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171121 Psykoosit ja vaikeat neurokognitiiviset
hairiot ( ent. dementia) - erotusdiagnostiikkaa

* Agenda:
1) Psykooseista — mita niita psykooseja olikaan?
2) Yleista neurokognitiivisista hairioista

3) Dementioista — miten eri vaikeat neurokognitiiviset hairiot
iImenevat

4) Miten psykoosin ja dementian voi erottaa toisistaan?



1) Psykooseista — mita niita
psykooseja olikaan?



o o o Huom! Vain 1 kriteeri A vaaditaan, mikdli harhaluulot ovat
S kltSOfre n l a - O l re Et bisarreja tai harhat koostuvat henkildn kéytdstd tai ajatuksia
kommentoivasta dénestd tai kahdesta tai useammasta

kreikk. Schizein “jakaa”, phren “mieli”
keskenddn keskustelevasta ddnestd.

Positiiviset Oireet:

2.Hallusinaatiot, Aistiharhat ( aani !) Negatiiviset oireet:
1.Deluusiot, Harhaluulot (bisarreja, vainoamis -) Latteat emootiot, iimeettomat
3.Disorganisoitumaton, Jarjestymaton Ajattelu, tai reagoimattomat kasvot
Puhe Anhedonia, mielihyvan

4. Jarjestaytymaton Kayttaytyminen Puuttuminen

Alogia, koyhtynyt puhe

Avolitio, kyvyttomyys aloittaa
paamaarasuuntautunutta toimintaa
Tunteiden puuttuminen

Havaitsemisen hairiot
Sopimattomat emootiot

TOIMINTA

Mielialaoireet:
Motivaation puuttuminen
Neurokognitiiviset oireet: Sosiaalinen vetdytyminen
Toiminnanohjaus, Oivalluskyky
tarkkaavaisuus, Demoralisoituminen
tyo- ja toisiomuisti, Suicidi

vigilanssi Aggressiivisuus
Aggressiivisuus Juha Kemppinen, 2008




TABLE 25.1 Frequency of Psychotic Symptoms in
Schizophrenia (WHO International Pilot Study)

Lack of insight Oivalluskyvyn puute 97%,
Auditory hallucinations Kuuloharhat 74%
Verbal hallucinations Aédniharhat 70%
Ideas of reference Vaara uskomus: sattuma on totta  7() 9%,
Suspiciousness Epaluuloisuus 65 %
Flatness of affect Tunteet puuttuvat 65 %%
Voices speaking Puhuttelevat/kiskevit danet 65 7%
Paranoid state Vainoharhainen tila 64%
Thought alienation Ajatussyrjahtamat 52%
Though(s spokcn aloud Ajatukset on puhuttu ddneen S0 9%,

Sowurce: Sartonus, et al. (1974).



John Lauriello, M.D. Stefano Pallanti, M.D.(eds)
Clinical Manual for Treatment of Schizophrenia, 2012

Table 4-2. Differential diagnosis and medical causes of psychosis

Neurological Pharmacological
Trauma Anavirals
Mulnple sclerosis Anoconvulsants
Huntingron’s chorea Anncholinergics
Epilepsy Bacloten
Strokes PB-Blockers
Tumor Bromocriptine
Abscesses Cephalosporins
Normal pressure hydrocephalus Capropril
Subarachnoid hemorrhage Cimendine
Intraparenchymal hemorrhage Clonidine
Auditory or optic nerve disease Corrticosteroids
Fabry's disease Disulfiram
Fahr's disease Fluoroguinolones
Wilson's disease Methortrexarte

Parkinson’s disease MNonsteroidal ant-inflammatory drugs

13.2.2019 vaj juha kemppinen



John Lauriello, M.D. Stefano Pallanti, M.D.(eds)
Clinical Manual for Treatment of Schizophrenia, 2012

Metabolic and endocrine
Cushing’s syndrome
Hyperthyroidism
Hypothyroidism
Acure intermirrent porphyria
Shock
Renal failure
Heparnic failure
Electrolyte imbalance
B> deficiency
Addison’s disease
Paraneoplastuc syndrome

Systemic lupus eryrthemarosus

Theophylline

Wincrisctine

Substance abuse

Alcohol

Ampheramines
Belladonna alkaloids
Cannabis

Cocaine

Lysergic acid diethylamide
Phencyclidine

Infections and toxins

Swvphilis

Herpes encephalirtis
HIV/ATIDS
Creurzfelde-Jakob disease
Lyme disease

Meningiris

Malaria

Heavy metal poisoning

Carbon monoxide polisoning

Sorerce. Adapred from Hilgy et al. 1999,

13.2.2019
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¥

Tavalliset harhaluulot

> 1kk?
§:

Tavalliset harhaluulot

Yli pdivan ja alle 1kk ?

o P

Psychosis NAS

Lyhyt psykoottinen
hairio

Psychosis NAS

Mielialaoireiden kesto

lyhyt suhteessa

harhaluulojaksoihin?

‘Ei

Harhaluulot vain

Kylla

Masennus/ Bipolar

psykoottinen jakso

= jos ei ole tavallinen psykoosi,
niin mika sairaus se on?

17.11.2021

mielialajaksojen aikana?

Kylla

—

Ei

Harhaluuloista
huolimatta
toimintakyky ei
ole merkittavasti
alentunut?

Psychosis NAS

Kylla

- Harhaluuloisuushairio

Ei

Psychosis NAS

.

Nonbizarre
delusions
lasting at least
1 month

Yes

Total duration
of mood
episodes has
been brief
relative to
duration of
delusional
periods

Yes

hd

Duration more
than 1 day but
less than
1 month

$No

Delusions
occur only
during mood
episodes

Apart from
delusions,
functioning not
markedly
impaired

Yes

DELUSIONAL

Yes

Figure 1-3 (Cortirntued )
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171121 Neurokognitiiviset hdiridt, muistisairaudet ja elimelliset aivo-oireyhtymat

Muistisairaus vai masennustila:

Muistisairaus
Taudin alusta ei ole tarkkaa kasitysta.

Oireet etenevat hitaasti ja huomaamatta.
Yleensa ei ole ollut aiempaa depressiota.

Suvussa esiintynyt muistisairaustapauksia samassa
iassa.

Potilas vahattelee ja peittelee muistihairioita.
Vahainenkin onnistuminen ilahduttaa.

Potilas turvautuu muistilappuihin ja kalentereihin.

Sosiaaliset taidot ovat sailyneet.

Tarkkaamis- ja keskittymiskyky ovat vajavaiset.
Yrittaa vastata kysymyksiin.

Erityisesti lahimuisti on heikentynyt.

Masennustila
Taudin alku on melko tarkkaan tiedossa.

Oireet etenevat nopeasti.
Usein ollut aiempi depressio.

Suvussa esiintynyt depressiota.

Potilas kertoo hairioista yksityiskohtaisesti.
Potilas korostaa epaonnistumistaan.

Potilas ei nae vaivaa pysyakseen ajan tasalla.

Sosiaalinen toimintakyky on puutteellinen

Tarkkaamis- ja keskittymiskyky ovat hyvin sailyneet.
"En tieda" ja "en muista"-vastauksia esiintyy.

Lahi- ja kaukomuisti ovat heikentyneet yhtalaisesti.

Koponen H ja Vataja R, 2021



TABLE 15-2.

Depression of Alzheimer disease

Three (or more) of the following symptoms have been
present during the same 2-week period and represent
a change from previous functioning. Do not include
symptoms that, in yvour judgment, are clearly due to a
medical condition other than Alzheimer disease or
are a direct result of non—mood-related dementia
symptoms (e.g., loss of weight due to difficulties with
food intake).

Clinically significant depressed mood (e.g.,
depressed, sad, hopeless, discouraged,
tearful)

Decreased positive affect or pleasure in response
to social contacts and usual activities (either 1
or 2 are required)

Disruption in appetite
Disruption in sleep

Psychomotor changes (e.g., agitation or
retardation)

Fatigue or loss of energy

Feelings of worthlessness, hopelessness, or
excessive or inappropriate guilt

Diminished ability to think or concentrate

Recurrent thoughts of death, suicidal ideation,
plan, or attempt

Social isolation or withdrawal

Irritability

17.11.2021

All criteria are met for dementia of the Alzheimer type

(DSM-IV-TR). The symptoms are not better
accounted for by other conditions, such as major
depressive disorder, bipolar disorder, bereavement,
schizophrenia, schizoaffective disorder, psychosis of
Alzheimer disease, anxiety disorders, or substance-
related disorder.

The symptoms are not due to the direct physiological

effects of a substance (e.g., a drug of abuse or a
medication).

The symptoms cause clinically significant distress or

disruption in functioning.

Source. Reprinted from Olin JT, Katz IR, Meyers BS, et al:
“Provisional Diagnostic Criteria for Depression of Alzhe-
imer’s Disease: Rationale and Background.” American Jour-
nal of Geriatric Psychiatry 10:129-141, 2002. Used with
permission.

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer

Disease and Other Dementias, 2009

yl juha kemppinen
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2) Yleista neurokognitiivisista
hairidista




171121 Psykoosit ja vaikeat neurokognitiiviset hairidt - erotusdiagnostiikkaa

Geriatric Neuropsychiatry
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FIGURE 1-1. Disciplines comprising geriatric neuropsychiatry.

Coffey & Cummings eds, 2012



Monisairastavuus

TABLE 19-1. Comorbidity in dementia patients and healthy elderly control subjects

Comorbidity Dementia patients (%) Control subjects (%)
Cerebrovascular disease 38.9 9.9
Congestive heart failure 29.3 14.0
Chronic obstructive pulmonary disease 24.9 19.8
Diabetes 21.8 16.1
Peripheral vascular disease 159 8.5
Myocardial infarction 13.0 54
Malignancy 12.1 10.1
Renal disease 8.3 3.2

Source. Adapted from Hill et al. 2002.

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
Disease and Other Dementias, 2009

17.11.2021 yl juha kemppinen 14



171121 Neurokognitiiviset hdiridt, muistisairaudet ja elimelliset aivo-oireyhtymat

Neurokognitiivisilla hairidilla tarkoitetaan sairauksia, jotka aiheuttavat selvan

kognitiivisten toimintojen _Iaa;!:a-a_laisen taantumisen ja jotka eivat ole muun
psykiatrisen hairion, kuten skitsofrenian, aiheuttamia.

Neurokognitiiviset hairiot ovat usein muistisairauksien aiheuttamia.

Tavallisin muistisairaus on Alzheimerin tauti, joka kasittaa Ijopz_a_ 70 %o kaikista
muistisairaustapauksista. 65 vuoden iassa kahdella prosentilla vaestosta on

Alzheimerin tauti, yli 85-vuotiaista 25 prosentilla.

Aikaisemmin vaikeista neurokognitiivisista hairidista kaytettiin termia dementia, jonka
nykyisin on korvannut muistisairaus tai vaikea muistisairaus.

Valikoituva hermosolutuho aiheutunee amyloidivalkuaisaineen kertymisesta aivoihin.
Erityisesti tuhoutuvat ne hermosolut, jotka kayttavat asetyylikoliinia
valittajaaineenaan.

Muita muistisairauksia ovat muun muassa verisuoniperainen muistisairaus, Lewyn
kappale -tauti ja Parkinsonin tautiin liittyva muistisairaus.

Parannettavissa olevia muistisairauksia ovat hoitamattomasta kilpirauhasen
vajaatoiminnasta johtuva tai alkoholiin liittyva muistisairaus.

Tavallisia akillisen sekavuustilan laukaisevia tekijoita ovat aivoverenkiertohairiot,
tulehdussairaudet, aineenvaihduntahairiot, epileptiset kohtaukset seka paihteiden ja
|aakeaineiden kayttoon liittyvat haittavaikUtukset.

Autoimmuunienkefaliitti on akuuttia somaattista hoitoa vaativa sairaus, joka saattaa
johtaa psykoosina psykiatriseen sairaalahoitoon. Tavallisin on N-metyyli-D-
aspartaattireseptoria vaurioittavia vasta-aineita kehittdva NMDAR-enkefaliitti.

Koponen H ja Vataja R, 2021



171121 Psykoosit ja vaikeat neurokognitiiviset hairiot - erotusdiagnostiikkaa

TABLE 4-1. Elements of the neuropsychiatric
clinical interview

. ;s : Kayttaytyminen ja
Behavioral and cognitive baseline YRy )

Gestational and birth history Raskaus ja synnytys kognitio
Achievements of developmental milestones Ilja:]\'/tu ja Occupatinnal hiStUI‘}’ TyGhistoria

ehitys ol s : :
Handedness Kt S:I,ys Medical and surgical history t?rﬂ(r:f;s e;:;:s:;a
Genetic history of the parents and siblings Perima Medication hiS'[Dl‘}f Laakityshistoria
School history: academic and disciplinary Kouluhistoria o o
History of violence or criminal behavior vakivalta- ja Review of systems Finjarjestelmatutiamus

rikollisuushistoria

History of head injury Piinvammat Survey of the vegetative functions  Autonominen hermosto
Psychiatric history Psykiatrinen A - S
historia Assessment of activities of daily living Adl- arviointi

Substance abuse history L .
Paihteidenkaytto-

o History of recent changes in behavior and cognition
historia

Coffey & Cummings eds, 2012 Viimeaikaiset kdyttaytymisen

17.11.2021 vl juha kemppinen Ja kognition muutokset



171121 Psykoosit ja vaikeat neurokognitiiviset hairiot - erotusdiagnostiikkaa

TABLE 4-2. Regional prefrontal syndromes

Region Cardinal signs
Orbitofrontal system Behavioral disinhibition; k;ty‘ﬁ;’y”tymmen
environmental dependency  ymp.

riippuvuus
Dorsolateral convexity  Cognitive disorganization

SYNCHI Kognitiivinen
jarjestaytymattomyys

Mestal frontal system Apathy syndrome  ppatia

FIGURE 3-10. Prefrontal cortical origins of the
dorsolateral (b/ue), anterior cingulate (pink), and lat-

eral orbitofrontal (green) circuits.
Source. Image courtesy of M. Mega and the UCLA Laboratory of
Coffey & Cummings eds, 2012 Neuroimaging.

17.11.2021 yl juha kemppinen 17



171121 Neurokognitiiviset hdiridt, muistisairaudet ja elimelliset aivo-oireyhtymat

Lieva ja vaikea neurokognitiivinen hairio, diagnostiset kriteerit:

Muistisairaus (dementia) on kyseessa, jos vaikean neurokognitiivisen hairion kriteerit tayttyvat.

A

Todetaan yhden tai useamman taulukossa 2 kuvatun kognition osa-alueen merkittava
hairiintyminen: potilaan, hanet hyvin tuntevan henkilon tai kliinikon arvioimana. Lisaksi
havaitaan vahainen (lieva neurokognitiivinen hairio) tai merkittava (vaikea
neurokognitiivinen hairid) kognitiivisten toimintojen poikkeavuus neuropsykologisessa
tutkimuksessa tai muilla kognition tutkimusmenetelmilla.

Kognition hairio ei juuri haittaa (vaikka selviytymiseen tarvitaan esim. muististrategioita tai
enemman ponnistelua; lieva muistisairaus) tai se haittaa merkittavasti (vaikea
neurokognitiivinen hairid) potilaan itsenaista selviytymista paivittaisista askareista, kuten
laskujen maksamisesta, laakityksesta huolehtimisesta tms.

Kognition hairio ei ole dkillisen sekavuustilan (delirium) aiheuttama.

Kognition hairiot eivat ole muun psyykkisen hairion, kuten vakavan masennustilan tai
skitsofrenian, aiheuttamia.

NUNMUIICIT T JUu vUawuju

n, 2021


https://www.oppiportti.fi/op/pkr00264/do#T2

Neurologisia vihjeitd muistisairaudesta:
Neurologinen loydds Muistisairaus

Tapahtumamuisti Alzheimerin tauti

heikentynyt

Toiminnanohjaus Aivoverenkiertosairauden muistisairaus, otsa-ohimolohkorappeumat, Parkinsonin taudin
heikentynyt muistisairaus, Lewyn kappale -tauti, Huntingtonin tauti, Hakolan tauti

Naonvaraiset Lewyn kappale -tauti, epatyypillinen Alzheimerin tauti

toiminnot

heikentyneet

Kielelliset toiminnot Otsa-ohimolohkorappeumat, epatyypillinen Alzheimerin tauti
heikentyneet

Toispuoliset Ioydokset Aivoverenkiertosairauden muistisairaus, kortikobasaalinen rappeuma

Spastisuus, Aivoverenkiertosairauden muistisairaus, kortikobasaalinen rappeuma, monisysteemiatrofia,
vilkastuneet Creutzfeldt—Jakobin tauti
janneheijasteet

Hallikainen M ja Rosenvall A, 2015



Neurologisia vihjeitd muistisairaudesta:
Neurologinen loydds Muistisairaus

Hypokinesia, Parkinsonin taudin muistisairaus, Lewyn kappale -tauti, eteneva supranukleaarinen halvaus,
rigiditeetti kortikobasaalinen rappeuma, otsa-ohimolohkorappeumat, monisysteemiatrofia

Myoklonia Creutzfeldt—Jakobin tauti, perinnéllinen Alzheimerin tauti

Pakkoliikkeet Creutzfeldt—Jakobin tauti, Huntingtonin tauti, kortikobasaalinen rappeuma

Kavelyvaikeus Aivoverenkiertosairauden muistisairaus, normaalipaineinen hydrokefalia

Tasapainovaikeus Aivoverenkiertosairauden muistisairaus, normaalipaineinen hydrokefalia, Lewyn kappale -

tauti, monisysteemiatrofia, eteneva supranukleaarinen halvaus, otsa-
ohimolohkorappeumat, Creutzfeldt—Jakobin tauti

Primitiiviheijasteet = Otsa-ohimolohkorappeumat

Hallikainen M ja Rosenvall A, 2015



171121 Neurokognitiiviset hairiot, muistisairaudet ja elimelliset aivo-oireyhtymat
Kognition hairio Esimerkki hairioon liittyvasta oireesta
Tarkkaavaisuus (attentio) Keskittyminen vaikeata, hairiintyy herkasti, monimutkaisten ohjeiden muistaminen vaikeata.
Esim. padssalasku, aakkos-numeroparien luetteleminen (A-1, B-2).

Toiminnanohjaus: toiminnan Kykenee vain yhteen asiaan kerrallaan. Uupuu monimutkaisissa henkisissa askareissa. Juuttuu
suunnittelu, paatoksenteko, tyomuisti, tiettyyn, haitalliseenkin toimintatapaan, ei opi virheista. Ei saa vietya tehtavia loppuun, asiat
virheiden korjaaminen, kyky muuttaa  ovat sekaisin.

joustavasti toimintatapaa, abstrakti

ajattelu

Oppiminen ja muisti Esim. toistaa samoja asioita. Unohtaa asken tapahtuneet asiat, esim. mista aamu-uutisissa
kerrottiin. Tarvitsee jatkuvaa muistuttamista.

Kielelliset toiminnat Joutuu hakemaan sanoja, ei osaa nimeta asioita, unohtaa laheistenkin nimet. Sanasujuvuus

huono (esim. nelijalkaisten eldinten luettelu).

Visuokonstruktiiviset ja visuospatiaaliset Eksyy helposti. Nadnvarainen askartelu tai laitteiden kaytto vaikeata. Kuvioiden kopioiminen ja

toiminnat piirtaminen (esim. kellotaulu) vaikeata

Praktiset toiminnat (praxis) ja Ei osaa toistaa naytettyja liikesarjoja; ei osaa esittaa esim. "kuinka kayttaisit kampaa".
havaitseminen (gnosis) Kodinkoneiden kaytto tai sivoaminen ei onnistu. Ei tunnista kasvoja tai vareja.

Sosiaalinen kognitio Tilanteeseen sopimaton kaytos tai pukeutuminen. Arvostelukyvyttomyys. Laheistenkaan asiat

eivat kiinnosta, ei iloitse tai ole surullinen toisten puolesta; empatiakyvyttomyys.

Koponen H ja Vataja R, 2021



171121 Neurokognitiiviset hdiridt, muistisairaudet ja elimelliset aivo-oireyhtymat
Elimellinen aivosairaus vai ei:

Elimelliseen etiologiaan viittaavat

*muistiaukot

*tapaamisten unohtelu

*tavaroiden jatkuva hukkaaminen ja niiden etsiskely

*tuttujen ihmisten nimien unohtelu ilman, etta ne palautuvat mieleen lyhyella miettimisella
*uusien asioiden oppimisen vaikeus tai mahdottomuus

*vaikeus pysya juonessa kirjaa lukiessa tai elokuvaa katsoessa

*eksyminen vahankaan vieraammissa paikoissa

*vetaytyminen aiemmista tehtavista ja harrastuksista

*laheisten kertoma tilanteen selva huonontuminen

*sukulaisten samassa iassa alkaneet muistisairaustapaukset.

Elimelliseen etiologiaan eivat viittaa

*unohtuneiden asioiden ja nimien palaaminen nopeasti mieleen ja hukkuneiden tavaroiden I6ytyminen helposti
*suoriutuminen samanlaista tehtavista kuin ennenkin
*muistin toimiminen ajoittain taysin normaalisti, esim. kun henkilo on virkea.

)21



Level of Function Scale

Please circle the patient’s level of function at these tasks of everyday life.

Needs Needs hands-

Independent, Independent, prompting or on help or Can’t do,
as good not as good reminding to step-by-step depends on
as ever as past perform task directions others to do

Work responsibilities 0] 1 2 3 4
Hobbies 0 1 2 3 4.
Household chores O 1 2 3 <1
Shopping for needs 0 1 2 3 4
Driving 0 1 2 3 4
Appointments 0 1 2 3 4
Finding one’s things 0 1 2 3 4.
Dressing 0 1 2 3 <
Washing/Grooming O 1 2 3 4
Eating 0 1 2 3 4
Toileting (0] 1 2 3 4
Other: 0 1 2 3 4.
Other: 0 1 2 3 1

Anything else yvou'd
like to mention?

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
Disease and Other Dementias, 2009

17.11.2021 yl juha kemppinen 23



171121 Psykoosit ja vaikeat neurokognitiiviset hairiot - erotusdiagnostiikkaa

TABLE 4-3. Office examination of cognition Kognition tutkimus
Domain Task Luettele viikonpaivat takaperin sunnuntaista lahtien
High-level attention “Begin with Sunday and say the days of the week backwards.” (This task requires intact executive

Tarkkaavaisuus function but eliminates mathematical issues associated with serial subtraction.)

Declarative memory “I am going to give you 4 words that I want you to remember. Listen carefully, and when I'm done,
(encoding) repeat the words back to me.” (Ask patient to repeat the word list twice. Repeat the entire list if patient
does not encode all 4 words after a trial.) “Now hold on to them, and I'll ask for them later.” (This

Deklaratiivinen . :
should normally be done in one or two trials. )Neljé sanaa muistettavaksi, toista, kysyn kohta myéhemmir

muisti (enkoodaus)

Executive cognition “I want you to copy what I'm doing with my hands.” (Alternating motor sequence simultaneously and
alternately opening and closing both fists.) Toista mita teen perassa
Toiminnanohjaus “When I touch my nose, you raise your finger. When I raise my finger, you touch Kun kosken nenaani,
kognitio the opposite of what I'm doing.” (Look for copying of examiner’s movements.) nosta sormesi

“Say as many different words as you can in 1 minute that begin with the letter ‘A on tinciuae names
of people, like ‘Adam, or names of places, like ‘Alaska.’ (Look for ~15 words without repetition or loss

of set.) Niin monta A:lla alkavaa sanaa minuutissa kuin keksit ( yli 15)
“I have drawn a circle for you. Please make it into a clock by adding the numbers.... Now make the

clock say ‘10 past 11.” (Look for proper spacing of the numbers and proper placement of the hands.)
“Copy this design (alternating squares and triangles).” (Look for perseveration of the square or the
triangle.) Laita piirtamaani ympyraan kellon numerot
Piirra samanlaiset neliot ja kolmiot
Coffey & Cummings eds, 2012
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TABLE 4—3.

Office examination of cognition

Domain

Declarative memory

(retrieval and
storage)

Deklaratiivinen

Muisti ( mieleenpalautus)

Aphasia
Afasia

Calculations

Laskutaito

Praxis

Kaytanto

Visuoconstruction

Visuokonstruktio
Judgment

Paatoksentekokyky

17.11.2021

“Now tell me the 4 words I asked you to remember.” (If the words aren’t recalled, give first a category
prompt—e.g., “Fruit” for “lemon”—then a torced choice—e.g., “It was either a lemon, an orange, or
an apple.” If the word is then recalled, the patient is demonstrating a retrieval, but not a storage, deficit.
Note the number recalled spontaneously, the number recalled with prompts, and the number not

recognized despite a forced choice.) Kerro ne nelja sanaa jotka kerroin; ei muista, luokka?

“Are we in a hospital? A library? A supermarket?”
“Repeat this sentence: ‘Pry the tin can’s lid off.”
“Name several objects.”

“Write me a sentence about you.”

Olemmeko sairaalassa? Kirjastossa? Kaupassa?

Toista tama lause Nime3 useita esineit

Kirjoita lause itsestasi

“How much is 5+ 3?7
“How much is 174527
“How much is 31 —-82~
“How much is 36/3?”

Paljonko on?

. ., Tervehdi minua
Make a salute.

“Show me how you would use a toothbrush.”
“Beckon a friend over with each hand.”

Nayta miten hammasharjaa kaytetaan
Nayta ystava

“Copy this (transparent) cube.”  Kopioi

“What would you do if you saw a young child wandering alone at the supermarket?”

Mita teet jos naet nuoren lapsen vaeltelemassa yksin kaupassa+ _
Coffey & Cummings eds, 2012
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Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
Disease and Other Dementias, 2009
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FIGURE 3-5. Clock drawn by early Alzheimer

FIGURE 3-4. Clock drawn by early Alzheimer patient with Mini-Mental State Examination score of 28.
patient with Mini-Mental State Examination score of 27.

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
Disease and Other Dementias, 2009
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FAGURE 8-1. Examples of abnormal cube copying in patients with Alzheimer dissase.

The model figure is the “solid” cube. The other figures show A) loss of throo-dimensiosal asperts, with preserved represenistion of
thi thiree visible sides [Mini-Mantsl Stete Exsminstion [MM3E] =22); E] redueed repressstabion of perspective (MMSE= 20; C) last
FIGURE 8-2. Freehand responses to the request, reprasantstion of perspective/dopth (MMSE= 14); and D) perseverative response (MM5E= 12} note the fine lines of the drawing are
“Draw the face of a clock” indicstive of the patient's unceriinty.

The drawings show A) intact spatial organization but reduced

semantic knowledge of hand configuration and placement for

2:35 (Mini-Mental State Examination [MMSE]=24) and B) Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
marked spatial disorganization (MMSE=14). Disease and Other Dementias, 2009
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FIGURE 13-1. Apraxic attempt at drawing a key.
The patient whose neuroimaging studies are shown in Figure
13-2 displayed prominent constructional apraxia (inability to
draw to command or copy simple figures) in his attempt to copy
a simple line drawing of a key. This was likely a result of the loss
of integrative cognitive control as a consequence of the diffuse
brain injury, with particular deficits noted in the frontal regions
bilaterally, and right parietal as shown in Figure 13-2.

FIGURE 13-2. Ncuroimaging in a case of dementia due to head trauma. (See color plate 10)

Neuroimaging studies for the subject discussed in Figure 13-1. Sisan axal T-weighted magnetic resonance imaging (MRI) image
showing extensive frontsl damage (white arrow) as 2 resalt of the severe traumatic brain injary (TBI). D is 2 ssgittal Ti-weighted im-
age showing the extensave frontal (white arrow) pathology present in this patient. A, B, and F gll represent three-dimensionsl (3-D)
reconstructions of the MRI ss to visuslize the ventricle (shown in blue) in the dorsal view in A, and the extensive frontotempors] wast-
g (black arrows) in C snd by viewing the bifroatsl strophy, particularly in the inferior froatsl regson in F £ is the view of single pho-
tnn emassica computed toemography (SPECT) findings st the same axial leva zs depicted in 8 Note the extensive loss of frontsl
perfusion on the SPECT image. Lastly, note the generslized ventricular dilstion (see H in Figure 13-4 for what 3 normal dorsal view
should appear like). These imaging findings clearly demonst rate diffuse brain damage and gemeralized TBV loss, whercin the demen-
tis due to hesd trauma diagnosis was straightforward to make given these neurcimaging findings, in conjunction with the history and
neuropsychological assessment Bndings.

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
Disease and Other Dementias, 2009
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Hyperkinetic perseverations—The elementary motor act cannot be terminated.

Item: cross circle square cross

Perseveration of elements—The substitution, or addition, of a previously occurring element,
or part of an element, into the current response.

Item: cross cross circle square

Response: —-’— .—'—- @ G

Perseveration of features—No specific component of the element is perseverated.

Instead a
general characteristic, or feature, of the element intrudes upon the present response.

Item: triangle Cross square Cross

FIGURE 5—2. Types of graphomotor perseverations from the Graphical Sequences subtest of the Execu-
tive Control Battery (Goldberg et al. 2000).

Coffey & Cummings eds, 2012
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Elimelliset psykiatriset hairiot
Otsalohkopiirit ja neuropsykiatriset oireet

orbitofrontaaliset otsalohkopiirit

- depressio

« impulsiivisuus

= arvostelukyvyttomyys

- riskien arvioinnin vaikeus

« paatoksenteon vaikeus

- empatian puute

- vakivaltainen kdyttaytyminen

« kyvyttoimyys arvioida toisten tunnetiloja
tai mielen sisaltéa (theory of mind)

= sosiaalisten normien rikkominen

= autonomiset ja neurodoktinologiset
hairiot

17.11.2021
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dorsolateraaliselta kuori-

kerrokselta lahtevat otsalohko-

piirit ja kognition hairiot

« suunnittelu

» jaksottaminen

= tehtavan valinta

« tyEMuUisti

= oman toiminnan arviointi

- metakognitio (omien kognitiivisten
kykyjen arviointi)

= attentio

- depressio

yl juha kemppinen

cingulumista lahtevat

otsalohkopiirit
- apatia

- amotivaatio

- anhedonia

- addiktiot

« negatiiviset oireet
- attention hairigt

Koponen H ja Vataja R, 2021
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171121 Neurokognitiiviset hairiot, muistisairaudet ja elimelliset aivo-oireyhtymat

Muistisairauteen liittyvia kdytosoireita:

Kaytosoire

Apatia

Masennus
Levottomuus, agitaatio
Artyneisyys
Ahdistuneisuus
Harhaluulot

Estottomuus (disinhibitio)

Hypomania tai mania
Aistiharhat

Jokin yllaolevista

Vallitsevuus etenevissa muistisairauksissa

30-40 %
30 %
25-30 %
27 %
21 %
18 %
13 %

11 %
10 %
70 %

Koponen H ja Vataja R, 2021



171121 Psykoosit ja vaikeat neurokognitiiviset hairiot - erotusdiagnostiikkaa

TABLE 4—5. Localizing neuropsychiatric findings

Region History Mental status Sensorimotor

Frontal Disorganization High-level attention deficit Gait apraxia
Disinhibition Luria motor sequences Mitgehen

Otsalohko P <t deficit Ipsilateral gaze preference
arjestymaton ) v 1 -imitive reflexes
jarjesty Go/no-go task deficit Primitive reflexes
estottomuus

Decrease in verbal fluency Sanasujuvuus laskee
Perseveration Juuttuminen

Losses of set  Ei pysty arvioimaan menetyksia
Confabulation satuilu

A1t =3 . .
V .1t4e.lsuc.ht vitsailu - -
Apathy Dilapidation rapistuminen Hypokinesis
Subcortical Motor impairment Dilapidation Hypokinesis Vahamaiset kasvot
. . Apaattinen .
1 Social withdrawal Mental torpor Masked facies - -
Kuorikerroksen o ; : et s Apinamainen
Iai Cognitive impairment Retrieval deficit Simian stance asento
gidinen mieleenpalautusvaikeus Festinating gait  Kiirehtiva kavely

Adventitious movement Satynnainen liik
Muscular rigidity Lihasjaykkyys
Cogwheeling hammasratasliike
Gegenhalten
Downward gaze palsy
Coffey & Cummings eds, 2012 Alaspainkatse-halvaus
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TABLE 4—5.

Localizing neuropsychiatric findings

Region History

Mental status

Sensorimotor

Right hemisphere Confusional state
Delusions

Spatial disorientation
Neglect

Denial of deficit
Dressing difficulties

Left-sided motor
impairment

Left hemisphere Confusional state
Language impairment

Match impairment

Bitemporal Placidity
Hyperorality
Hypersexuality

Biparietal Spatial disorientation

Coffey & Cummings eds, 2012
17.11.2021

Dysprosodia
Visuoconstructive deficit
Spatial analysis deficit
Left hemineglect

Visual memory deficit

Dressing apraxia

pukeutumisvaikeus

Ideomotor apraxia
Dysphasia
Dyslexia
Dyscalculia
Dysgraphia
Right/left disorientation
Finger agnosia
Amnesia

Agnosia

Visual right
Auditory left
Anomia

Prosopagnosia

Asimultanagnosia

yl juha kemppinen

puhevaikeus

kasvosokeus

Left hypertonus

Left Babinski sign

Left astereognosis

Left dysgraphesthesia

Double simultaneous extinction

Posturing of left hand/arm with tandem gait
Left pronator drift

Left quadrantanopia

Right hypertonus

Right Babinski sign

Right astereognosis

Right dysgraphesthesia

Posturing of right hand/arm with tandem gait
Right pronator drift

Right quadrantanopia

Superior quadrantanopia

Inferior quadrantanopia
Ocular apraxia

Optic ataxia

34
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TABLE 5—4.

Description and common characteristics of dementia types

First to notice

Syndrome Initial complaints Neuropsychological profile changes
Depression Memory problems, poor Fluctuating attention, slow learning curve, retrieval Patient
. focus memory deficit with intact retention and recognition,
Muistivaikeus, fluctuating executive functioning, psychomotor
keskittymisvaikeus slowing
Alzheimer’s dementia Repetition, forgetfulness, Slowly progressive anterograde memory deficit with Patient/family
. confusion poor learning, retention, and recognition; impaired
Toisto, unohtelu, naming, semantic fluency, and executive deficits;
sekavuus visuospatial processing deficits and apraxia, aphasia,
and agnosia in advanced illness; functional decline
Frontotemporal Personality/behavioral Executive functioning deficits (perseveration, Family
dementia change impulsivity, impaired planning, stimulus boundedness,
. impaired mental flexibility, impaired synthesis),
Persoonallisuus/ : : ; : g
impaired selective attention, relatively preserved
kayttaytymismuutos memory in earlier stages
Dementia with Lewy Good and bad days, Progressive insidious cognitive decline with pronounced Patient/family
bodies confusion, delusions, attentional fluctuations and executive deficits; marked
o hallucinations, visuoperceptual errors; retrieval memory deficit
Hyvid/huonoja pdivig, parasomnias initially followed by poor retention; autonomic
Sekavuus, harhaluulot, dysfunction and falls; motor skills marked by
harhat, unihairiot parkinsonism; vivid, detailed visual hallucinations
Parkinson’s dementia Poor initiation, slowed Fluctuating attention, intact learning curve, retrieval Family

Vaikea aloittaa,
Hidastunut ajattelu,
Havaitsemisen ongelmat

thinking, perceptual
problems

memory deficit with poor retention and intact
recognition, mildly impaired naming, slow processing
speed, visuospatial processing deficits, executive
dysfunction, psychomotor slowing

Coffey & Cummings eds, 2012
17.11.2021
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TABLE 5-5. Distinguishing manifestations of the dementias

Mood/behavior

Eating

Hallucinations/delusions

Coffey & Cummings eds, 2012
17.11.2021

AD: depression, anxiety, apathy Alzheimer: masennus, ahdistuneisuus, apatia
DEP: vegetative symptoms Masennus: vasymys, psykomotorinen hidastuneisuus, ruokahaluttomuus, laihtuminen

FTD: marked personality/behavior changes, unawareness, disinhibition, apathy, fixations and
compulsions, emotional blunting, poor hygiene, impulsivity

DLB and PD: depression greater than in AD and may present before motor symptoms, apathy,
impulsive/compulsive behavior from medication side effects in PD

AD: preference for salty and sweet foods

DEP: increase or decrease in appetite

FTD: specific food preferences, overeating

DLB and PD: difficulties swallowing

AD: hallucinations and delusions in advanced illness

DEP: can be present in severe cases

FTD: rare

DLB: visual hallucinations early (often people and animals)

PD: visual hallucinations late or related to medication side effects
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TABLE 5-5. Distinguishing manifestations of the dementias

Sleep AD: disrupted circadian rhythms
DEP: hypersomnia or insomnia
FTD: disrupted circadian rhythms
DLB and PD: parasomnias
Other AD: motor skills mostly preserved, decreased smell/taste
DEP: decreased libido, psychomotor retardation
FTD: frontal release signs, slow eye movements, incontinence, increased interest in sex

DLB: autonomic dysfunction, neuroleptic medication sensitivity, poor saccadic pursuit,
bradyphrenia and bradykinesia. Cognitive difficulties develop before motor symptoms (within
1 year).

PD: autonomic dysfunction in advanced illness, neuroleptic medication sensitivity, saccadic
pursuit, cognitive difficulties develop at least 1 year after motor symptoms

Note. AD=Alzheimer’s dementia; DEP=depression; FTD=frontotemporal dementia; DLB=dementia with Lewy bodies; PID =Parkinson’s
dementia.

Coffey & Cummings eds, 2012
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TABLE 4—4. Differential diagnosis of dementia

Area of impairment

Memory
Executive Cortical
Syndrome (encoding/retrieval) (storage) Executive Parietal® ERS
Dementia of the Alzheimer’s Yes Yes Yes Yes No
type (NP+INFET)
Frontotemporal dementia Yes No Neg No No
(NFT, NP+ XNFT) Yes later
Dementia with Lewy bodies® Yes Yes Yeu Yes Yes
(LB)
Subcortical dementia Yes No Yes No Yes
(LB, NFT)*
Vascular dementia Yes No ¥es No Yes
Alzheimer’s plus Parkinson’s Yes Yes Yes Yes Yes

disease? dementia
(LB+NP+ NFT)

Note. EPS=extrapyramidal side effects; LB = Lewy bodies; NFT' =neurofibrillary tangles; NP =neuritic plaques.
‘Language, calculations, praxis, visuoconstructional.

PVisual hallucinations, systematized delusions, frequent falls, syncope, waxing and waning attentional and cognitive symptoms, neuroleptic
sensitivity; onset of all symptoms temporally related.

‘Parkinson’s disease, Huntington’s discase, progressive supranuclear palsy.
dparkinson’s disease precedes the Alzheimer’s-type dementia by at least 1 vear.

Coffey & Cummings eds, 2012
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TABLE 15—4. Differences in delusions and

hallucinations in psychotic
patients with and without

dementia
Partients
without Patients with
dementia dementia
Delusions Systematized Unsystematized
Bizarre Commonplace
(children,
animals)
Hallucinations Auditory Visual

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
Disease and Other Dementias, 2009
17.11.2021
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¥

Tavalliset harhaluulot

> 1kk?
§:

Tavalliset harhaluulot

Yli pdivan ja alle 1kk ?

o P

Psychosis NAS

Lyhyt psykoottinen
hairio

Psychosis NAS

Mielialaoireiden kesto

lyhyt suhteessa

harhaluulojaksoihin?

‘Ei

Harhaluulot vain

Kylla

Masennus/ Bipolar

psykoottinen jakso

= jos ei ole tavallinen psykoosi,
niin mika sairaus se on?

17.11.2021

mielialajaksojen aikana?

Kylla

—

Ei

Harhaluuloista
huolimatta
toimintakyky ei
ole merkittavasti
alentunut?

Psychosis NAS

Kylla

- Harhaluuloisuushairio

Ei

Psychosis NAS

.

Nonbizarre
delusions
lasting at least
1 month

Yes

Total duration
of mood
episodes has
been brief
relative to
duration of
delusional
periods

Yes

hd

Duration more
than 1 day but
less than
1 month

$No

Delusions
occur only
during mood
episodes

Apart from
delusions,
functioning not
markedly
impaired

Yes

DELUSIONAL

Yes

Figure 1-3 (Cortirntued )
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TABLE 21-1.

Features of psychosis and clinical course in different disorders in the elderly

Diagnosis in the elderly

Features of psychosis

Clinical course

Other clinical features

Alcohol intoxication or
withdrawal

Alzheimer’s disease

Bipolar disorder, mania

Brief psychotic disorder

Delirium

Delusional disorder

Coffey & Cummings eds, 2012
17.11.2021

Auditory hallucinations

Isolated delusions and
hallucinations, often
intermittent; paranoid
delusions of someone
stealing things, spouse’s
infidelity, or home not
being one’s own

Euphoria or irritability,
grandiosity, flight of ideas,
excessive spending,
hypersexuality

Variable delusional thinking
and hallucinations

Markedly fluctuating
psychotic features

Persecutory, erotomanic, or
somatic delusions

Clinical course depends on
abstinence from alcohol use

Psychotic features may or may
not persist over time;
agitation and aggression
often present; response to
antipsychotics limited by
side effects

Responsive to lithium,
anticonvulsants

Variable course, often resolves
within days to weeks

Resolves rapidly after
identifying and treating the
underlying cause

Difficult to treat, partial
response to antipsychotics

yl juha kemppinen

Short-term memory loss

Progressive memory loss with
decline in instrumental and
basic activities of daily living
with disease progression

May be secondary to medical
disorders or medication
toxicity

Stressors are common
antecedents

Disorientation, specific medical
etiology

Not accompanied by
hallucinations
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TABLE 21-1.

Features of psychosis and clinical course in different disorders in the elderly

Diagnosis in the elderly

Features of psychosis

Clinical course

Other clinical features

Frontotemporal dementia

Lewy body dementia

Parkinson’s disease

Psychotic depression

Schizophrenia

Vascular dementia

Symptoms of disinhibition
resembling hypomania;
clear-cut delusions and
hallucinations are
uncommon

Prominent visual
hallucinations

Hallucinations and delusions

Somatic delusions, delusions
of guilt, rare hallucinations

Complex systematized
delusions, command
hallucinations

Psychotic features overlap
with those of Alzheimer’s
disease

Memory preserved through
the early part of the illness;
frontal lobe release signs and
executive function deficits

Fluctuating course shortterm,
rapidly progressive
dementia longer term

Psychosis typically related to
levodopa or dopamine
agonist use and diminishes
with dosage reduction

Responsive to
electroconvulsive therapy,
antipsychotic plus
antidepressant treatment

Positive symptoms may
respond to antipsychotics;
negative symptoms difficult
to treat

Stepwise progression, focal
neurological signs,
depression and executive
function deficits common

Impulsivity in the verbal,
motor, sexual, and appetite
domains; apathy more
common in later stages

Extrapyramidal signs worsen
markedly with most
antipsychotics

Extrapyramidal signs worsen
with most antipsychotics

Major depression present; late-
onset patients do not have
increased family history of
affective disorder

Late onset: more females,
positive symptoms, auditory
and visual hallucinations,
family history not common

Vascular risk factors: obesity,
hypertension,
hypercholesterolemia,
smoking, family history

17.11.2021
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TABLE 15—-9. Potential causes of agitation and aggression in dementia

Etiology

Examples

Intervention

Primary disease
process

Psychiatric syndrome

Medical problem

Environmental factors

Caregiver approach

Patient swings fists at staff when he cannot
express his needs.

Patient with agnosia is distraught when she
sees her reflection in the mirror.

Patient meets criteria for depression of
Alzheimer disease.

Patient is delusional that statf is trying to
poison her.

Patient has a urinary tract infection.
Patient with arthritis of his knees grimaces
when walking.

Patient becomes disruptive during shift
changes, when there is commotion.

Patient living at home is restless on days when
home health aide is not present.

Patient is physically aggressive with his
daughter during morning care. She often
rushes him because of time pressure.

Caregiver frequently argues with or corrects
patient.

Provide picture board so the patient can
point to the picture representing his
need.

Remove or cover mirrors and other
reflective surfaces.

Treat with antidepressant.

Treat with neuroleptic.

Treat with antibiotics.
Treat with analgesic.

Engage patient in an activity far from
nursing station during change of shift.

Increase the frequency of home health
aide visits.

Hands-on caregiver assessment and
teaching by expert dementia care
nurse.

Counseling session with physician to
modify caregiver’s approach.

17.11.2021

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer

Disease and Other Dementias, 2009
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Table 81.1
disorders

Patient group
Alzheimer’s disease
Bipolar depression
Cushing’s disease

Head injury

Huntington’s disease

Korsakoff's syndrome/
alccholism

Multiple sclerosis
Normal ageing

Parkinson’s disease

Post-traumatic stress
disorder

Schizophrenia

Stroke

Temporal lobe epilepsy
Unipolar depression

Association betrween the

HPA axis function

Overactive

Overactive

Overactive

O veractive (acutely)

Overactive

Overactive
(in withdrawal)

Overactive
(in severe illness)

Overactive

(in oldest oid)
Normal

Underactive
peripherally

Near normal

Overactive (acutely)

Overactive (acutely)

Overactive

HPA axis function and clinical variables in neuropsychiatric

Cognition deficits

v (correlated with
HPA activity)

v

« (correlated with
HPA activity)

v
v

g
v

v [(mild) (correlated
with HPA activity)

N
g

N

v (correlated with
HPA activity)

v

v (weakly correlated

with HPA activity)

Depressed mood

v (correlated with
HPA activity)

v (correlated with
HPA activity)

v [(correlated with
HPA activity)

v

« (correlated with
HPA activity)

P
v
v (variable)

v
v

v

v (correlated with
HPA activity)

v

v (correlated with
HPA activity)

v, Significant correlations have been reported, but the strength of the association varies

O, no association

17.11.2021

yl juha kemppinen

Medial temporal
damage

v (weakly correlated

with HPA activity)

v (small samples)

v (correlated with
HPA activity)

v
O

« (correlated with
HPA activity)

O

v (correlated with
HPA activity)

O

v (correlated with
cognition)

v

O

v

v (correlated with
HPA activity)

Mitchell, 2009
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O Table 15.1

Medication
category

Daily dosing

Atypical antipsychotics (AAP)

Risperidone

Olanzapine

Quetiapine

Aripiprazole

17.11.2021

Initial: 0.25 mg od-bid
Titration: 0.25-0.5 mg q3-7 days
Max: 2 mg

Initial: 2.5-5 mg ghs
Titration: 2.5-5 mg q3-7 days
Max: 10 mg

Initial: 12.5 mg bid
Titration: 12.5-25 mg q3-7 days
Max: 150 mg

Initial: 2-5 mg daily
Titration: 2-5 mg q3-7 days
Max: 10 mg

Pharmacological management of psychosis in major neurocognitive disorders [36]

Side effect monitoring

Sedation

Postural hypotension

Falls

Anticholinergic side effects (dry
mouth, constipation, confusion)

EPS, particularly parkinsonian side
effects (rigidity, bradykinesia, shuffling
gait, masked facies, tremor)
Olanzapine and quetiapine are more
sedating than risperidone or
aripiprazole

yl juha kemppinen

Comments

Best supported AAP for NP5
Most likely AAP to cause EPS

Most likely AAP to cause metabolic
side effects

Used for Parkinson disease-related
and Lewy body-related NCD at lower
doses

Most likely AAP to cause akathisia
(restlessness)

Hategan A et al, 2018
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B Table 15.1 Pharmacological management of psychosis in major neurocognitive disorders [36]

Medication Daily dosing
category

Typical antipsychotics

Haloperidol Initial: 0.25 mg bid

Titration: 0.5 mg bid g3-7 days
Max: 1.5 mg bid

S55Ri antidepressants

Citalopram Initial: 5-10 mg daily
Titration: 10 mg q7 days
Max: 20 mg

Sertraline Initial: 25 mg daily
Titration: 25 mg g7 days
Max: 100 mg

17.11.2021

Side effect monitoring

Haloperidol more likely to cause EPS
than AAP

Headache

Mausea (given with food to decrease
Gl upset)

Diarrhea

Sweating

Insomnia

Hyponatremia

Risk of Gl bleed

QTc prolongation at higher dose of
citalopram

Risk of falls, fractures, and osteoporo-
sis

yl juha kemppinen

Comments

Gold standard for delirium
Given IM in ED when other formula-
tions are unavailable

Citalopram is best supported 55R| for
MPS, with evidence for both
citalopram and sertraline

Hategan A et al, 2018
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| Agitation |

™ Acute ¥ bl % Short-term sedation with
cutely nlunugtm e antipsychotics, benzodiazepines
| Medical workup | >| Effective? |
7 Yes Mo
Specific medical Hospitalize
disorder \ e Treat specifically ® Resfraints?
> Yes * Monitor agitation = Seclusion?
Seizures Yes > - Employ nonpharmacologic
_ v ___—7| principles
Discrete psychiatric
disorder Continue treatment
: +h No | as appropriate
Employ nonpharmacologic -
ploy prinl?:iples 9 Yes Develop psychobehavioral metaphor, match to relevant
I No class, continue nenpharmacologic approaches,
| Successful ? consider relevant antidementia agents
§ v
| Depressive features | | Manic features | | Anxious features | | Psychotic features | | Nonspecific |
v
Antidepressants | Anticonvulsants | Antidepressants | Antipsychotics | Empirical trials of
Anticonvulsants Anticonvulsants appropriate agents
Anxiolytics
v
Continue as appropriate Effective ?
Consider eventual empirical No
withdrawal Yes

FIGURE 16—1. Management of agitation in dementia.

Source. Reprinted from Tariot PIN: “Treatment of Agitation in Dementia” Jowurnal of Clinical Psychiatry 60 (suppl 1):11—-20, 1999.
Used with permission.

Weiner M and Lipton A eds, The American Psychiatric Publishing Textbook of Alzheimer
Disease and Other Dementias, 2009
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FIGURE 1

Clhinical suspiciomn of memory loss, or patienmnt
or imnforrmant (e.g., family member, close
friiend,. caregiver) report of rmemory loss

+

Conduct a brief initial screening test (Mini—-Cog, Gen-—
eral Practitiomner Assessment of Cognition, anmnd/or the
Acscertain Dementia 8-ltem Informant GQuestionmnaire)

MNegative l Po=sitive

Complete further cogmitive evaluation usimng the MimMi-Mental
State Examimation, Montreal Cognitive Assessrment, Saimt Lowis
University Mental Status Examinmnation, or other screening tool

i MNegative L Positiwve
v _ -
Foll Lirvi Llnyr; iodi LL .
eilowr chinrcally. pernodicaliy Screen for depressiomn
reassess Ccognition
. Perform laboratory testing: complete blood count,
Refer for neurcopsychological B _ _ . N
. - - . ,— comprehensive metabolic panel, thyroid-stirmulatimg
ewvaluationrn iIf there is sigrmnificant . B N
hormone level, and wvitamim B, : level (consider other labo -
COrncCern _ i
ratory testing based on specific concermns [e.g., hurmanmn
irmmunodeficiency wvirus infection testimng, rapid plasrma
reagin testimgl)
Order structural neurciMmaging magnetic resonance
mmaging [preferred] or computed tomography withowt
L contrast mMmedia)
A

Adlgorithm for the evaluation of suspected dementia.

Falk N et al, 2018
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TABLE 41

Diagnostic Criteria for Neurocognitive Disorders

Major neurocognitive disorder Minor neurocognitive disorder

Modest cognitive declimne im at least
one cognitive dormaim as seen im botfr

o the followimng:
Concermns expressad by the patiemnt
or reliable iNmnformant or as seaern by
the climiciam
O bhjective neurocognitive testimg )
assessrmeaents

Significarmt cognitive declime im at least
one cognitive dormaim as seen imn botf

<of the followwing:
Concermns expressed by the patient
or reliable Nnformant or as seaemn by
the climiciamn
O bhjective neurocognitive testimg )/
assessrments

Does mnot interfere with imstrurmemn—
tal activities of daily living. but theyw
reguire additiornal tirme and effort

INmnterferaences with instrurmental actiwvi-
ties of daily Lliwvimng

Canmnot occur exclusively durimg bouts of deliriurm
Canmnot bhbe explained by anothaer mental disorder

Specify one or meore causal subtypes

Alzheirmer disease Lewwy body dermentia Wascular disease
Fronmtotermporal lobar FParkinson diseas«< Other meadical
degeneratiomn Priomn diseose condition

Hurmamn irmmunodefi— Substance/Mmedication use Multiple etiologies

Cciency virus infectiorn B B o
Traumatic bhraim imjury

Huntington disease

fyforrmation frorm references 235 g 224

Falk N et al, 2018
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TABLE 2

Cognitive Domains Affected by Dementia and
Acssociated Symptoms

Cognitive dormaimn Symptoms and observations

Cormplex attentiomn MNorrmal, routimne tasks take longer. difficulty im completimg
tasks whern multiple stirmuli are presemnt; difficulty irm rmairn —
taimimng Nmnforrmation while completimng task (e.g.. completimg
rmrental rmath calculations, remermberimng a phomne NnuMm iber to
dial); work reguires miore aowvaerwview / rTechaecking thamn befaore

Exaecutive fumnctiomn Difficuliy im cormpletimg previously familiar rmultistep tasks,
such as preparimg a rmeal; o longer wantimg to participats
imn actiwvities of thhe horme:; difficulty imn completimng activities or
tasks because of easy distractilility; social outinmngs becorme
rmvore taximng armnd less enjoyalle

Languaqg<e Difficulty fimdimng the correct words:, usimng genasral pronmnouns
regularly instead of narmes, mlbispromnunciation of words, praobo -
lerms wwith understanmnding verbal armnd writtern cormrrmunicatiocon

Learmimg armd Forgettimg to buy iterms or buyimng thhe sarme iterms rmmultiple
pal=laalel sV, tirmes at thhe store;. repeaetition imn conwversations;, difficulity ir
recallimg recent events; relyimg omn lists of tasks to complete;

forgettimg to pay bills

Perceptual-rmoaotaor Difficulty im usimng familiar technology,. tools, or kitchern appli-
ances; gettimg lost im famiiliar environrments

Social cogniticrm Apathy, iNncrease imn i iNnappropriate behawviors, loss of ermpatibny,
irmpaired judgrmemnt

Fryforrmaticary frommy refersmces 25 amad 2=1

Falk N et al, 2018
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TABLE 3

Key Findings and Suggested Etiologies in Patients
with Cognitive Impairment

Suggested etiology Key findings on history and examination

Alzheimer disease Insidious and gradual onset of memory and learning symptoms without
evidence of plateaus; recall of recent evenlts is most affected; cardio-
vascular disease risk factors. depression and apathy: sleep disturbances

Crelirivirm Recent hospitalization or acute illness, inattention, fluctuating behawv-
ior changes. altered level of consciousness

Frontotemporal Socially inappropriate behaviors, loss of empathy;. changes in dress,
dermentia eating habits, religious/political beliefs; development of compulsive
behaviors, progressive aphasia

Human immmunodefi- History of high-risk sexual behavior or drug use, apathy, poor atten-
ciency virus infection tion and concentration, hyperreflexia, slow limb movements
Hypoperfusion from Syncope, history of heart failure

heart failure

Intracranial tumor Seizures, neurologic deficits
Medication adverse Use of anticholinergic drugs, benzodiazepines, opicids, or muscle
aeffects relaxants

Falk N et al, 2018
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TABLE 3

Key Findings and Suggested Etiologies in Patients
with Cogmnitive Impairnment

Suggested etiology Key findings on history and examination

Meurocognitive dis— Daytirme drowsiness, daytime naps lastimng more thamn two hours,
order with Lewwy bhody prolonged staring spells, disorganized speech., visual hallucinations,
dementia parkinsoniamn syrmptorms

Wascular dermentia History of symptorrms beginmninmng after cerebrovascular events

Other meadical conditions

Depression Anhedonia. feelings of worthlessness, slowed speech., flat affect,
sleep disturbance

Hy pothyroidisrm Fatigue., cold intolerance. constipation., weight gaimn, dry skin. pro—
longed deep tendon reflexes, miyalgias

MNMeurosyphilis History of high-risk sexual behawvior or injection drug use, wvision and
hearing loss, decreased propricoception, stabbing extremity pains

MNMiacin/wvitamin Bz Historny of bariatric surgery or malabsorption disorders, photosensitive
deficiemncy rash, anxiety, iNnsormmnia, diarrhea, vomiting
MNormal-pressure Urimnary incontinence and broad-based. shufflilmg gait

hydrocephalus

wWitamin B, deficiency Ascending paresthesias., tongue soreness, limb weakness, weight loss
Wernicke - Korsakoff History of alcoholism, nystagmus or extraoccular muscle weakness,
syndrorme broad-based gait and stance

Adapted withh permussion frormrm Simrrrnons BB, Hartrmanm B, Dejosepbh D). Evaluation of suspected dermentia.
Ao Farm Physicilan., 2011 84(8):897 with additional information fronm references 23 through 275 31, and 32

Falk N et al, 2018
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SORT: KEY RECOMMENDATIONS FOR PRACTICE

Evidence
Clinical recommendation rating References

Im patients with suspected dermentia, the Mini-Cog., the [ 29 3B35-37
General Practitioner Assessment of Cognition, or the

Ascertaimn Demeantia 8- lterm Informant Ghuestionmnaire showuld

be used to determimne the Nneaed Tor further evaluation.

FPatients who screen positive for cognitive impairrment on W pELS
brief screening tests should be evaluated further to guamn-—
tify the degree of impairrment.

The standard laboratory evaluation for patients with [ 29
cognitive iMmpairment includes testing for anemia, hypo -

thyroidismm, wvitaminmn B, deficiency, diabetes mellitus, and

liver and kidney disease.

Magnetic resonance imaging without contrast media is [ o A1, 42
the preferred imaging test to exclude other intracranial

abnormalities, such as stroke, subdural hematorma.

normal-pressure hydrocephalus, or a treatable mMmass.

A — consistent, good-quality patient-oriented evidence, B = inconsistent or limited-guality

patient-oriented evidence;, € = consensus, dsease—-oriented evidence, usual practice, expaert
opinion, or case series. For imforrmation about the SORT evidence rating systerm, go to hittp /7

wweww aafp.orglfafpsort.

Falk N et al, 2018
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