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Objectives

Participants will be able to develop an approach to:

Å Recognize and assess a person with BPSD

Å Develop a better understanding for managing a 
person with BPSD

ÅPharmacological strategies in appropriate use of    
psychotropic medication for BPSD
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Auguste Deterïtaken in 1906 shortly before her death (April 8, 1906, 

during her stay at Frankfurtôs City Mental Institution

What is ñBPSDò?

ÅOccurs in all types of dementia

ÅSome types of dementias present with 
characteristic symptoms

Åe.g. Lewy Body - visual hallucinations

ÅFrontotemporal dementia ïdisinhibition

ÅBPSD leads to earlier institutionalization, 
hospitalization, decreased quality of life
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A-B-Cs of Dementia

Behavior

Cognition

Activities

CONCEPT:

1. SYMPTOMS

2. CLUSTERS OF SYMPTOMS
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Symptoms of BPSD
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Adapted from McShane R. Int Psychogeriatr 2000; 12(Suppl 1): 147ï54

Hallucinations

Delusions

Misidentifications

Aggressive resistance

Physical aggression

Verbal aggression

óAggressionô

óPsychosisô

Withdrawn

Lack of interest

Amotivation

óApathyô

Sad

Tearful

Hopeless

Low self-esteem

Anxiety

Guilt
óDepressionô

óAgitationô

Walking aimlessly

Pacing 

Trailing

Restlessness

Repetitive actions

Dressing/undressing

Sleep disturbance

Neuropsychiatric Clusters in DementiaClusters of BPSD
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Clusters

ÅFour clusters ïthat is, the affective, 

psychotic, hyperactive and apathetic 

clusters

ÅApathy, 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 II. Dement Geriatr Cogn Disord 2008; 25: 1ï8.

Course of BPSD

ÅCross-section: BPSD can occur at any 

time during the course of dementia

ÅPrevalence: Non-linear course with the 

highest prevalence seen in the 

intermediate stages of disease.

ÅSymptoms: may persist or be episodic 

over time, and this may differ between 

symptoms
Purandare N, Allen NHP, Burns A. Behavioural and psychological symptoms of dementia. Rev Clin Gerontol 2000; 10: 245ï60.

Lovheim H, Sandman PO, Karlsson S, Gustafson Y. Behavioral and psychological symptoms of dementia in relation to level of cognitive. impairment. Int Psychogeriatr 2008; 20: 777ï89.
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Course of BPSD

ÅHyperactivity & Apathy: high persistence and 

incidence

ÅDepression & Anxiety: low-moderate 

persistence, moderate incidence

ÅPsychotic symptoms low persistence with 

moderate-low incidence

ÅApathy : only symptom with high baseline 

prevalence, persistence and incidence during 

the course of dementia

Longitudinal course of behavioural  & psychological symptoms of dementia:systematic review. Rianne M. van der Linde, Tom Dening, Blossom C. M. Stephan, A.

Matthew Prina, Elizabeth Evans and Carol Brayne . The British Journal of Psychiatry (2016) 209, 366ï377. doi: 10.1192/bjp.bp.114.148403

Agitation, aggression, or 

psychosis is a symptom of:

ÅDelirium

ÅSchizophrenia

ÅDelusional Disorder

ÅMood Disorder

ÅDementia

ÅSubstance Abuse

ÅDrug-induced Psychosis

ÅMedical / Neurological Conditions

Presentation & Diagnosis: Highly variable

Key Principle: Comorbidity
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Agitation / Aggression / Psychosis

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

Comorbidity is The Rule

DELIRIUM

DEPRESSION
PSYCHOSIS

& 

AGGRESSION
DEMENTIA

GENETICS

PERSONALITY

PARENTING

PSYCHO-SOCIAL

ENVIRONMENT

DELIRIUM OFTEN

PRESENTS WITH

VIOLENT / PSYCHOTIC / AGGRESSIVE BEHAVIOR
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Measurement of vital signs 

Identifying & Measuring BPSD

Target 

Symptoms & Clusters
ÅFrequency

ÅSeverity

ÅImpact

Google ñBehavioral Vital Signsò or ñBVSò Tool
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Concept: 

Cast / Brace

Approach to BPSD:
The SMART Approach:

ÅSafety: remove patient to safe environment

ÅMedical: organic workup to treat reversible 
causes; reduce medication load

ÅAssess Competency: personal care decisions, 
financial, driving; protect assets

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

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

Not to be reproduced: Dr. K. Rabheru

Rabheru K. Can Family Physician Vol 49 March 2003 pg. 389
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The Problem & Impact
ÅSerious issue: residents & staff

ÅUp to 2/3 NH staff assaulted (1-9 x / month)

ÅResident-resident violence

ÅCo-mingling of residents with and without dementia

ÅDeficits in the quality of care due to understaffing 

and undertraining

ÅUp to 40% require medical treatment 

ÅFalls, #, lacerations, depression, anxiety, poor QoL

ÅPromotion of culture of safety
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What actually happens?

ÅWhen patients are hurried

ÅDuring Transfers / Turning 33%

ÅDuring ADLs  ( Bathing, Toileting ) 40%

ïGrabbing, pinching, hair pulling 40%

ïScratching, biting (4-28%)

ïHitting, punching (12-51%)

ïPushing/shoving (8-8.2%)

ïHitting with object, throwing objects at staff (3-9%)

ïKicking (2-27%)

ïSpitting (1-11%)

ïVerbal aggression includes verbal insults (18.1%), verbal 

threats (10.7%), and sexual advances (0.7%)

Barriers 

ÅResident 
(e.g., health status)

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

ÅOrganizational 

(e.g., staffing and funding constraints)

ÅThese barriers intersect to adversely 

affect the physical activity of older 

people living in LTC



13

Predisposed resident 

ÅMulti-morbidity

ÅPolypharmacy 

ÅFunctional impairment 

ÅDiminished everyday competence

ÅImpaired Communication 

Use of Psychotropic Meds

Å50-60% of residents were taking some 

form of psychotropic medication

Å15-22% - anxiolytics/hypnotics 

ÅUp to 25% - neuroleptics

ÅUse of atypical antipsychotics for 

dementia has increased by > 20%

ÅPublic 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!

Å Physical Restraints                Chemical Restraints

Å Geri-chair, Posey vest             Antipsychotics 

Å Physical injuries  Side Effects

Å May make a resident with delirium or confusion experience 

more agitation

Å Adjusted odds ratio (OR) for risk of physically attacking staff 

than those who did not get restrained:

Å Treated with antipsychotics = 1.74 (95% confidence interval [CI] of 1.38-2.19). 

Å Treated with physical restraints = 1.79 (95% CI of 1.37-2.33) 

Voyer et al. 2003

Nursing Aides

Å> 90% of resident interactions are with 

nursing aides

ÅBehavioral management skills training 

ïOnly ½ to 2/3 receive this

ïReduces violence by ~ 50%

ïLess physical and chemical restraint

ïNon-pharmacologic approaches to address 

disruptive behaviors 

ïDecreases the number of aggressive incidents
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Patient Risk Factors

ÅCognitive Impairment:      90% +

Verbal   Physical

ïMild-Moderate:                2            2-3

ïSevere:                           1.5           8 

ÅMale 

ÅYounger (age 65 to 84 years)

ÅPsychiatric history

ïMood, psychosis, socially withdrawn

Staff Risk factors

ÅHigh resident-to-staff ratio

ÅHigh staff workload 

ÅHigh staff anger scores 

ÅFeeling untrained / not competent 

ïto deal with dementia / aggression

ÅYounger-aged staff member


