of zero, which indicates the lowest degree of cognitive performance of individuals, up to a maximum of 30 points. The following cutoffs were adopted: 13 for illiterates, 18 for those with primary or secondary education and 26 for those with at least tertiary education.19(C) Hospital Anxiety and Depression Scale (HADS). Prepared by Zigmond and Snaith (1983),20 the scale consists of 14 items, seven related to anxiety. It has also been translated and validated for use in Brazil.21 Each of the items can be scored from 0 to 3, with a maximum score of 21 points. the cutoff points adopted for both subscales are: HADS-A - anxiety - without anxiety 0-8, with anxiety ≥ 9; HADS-D - depression - without depression 0-8, with depression ≥ 9. Scores > 8 on the HADS-D subscale were considered suggestive of depression and classified as clinically significant depressive symptoms, with sensitivity and specificity of 80% and predictive value of 70%.22 Cronbach’s alpha for the HADS-A was reported in the literature as ranging from 0.68 to 0.93 (mean 0.83) and for the HADS-D from 0.67 to 0.90 (mean 0.82).23Statistical analysis. For descriptive statistics, absolute and relative frequencies of qualitative variables were assessed, as well as mean and standard deviation of quantitative variables.For inferential statistics, dichotomous variables were analyzed by the Chi-square test while ordinal and interval variables were analyzed by Kruskal-Wallis and Mann-Whitney tests, respectively. Spearman correlation was used to assess correlations between ordinal and interval variables. The level of statistical significance was 5%. The statistical program SPSS 20.0 for Windows was employed in the statistical analysis.Ethical aspects. The project was approved by the Research Ethics Committee of the HULW-UFPB. All patients who agreed to participate signed the Informed Consent Agreement approved by the CEP under CAAE n° 31039914.9.0000.5183. Researchers assured respondents that both subjects and their responses would be kept anonymous throughout the whole study.Go to:RESULTSBetween September 2014 and July 2015, 70 patients consecutively admitted to the medical, surgical and infectious diseases wards of the HULW were selected for the study. Age of the 70 patients ranged from 60 to 86 years, with a mean of 68.4 (±6.4) years without significant difference between genders (55.7% male) and 67.1% were illiterate or had not completed primary level education (Table 1).Table 1Demographic characteristics of elderly patients hospitalized in the University Hospital Lauro Wanderley between September 2014 and July 2015 (n=70).VariablesFrequencyF%GenreMale3955.7Female3144.3Age60-69 years4361.470-79 years2434.380 or over34.3Educational levelIlliterate2130.0Incomplete primary2637.1Complete primary57.1Complete secondary710.0Higher37.1Not informed68.6Open in a separate windowDigestive, circulatory and respiratory diseases were together (38.7%) primarily responsible for admissions of patients in this study sample (Table 2). The duration of hospitalization until the time of interview ranged from 1 to 38 days with a mean of 9.5 (±8.8) days. The mean number of drugs used on the assessment day was 7.15 (±3.2), and the number of hospitalizations in the last year ranged from one to six, with a mean of 0.6 (±1.2).Table 2Distribution of elderly patients in wards of Lauro Wanderley University Hospital between September 2014 and July 2015 according to diagnosis that led to hospitalization, as defined by categories of ICD-10 (n=70).Diagnosis categorized by ICD-10*Frequencyf%Diseases of the digestive system912.9Diseases of the circulatory system912.9Respiratory diseases912.9Infectious and parasitic diseases811.4Diseases of the genitourinary apparatus710.0Endocrine disease45.7Abnormal findings not elsewhere classified45.7Others45.7Open in a separate window*ICD-10: International Statistical Classification of Diseases and Related Health Problems, 10th revision.Clinical variables such as sensory deficit (auditory and visual), the presence of diagnosed infection, fever and mechanical containment in bed are shown in Table 3.Table 3Clinical variables of elderly patients in wards of Lauro Wanderley University Hospital between September 2014 and July 2015 (n=70).VariablesFrequencyf%Presence of infection2637.7Presence of fever34.3Restraint in bed 68.6Hearing loss1014.3Low visual acuity3245.7Open in a separate windowAge and MMSE scores were higher in patients hospitalized with delirium than in those without mental confusion, but this difference was statistically significant only in relation to MMSE scores (p=0.001).The mean scores on the MMSE differed according to the educational level of the patients, with progressively lower scores as the level of education decreased. Duration of hospital stay did not differ significantly for presence of delirium (p=0.178).Scores obtained on the HADS-D and MMSE varied significantly among patients with delirium and those without the condition, as defined by the CAM. The scores on the HADS-A subscale did not differ significantly between older adults with and without delirium (Figure 1). Co-occurrence of significant depressive symptoms and delirium was observed in 5.7% of patients, while co-occurrence of significant anxiety symptoms and delirium was 4.3%.Figure 1Comparison of scores on assessment scales for elderly patients with and without delirium (n=70) hospitalized at the University Hospital Lauro Wanderley.There was no gender difference for the occurrence of delirium (p=0.961). There was no statistically significant difference between men and women in relation to scores on the HADS-A (p=0.094) and HADS-D (p=0.874).The scores on the subscales of the HADS were significantly higher in patients with mechanical restraint to bed for both the HADS-D (p=0.02) and HADS-A (p<0.001). The presence of delirium did not differ in relation to whether or not the patient was mechanically contained.There was no difference in depressive and anxiety scores in relation to hearing loss, low visual acuity, duration of hospital stay, number of medications, number of hospitalizations in the previous year or age.There was a statistically significant moderate linear positive correlation (p<0.05, Sp= +0.5) between the subscale scores of depressive symptoms and the subscale scores of anxiety symptoms on the HADS, indicating that the higher the score on the HADS-D, the higher the score achieved on HADS-A (Figure 2).Figure 2Correlation between mean scores on subscale of depressive symptoms (HADS-D) and subscale of anxiety symptoms (HADS-A) in elderly patients hospitalized at the University Hospital Lauro Wanderley (n=70).A moderate linear negative correlation was also found (p<0.05, Sp= -0.56) between mean scores on the HADS-D and MMSE, suggesting that the higher the scores on the HADS-D, the lower the scores on the MMSE (Figure 3). No correlation was observed between scores on the MMSE and on the HADS-A.Figure 3Correlation between mean scores on subscale of depressive symptoms (HADS-D) and on Mini-Mental State Examination (MMSE) in elderly patients hospitalized at the University Hospital Lauro Wanderley (n=70).Go to:DISCUSSIONThe results observed in this study suggested a prevalence of delirium in elderly patients hospitalized within an educational public institution that was consistent with the literature.Regarding age distribution, age groups in which we observed the highest frequencies are in line with evidence that, in general, there is a predominance of hospitalizations in younger elderly and a decline with increasing age.24 Low educational level of the patients in our sample is consistent with studies that assessed all-age inpatients from Brazilian public hospitals.25,26 Since educational level is associated with level of reasoning and that 67.1% of respondents were illiterate or had incomplete primary school, performance on the MMSE can be expected to be unreliable. To avoid biases related to education, different cutoffs were adopted according to the educational level of patients.The prevalence of delirium in elderly patients varies widely across studies, depending on patient circumstances. While the rate ranges from 15% to 20% in elderly from clinical and surgical wards,4,5 it can be over 50% in individuals with hip fractures, and up to 80% among mechanically ventilated patients in the ICU.3 Differences in prevalence have also been explored by other studies. In a study of 104 hospitalized elderly medical patients in a teaching hospital,27 the prevalence of delirium was 18%, as assessed by CAM. The prevalence of delirium was expected to be higher in older patients, as observed in another prevalence study that found a higher rate in patients over 80 years old.In a previous study, the prevalence of cognitive impairment among 224 elderly patients with a mean age of 71.5 years and mostly under-educated (74.6% with up to 4 years of education) was found to be 37.4%, much higher than the rate found in the present study.28 Another study conducted at the HULW, found a correlation between delirium and duration of hospital stay (25.6 days±16.7 days) in patients of all ages.8 We found no significant difference in hospital stay between patients with or without delirium.Our sample, however, had few patients over 80 years old, possibly because the hospitalization rate is lower in patients older than 80 years in Brazil.24 Some authors suggest that the older old may be more resistant to depression, although no significant differences were observed among the youngest group (60-69 years), intermediate-age (70-79 years) and the oldest group (80 years or more).29Although gender is thought to be an important variable in the prevalence of depression and depressive symptoms, there was no significant association in the present study. However, two previous Brazilian studies showed a higher prevalence among women.30,31 This gender influence is still controversial, where proposed explanations include sociocultural factors related to negative psychological experiences and greater susceptibility to stressful events.However, the HADS-D and HADS-A are not independent: the average correlation in our study was 0.50 (Figure 2), unsurprising given the comorbid symptoms of anxiety and depression. Prevalence of depressive symptoms in elderly hospitalized patients evaluated in our study by the HADS-D was consistent with results from other international and Brazilian inpatient prevalence studies.The depressive dimension is strongly marked by the measure of anhedonia (five of seven items), a characteristic of depression, and anxiety whose magnitude is measured by feelings of stress, worry, fear and panic (five of seven items). Depression itself is also often associated with anxiety, with which it overlaps symptomatically and is co-involved.31,32 This scale produces a composite score, but allows the differential analysis of the main groups of symptoms associated with depression. Other authors found high levels of depressive symptoms (56.7%) in 30 elderly patients admitted to a public hospital in Maringa, Parana.29Depressive symptoms and delirium overlapped in 5.7% of our sample, similar to findings reported by other authors in 459 elderly patients hospitalized within a general medical service of a hospital, where 5.0% had the overlapping syndrome, 39 (8.5%) delirium alone, and 121 (26.3%) had depression without delirium.33 However, in another study of 277 elderly patients hospitalized with hip fracture (age 78.0±8.2 years), 10.8% had depressive symptoms alone, 31.8% delirium, 21.7% overlapping syndrome, and 35.7% had neither of the two conditions.32 The assessment of cognition is important to differentiate between delirium, dementia and depression. For these three syndromes, a large overlap may exist simultaneously in the same patient, and often confers increased risk for other disorders.34 Despite its clinical importance, delirium often goes unnoticed or is diagnosed as dementia or depression.5 Our data showed a significant association between cognitive status (assessed by MMSE) and the presence of delirium (p=0.001) in hospitalized elderly.The prevalence of psychiatric disorders assessed in the present study does not necessarily indicate the existence of depression, and patients who have reached the scale cutoff should be examined using clinical diagnostic methods. The HADS is not a substitute for a diagnostic interview by mental health professionals, but a useful screening tool in the clinical setting to facilitate the assessment of depression in the elderly, especially when reference measurements are compared with subsequent scores.Additionally, these results cannot be freely extrapolated to elders that are institutionalized or treated at specialized geriatric services, because our sample was small and involved patients from clinical and surgical wards of a university hospital.It was concluded that there was significant occurrence of delirium during the late afternoon in these patients, possibly compatible with the sunset syndrome and associated with depressive symptoms and cognitive impairment, and without apparent relationship with infectious processes, fever, number of medications, length of hospital stay or anxiety symptoms. The use of protocols evaluating mental state, orientation and anxiety-depression symptoms in elderly patients can help identify patients at high risk of delirium in tertiary centers.Go to:FootnotesDisclosure: the authors report no conflicts of interest.Contributed byAuthor contribution. Marcello Weynes Barros Silva: idealizador do Projeto de Pesquisa, coleta de dados, elaboração do artigo e revisões de textos, estatística, tradução e bibliografia. Heitor Cabral Frade: tradutor do português para o inglês, coleta de dados e revisão de textos e da estatística. Priscilla Alencar Fernandes: coleta de dados e revisão de textos. Andrêssa de Oliveira Magalhães: revisão de textos e da tradução. Rilva Lopes Sousa-Muñoz: análise estatística, bibliográfica e científica, revisão de textos.This study was conducted at the Universidade Federal da Paraíba, João Pessoa, PB, Brazil.Go to:REFERENCES1. Khachiyants N, Trinkle D, Son SJ, Kim KY. Sundown syndrome in persons with dementia: an update. Psychiatry Investig. 2011;8(4):275–287. [PMC free article] [PubMed] [Google Scholar]2. Canevelli M, Valletta M, Trebbastoni A, Sarli G, D'Antonio F, Tariciotti L, et al. Sundowning in Dementia: Clinical Relevance, Pathophysiological Determinants, and Therapeutic Approaches. Front Med (Lausanne) 2016;3:73–73. [PMC free article] [PubMed] [Google Scholar]3. Inouye SK. Delirium in older persons. New Engl J Med. 2006;354(11):1157–1165. [PubMed] [Google Scholar]4. Rathier O, McElhaney J. Delirium in Elderly Patients: How You Can Help. Psychiatric Times. 2005 [Google Scholar]5. Cole MG, McCusker J, Voyer P, Monette J, Champoux N, Ciampi A, et al. Symptoms of delirium predict incident delirium in older long-term care residents. Int Psychogeriatr. 2013;25(6):887–894. [PubMed] [Google Scholar]6. Martin J, Marler M, Shochat T, Ancoli-Israel S. Circadian rhythms of agitation in institutionalized patients with Alzheimer's disease. Chronobiol. 2000;17(3):405–418. [PubMed] [Google Scholar]7. Volicer L, Harper DG, Manning BC, Goldstein R, Satlin A. Sundowning and circadian rhythms in Alzheimer's disease. Am J Psychiatry. 2001;158(5):704–711. [PubMed] [Google Scholar]8. Sousa-Munoz RL, Fernandes JED, Nascimento DB, Garcia BB, Moreira IF. Associação entre sintomatologia depressiva e óbito hospitalar em idosos. J Bras Psiquiatr. 2013;62(3):177–182. [Google Scholar]9. Stella F, Gobbi S, Corazzd I, Costa JLR. Depressão no Idoso: Diagnóstico, Tratamento e Benefícios da Atividade Física. Motriz, Rio Claro. 2002;8(3):91–98. [Google Scholar]10. Boizonave LF, Barros TM. Ansiedade e depressão: reações psicológicas em pacientes hospitalizados. Aletheia. 2003;4(17-18):135–143. [Google Scholar]11. Neikrug AB, Ancoli-Israel S. Sleep-wake disturbances and sleep disorders in patients with dementia. In: Goldstein CA, Benca R, editors. UpToDate. UpToDate; Waltham, MA: Feb 29, 2016. [Google Scholar]12. Brasil . Estatuto do idoso: Lei federal nº 10.741, de 01 de outubro de 2003. Brasília, DF: Secretaria Especial dos Direitos Humanos; 2004. [Google Scholar]13. Airoldi AF, Gonçalves AK, Olchik, Flores LS, Teixeira AR. Sensibilidade e Especificidade de Perguntas Sobre a Audição para a Identificação da Perda Auditiva em Idosos. Rev Kairós Gerontol. 2013;16(3):53–64. [Google Scholar]14. Organização Mundial da Saúde (OMS) Classificação estatística internacional de doenças e problemas relacionados à saúde - CID-10. 8ª ed. São Paulo (SP): EDUSP; 2000. [Google Scholar]15. Inouye SK, van Dyck CH, Alessi CA, Balkin S, Siegal AP, Horwitz RI. Clarifying confusion: The confusion assessment method. A new method for detection of delirium. Ann Intern Med. 1990;113:941–948. [PubMed] [Google Scholar]16. Fabri RMA, Moreira MA, Garrido F, Almeida OP. Validity and reliability of the Portuguese version of the Confusion Assessment Method (CAM) for the detection of delirium in the elderly. Arq Neuropsiquiatr. 2001;59(2):175–179. [PubMed] [Google Scholar]17. Tobar E, Romero C, Galleguillos T, Fuentes P, Cornejo R, Lira MT, et al. Confusion Assessment Method for diagnosing delirium in ICU patients (CAM-ICU): cultural adaptation and validation of the Spanish version. Med Intensiva. 2010;34(1):4–13. [PubMed] [Google Scholar]18. Folstein MF, Folstein SE, Mchugh PR. Mini-Mental State: a practical method for grading the cognitive state of patients for the clinician. J Psychiatr Res. 1975;12:189–198. [PubMed] [Google Scholar]19. Bertolucci PHF, Brucki SMD, Campacci M, Juliano Y. O mini-exame do estado mental em uma população geral: impacto da escolaridade. Arq Neuropsiquiatr. 1994;52(1):1–7. [PubMed] [Google Scholar]20. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr Scand. 1983;67(6):361–370. [PubMed] [Google Scholar]21. Botega NJ, BIO MR, Zomignani MA, Garcia C, Jr, Pereira WAB. Transtornos do humor em enfermaria de clínica médica e validação de escala de medida (HAD) de ansiedade e depressão. Rev. Saúde Pública. 1995;29(5):359–363. [PubMed] [Google Scholar]22. Rodda J, Walker Z, Carter J. Depressão em idosos. [02 set 2015];BMJ Brasil. 2013 Disponível em: https://www.grupoa.com.br/revista-bmj/artigo/6155/depressao-em-idosos.aspx. [Google Scholar]23. Bjelland I, Dahl AA, Haug TT, Neckelmann D. The validity of the Hospital Anxiety and Depression Scale. An updated literature review. J Psychosom Res. 2002;52(2):69–77. [PubMed] [Google Scholar]24. Amaral ACS, Coeli CM, Costa MCE, Cardoso VS, de Toledo ALA, Fernandes CR. Perfil de morbidade e de mortalidade de pacientes idosos hospitalizados. Cad. Saúde Pública, Rio de Janeiro. 2004;20(6):1617–1626. [PubMed] [Google Scholar]25. Ribeiro MCSA, Barata RB, Almeida MF, da Silva ZP. Perfil sociodemográfico e padrão de utilização de serviços de saúde para usuários e não usuários do SUS - Pnad 2003. Ciênc Saúde Coletiva. 2006;11(4):1011–1022. [Google Scholar]26. Gouveia GC, Souza WV, Luna CF, de PRB, Souza-Júnior, Szwarcwald CL. Satisfação dos usuários do sistema de saúde brasileiro: fatores associados e diferenças regionais. Rev Bras Epidemiol. 2009;12(3):281–296. [Google Scholar]27. Iseli RK, Brand C, Telford M, LoGiudice D. Delirium in elderly general medical inpatients: a prospective study. Intern Med J. 2007;37(12):806–811. [PubMed] [Google Scholar]28. Maia E, Steglich MS, Lima AP, Troncoso IHZ, da Silva KI, Martins TRC. Dementia in elderly inpatients admitted to medical wards in Brazil: diagnosis and comorbidity with other clinical diseases. Psychogeriatrics. 2016;16:177–184. [PubMed] [Google Scholar]29. Porcu M, Scantamburlo VM, Albrecht NR, Silva SP, Vallim FL, Araújo CR. Estudo comparativo sobre a prevalência de sintomas depressivos em idosos hospitalizados, institucionalizados e residentes na comunidade. Acta Scientiarum Maringá, 2002;24(3):713–717. [Google Scholar]30. Póvoa TR, Machado FV, Tavares AB. Prevalence in seniors who live in Morada do Idoso long-term care facility: Brasília Gerontology Institute. Brasilia Med. 2009;46:241–246. [Google Scholar]31. Vicente F, Espirito-Santo B, Cardoso D, da Silva F, Costa M, Martins S, et al. Estudo longitudinal dos fatores associados à evolução de sintomas depressivos em idosos institucionalizados. J Bras Psiquiatr. 2014;63(4):308–316. [Google Scholar]32. Radinovic KS, Markovic-Denic L, Dubljanin-Raspopovic E, Marinkovic J, Jovanovic LB, Bumbasirevic V. Effect of the overlap syndrome of depressive symptoms and delirium on outcomes in elderly adults with hip fracture: a prospective cohort study. J Am Geriatr Soc. 2014;62(9):1640–1648. [PubMed] [Google Scholar]33. Givens JL, Jones RN, Inouye SK. The overlap syndrome of depression and delirium in older hospitalized patients. J Am Geriatr Soc. 2009;57(8):1347–1353. [PMC free article] [PubMed] [Google Scholar]34. Downing LJ, Caprio TV, Lyness JM. Geriatric psychiatry review: differential diagnosis and treatment of the 3 D's - delirium, dementia, and depression. Curr Psychiatry Rep. 2013;15(6):365–365. [PubMed] [Google Scholar]Articles from Dementia & Neuropsychologia are provided here courtesy of Academia Brasileira de NeurologiaOTHER FORMATSPDF (252K)ACTIONSCiteCollectionsSHARE     RESOURCESSimilar articlesCited by other articlesLinks to NCBI Databases                                            FOLLOW NCBIConnect with NLM  National Library of Medicine�8600 Rockville Pike�Bethesda, MD 20894Web Policies�FOIA�HHS Vulnerability DisclosureHelp�Accessibility�Careers�



Impact on Individuals with Dementia

Emotional Distress

Sundowning can cause 
emotional distress, 
leading to feelings of fear, 
vulnerability, and 
frustration among 
individuals with 
dementia.

Physical Exhaustion

Episodes of sundowning 
can contribute to physical 
exhaustion, impacting 
sleep patterns and overall 
well-being.

Caregiver Stress

Caregivers often 
experience increased 
stress and anxiety when 
managing the 
challenging behaviors 
associated with 
sundowning.



Strategies for Managing Sundowning

1 Routine and Structure

Establishing a consistent daily routine can help regulate behaviors 
and reduce anxiety, providing a sense of predictability.

2 Environmental Modifications

Creating a calming environment with minimal stimulation, soft 
lighting, and familiar surroundings can lessen the impact of 
sundowning symptoms.

3 Engagement in Soothing Activities

Engaging in calming activities such as listening to music, gentle 
exercises, or relaxation techniques can alleviate restlessness and 
improve mood.



Creating a Calming Environment

Soft Lighting

Opt for soft, warm lighting in the evening to create a serene 
atmosphere and avoid harsh or bright lights.

Familiar Objects

Surround the individual with familiar objects, photographs, or 
comforting items to evoke feelings of security and comfort.

Encouraging Relaxation

Introduce calming scents, soothing music, and gentle activities to 
promote relaxation and reduce agitation during the evening hours.

Presenter Notes
Presentation Notes
2.) Why do soft lights matter?Why do familiar objects matter?What are relaxing activities using person centered care?



Establishing a Routine

Consistent Schedule

Develop a consistent 
schedule for evening 
activities, incorporating 
relaxation and calming 
experiences to reduce the 
onset of sundowning.

Wind-Down Activities

Include wind-down activities 
such as gentle stretching, 
reading, or journaling to ease 
the transition into the 
evening hours.

Promoting Quality Sleep

Facilitate calming bedtime 
rituals to promote restful 
sleep and minimize 
disturbances during the 
night.

Presenter Notes
Presentation Notes
3. Strategies for Managing Sundowning:�- Discuss practical strategies to help manage Sundowning symptoms:�- Establishing a consistent routine and daily schedule: "Maintaining a consistent routine and daily schedule can help provide a sense of stability and predictability for individuals with Sundowning."�- Creating a calm and soothing environment: "Creating a calm and soothing environment, with soft lighting, comfortable seating, and familiar objects, can help reduce anxiety and promote relaxation."�- Minimizing noise and distractions: "Reducing noise and distractions, such as turning off the television or lowering the volume of background noise, can help individuals with Sundowning stay focused and calm."�- Promoting relaxation techniques, such as gentle music or aromatherapy: "Using relaxation techniques like playing gentle music or using aromatherapy with calming scents can help create a soothing atmosphere and promote relaxation."�- Encouraging regular physical exercise during the day: "Engaging in regular physical exercise during the day can help reduce restlessness and promote better sleep patterns."�- Adjusting medication schedules in consultation with healthcare professionals: "If medication side effects contribute to Sundowning, consulting with healthcare professionals to adjust medication schedules or explore alternative options may be beneficial."



Strategies for Handling 
difficult situations with 
Sundowning 
Validate Feelings

Engage in Soothing Activities

Distraction Techniques

Calm Demeanor

Consider Medications



Seeking Professional Support

Specialized Care Seeking care from healthcare professionals 
specialized in dementia can offer tailored 
support and guidance for managing 
sundowning.

Therapeutic Interventions Professional interventions such as cognitive 
behavioral therapy or medication 
management can be beneficial in 
addressing sundowning symptoms.

Educational Resources Accessing educational resources and 
caregiver support networks can provide 
valuable knowledge and coping strategies 
for managing sundowning effectively.

Presenter Notes
Presentation Notes
4. Providing Support for Individuals with Sundowning:�- Emphasize the importance of empathy, patience, and understanding when supporting individuals with Sundowning: "When providing support to individuals with Sundowning, it is crucial to approach them with empathy, patience, and understanding. Recognize that their behavior is a result of their condition and not intentional."�- Encourage caregivers to seek support from healthcare professionals, support groups, and community resources: "Caregivers should not hesitate to seek support from healthcare professionals, join support groups, or utilize community resources that can provide guidance, advice, and emotional support."�- Discuss the role of technology in providing assistance and monitoring the well-being of individuals with Sundowning: "Technology can play a significant role in assisting caregivers and monitoring the well-being of individuals with Sundowning. There are various apps, wearable devices, and smart home technologies available that can help track daily routines, provide reminders, and alert caregivers in case of emergencies."



Andrea Golden-Pogue, RN, MSN
Oklahoma Dementia Care Network  (OkDCN) 

580-320-5812

andrea-pogue@ouhsc.edu

Presenter Notes
Presentation Notes
Conclusion:�- Summarize the key points discussed during the presentation: "In conclusion, Sundowning is a condition experienced by individuals with dementia, characterized by increased agitation and confusion during the late afternoon and evening. We discussed the definition, possible causes, common symptoms, strategies for managing Sundowning, and the importance of providing support and seeking assistance."�- Reiterate the significance of understanding Sundowning and providing appropriate support: "By understanding Sundowning and implementing appropriate strategies, we can improve the well-being of individuals with dementia and their caregivers, creating a more comfortable and supportive environment."�- Thank the audience for their attention and participation: "Thank you all for being here today and for your active participation. I hope you found this presentation informative and valuable. If you have any further questions or need additional resources, please feel free to reach out to me. Thank you."
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