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Incidence of Neurocognitive disorders

+ 1in9individuals over 65 years of age have dementia
+ 1 person develops dementia every 67 seconds in the United States

+ Incidence of dementia almost doubles with every 5 year increase in
age of a cohort

* Per 2019 CDC/CMS data 58.9% of all (long term) SNF patients have
dementia

* More recent data shows the percentage increasing to near 60%.
2019 CDC/CMS data shows 53% of all SNF patients have depression

* Researchers examined data on more than 3.7 million admissions to
15,600 facilities nationwide from 2012 to 2014. Even after excluding
dementia and Alzheimer’s disease, which are a common causes of
nursing home admissions, people with behavioral health issues.
account for about half of all residents, researchers note in
the American Journal of Geriatric Psychlat?/ 2018. Wlth behavloral
health problems, patients were also more |l<e|v to be sent to one-star
homes, the lowest quality facilities, the study also found.
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Risk Factors for Dementia

* Gender: male e Cholesterol problems
* Age: 60-70 years o Atrial fibrillation
* Prior stroke * Smoking

e Education

* Hardening of the
arteries

* Heart disease
* High blood pressure
* Diabetes

* Race
e Family history

FIG. 4. In the laboratory of the naurclogy clinic, Munich: 7, F. Latmar; 2, Frau Grombach; 3, S1, Rosen-
hal; 4. Ugo Cerletti; 5, Allers(?); 6, F. Bonfiglio; 7, A. Alzhaimer; 8, N. Achucarro; 9, G. Perusini; 10,

In 1906, the German psychiatrist and neurologist Dr
Alois Alzheimer first identified the iliness that would
become known as Alzheimer's disease. His discovery
was based on the case of a 51-year-old woman, Auguste
Deter, who had suddenly begun to exhibit irrational
behaviour and memory loss.




Etiologic Diagnosis of
Progressive Dementias in Adults

eurodegenerative Diseases
Izheimer’s disease
inson’s disease
ewy body disease
pranuclear palsy
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Etiology coma

* Structural Disease or Trauma
« Normal pressure hydrocephalus
* Neoplasms
» Dementia pugilistica
ar Disease

Etiology con.

* Demyelinating or Dysmyelinating
Disease

* Multiple sclerosis

* Infectious Disease
» Human immunodeficiency virus, type 1
 Tertiary syphilis
« Creutzfeldt-Jakob disease
Progressive multifocal leukoencephalopathy
ipple’s disease
ningitis — e.g. Cryptococc;




Memory in typical aging
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Dementia dua to AD

| .
Mo symptoms Wery mild symptoms Sympioens interfere Symghams nterfore Symptoma interfare

that do not interfere wih same everyday with many everyday with most everyday
with everyday actvties actties tiviies it

Alzheimer's disease (AD) continuum. *MCl is the acronym for
mild cognitive impairment.




Signs and Symptoms of AD

MildAD | Moderate AD [ Severe AD

le Forgetfulness o Disorientation e Agnosia }

More
© Word finding difficulty | T memory loss o Apraxia [ Pronounced

o Apathy o Confusion ® Aggression
# Poor attention e Insomnia e Agitation

« Difficulty with © Wandering e Incontinence
complex tasks e Speech difficulty ® Poor basic ADLs
* Depression © Restlessness e Gait disturbance

s\Worktralible « Difficulty with IADLs
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Diagnostic Criteria for Dementia

* Presence of at least 2 of the following impairments.
* Impaired learning and impaired retention of new or recently acquired
information (short-term memory)
* Impaired handling of complex tasks
* Impaired reasoning ability (Abstract thinking)
+ Impaired spatial ability and orientation
(constructional difficulty and agnosia)
* The impairments interfere with work or usual social activities
or relationships with others
* The impairments represent a notable decline from a previous
level of functioning

* The impairments do not occur exclusively during the course of
delirium

* The impairments are not better explained by a major
psychiatric diagnosis

SHORT-TERM
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“Good evening. You're probably all

wendering why you just walked
inTe this room.*
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Table 2. Comparative Summary of Selected Validated and Standardized Brief Cognitive Assessment Tools,
to Detect Cognitive Impairment and Dementia (CID)

Abbreviations; GRCOG = GenerslPracitoner Assessment of Cogrition, MMSE = Min-Mental Stace Examination, MoCA = Mortreal Cogritve Assessmen, SLUMS
Lovis Universiy Menal Saus examiration
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Mini-Mental State Examination (MMSE)

Cognitive measurement
Brief, structured mental status examination

10-15 minutes to administer
Scores Range From 0-30

made for age, gender, grilptlael
education. and culture 25-27=Mild cognitive impairment
! 19-24=Mild dementia

Copyright issues 10-18=Moderate dementia
0-9=Severe dementia

Typical deferioration of
3-4 points per year

Adjustments need to be
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Mini-Mental State Examination (MMSE) J




SLUMS ExaMination
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Mini-Cog

Prevalence of Neuropsychiatric
Disturbances in Dementia




Stressing out over whether or not you're wearing

your face mask correctly? Our own Herb, semi-

popular resident of the Gibbleguts Seniors Villa has
i to the CORRECT
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BPSD

* Behavioral and psychological symptoms of dementia (BPSD), also known
as neuropsychiatric symptoms, represent a heterogeneous group of
non-cognitive symptoms and behaviors occurring in subjects with
dementia. BPSD constitute a major component of the dementia
syndrome irrespective of its subtype. They are as clinically relevant as
cognitive symptoms as they strongly correlate with the degree of
functional and cognitive impairment. BPSD include agitation, aberrant
motor behavior, anxiety, elation, irritability, depression, apathy,
disinhibition, delusions, hallucinations, and sleep or appetite changes. It
is estimated that BPSD affect up to 90% of all dementia subjects over
the course of their illness, and is independently associated with poor
outcomes, including distress among patients and caregivers, long-term
hospitalization, misuse of medication, and increased health care costs.
Although these symptoms can be present individually it is more
common that various psychopathological features co-occur
simultaneously in the same patient. Thus, categorization of BPSD in
clusters taking into account their natural course, prognosis, and
treatment response may be useful in the clinical practice.

10



Neuropsychiatric Symptoms
in Dementias

NPI tem
Delusions

| Hallucinations
[ Agitation
Depression
Anxiety
Apathy

| Disi =
®

0 o |

® 15:29% 30-44%
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Timeline and Epidemiology of
Psychiatric Symptoms in AD

® Agitative symptoms
Depressive symptoms

® Psychotic symptoms Agitation
Other symptoms ®

Diurnal
Rhythm  jrieability

@
1

Depression

Social
Withdrawal ) cﬂ“d
_ Andisty ChaNg® o Socially @ Hallucinations
Paranoia Unacceptable
@ Delusions
Sexually Inappropriate
T

Wandering  Aggression
[ ]

Frequency, % of Patients

Suicidal
Ideation Accusatory @
! 1
e A 0 10

Months Before/After Diagnosis

Dementia: Behavioral Symptoms
Worsen as Cognition Declines’

Increase in caregiver burden
— Increase in behavioral issues
Decrease in function
~— Decrease in cognition

Disease Progression

Dementia patients who display marked behavioral a given time frame
are more likely to display them again in the future.’
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Symptom Clusters

« Apathy, depression, anxiety and agitation were found to be the
most frequent forms of BPSD.

BPSD tends to cluster together, usually into four clusters — that is,
the affective, psychotic, hyperactive and apathetic clusters.

 Pre-existing personality and psychiatric illnesses Clinical
experience suggests that longstanding personality patterns and
characteristics may affect the development of behavioral and
psychological symptoms of dementia—the loss of inhibitory
control may accentuate premorbid personality traits. Lifelong
psychiatric disorders (such as major depression, anxiety, bipolar
disorder, and schizophrenia) and their management (for example,
treatment with antidepressants, anxiolytics, mood stabilizers, and
antipsychotics) may also affect the development of these
symptoms.
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Mzheimer's disease! (A) and coint
tHerap‘l (»cho!méstéraSe [nl’UbItOl’S némantine) « bé benéfici
should not be stopped just becay nentla ses ses. (A)

G)No drugs are clearly effec ve.
* . "beneficial in mixed dementla (B)

7) Early evidence sugEESts multufactonal mte(ve.n‘tlons may have putentlal to prevent ar .
elay the onset of demen

.. 8)Though the consensusstatement focuses on medica
. " .be effective n addltlon 10 pharmacotherapy, both for cognmve and non cognmve T
" symiptoms.”. " "L . L
Mmct patlents witha istory" of'depressmn long term SSRI treatment(>4 years) was,

" significantly associated with-a delayed-progression to Alzheimer’s dementia by -
-approximately 3 years, comparedwtth short-term SSRI treatment, treatment-with other .
" .antidepressants, or no treatment.and compared with MCI patiénts.without a-history of . -

L cét -ract e with anti-dementia drugs; A revised. (third) consensus statement from the .
- British Assouahon for Psychopharmacology John T O’ Brleni Cllve Holmesz Matthew .
ones3 4 et al. urnal of- Psychopharmaeology 201

lmpact of SSR[Therap
>

e Impairmenit.to.
. uals With. Previous Depression. Claudia. Bal‘tels,PhD
. 'Mlchae1 Wagner, PhD et al. Amerlca‘n Journal Df Psvchlatry Nov 2017 .
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Pharmacotherapy for Behavioral
Disturbances in Dementia: Overview

There are no FDA-approved treatments for any behavioral disturbances
associated with dementia

Overall approach: “Start low and go slow” and periodic assessment’
« Antidepressants
« Antipsychotics®
« Anticonvulsants
» Anxiolytics

« Hypnotics
Overall, pharmacotherapy has only limited efficacy for neuropsychiatric
disordersin dementia’-
« However, even a small improvement may be beneficial, for caregivers
as well as patients
Appearance of behavioral symptoms may require careful review
of all medications, including those for dementia
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Depression in Long-Term Care
JAMDA

Volume 9, Issue 2, Pages 82-87, February 2008 Mugdha Thakur, MD
Affiliations

Mugdha Thakur, MD, Dan G. Blazer, MD, PhD

* Up to 35% of residents in long-term care facilities may
experience either major depression or clinically significant
depressive symptoms. These symptoms are often not
recognized. Depression is frequently comorbid with other
problems that are common in long-term care, such as cognitive
impairment, medical illness, and functional impairment.
Nevertheless, depression, once diagnosed, can be treated
effectively in the nursing home setting. The foundation of
treatment is pharmacotherapy, yet other therapeutic
approaches, such as exercise and psychological therapies may
be of value.

Depression and anxiety are among the most common BPSD and an
effective antidepressive therapy in dementia can improve both
cognition and affective symptoms as well as other forms of BPSD,
such as agitation and aggressiveness.6,14,106 Tricyclic
antidep are not ded because of their
anticholinergic adverse events. SSRIs have reasonable tolerability
and favourable treatment response. In dementia, SSRIs (specifically
i are as effi as atypical antij hotics for treating
agitation.107 SSRIs can be associated with severe adverse effects
such as QT-prolongation and hyponatraemia.

From <https:, ncbi.nim.nih. i 5518961/>
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Psychopharmacologic treatments based on a
psychobehavioral metaphor

Symptoms

Depressed/anxious: agitated, socially withdrawn, dyspharic, imitable
Manic: agitated, psychomator activation, labile affect, rapid speech

: agiated,

Source: Reforence 11

ET:
H
E
F
A
R
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1
D
E

Medication class
Antidepressant
Mood stabdizer
Antipsychatic
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disorder characterized by rapid cognitive disintegration, usually begmmng in'the late teens’ or .

.While it’s not part of the diagnostic criteria, they do
consider someone’s age. The typical age of schizophrenia
diagnosis is between late adolescence and the mid-30s.
This varies, though, with peak ages ranging from the early-
to mid-20s for males and late-20s for females (Are
Schizophrenia Symptoms in Males and Females Different?).
Further, while it’s rare, schizophrenia can be diagnosed as
early as childhood and as late as the 40s.

If patient has primary
schizophrenia, Bipolar DO, etc use
standard medication protocols,
adjusted for age.

17



Clarify Dx...

Misperceptions, confusion are not
hallucinations!

"I have to go to work, pick up my children,
fix my husband's dinner, etc."
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Che enly thinke che't a “erazy el lady”
We don't actually have any cate.

No medications have an indication for use inthis population. It
is proposed that doses which have been used in completed
randomized trials that reflect the best information available
about the dose are likely to maximize benefit and minimize risk.
On the basis of those trials, reasonable starting doses would be!>
2,

*quetiapine 25 to 50 mg/d

erisperidone 0.5 to 1 mg/d

earipiprazole 2 to 10 mg/d

+olanzapine 2.5 to 5 mg/d

*ziprasidone 20 mg/d

The highest doses tested for each of these compounds in
randomized clinical trials for this population were: risperidone 2
mg/d, olanzapine 10 mg/d, and aripiprazole

15 mg/d. A wide variety of maximum doses of quetiapine were
studied in clini- cal trials, with a top dose of 200 mg being most
common. It is worth noting that doses higher than these have
been used for other indications.!>??

18



Atypical antipsychotics such as risperidone and aripiprazole
are among the most often (and probably too often)
prescribed drugs in BPSD. They are effective in the
treatment of psychotic symptoms, agitation and
aggression.2,14,108,109

From <https: ncbi.nlm.nih. i MC5518961/

Most studies and reviews recommend Risperdal as 1% choice and either
Seroquel or Abilify as a second choice.

; idol may be i in the of delirium in dementia, but it is not

recommended for a different use in dementia. And no longer recommended in
Dementia either (twice the level of cardiac complications as Risperdal).

Fror f 18961,
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While the evidence on the efficacy of quetiapine for BPSD
is mixed, it is widely used clinically.111 Due to its
favourable side-effect profile, particularly regarding
extrapyramidal signs, quetiapine may be of particular
value for BPSD, especially in patients with Parkinsonian
features, despite conflicting evidence.112

From

<https://www.ncbi.nlm.nih.qov/pmc/articles/PMC551896

1/>

Limit use, try 14-21d and try to re-evaluate

Everything will kill you

so choose something fun

19



-MOQOD STABILIZERS
Although-carbamaze, ne.mbm{s-sbm:eliengf for-agitation i
- der mood stabilizers are often associated with severe side-
. effects.2,14,113 Trileptal has similar action to CBZ with*fewer side "
. " effects Valprojc acid Is riot recommended. There Is sope clinical |, * |
. " .experiénce and lirited eyidence for gabapentine’and,lamotrigihe * . -
©.7.inthe treatment.of BPSD, LT LT LT LT LT LT LT LT T

" VPA has freq hepatoencephalopathy- -’
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ONE WAY TO FIND OUT IF YOU
ARE OLD IS TO FALL DOWN IN
FRONT OF A LOT OF PEOPLE. IF
THEY LAUGH, YOU'RE STILL
YOUNG. IF THEY PANIC AND
START RUNNING TO YOU,
YOU'RE OLD.

Benzodiazepines

Evidence for the efficacy of benzodiazepines in BPSD is
lacking. Benzodiazepines are associated with sedation,
dizziness, falls, worsening cognition, respi
depression, dependency and paradoxical d
the elderly. They are thus only recommended for the
management of an acute crisis,6,14 if other methods fail.
Their use must be limited in time and they should not be
prescribed as hypnotics. SNF prn Bz is 7-14d.

From
<https://www.ncbi.nlm.nih.gov/pmc/articles/PMC55189

61/>
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Sedative/Hypnotics

Hypnotics such as or can
have similar side-effects as benzodiazepines.6 They are
used for sleep disorders in dementia over a limited
period of time and at small doses. Sedative
antidep such as seem to improve
sleep duration. Melatonin and melatonin receptor
agonists can be effective in treating circadian sleep
disorders.34,35

From
<https://www.ncbi.nlm.nih.gov/pmc/articles/PMC55189
61/>
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