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Obijectives

Participants will be able to develop an approach to:

Recognize and assess a person with BPSD

Develop a better understanding for managing a
person with BPSD

Pharmacological strategies in appropriate use of
psychotropic medication for BPSD




Auguste Deter i taken in 1906 shortly before her death (april 8, 1908,
during her stay at Frankfurt 6s

of the normal human brain on the left, and the brain
affected by Alzheimer's disease on the right.
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A Occurs in all types of dementia

A Some types of dementias present with
characteristic symptoms

Ae.g. Lewy Body - visual hallucinations
A Frontotemporal dementia i disinhibition

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




A-B-Cs of Dementia

Cognition

=
THE DRAWING BOARD

CONCEPT:
1. SYMPTOMS

2. CLUSTERS OF SYMPTOMS




Symptoms of BPSD
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Clusters of BPSD |
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Clusters

Four clusters 1 that is, the affective,
psychotic, hyperactive and apathetic
clusters

Apathy, depression, anxiety and
agitation - most frequent

Aalten A, Verhey FR, Boziki M, et al. Consistency of neuropsychiatric
syndromesacross dementias: results from the European Alzheimer Disease
Consortium. Part Il. Dement Geriatr Cogn Disord 2008; 25: 1i 8.

Course of BPSD

Cross-section: BPSD can occur at any
time during the course of dementia

Prevalence: Non-linear course with the
highest prevalence seen in the
intermediate stages of disease.

Symptoms: may persist or be episodic
over time, and this may differ between
symptoms

ment. Int Psychogeriatr 2008; 20: 777i 89,



Course of BPSD

Hyperactivity & Apathy: high persistence and
incidence

Depression & Anxiety: low-moderate
persistence, moderate incidence

Psychotic symptoms low persistence with
moderate-low incidence

Apathy : only symptom with high baseline
prevalence, persistence and incidence during
the course of dementia

avioural & psychological symptom ematic review. Rianne M. van der Linde, Tom Dening, Blossom C. M. Stephan, A.
izabeth Evans and Carol Brayne . The Britis| atry (2016) 209, 366i 377. doi: 10.1192/bjp.bp.114.148403

Agitation, aggression, or
psychosis is a symptom of:

A Delirium

A Schizophrenia

A Delusional Disorder

A Mood Disorder

A Dementia

A Substance Abuse

A Drug-induced Psychosis

A Medical / Neurological Conditions

Presentation & Diagnosis: Highly variable
Key Principle: Comorbidity




Agitation / Aggression / Psychosis
Phases of Treatment

e SAFETY- patient,staff,residents

—*ASSESS—J) rule out delirium
2) medicate or not?

Hel\[eR =V MAINTENANCE 1) on what?
2) how long?

Comorbidity is The Rule

DELIRIUM OFTEN
PRESENTS WITH
VIOLENT / PSYCHOTIC / AGGRESSIVE BEHAVIOR
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ldentifying & Measuring BPSD

e ABehavior al \Y/

Target

Symptoms & Clusters
A Frequency
A Severity
Almpact
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Concept:
Cast / Brace

4 Ulnar
3 @ gutter
iy splint

Boxer's
fracture

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, sleep, nutrition, hydration; pain,
ambulation, dental, vision, hearing,
constipation, urinary, skin, feet, mobility

Trial of medication: cholinesterase inhibitor /
antipsychotic / antidepressant/ mood stabilizer

Rabheru KCan Family Physician Vol 49 March 2003 pg. 389
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The Problem & Impact

Serious issue: residents & staff

Up to 2/3 NH staff assaulted (1-9 x / month)
Resident-resident violence

Co-mingling of residents with and without dementia

Deficits in the quality of care due to understaffing
and undertraining

Up to 40% require medical treatment
Falls, #, lacerations, depression, anxiety, poor QoL
Promotion of culture of safety
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What actually happens?

When patients are hurried
During Transfers / Turning 33%

During ADLs ( Bathing, Toileting ) 40%
Grabbing, pinching, hair pulling 40%
Scratching, biting (4-28%)
Hitting, punching (12-51%)
Pushing/shoving (8-8.2%)
Hitting with object, throwing objects at staff (3-9%)
Kicking (2-27%)
Spitting (1-11%)
Verbal aggression includes verbal insults (18.1%), verbal
threats (10.7%), and sexual advances (0.7%)

Barriers

Resident
(e.g., health status)

Environmental

(e.g., lack of space for physical activity)
Organizational

(e.g., staffing and funding constraints)
These barriers intersect to adversely
affect the physical activity of older
people living in LTC
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Predisposed resident

Multi-morbidity

Polypharmacy

Functional impairment
Diminished everyday competence
Impaired Communication

Use of Psychotropic Meds

50-60% of residents were taking some
form of psychotropic medication

15-22% - anxiolytics/hypnotics
Up to 25% - neuroleptics

Use of atypical antipsychotics for
dementia has increased by > 20%

Public concern is very high!

The Effect of Regulatory-Agency Safety Warnings on Antipsychotic Drug Use in the Elderly:
A Population-based Time Series Analysis (CMAJ 2008)
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Restraints may worsen delirium!

Physical Restraints Chemical Restraints
Geri-chair, Posey vest Antipsychotics
Physical injuries Side Effects

May make a resident with delirium or confusion experience
more agitation

Adjusted odds ratio (OR) for risk of physically attacking staff
than those who did not get restrained:

Treated with antiSChOtiCS = 1.74 (95% confidence interval [CI] of 1.38-2.19).
Treated with physical restraints = 1.79 (95w ciof1.37-2.33)

Voyer et al. 2003

Nursing Aides

> 90% of resident interactions are with
nursing aides

Behavioral management skills training
Only ¥z to 2/3 receive this
Reduces violence by ~ 50%
Less physical and chemical restraint

Non-pharmacologic approaches to address
disruptive behaviors

Decreases the number of aggressive incidents

14



o Io I o D>

Patient Risk Factors

Cognitive Impairment:.  90% +

Verbal Physical
Mild-Moderate: 2 2-3
Severe: 1.5 8

Male
Younger (age 65 to 84 years)

Psychiatric history
Mood, psychosis, socially withdrawn
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