Acute Care Needs of People with Early Dementia
Saviour Achilike, MD MPH

Introduction
Dementia refers to a group of progressive and degenerative disorders that primarily affect memory and eventually other
cognitive domains. It is as far reaching as it is devastating. On one hand, the individual may slowly lose their ability to
understand language, perform activities of daily living, process sensory information, and complete complex tasks. This makes
it increasingly difficult for once autonomous and self-relying people, to maintain their independence in the community. On
the other hand, families willingly take on the role as informal caregiver, dealing with the cost, burden, and stress caring for
their loved one. One of the most distressing aspects of this care, is dealing with the wide ranging behavioral and
psychological symptoms (BPSD), such as depression, inappropriate screaming/shouting, hypersexual behavior, agitation,
aggression, etc (Gitlin, Marx, Stanley, Hansen, & Van Haitsma, 2014). These neuropsychiatric symptoms are exacerbated in
the acute setting such as the hospital or skilled nursing facility, with the most concerning being agitation, aggression, and
psychosis (Lyketsos et al., 2002; Steinberg et al., 2008). Aggression can cause harm to the patient and others. It is also
associated with negative outcomes (Desai, Schwartz, & Grossberg, 2012). And it’s common, with the prevalence of delusions
estimated to be 18% and agitation/aggression at 13-24% (Steinberg et al., 2008).

Fi gure 1.1 - Ada pted from (Kales, Gitlin, & Lyketsos, 2015)

In the acute setting, antipsychotics are often rushed into use prior to proper evaluati on when a patient becomes unbearable
or unwilling to cooperate with staff. Given the limited efficacy, statistically significant increase of stroke and mortality, and
quality of life altering side-effects associated with antipsychotic medications (Gill et al., 2007; Schneider et al., 2006) (Moniz
Cook, De Vugt, Verhey, & James, 2008) it becomes important to understand all available options and some of the evidence
behind these options. For example, although non-pharmacologic approaches lack strong evidence, they also have minimal if

any adverse effects (Brasure et al., 2016). The purpose of this module is to review ways to reduce the unnecessary use of
antipsychotics for behavioral symptoms by (1) providing a systematic approach to dealing with behavioral and psychological
symptoms of dementia (BPSD); (2) summarizing nonpharmacological interventions for the acute setting; and (3) explaining
recommendations for appropriate use of antipsychotic medications in patients with dementia when and if (e.g. dangerous
agitation or psychosis).

Prevalence & Diagnosis
Worldwide, 47.5 million people have dementia and there are approximately 7.7 million cases each year (World Health
Organization, 2016). Dementia is not a normal part of aging, yet age remains the strongest risk factor. 5 -10% of individuals
over age 65 and 30-45% of individuals over age 85 in the US have dementia (Prince et al., 2013). This has profound
implications as the estimated proportion of the general population aged 60 and over grows. The number of people living
with dementia is estimated to almost double every 20 years, to 42.3 million in 2020 and 81.1 million in 2040 (Ferri et al.,
2016). Alzheimer’s disease is the most common cause of dementia, contributing to 60-70% of cases (World Health
Organization, 2016). Other common types include vascular dementia and Lewy body dementia (LBD).
To be diagnosed, an individual must demonstrate memory impairment and at least one other cognitive disturbance
(language, visuospatial skills, attentional control, personality). The deficiencies are a decline from previous levels of
functional performance and are not isolated to a specific occupational or social setting. (American Psychiatric Association,
2000).
Aphasia
Apraxia
Agnosia
Executive Function

loss of ability to produce and/or understand language.
Often involves reading and writing as well.
inability to perform learned or planned tasks although
there is no muscle weakness of the area.
inability to process sensory information and thus
recognize people, objects, sounds or smells.
Executive function - complex set of capacities
including volition, planning, purposeful action, and
effective performance that enables a person to
engage successfully in appropriate, goal -directed,
socially responsible, and self-serving behavior.(Lezak,
Howieson, Loring, Hannay, & Fischer, 2004)

Figure 1.2*
Of note, neurocognitive disorder is a broader term used in the Diagnostic and Statistical Manual of Mental Disorders, 5 th edition (DSM-5). It refers to those
with substantial decline in a single domain. (American Psychiatric Association, 2013).

Describe:
1. TYPE, FREQUENCY, SEVERITY
The first step in the management of BPSD i s to assess the actual symptom beginning with the type of symptom (refer to
table 1.1). Next, however often are they occurring? Grade the severity. Observation is critical, but sometimes this requires
interviewing multiple parties as BPSD are usually intermittent (e.g. may occur more during the morning). For example, the
patient family members, caregivers, and/or nursing home and hospital staff (Cohen-Mansfield, Libin, & Marx, 2007).
Consider obtain relevant medical records if possible. 2016 APA Guidelines, recommend using quantitative and replicable
methods to measure and thus trend ongoing symptoms. Some examples of validated questionnaires are listed below,
depending on time constraints and presence of psychosis (American Psychiatric Association, 2016).
a.

b.

c.

Incorporates measurement of agitation and psychosis
i. Neuropsychiatric Inventory Questionnaire (NPI-Q)
ii. Brief Psychiatric Rating Scale (BPRS)
For individuals who are agitated, without evidence of psychosis
i. Cohen-Mansfield Agitation Inventory (CMAI)
ii. Modified Overt Aggression Scale
Time constrained
i. Use Likert Scale of target symptom.

Ideally, the questionnaire used should be scanned and/or placed in the patient’s chart for later comparison.
Of note, if there is immediate concern for the safety of the patient or care providers, psychotropic medications usage is
unavoidable.

Figure 2.1 - Graphic of DICE or “Describe, Investigate, Create, Evaluate” approach, part 1. Adapted from (Kales et al., 2015)

Investigate:
PATTERN, TIMING
The second step in the management of BPSD is to assess the pattern and timing. Are symptoms only present during the
morning? Only prior to meals? This is critical, because proper identification allows for assessment of modifiable contributor s
to patient symptoms. Pattern verbal/vocal behaviors may be associated with hunger, fatigue, pain (Bradford et al., 2012;
Husebo, Ballard, Cohen-Mansfield, Seifert, & Aarsland, 2014), loneliness/understimulation (Cohen-Mansfield, 2001), or even
overstimulation (Volicer, Bass, & Luther, 2007). Aggressive behaviors may be associated with avoiding discomfort, the
communication of needs, or a demand for personal space (American Psychiatric Association, 2013). Recent changes in
medication can be an etiology as well. Proper review of patient medications should be part of the assessment with
recognition of any drugs that meet Beers criteria (e.g. benzodiazepines or anticholinergics) (American Geriatrics Society 2015
Beers Criteria Update Expert Panel, 2015). In older patients with dementia, psychiatric illnesses such as and medical
conditions mascaraed as changes in mental status. Thus, patient should also be evaluated for depression, anxiety, urinary
tract infection, constipation, pneumonia, seizures, elevated sugars, or metabolic derangements. any deficiencies in hearing
or vision should be addressed. Patterns can be organized into three factors: (1) patient, (2) caregiver, and (3) environmental.

Figure 2.2 - Causes of behavioral and psychological symptoms of dementia. Adapted from (Kales et al., 2015)

Figure 2.3 - Graphic of DICE or “Describe, Investigate, Create, Evaluate” approach, part 2. Adapted from (Kales et al., 2015)

Figure 2.4 - Modifiable causes of behavioral and psychological symptoms of dementia. Adapted from (Kales et al., 2015)

Create:
DEVELOP COMPREHENSIVE TREATMENT PLAN
Once the symptoms have been described and investigated for pattern/timing, a pla n that begins with appropriate caregiver
and person-centered nonpharmacological interventions and ends with pharmacologic al options should be created. It should
be include:
1)
2)
3)
4)

The issue
The intervention
Plan for further evaluation
Plan for ongoing monitoring

The issue has already been described at this point and the plan for further evaluation should include repeating some
quantifiable measures used to grade the symptoms earlier.

Figure 3.1 - Graphic of DICE or “Describe, Investigate, Create, Evaluate” approach, part 3. (Kales et al., 2015)

Non-pharmacological interventions
Almost all recent guidelines, including that from the American Psychiatric Association and the National Institute of Aging -Alzheimer’s Association, recommend the use of non-pharmacological treatments prior to drugs. These recommendations
have seen relatively little translation to real practice for several reasons including time constraints, lack of reimbursement,
price recommendations for dosing and time, and provider experience. Also, many providers are unfamiliar with which non pharmacological interventi ons to use and the research bind them. To date, there remains little evidence for using these
strategies to reduce symptoms, although trials looking at caregiver centered interventions (e.g. training the caregiver etc)
have been positive. Behavior and envi ronmental interventions are recommended first, not because of strong randomized
controlled studies conferring strong benefit, but because these interventions have minimal to no harm.
In general, if the “issue” is rare, simple reassurance, redirection, reorientation would be of use. If the symptom is frequent,
but a specific contributor to symptoms are identified, target the factor directly. This includes interventions such as managing
pain, treating urinary tract infections, ensuring hearing aids and eye glasses are available where needed. Cognitively
impaired patients often misinterpret and thus inappropriately respond to environmental or physical stimuli, similar to the
way a young child at school with visual difficulties seems inattentive, or a baby cries when hungry secondary to the inability
to use words.
Consider the following:
a.

Stimulated presence therapy - if family does not visit often enough, use audiotaped recordings of family
members’ voices, or place pictures of family throughout the room.

b.

c.
d.

e.
f.
g.
h.

Aromatherapy - use plant oils or colognes in the patient’s room. If it is know what the patient typically
enjoys (e.g. candles that smell like baked goods, etc), then emulate this in the room. Make the patient or
resident feel at home.
Snoezelen (placing the person with dementia in a soothing or stimulating environment known as a
“snoezelen room”). This intervention would be hard, if not impossible to do in a hospital.
Music therapy – there is limited evidence stating it may reduce forms of aggression, a gitation, and
wandering. Attempts to direct this towards the individual is key. For example, if a patient is highly religious
playing gospel music may prevent wander mitigate agitation.
Light therapy - optimizing lighting during day, removing during the night.
Improvement in sleep – some providers suggest adding melatonin at night time, and turning off all lights,
minimizing sound from the TV.
Increased constructive activity; cognitive training and rehabilitation
Other interventions mentioned in the literature include hand massages and touch, validation therapy, etc.

Of note, the “culture” of the acute setting is important. Patients with dementia having agitation and aggression will be
challenging and time consuming. However, it is important to realize that the behavior is not done on purpose. These are not
personal attacks. Staff and caregivers must be patient and respond to agitation/aggression in a non-emotionally charged
manner. Use open ended questions and keep explanations simple. Listen for 5-10 minutes before leaving. Lastly, ask for
help. Utilize your team of physicians, nurses, family, and sometimes even security. They say it takes a team to raise a child—
well, the same requirements and respect apply to this vulnerable population. This culture may help mitigate caregiver
burden, compassion fatigue, and burnout, all which are the results of working with individuals with dementia (American
Psychiatric Association, 2016). Of course, if a safety issue arises, rapid onset antipsychotic medications should be used.

Table 3.2 - Sample non-pharmacological plan for the acute setting that involves interventions at patient and environment
level. Caregiver interventions should be modified to be relevant to acute setting. (Kales et al., 2015)

Pharmacological interventions
The purpose of this module is not to remonstrate or rebuke the use of antipsychotic medications. These
drugs, when used in individuals with dementia is appropriate, particularly in individuals with threatening agitation
or psychosis that puts people at risk. However in clinical trials, the benefits are small, if they exist at all (see below
for more details) (American Psychiatric Association, 2016; Corbett, Burns, & Ballard, 2014; Kales et al., 2015). They
are also associated with greater risk than non-pharmacological interventions. Thus it’s important to carefully to be
aware of the risks and benefits, as well as what the literature states.

i.

1. Pharmacological – greater risk of harm especially at high doses
a. Non-antipsychotics
i. Memantine
ii. Cholinesterase inhibitors
iii. Anti-depressants
iv. Anti-anxiolytics
v. Sleep aids
b. Second Generation Antipsychotics (SGAs)
Plan for Further Evaluation

Graphic of DICE or “Describe, Investigate, Create, Evaluate” approach, part 3. (Kales et al., 2015)

II.

2. Is it working
3. Re-assess any drugs prescribed! For example, benzos are used often, but have
minimal benefit (Defrancesco, Marksteiner, Fleischhacker, & Blasko, 2015) and
are associated with increased fall risk (Woolcott et al., 2009), worsening
cognition (Defrancesco et al., 2015), and potentially increased mortality
(Huybrechts, Rothman, Silliman, Brookhart, & Schneeweiss, 2010) .
ii.
Plan for Ongoing Monitoring
4. Will therapy or dose be needed?
Assessment of Benefits and Risks of Antipsychotic Treatment for the Patient

III.

a. Use nonemergency antipsychotic medication ONLY when symptoms are severe, dangerous,
and/or cause significant distress to the patient (1B)
i. It’s common practice to jump to antipsychotic use whenever a patient is “being too
difficult” or requires a disproportionate amount of time in the context of other duties
such as critically patients or pending discharges or admissions.
ii. In emergent situations, during which there is risk of harm to the patient or others (e.g.
neighboring patient, or staff), acute treatment may and should be used to stabilize the
crisis.
b. However, in non-emergent situations, review clinical response to nonpharmacological
interventions PRIOR to nonemergency use of antipsychotic medication to treat agitation or
psychosis in patients with dementia (1C)
c. Before using antipsychotics, evaluate potential risks and benefits; if clinically feasible, discuss
with the patient as well as patients surrogate decision maker. (1C)
i. For example, if medications can be helpful if they ease anxiety, suspiciousness, or
mitigate aggressive episodes allowing a patient to remain safely at home or participate in
an adult day program. (American Psychiatric Association, 2016)
d. Subtype of dementia in establishing potential benefits and risks of chosen antipsychotic
treatment. (American Psychiatric Association, 2016)
i. Lewy body dementia and Parkinson’s dementia
1. Risk of EPS side effects of antipsychotics and cognitive worsening is significantly
greater than those with other types of dementia. There are even instances of
irreversible cognitive decompensation or death
2. Clozapine and Quetiapine are generally better tolerated than other
antipsychotics in these patients, there is minimal efficacy for use of these agents
in psychosis.
3. Try to avoid antipsychotic meds for visual hallucinations in lewy body dementia
patients and psychotic symptoms in dose with parkinson’s disease and dopamine
agonist therapy.
ii. Frontotemporal Dementia
1. Heightened sensitivity to antipsychotic medications
iii. Alzheimer’s disease patients
1. sometimes have pathological evidence of Lewy body disease and thus should h
2. ave their medications reviewed.
iv. Diabetic patients,
1. increased risk hospitalization for hyperglycemia during antipsychotic initiation.
e. sometimes it is necessary to judiciously use antipsychotic medications during episodes of severe
agitation or psychosis as this may increase quality of life (Beerens, Zwakhalen, Verbeek, Ruwaard,
& Hamers, 2013).
f. To reiterate, when symptoms are severe and cause distress to patients, antipsychotic usage is
associated with longer period of times in the community (as opposed to nursing home) and
decreased caregiver burden (Mohamed et al., 2012).
Dosing, Duration, and Continued Monitoring of antipsychotic treatment
a. Initiate at a low dose and titrate up the minimum effective dose as tolerated (1B)
i. Especially in frail or older patients, start at a dose 1/3rd to ½ the start dose used to treat
psychosis in younger individuals or the smallest size of the tablet. (American Psychiatric
Association, 2016)

ii.

iii.

iv.

v.

vi.

vii.

1. titrate to the lowest dose associated with clinical response
2. Taking into consideration drug-drug interactions, medication half-life, and renal
and hepatic function
3. Doses used in clinical trials in patients with dementia can serve as a guide to the
typical dose of medication required with each agent.
4. Continue to quantitatively measure the outcomes as discussed above.
Watch for side-effects
1. Examples include sedation, extrapyramidal effects, gait disturbance, cognitive
impairing effects, and other side effects
2. No specific recommendations about the timing of laboratory monitoring has
been developed for those with dementia.
a. A suggestion is to perform the Abnormal Involuntary Movement Scale
(AIMS) every 6 months, as done in elderly with schizophrenia.
b. At baseline -- Check Blood pressure, weight, body mass index (BMI),
HbA1C, lipid profile as well.
c. Additionally repeat labs BP, BMI, and HbA1C at 12 weeks and then
annualy.
d. Lipid profile at 12 weeks, and then every 5 years.
e. Weight monthly for 3 months, and then quarterly (American Diabetes
Association et al. 2004)
3. If patient has a clinically significant side effect, the potential risks and benefits of
the medication should be reviewed to determine if tapering and discontinuing
the medication is indicated (1C)
If there is no clinically significant response after 4 week trial of an adequate dose of
antipsychotic, drug should be tapered and withdraw (1B)
1. If severe, dangerous, or significantly distressing symptoms persist, a trial of a
different antipsychotic medication may be considered after re -evaluation of
etiology behind symptoms.
If patient has positive response to treatment, possible tapering should be accompanied
by a decision with the patient (if feasible) as well as patient’s surrogate decision maker
(1C)
In patients with dementia who show adequate response of behavioral/psychological
symptoms to treatment, attempt to taper and withdraw the drug should be made within
4 months of initiation, unless the patient experienced a recurrence of symptoms with
prior attempts at tapering the antipsychotic medication (1C)
In patients whose antipsychotic medication is being tapered, assessment of symptoms
should occur at least monthly during the taper and for atleast 4 months after medication
discontinuation to identify signs of recurrence and trigger a reassessment of the benefits
and risks of antipsychotic treatment.
The duration of treatment before an attempt at tapering may depend on the chronicity
of the symptom prior to treatment initiation and on the severity and degree of
dangerousness of the target symptoms.
1. If the initial reasons for antipsychotic medication treatment are unclear after
information is obtained from treating health professionals, medical records,
family members, or other sources of collateral information, an earlier attempt at
tapering may be warranted.

IV.

2. When symptoms have been long-standing or associated with significant physical
risks, more caution will be needed in efforts at medication tapering.
3. Similarly, if symptoms have recurred with previous tapering attempts, it may be
appropriate to continue treatment without an attempt at tapering.
Using specific antipsychotic medications
a. APA recommends, that in the absence of delirium, if nonemergency antipsychotic me dication
treatment is indicated. (1B)
i. [add chart of first generation and second generation antipsychotics here]
ii. In general, risk of mortality in FGA in individuals with dementia is greater than the risk
with an SGA.
iii. haloperidol should not be used as first-line agent
1. may still be appropriate, given its availability in an IV and IM form and its
relatively rapid onset of action compared to other parenteral antipsychotic
medications.
2. However, if longer-term treatment is indicated a different agent should be
chosen as first line
iv. For psychosis - Risperidone (Risperdal)
v. For Agitation - Risperidone (Risperdal), olanzapine (Zyprexa), and aripiprazole (Abilify)
vi. Insufficient information from trials of quetiapine (Seroquel) to determine whether it was
efficacious in treating either agitation or psychosis, and it appeared to be no better than
placebo in treating behavioral or psychological symptoms of dementia overall.
vii. Lack of head-to-head comparison data among anti-psychotic medications on efficacy and
harms makes it hard to designate a specific antipsychotic as being most appropriate as
first line agent in treating agitation or psychosis in individuals with dementia.
viii. Remember, in terms of risks greater risk of mortality with use of SGA relative to placebo,
but no different in terms of placebo and individual antipsychotic medications.
1. Total number of deaths in each study is small
2. When pooled placebo-controlled RCT data are considering along with data from
larger observational studies, evidence suggests there may be differences in risk
between antipsychotic agents.
ix. No evidence of benefits/harms of asenapine, brexpiprazole, cariprazine, clozapine,
iloperidone, lurasidone, paliperidone, or ziprasidone in individuals with dementia.
x. Side effect profile again is very important in choosing drug
1. Aripiprazole; prescribers worry about the long half-life, potential for drug-drug
interactions, and partial agonist mechanism of action and rates of akathisia
2. Risperidone; greater likelihood of extrapyramidal effects and hyperprolectinemia
3. Olanzapine; Anticholinergic effects, sedation, metabolic effects, and weight gain
4. Ziprasidone; QTc prolongation and changes in absorption with food
5. For people with lewy body dementia or parksinon’s disease dementia, quetiapine
and clozapine are the most appropriate because of decreased risk of worsened
motor symptoms compared to other antipsychotics.

b. Long-acting injectable antipsychotic medication should not be utilized unless it is otherwise
indicated for a co-occurring chronic psychotic disorder.

Strength of Supporting Research Evidence


High (denoted by the letter A) = High confidence that the evidence reflects the true effect. Further
research is very unlikely to change our confidence in the estimate of effect.




Moderate (denoted by the letter B) = Moderate confidence that the evidence reflects the true effect.
Further research may change our confidence in the estimate of effect and may change the estimate.
Low (denoted by the letter C) = Low confidence that the evidence reflects the true effect. Further
research is likely to change our confidence in the estimate of e ffect and is likely to change the estimate.

Strength of Recommendations (benefits>>harms)




1 recommendation – clearly a benefit
1 recommendation – clearly harms
2 suggestion – indicates some uncertainty
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