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Dr Saslow

• See people where they live (environmental
factors)
• Take time to listen to everyone
• pt, family, caregivers, aides, nursing staff, etc

• Educate
• everyone

Objectives
• Describes common types of Behavioral and
Psychological symptoms of patients with dementia
• Review Standard of Care approaches in management
of BPSD
• Special considerations in BPSD in non-Alzheimer’s
dementias
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Aging USA Silver Tsunami

Projected Prevalence of Dementia
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Definition of Dementia:

Major Neurocognitive Disorder (DSM-5,
2013,APA)

• Syndrome of acquired, persistent decline in several realms
of intellectual ability:
•
•
•
•

Problems with memory
Problems with language
Visuospatial problems
Decreased problem-solving, abstraction and other executive functions (planning, decision
making, mental flexibility, etc)
• Reduced attention
• Decreased ability to recognize faces, objects, etc
• Decreased ability to perform complex tasks

• Plus functional impairment

Mild-->Major Neurocognitive
disorder (hallmark is ADLs)
Instrumental ADLs
• S- Shopping for groceries, clothing, household
• H- Housekeeping
• A- Accounting managing finances, paying bills…
• F- Food preparation
• T- Transportation (driving, bus, cab, etc)
Personal ADLs
• Dressing oneself
• Eating (feeding oneself)
• Ambulating
• Toileting
• Hygiene

(University of Ottawa 2014)
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FAST
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Comprehensive plan to address
dementia
• Dx and medical assessment
• Teaching patients and family about the illness and
supporting during course
• Addressing caregiver needs
• Attempting to delay cognitive decline (meds, exercise,
cognitive stimulation, Med diet, etc)
• Supporting ADLs
• Pain and medical confounding factors
• Ensuring safe environment
• Advance Planning
• Addressing BPSD
• Walaszek 2020

Objectives
• Describes common types of Behavioral and
Psychological symptoms of patients with
dementia
• Review Standard of Care approaches in
management of BPSD
• Special considerations in BPSD in nonAlzheimer’s dementias
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Neurological Diseases with Behavioral
Manifestations
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Behavioral and Psychological Symptoms of
Dementia
• 90% of patients with dementia experience BPSD at some
point (Kales, et al 2014)
• Symptoms include:

•
•
•
•
•
•
•
•
•

Depression
Anxiety
Irritability
Paranoia
Hallucinations
Verbal aggression
Physical aggression
Apathy
Disturbances of sleep/wake cycle
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Presentation of Specific BPSD
• Depression: DSM criteria + irritability. Suicide risk highest immediately after
dementia Dx, decreases as the dementia progresses. Self report measures (PHQ9) increasingly unreliable

• Apathy:

Loss of motivation and interest, less affectionate, engages less with
others. May be very upsetting to families.

• Verbal Aggression:

Screaming, swearing, repetitive statements,

moaning

• Physical aggression, agitation: wide range, hitting, kicking, biting,
slamming doors, restless, pacing, wandering, refusing cares, sexually
inappropriate.

• Sleep-wake cycle disturbances: sleeping during day, up at night (Alz),
agitation at night (REM sleep behavior in LBD), Sundowning

Presentation of Specific BPSD
• Anxiety and irritability: worry, fearful when alone, following loved ones
around the house, fears being abandoned. Catastrophic Rxns

• Delusions and hallucinations: paranoia, infidelity, misidentification
syndromes, visual hallucinations (esp LBD)

• Elation, euphoria, disinhibition: socially inappropriate, overly familiar
(FTD, TBI, Frontal stroke, bipolar)

• Pathological laughing and crying: Pseudobulbar affect (FTD, TBI, ALS,
MS)

• Alterations in appetite and eating: Decreased smell and taste, wt loss,
dysphagia (overeating, cravings may indicate FTD). Nausea, GI upset, wt loss
could be 2nd to acetylcholinesterase inhibitor medications.
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Natural progression of BPSD

Okura at al 2010
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Most common BPSD
mild (CDR 0.5 or 1)

moderate (CDR 2)

severe (CDR 3)

Okura et al JAGS 2011; 59: 473-81. Ab. mot. beh. = aberrant motor behavior.
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BPSD vary by cause of
dementia
Cause of dementia

Behavioral and psychological symptoms

Alzheimer’s disease

mild dementia: depression, anxiety, insomnia moderate
to severe: hallucinations, delusions, repetitiveness,
aggression

Lewy body disease

visual hallucinations, delusions, anxiety, REM sleep
behavior disorder

Vascular dementia

apathy, amotivation, depression

Frontotemporal dementia,
behavioral variant

disinhibition, verbal repetitiveness, aggression,
hyperorality, apathy
16

Down syndrome

withdrawal/apathy, impulsivity, anxiety, aggression,
tantrums, wandering, hoarding, sleep disturbance,
weight change

Walaszek Behavioral & Psychological Symptoms of Dementia 2019 (in press).
* includes dementia with Lewy bodies and Parkinson disease dementia
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Impacts of BPSD
• Reduce the quality of life for patients and caregivers
• Increased caregiver burden
• Increased risk of elder abuse
• Increased economic costs (1/3 of the costs of dementia related to BPSD Cheng 2017)
• Increased rates of institutionalization
(34% depression, 44% anxiety Sallim et al 2015)

Etiological Models of PBSD
• Behavioral Model
• Lowered stress threshold model
• Unmet needs model
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Behavioral Model

•

• Situational behavioral
problems such as
aggression during cares,
stimulation overload, etc

Progressively lowered stress model
•
• Fatigue, changes in
routine, excess
stimulation, medical
problems, medication
side effects, anxiety,
depressionàsundowning
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Unmet needs Model
•

• Background: memory,
language, medical,
personality, etc
• Proximal(precipitating):
pain, fatigue, infection,
dehydration (thirsty),
overstimulation, changes
in structure or caregivers,
etc.
Kovach et al., J of Nursing Scholarship 2005;37:134-140.

• Describes common types of Behavioral and
Psychological symptoms of patients with dementia
• Review Standard of Care approaches in
management of BPSD
• Special considerations in BPSD in non-Alzheimer’s
dementias
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Assessment of BPSD Sx
• Timing:

• How often, How long does it last, How long Sx
present?

• Severity

• Imminently dangerous to self or others? Other risks?
Interferes with cares, activities, causing burnout?

• Antecedents

• Any precipitants? triggers? certain caregivers?

• Consequences

• How do family and caregivers respond? does the
response reinforce, exacerbate or reduce the
behavior?

• History

• New? Changed in severity or quality from past Sx?

Factors
• Biological
• Metabolic, infectious, CNS insults, Pain, Constipation, urinary retention,
dehydration, etc
• Medications, alcohol, other substances
• Anticholinergic medications, SSRI->hyponatremia, antipsychotics>akathisia, antiparkinson's meds->hallucinations, complusions, alcohol
• Psychological factors
• Grief, loss, boredom, trauma Hx, premorbid personality traits,
preexisting psychiatric illnesses
• Psychosocial and environmental factors
• Interpersonal stressors, esp family. Financial, safety
• Cultural and spiritual factors
• Role of Family and other caregivers
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DICE Model
Kales et al 2014

• Describe the problematic behavior—Caregiver describes

the context (who, what,when and where), the social and
physical environment, the patient perspective and the
degree of distress to the patient and the caregiver.

• Investigate possible causes of the behavior
• Create a treatment plan
• Evaluate the outcome of this plan

Management of BPSD
• Address any contributing medical, environmental factors or
problematic medications. Esp any pain issues.
• Train, educate and support caregivers. Caregiver training is
among the most clearly effective interventions for BPSD
• Behavioral management
• Pharmacological interventions: use only if nonpharm
approaches ineffective or if patient's behaviors are markedly
distressing to patient or dangerous to the patient or others.
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Psychopharmacologic interventions?
• Polypharmacy may already be present and could contribute to
cognitive impairment and BPSD (Rogen, et al 2016)
• Clinical trials have generally shown medications only modestly
effective for BPSD (Wang et al 2015)
• Significant risks associated with medications for BPSD, esp the risk of
mortality with antipsychotics (Reus et al 2016)
• No FDA approved medications for treatment of BPSD, (none also in
Canada), in Europe, only risperidone is approved (Porsteinsson ande
Antonsdottir 2017)

Summary of how to address
BPSD
Walaszek 2020

•
•
•
•
•

1.
2.
3.
4.
5.
or
• 6.

Treat underlying medical causes
Discontinue offending medications and substances
Support and educate caregivers and other family members
Develop a psychological/behavioral/environmental management plan
Avoid adding new medications, unless there is risk of harm to patient
others.
If a pharmacological strategy chosen:
• Antidepressants
• Antipsychotics
• Other pharmacological approaches

• 7. If medication added, regularly monitor outcomes and attempt
discontinuation
• 8. Ensure that the patient and caregivers are in a safe environment
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Advice to Family caregivers

Walaszek 2020

• Be flexible and improvise
• Don’t take it personally
• Allow the patient to keep as much control in their life as possible
• Be realistic about what to expect. As the disease
progresses, more help will be needed.

Communicating with a person
with dementia
(Advice to Family caregivers)

Don't try to reason or convince
Keep questions, responses, instructions simple
Speak more slowly, allow time to respond.
Use calm, positive statements. Be reassuring and
encouraging.
Avoid negative words, tone and facial expressions
Try to stay calm...deep breaths, count to 10...
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Maintaining a routine. Modifying
the environment.
(Advice to Fam ily caregivers)

• Have a routine
• Schedule the challenging things (bathing) when most likely to be at best
• Schedule pleasurable activities but don't overschedule or
overstimulate. careful of too many people or too much comotion.
• Schedule meaningful activities that the person can contribute to (folding
laundry, setting table, etc)

(Advice to Fam ily caregivers)

Caring for the caregiver

• Eat healthy food, exercise regularly, don't drink too much
caffeine or alcohol
• Try to maintain adequate sleep
• Continue your medical care, both routine and urgent
• Watch for signs of burnout.
• Take regular breaks
• Arrange for home care services. consider adult day care
• Support groups for caregivers
• Schedule activities with friend and family

19

6/24/20

Psychological, behavioral and
environmental interventions
• Most effective:
• 1. Training and supervising formal (paid) caregivers
• 2. Implementing structured activities
• 3. Music therapy
• 4. Sensory interventions such as therapeutic touch, massage,
multisensory stimulation.
• 5. Reminiscence therapy or problem-solving therapy (for
depression)
• 5. Implementing a dementia care mapping model in nursing
homes or other quality improvement tools
• Legere et al 2018, Livingston et al 2014, Scales et al 2018

Pharmacological interventions for
BPSD
• 'The serious consequences of psychosis and agitation

in dementia, the problematic risk-benefit profile of
antipsychotic medications for such symptoms, and the
paucity of data on other treatment alternatives combine
to create a clinical conundrum for which there are no
immediate or simple solutions'
• Jeste et al 2008
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Antipsychotic medication and nursing homes
• Gov’t inspector says penalties needed to curb
use of psychiatric drugs in nursing homes

• Use of antipsychotics soaring at
Ontario nursing homes

• Powerful, potentially lethal drugs are used off-label to
control behaviour among dementia patients at alarming
rates in some homes
•

•
•

By: David Bruser News Reporter, Jesse McLean Investigative News reporter, Andrew
Bailey Data Analyst, Published on Tue Apr 15 2014

• Did Zyprexa kill Aunt Gerry?
Widower believes powerful doses of an antipsychotic — to which he didn’t
consent — contributed to the death of his “happy go lucky” wife in a
Toronto nursing home.

WASHINGTON — Government inspectors told lawmakers Wednesday that

Medicare officials need to do
more to stop doctors from
prescribing powerful psychiatric
drugs to nursing home patients
with dementia, an unapproved practice that has flourished
despite repeated government warnings.

•
•

By Associated Press, Published: November 30, 2011

So-called antipsychotic drugs are designed to help control hallucinations, delusions and
other abnormal behavior in people suffering from schizophrenia and bipolar disorder, but
they’re also given to hundreds of thousands of elderly nursing home patients in the U.S.
to pacify aggressive behavior related to dementia.

APA Choosing Wisely
5 things

• 1. Don’t prescribe antipsychotic medications to patients for any
indication without appropriate initial evaluation and appropriate
ongoing monitoring.
• 2. Don’t routinely prescribe two or more antipsychotic
medications concurrently.
• 3. Don’t routinely use antipsychotics as first choice to treat
behavioral and psychological symptoms of dementia.
• 4. Don’t routinely prescribe antipsychotic medications as a
first-line intervention for insomnia in adults.
• 5. Don’t routinely prescribe an antipsychotic medication to
treat behavioral and emotional symptoms of childhood mental
disorders in the absence of approved or evidence supported
indications.
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Benzodiazepines

SSRI
•

•
Benzodiazepine use is
associated with Alzheimer's
disease, study finds

• Medscape Medical News > Psychiatry

• SSRIs Linked to Upper GI Bleeds
•

Megan Brooks

•

September 24, 2013

The Pharmaceutical Journal, 12 SEP 2014 By Janna Lawrence

• Medscape Medical News >

• Benzodiazepine use and risk of Alz disease
2014;349:g5205 de Gage, Moride, et al

BMJ

• SSRI Fracture Risk Exceeds That of
Corticosteroids and PPIs
•

Nancy A. Melville

•

October 07, 2013

Elderly pateints with dementia risks of
medication side effects
• Increased risk of
• Mortality (antipsychotics)
• Cognitive impairment
• Falls
• Sedation
• GI side effects including weight loss
• Hyponatremia (antidepressants)
• Cerebrovascular accidents (antipsychotics)
• Extrapyramidal symptoms (antipsychotics)
• Venous thromboembolism (antipsychotics)
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Antidepressants
• Best risk-benefit profile of any drug class for Tx of BPSD, esp
agitation and depression.
• Citalopram

• Strongest evidence for efficacy for agitation but assoc QTc
prolongation (Farina et al 2017) FDA 20mg maximum age 60+
• Minimal drug-drug interactions

• Escitalopram

• May be effective with less QTc concerns
• Minimal drug-drug interactions

Antidepressants (con't)
• Sertraline
• Mixed studies, some benefit
• Favorable interaction profile
• Fluoxetine
• Not been found effective in BPSD
• Long half life, potential drug-drug interactions
• Paroxetine and TCAs
• Should be avoided due to anticholinergic properties
• Venlafaxine
• Not found effective in PBSD
• Can raise BP, has troublesome discontinuation Sx
• Duloxetine (not studied in Alz, was studied in DLB)
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Antidepressants (con't)
• Mirtazapine
• Helpful for depression (esp sleep and appetite)
• Negative studies so far for BPSD

• Bupropion
• Not well studied, caution due to Sz risk, amotivation role?

• Trazodone
• Good evidence for BPSD in FTD, not formally studied in
other dementias
• Often helpful for insomnia

Antidepressant hyponatremia
• Risk factors
• Age 65+, female, coprescription with diuretics

• Time frame
• Usually arises 2-3 wks after starting an antidepressant but
can also occur 2-3 wks after a dose titration.

• Class risk overall but lower risk with mirtazapine, trazodone
and none with bupropion
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Risks
• Danish dementia registry study Norgaard, et al 2020
• Compared to antipsychotic Tx alone, risk of death
increased with antipsychotic + benzodiazepines while
decreased risk with antipsychotic + antidepressant

• Israel study Kodesh et al 2019
• Association between antidepressant use and later
development of dementia

Antipsychotics
• Most controversial topic in BPSD treatment.
• Largest evidence base (numbers of studies and subjects in
those studies) of any intervention for BPSD
• Randomized controlled trials show antipsychotics have modest
efficacy in reducing agitation and psychosis (pooled effect size
of 0.18) although the sense of most clinicians is that they are
quite effective (Jeste et al 2008)
• BUT:
• Increased mortality resulted in FDA black box warning
advising against using them in older adults in
dementia. Antipsychotic use in nursing homes specifically
tracked nationally with the quality goal of decreased use
(targets 15% or lower) in long term patients.
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• Cause for alarm: Antipsychotic drugs for nursing home patients
• By Daniel R. Levinson, Special to CNN, inspector general for the
OIG in the Department of Health and Human Services
• May 31, 2011
• Nursing home residents take antipsychotics in ways that violate
standards
• Levinson: These drugs given to dementia patients, who face an
increased risk of death
• Drug companies accused of promoting use of antipsychotics in
nursing homes, he writes
• He says families must be advocates for elderly; problem must be
addressed soon

National Partnership to Improve Dementia Care in Nursing Homes

• On March 29, 2012 CMS launched a new initiative aimed at
improving behavioral health and safeguarding nursing home
residents from unnecessary antipsychotic drug use.

• The official measure of the Partnership is the percentage
of long-stay nursing home residents who are receiving an
antipsychotic medication, excluding those residents
diagnosed with Schizophrenia, Huntington's Disease or
Tourette’s Syndrome.
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National Partnership to Improve Dementia Care
in Nursing Homes
• Began in 2011, Nationally the Rx of antipsychotic
medications to long-stay nursing home residents has
dropped by 40% from 23.9% to 14.3%.

(exceptions Schizophrenia, Huntington’s and

Tourette’s)

• Nursing Home Compare website
https://www.medicare.gov/ nursinghomecompare/

Antipsychotic use Nursing Homes
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Antipsychotics for BPSD
• Atypical antipsychotics have clearest efficacy (Maglione et al 2011)
• Risperidone

• Effective for Psychosis, agitation and overall BPSD

• Olanzapine

• Effective for agitation, less of for overall BPSD and equivocal for
psychosis

• Aripiprazole

• Effective for overall PBSD and less so for psychosis and agitation

• Quetiapine

• Despite widespread clinical use, consistently failed to outperform placebo
regarding agitation, psychosis and overall BPSD (Reus et al 2016)
• Some evidence in LBD although not strong.

Antipsychotics
• Clozapine
• Important role in LBD psychosis but very limited data in other
dementias and BPSD

• Haloperidol
• Best studied typical antipsychotic
• Equally effective as atypicals but more severe safety concerns.

• No published trials of other atypical antipsychotic medications.
• Treatment response typically comes in 2-4 wks
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Antipsychotics
• Side effects
• Increased mortality (2005 FDA black box) Schneider et al 2005
• Roughly 50% relative increased risk of mortality (2.3% deaths
placebo vs 3.5% antipsychotic over 10-12wks)
• VA study by Maust 2015 found higher risk of death in first 180
days of treatment, relative to placebo, with haloperidal and
risperidone (NNH 26 and 27) than with olanzapine and quetiapine
(NNH 40, 50)
• Cause?
• Likely cardiac complications of the QT interval prolongation and pneumonia
(sedation and swallowing problems raising the risk of aspiration)

Antipsychotic side effects
• Sedation
• Cognitive decline
• EPS
• Falls, fractures
• Metabolic syndrome, weight gain
• Stroke
• Venous thromboemolism
• Prolactin
• Cardiovascular events
• Neutropenia
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Anticonvulsants
• Carbamazepine
• Best evidence of efficacy for BPSD
• But problematic inducer P450
• Many side effects: neutropenia, hyponatremia, LFTs, Stevens-Johnson syndrome
• Unfortunately, metabolite oxcarbazepine (much less S/E) doesn't appear
effective in a few studies
• Valproate
• Not been effective in multiple studies for BPSD, significant s/e, assoc
with accelerated hippocampal and global atrophy (Fleisher et al 2011)
• Lamotrigine
• Small open-label trial modest benefit for agitation
• Gabapentin
• Case reports and case series reporting benefit, no clinical trials
• Levetriacetam
• Worsening mood and behavior

Benzodiazepines
• Despite widespread use in older adults, evidence for efficacy in
BPSD is very limited. (Tampi 2014)
• S/E include falls, fractures, cognitive impairment and tolerance
• Most authors recc limiting the use of benzos. if used,
lorazepam is preferred due to lack of active metabolites and
T1/2. PRN use is cases of extreme agitation or aggression or
when brief stressful circumstances might exacerbate or induce
agitation (medical tests or dental procedures)
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Cognitive enhancers
• Cholinesterase inhibitors have little if any benefit for BPSD
except in patients with LBD (Wang et al 2015)
• Memantine ineffective for BPSD

Other medications
• Propranolol
• Prazosin
• Stimulants
• Dextromethorphan-quinidine
• Buspirone
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BPSD vary by cause of
dementia: Special
consideration for treatment
Cause of dementia

Behavioral and psychological symptoms

Alzheimer’s disease

mild dementia: depression, anxiety, insomnia moderate
to severe: hallucinations, delusions, repetitiveness,
aggression

Lewy body disease

visual hallucinations, delusions, anxiety, REM sleep
behavior disorder

Vascular dementia

apathy, amotivation, depression

Frontotemporal dementia,
behavioral variant

disinhibition, verbal repetitiveness, aggression,
16
hyperorality, apathy

Down syndrome

withdrawal/apathy, impulsivity, anxiety, aggression,
tantrums, wandering, hoarding, sleep disturbance,
weight change

Walaszek Behavioral & Psychological Symptoms of Dementia 2019 (in press).
* includes dementia with Lewy bodies and Parkinson disease dementia

Objectives
• Describes common types of Behavioral and
Psychological symptoms of patients with
dementia
• Review Standard of Care approaches in
management of BPSD
• Special considerations in BPSD in nonAlzheimer’s dementias
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Lewy Body Disease
• Visual hallucinations, delusions, REM sleep behavior
disorder
• Donepezil 1st line treatment
• Extreme sensitivity to antipsychotics (esp EPS and higher
mortality risk), avoid if at all possible. if needed: Clozapine
or quetiapine. Pimavanserin ($$)
• Levodopa may cause or worsen psychosis

Vascular Dementia
• Apathy, amotivation, depression often most prominent
• Consider a stimulant for apathy but monitor CV.
• May be at higher risk of stroke or cardiac complications of
antipsychotic medications, try to avoid.
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FTD FrontoTemporal Dementia
• Disinhibition, verbal repetitiveness, verbal aggression,
physical aggression, hyperorality, apathy
• Consider Trazodone and SSRIs as first line agents
• Stimulants can be used with caution
• Avoid cholinesterase inhibitors and memantine
• Very little literature on antipsychotics

Intellectual or developmental disability
including Down syndrome
• Depression, apathy, complusions
• Donepezil, often low dose due to GI side effects, may help
with cognitive impairment
• SSRI's may aid complusions
• Use all other psychotropic medications with caution as
more sensitive to side effects
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Interventions By Symptom
• Depression in dementia: less responsive to
antidepressants. Exercise, reminisce, psychotherapy if
cognition allows. If severe: ECT has been effective
although delirium and complicating S/E.
• Pseudobulbar affect: Dextromethorphan-quinidine
• Suicidal thoughts: early dementia and recent Dx highest
risk. Psychosocial interventions

Interventions by Symptoms
• Hallucinations and delusions

(non LBD)

• Intervention not always needed (benign, not troubling to pt,
family education)
• Distraction/diversion may work
• May be associated with hearing or vision loss
• Antipsychotic medication
• Only if distressing to the patient or spurring behavior dangerous to patient
or others (acting on paranoid fears-> aggression, escape, fear poison
food,etc)
• Unfortunately less effective
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Interventions by Symptoms
• Sexual aggression
• Interest + frontal dysfunction-> inappropriate sexual
language and acts
• Touching, grabbing, exposing oneself, masturbating in public, cares

• Environmental
• Single room, change gender of caregiver, etc

• Behavioral
• Redirection, distraction, increased activates, clothing modifications

• Medications
• Case reports: SSRIs, trazodone, antipsychotics, carbamazepine, gabapentin,
hormonal therapies (medroxyprogesterone, finasteride, oral or transdermal
estrogen, leuprolide)
• De Giorgi and Series 2016

Interventions by Symptom
• Wandering
• ID bracelet (Alz Assoc MedicAlert+Safe Return), move locks,
childproof knobs, door alarm, wander guards
• Hallway, doorways, elevator switch covers, etc
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Interventions by Symptoms
• Sleep Disturbances
• Changes in sleep with age, further changes in dementia
• Behavioral strategies (up during day, activities, day/night
cycle,etc)
• Medication options
•
•
•
•

Trazodone 50mg at hs well tolerated, helpful in dementia (McCleery 2016)
Melatonin not helpful in general but promise in REM sleep disorder
Clonazepam 1st line treatment for REM sleep disorder
Mirtazapine used often, small short study couldn’t demonstrate benefit
(Scoralick 2017)

• Avoid sedative hypnotics in general

Interventions by Symptoms
• Apathy
• Few trials
• Music therapy, multisensory interventions, pet therapy shows
promise
• Methyphenidate may be helpful in AD but HTN problematic
(Ruthirakuhan 2018)
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Interventions by Symptoms
• Anorexia and weight loss
• Very common…the dwindles…loss of taste, smell…
• Avoid meds that reduce appetite or cause nausea
(cholinesterase inhibitors, others)
• High calorie supplements, increase protein intake, exercise
• Mirtazapine has shown some benefit (4-5 lbs over 3-6mo),
lower doses better than higher Segers and Surquin 2014

Summary of how to address
BPSD
Walaszek 2020

•
•
•
•
•

1.
2.
3.
4.
5.
or
• 6.

Treat underlying medical causes
Discontinue offending medications and substances
Support and educate caregivers and other family members
Develop a psychological/behavioral/environmental management plan
Avoid adding new medications, unless there is risk of harm to patient
others.
If a pharmacological strategy chosen:
• Antidepressants
• Antipsychotics
• Other pharmacological approaches

• 7. If medication added, regularly monitor outcomes and attempt
discontinuation
• 8. Ensure that the patient and caregivers are in a safe environment
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Conclusion
• Describes common types of Behavioral and
Psychological symptoms of patients with dementia
• Review Standard of Care approaches in
management of BPSD
• Special considerations in BPSD in nonAlzheimer’s dementias

Questions?
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