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Objectives
Participants will be able to:

• Identify symptoms and clusters of behavioral 
disturbances in patients with dementia

• Plan treatment strategies of common behavioral 
disturbances in various settings: Home, LTC facility, 
inpatient unit or the ER

• Understand the role of pharmacological 
management  in the treatment planning

What is BPSD?

• Occurs in all types of dementia

• Some types of dementias present with 
characteristic symptoms
• e.g. Lewy Body - visual hallucinations
• Frontotemporal dementia – disinhibition

• BPSD leads to earlier institutionalization, 
hospitalization, decreased quality of life

“Psychosis” in the elderly is a
symptom, NOT a disorder

• Delirium
• Schizophrenia
• Delusional Disorder
• Mood Disorder
• Dementia
• Substance Abuse
• Drug-induced Psychosis
• Medical / Neurological Conditions

Presentation & Diagnosis: Highly variable
Key Principle: Comorbidity

Diagnostic Criteria for Psychosis of 
Alzheimer’s Dementia

• Diagnosis of Alzheimer’s disease
• Hallucinations &/or delusions
• Late onset
• Present intermittently for at least 1 month
• Disruptive to patient’s functioning
• Associated agitation, negative symptoms and 

depression
• Exclusion of schizophrenia or other causes of 

psychotic symptoms
• Disturbances do not correlate exclusively with 

delirium
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Comorbidity is The Rule

DELIRIUM
DEPRESSION

PSYCHOSIS
& 

AGGRESSION DEMENTIA
GENETICS
PERSONALITY
PARENTING
PSYCHO-SOCIAL
ENVIRONMENT

DELIRIUM OFTEN
PRESENTS WITH

PSYCHOTIC / AGGRESSIVE BEHAVIOR

Psychosis & Aggression in the Elderly
Phases of Treatment 

SAFETY patient,staff,residents

MEDIUM ASSESS 1) rule out delirium
2) medicate or not?

LONG-TERM MAINTENANCE 1) on what?
2) how long?

ACUTE

DRUGS: NECESSARY BUT NEVER SUFFICIENT 
ALONE!!

JAMA 2002 Apr 10;287(14):1840-7 
Placebo response in studies of major depression: variable, substantial, and growing.

Walsh BT, Seidman SN, Sysko R, Gould M. 

Non-Pharmacological Interventions
Approach A kind, unrushed, non-

confrontational, face-to-face approach may 
work better

Schedules Patient-centred care schedules
Demands Reduce  demands on patient
Communication Communicate more 

effectively
Personal Care Meticulous attention to good 

personal care is essential
Activity and Environment Appropriate 

daytime activity and environment

Psychotic symptoms in Late Life
Prevalence by Setting 

4%

Approximately 
20% Up to 50%

Community
Outpatient Clinics Long-term care

Christenson 1984

Molinari 1983

Wragg / Jeste 1989

Problems with antipsychotics in LTC

• Began in the 60s & 70s
• Details of behavior not documented properly
• Inadequate assessment before prescribing 

and nurses lack the training
• Used without properly investigating other non-

pharmacologic options.
• Side effects & A/E not recognized
• Families misinformed and over-react 
• Psychiatric services unavailable or 

underutilized…use to justify use of drugs.
• Newer drugs “safer”false sense of security
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Use of Antipsychotics in Elderly Dementia Patients:
Benefits out-weighed by adverse events

Cochrane Review

Randomized, 
double-blind, 

placebo-
controlled trial

Atypical 
antipsychotics

Observational 
Study with 37,241 

subjects

Conventional vs 
Atypical 

Health 

Canada

Drugs for BPSD

• If drugs are bad…..…
• Why do we still use them?
• If we have to use them, how do we use 

them safely?
• Goal is to:

– Maximize benefit
– Minimize risk
– Explain these to patient & family
– Consent

CONCEPT:

1. SYMPTOMS

2. CLUSTERS OF SYMPTOMS

Symptoms of BPSD

Agitation

Diurnal
rhythm Irritability

Wandering
Aggression

Hallucinations
Mood

change Socially
unacc.

Delusions
Sexually inappropriateAccusatorySuicidal

ideation

Paranoia

Depression

Months before  Dx Months After Dx

Anxiety

Social
withdrawal
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Adapted from McShane R. Int Psychogeriatr 2000; 12(Suppl 1): 147–54

Hallucinations
Delusions

Misidentifications

Aggressive resistance
Physical aggression
Verbal aggression

‘Aggression’

‘Psychosis’

Withdrawn
Lack of interest

Amotivation

‘Apathy’

Sad
Tearful

Hopeless
Low self-esteem

Anxiety
Guilt

‘Depression’

‘Agitation’
Walking aimlessly

Pacing 
Trailing

Restlessness
Repetitive actions

Dressing/undressing
Sleep disturbance

Neuropsychiatric Clusters in DementiaClusters of BPSD Measurement of vital signs 
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Identifying & Measuring BPSD

Target BPSD
Symptoms & Clusters

• Frequency
• Severity
• Impact

“Behavioural Vital Signs” or “BVS” Tool

BVS Tool: 
www.cagp.ca

• Click: “LINKS”
• Click: “ASSESSMENT TOOLS”
• Click: “BVS TOOL”

“Behavioral Vital Signs” Tool

Approach to BPSD:

The SMART Approach:
• Safety: remove patient to safe environment
• Medical: organic workup to treat reversible 

causes; reduce medication load
• Assess Competency: personal care decisions, 

financial, driving; protect assets
• Rest, nutrition, hydration; pain ambulation, 

vision, hearing, constipation
• Trial of medication: cholinesterase inhibitor / 

antipsychotic / antidepressant/ mood stabilizer
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