Dementia
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Defined:  A syndrome which is characterized by multiple impairments in cognitive functioning without an impairment in consciousness, resulting in significant impairment in social or occupational functioning, as well as quality of life.  (Must also be a decline from a previously higher level of functioning)

Areas Affected:

General Intelligence
Learning
Orientation




Memory


Language
Problem Solving




Perception

Attention
Concentration




Judgment

Social Abilities

Epidemiology:  
-Prevalence is 1-5% at age 60, doubling every 5 years;  Prevalence by age 85 is 30-50%



-Up to 55 different medical illnesses can cause some form of dementia



-Dementia of the Alzheimer’s type is the most common (70%), followed by vascular

dementia (10-20%).



-10-15% of pts will have a mixed Alzheimer’s/Vascular dementia
Chief Complaint:

-Usually brought to attention by or with family members


-Pts more likely to admit to symptoms than to complain of them


-Memory and mood/behavioral disturbances are most common

History:

-History of present illnesses is essential to r/o medically treatable processes


-Family history of first degree relatives with dementia, stroke, depression?


-Time course of deterioration, for each area of dysfunction (if it’s fast, delirium is more likely)


       “When did the problems with memory start?  When with dressing?  When with language?”


-Are there problems with mood ? (depression or “pseudodementia”, mania)


-Are there hallucinations?  Delusions?  (paranoia is common in early Alzheimer’s)


-What medications is the patient taking?  (any medications with anticholinergic effects are highly likely to have effects on cognition in elderly patients, they may need to be weaned before a dx is made, and new meds with anticholinergic side effects should not be started if at all possible)

Physical/Neurological Exam:

-Signs of malnutrition or hypothyroidism?


-Signs of underlying motor disturbance like Parkinson’s or Huntington’s?


-R/O other medical conditions exacerbating symptoms

Mental Status Exam:

-Assess: 
Appearance
Behavior

Speech

Mood



Delusions
Hallucinations

Obsessions



Phobias

Cognitive state

Level of Consciousness


-Mini Mental Status Exam; scored and standardized, and useful in both diagnosis and tracking

the course of disease.  Alzheimer’s patients usually fall 3-4 points per year.

Lab & Imaging Data:
     -CBC, Thyroid function tests, B12 level, ESR (inflammatory disease), RPR/VDRL (neurosyphilis).

     -Can consider apolipoprotein E4 allele, but usually not needed (increased expression in AD)

     -CT or MRI to r/o structural abnormalities (infarcts, hematomas, neoplasm, extracerebral fluid

collection, hydrocephalus)

     -HIV testing; dementia occurs in up to 20% of HIV infection, but is an uncommon presentation

     -CSF analysis reserved for atypical cases

Keep in mind: Dementia is treatable, even if the prescription is for psychosocial interventions!

Differential Diagnosis:


-Must be differentiated from delirium, an acute, usually reversible change (although delirium is a



common complication of dementia).


-Any drug affecting physiological homeostasis, and any drug affecting neuronal function must be



considered a complicating factor to any form of cognitive impairment.


-Differentiating dementia from depression is troublesome (psychomotor slowing, cognitive



difficulties, behavior changes)  Hints: depressed patients may complain of symptoms themselves



and may give answers like “I don’t know”, whereas patients with dementia usually don’t



complain of their symptoms (their family does), and will try hard but give incorrect answers to



questions (and often will confabulate with confidence)

Associated with Signs of Medical Disease: Hypothyroidism, Cushing’s disease, Nutritional

deficiency states, Chronic meningoencephalitis (Neurosyphilis, Cryptococcosis, Lyme),

Wilson’s Disease, chronic drug intoxications, HIV infection, Vitamin B12 deficiency.


Associated with Neurological Signs: Huntington’s Chorea, Demyelinating diseases, Lipid storage

diseases, Subacute Spongiform encephalopathy (Creutzfeldt-Jakob), Parkinson’s, Lewy

Body, dementia with spastic paraplegia, progressive supranuclear palsy


Possibly Associated with Neurological Signs: AIDS, Multiple Infarctions (rare to have a single

infarct as causal, but possible), neoplasm, trauma (or history of it), Normal Pressure

Hydrocephalus (usually with a gait disturbance), Progressive multifocal 

leukoencephalitis, cerebral angiitis


Dementia only, No Associated Signs: Alzheimer Disease, Pick disease, some cases of HIV/AIDS,

Lewy Body disease, unspecified Degenerative Disease.

Treatment Options for Dementia


Psychosocial:



-Family and caregiver education is important.  Knowing what to expect from the disease process and how to cope and adapt to it can make it much easier to deal with.  Support groups are available



-Frequent re-orientation for the pt with calendars, clocks etc.. in his/her home/room.



-Structured daytime activity is available in an adult group home or daycare.  However, keep in mind that people with dementia frequently have trouble with changes in their daily routines.



-Maintenance of daily routines, including sleep cycles/schedules.


Pharmacological:



Cognitive:  Donepezil (Aricept), & Tacrine = reversible acetylcholinesterase

 Inhibitors.  Thought to work by increasing available amounts of acetycholin.  May be less effective over time as more and more neurons are lost to the disease.  Suggested use is for mild to moderate dementia to improve cognitive decline (not reverse it).  Limited data on efficacy of tacrine, although Aricept’s efficacy is more substantiated.  Both are FDA approved.  25-30% of pts will have elevations in transaminases, and many will have side effects related to the resultant relatively elevated cholinergic state (GI disturbances mostly).  Aricept may slow the progression of cognitive decline, however if a pt is started, and later taken off the drug, the decline resumes it’s natural course/degeneration.



Behavioral:  Low dose neuroleptics are very effective at reducing the agitation, sundowning, and anxiety that is common in later stage dementia.  As these drugs often have anticholinergic effects, slow titration is recommended.  Haldol; 0.5 mg PO QHS, titrate up to 2-5mg QHS.  Risperidone, 0.5 to 1mg PO QHS, titrate to 2-3 mg QHS.  Olanzepine, 2.5mg PO QHS, titrate to 5-7.5mg QHS if needed.  Risperidone anf Olanzepine are associated with less Extrapyramidal side effects.  Haldol is more anticholinergic and has more EPS side effects, but may show improvement more rapidly.



Depression:  Common in elderly.  Polypharmacy can make drug choice difficult, but SSRI’s are generally safe (beware P450 effects!).  Bupropion or Venlafaxine are other alternatives.  Treating an underlying depression may have benefits in both behavioral and cognitive areas.

Common things being common…

Alzheimer’s Disease (AD)


-Early in the course memory may be the only thing affected.


-If depression is suspected, must treat it before diagnosing AD


-Natural course is usually 8 – 10 years from onset of memory disturbances to death, but can be

variable


-If MMSE scores fall faster than 3-4 pts per year, AD isn’t the diagnosis, or another comorbid

problem is contributing to the cognitive decline.


-Early stage (MMSE = 20-30), often mimics depression


-Middle stage (MMSE = 10-19), pts develop aphasia, apraxia, & agnosia.  Forty percent will 

have delusions, hallucinations, sleep disturbances, aggression/agitation, or wandering. 

Treatment with antidepressant and/or neuroleptic medications should be considered

(Haldol, 2-5 mg PO QHS). Pts will need assistance with ADL’s, finances etc..


-Late stage (MMSE = 0-9), Gait disturbances become prominent, as does incontinence of

bladder/bowel.   UTI’s and fecal impaction become common, and the best management

 is daily structured routines of activities.

Proposed Risk and Protective Factors

PRIVATE
 Risk Factors
Neuroprotective Factors

Family history of Alzheimer's disease
Anti-inflammatory use 
Antioxidants

APO E genotype (epsilon4 ) * 
Postmenopausal estrogen use

Aging and estrogen deficiency
APO E genotype (epsilon2 )

Head injury
High education

Low education
Linguistic complexity (as a reflection of early brain development)

*The type of apolipoprotein E (APO E) is a risk factor for late-onset familial and sporadic forms of AD. Those who inherit one or more epsilon4 alleles (as opposed to epsilon2 or epsilon3 ) are at greater risk.


From: Rakel: Conn's Current Therapy 1999, 51st ed., W. B. Saunders Company, 1999, p. 881. 
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