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NEUROPSYCHIATRY 
CASE DISCUSSIONS

Dara Wise, DO
Department of  Psychiatry and Behavioral Neurosciences

Loyola University Medical Center

TODAY’S TOPICS:

 The six major types of  dementia

______________

______________

______________

______________

______________

______________

WHAT IS DEMENTIA?

 A disorder characterized by a decline in cognition involving at least two cognitive 

domains

 Chronic and progressive

 Six cognitive domains: learning and memory, language, perceptual-motor, complex 

attention, social cognition, executive function

 Common involvement of  these domains can be remembered with the five A’s
• Amnesia
• Aphasia
• Apraxia
• Agnosia
• Abstract thought disturbances
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DIFFERENTIAL DIAGNOSIS

 B12 deficiency
 Thiamine deficiency
 Neurosyphilis
 Neoplasm
 NPH
 Subdural hematoma
 Depression
 Hypothyroidism
 Delirium
These all have one important prognostic factor in common…
They are REVERSIBLE

DIFFERENTIAL DIAGNOSIS,  
CONT.

• Alzheimer’s disease

• Parkinson’s disease with dementia

• Dementia with Lewy bodies

• Frontotemporal dementia

• Vascular dementia

• Huntington’s disease

• HIV dementia

• Prion disease (e.g., Creutzfeld-Jakob disease)

• Unresectable neoplasm

• Progressive multifocal leukoencephalopathy

These are IRREVERSIBLE 
causes of dementia

DELIRIUM

• Complex attention is one of  the cognitive domains affected by dementia

• Patients with delirium have clearly impaired cognition

• How do you distinguish between the two in each of  the following areas?

• Level of  attention

• Onset

• Course

• Consciousness

• Hallucinations

• Prognosis
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WHAT ABOUT DELIRIUM + 
DEMENTIA?

• Not uncommon for patients to develop delirium 

overlying a baseline dementia

• How do you determine when this happens?

• Talk to family members – they will notice the 
difference between the baseline they’re used 
to and the changes caused by the delirium

DIFFERENTIAL DIAGNOSIS 
OF DELIRIUM

• A staggeringly long list that includes virtually 

everything in medicine

• Any patient with dementia is at increased risk of  

developing delirium simply from being in the hospital 

and out of  a familiar environment regardless of  medical 

conditions/treatment

SAMPLE DIFFERENTIAL 
FOR DELIRIUM

Hyperpyrexia (high fever)

Postpartum depression/psychosis

Postoperative stress

Alcohol/drug withdrawal

Wernicke’s encephalopathy

Poisons

Drug overdose

Intoxication (with any substance)

Hypoglycemia

Seizures

Post-ictal state

Intracranial hemorrhage

Subdural hematoma

Head trauma

CVA

CNS neoplasm

Venous sinus thrombosis

Meningitis/encephalitis

Abscess

CHF

Respiratory failure

Hypoxia

Liver failure

Renal failure

Hyponatremia

Hypercalcemia

Nicotinic acid deficiency

Vasculitis

Pneumonia

Wound infection

Osteomyelitis

IV line infection

Urinary tract infection
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COMPREHENSIVE 
DEMENTIA WORK UP

 Full physical exam with thorough neurologic exam

 MSE and MMSE (or other cognitive test: CDR, Mini-Cog)

 Review of  medications (polypharmacy)

 Screening for alcohol, drugs, heavy metals

 CBC w/ diff

 CMP

 ESR

 B12 and folate levels

COMPREHENSIVE 
DEMENTIA WORK UP, 

CONT.

 RPR, FTA-ABS

 Thyroid panel (TSH, free T3, free T4)

 ABG

 HIV screen

 UA w/ micro

 Urine porphobilinogens

 EKG

 EEG

COMPREHENSIVE 
DEMENTIA WORK UP, 

CONT.

CXR

CT head or MRI brain

SPECT

LP

Comprehensive neuropsychological testing
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CASE 1

 A 61-year-old high school science department head who was an experienced and 

enthusiastic camper and hiker became extremely fearful while on a trek in the 

mountains. Gradually, over the next few months, he lost interest in his usual 

hobbies. Formerly a voracious reader, he stopped reading. He had difficulty doing 

computations and made gross errors in home financial management. On several 

occasions he became lost while driving in areas that were formerly familiar to him. 

He began to write notes to himself  so that he would not forget to do errands. Very 

abruptly, and in uncharacteristic fashion, he decided to retire from work, without 

discussing his plans with his wife.

CASE 1, CONT.

Intellectual deterioration gradually progressed. He spent 

most of  the day piling miscellaneous objects in one place 

and then transporting them to another spot in the house. 

He became stubborn and querulous. Eventually he 

required assistance in shaving and dressing.

CASE 1, CONT.

When examined 6 years after the first symptoms had developed, the patient was alert and 

cooperative. He was disoriented with respect to place and time. He could not recall the names of  

four of  five objects after a 5-minute interval of  distraction. He could not remember the names 

of  his college and graduate school or the subject in which he had majored. He could describe his 

job by title only. In 1978 he thought that Kennedy was president of  the United States. He did not 

know Stalin's nationality. His speech was fluent and well articulated, but he had considerable 

difficulty finding words and used many long, essentially meaningless phrases. He called a cup a 

vase and identified the rims of  glasses as "the holders." He performed simple calculations poorly. 

He could not copy a cube or draw a house. His interpretation of  proverbs was concrete, and he 

had no insight into the nature of  his disturbance.
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CASE 1, CONT.

This man's condition progressed, and he required admission to the hospital within a 

year of  his initial assessment. Over the next year, he became essentially mute, and 

mental status testing was virtually impossible. He had a tendency to pace back and 

forth constantly on the ward; on one occasion he managed to get out of  the locked 

ward and was found some miles from the hospital.

His retained physical appearance was in striking contrast to his devastated 

intellectual capacities for a long time, but eventually he began to lose weight, took to 

his bed, and developed contractures (permanent muscular contractions).

WHAT IS THE DIAGNOSIS?

How would you manage agitation in this patient?

What medications would you want to avoid if  this was a 

case of  delirium overlying dementia?

What considerations would you have regarding placement?

Remember: Clinically, Alzheimer’s dementia is a diagnosis 

of  exclusion! The only way to confirm the diagnosis is 

pathology and thus, post-mortem!

ALZHEIMER’S 
EPIDEMIOLOGY

 About 4 million people in the United States have severe dementia

 Between 1 and 5 million have mild to moderate dementia

 Alzheimer’s makes up between 60-80% of  all dementia cases

 Incidence rate of  1-2% per year after age 65

 Prevalence

• 5-7% at age 65

• 15-20% at age 75

• 25-50% at age 85

 Annual cost of  between $40-100 billion
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ALZHEIMER’S RISK 
FACTORS AND COURSE

 Age – the single MOST IMPORTANT risk factor

 Family history – Up to 40% of  patients have a family history; APOE ɛ4 allele is the 

biggest known genetic risk factor

 Sex – Females > males

 Slowly progressive decline in cognitive function

 Typical duration of  8-12 years but can range anywhere from 5-20

 Culminates in vegetative state and ultimately death. 

 Terminal dementia is a hospice-eligible diagnosis

 5-10% of  Alzheimer’s cases are early onset (<age 65), 90-95% late onset (>age 65)

WHY IS EARLY DIAGNOSIS 
IMPORTANT?

 To identify and treat reversible causes of  dementia

 To make the correct diagnosis

 To allow the patient to make critical life decisions while still cognitively 

capable

 To identify and treat associated psychiatric problems (e.g., depression, 

psychosis)

 To maximize safety both to patient and others

 To provide treatment – what treatment would you use?

WHAT ABOUT 
PSEUDODEMENTIA?

What is this?

• Elderly patients presenting with memory 
loss/impairment because of  severe ______________

• These patients can have psychomotor retardation, 
appetite changes, personality changes, difficulty 
concentrating. These are all secondary to 
________________

• What medication class would you use as 1st line 
therapy?
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DEMENTIA VS 
PSEUDODEMENTIA

VASCULAR DEMENTIA

 Makes up ~25% of  all dementias, making it the second most common cause of  dementia

 Many of  these patients have concurrent Alzheimer’s dementia

 Concurrent cerebrovascular disease

 Dementia onset is more sudden within 3 months following a stroke

 Neuroimaging frequently shows multiple infarcts/hemorrhages

 There is a temporal relationship between strokes and dementia onset and progression

 Patients experience a stepwise pattern of  decline with long stable plateaus punctuated by sudden 

drops following cerebrovascular events

 How would you treat a patient with vascular dementia?

VASCULAR VS ALZHEIMER’S
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PARKINSONISM

 What is the difference between idiopathic Parkinson’s disease and 

Parkinsonism?

 Parkinsonism – the broader clinical phenotype of  bradykinesia and 

rigidity with or without substantial tremor

 Non-idiopathic causes of  Parkinsonism – multiple subcortical infarcts, 

viral encephalitis, trauma, toxicity, neuroleptics

 Some of  these can be diagnosed on the basis of  failure to respond to 

Sinemet (carbidopa/levodopa)

LEWY BODY VS 
ALZHEIMER’S

LEWY BODY VS 
PARKINSON’S
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FRONTOTEMPORAL VS 
ALZHEIMER’S

BRIEF DEMENTIA REVIEW

 Alzheimer’s – most common, chronic progressive decline

 Vascular – second most common, stepwise decline associated with CVAs

 Parkinson’s – dementia follows the onset of  neurologic symptoms by several years

 Lewy Body – Parkinsonian signs with early cognitive changes, frequent visual 

hallucinations

 Frontotemporal – More common in younger patients, become very disinhibited w/ 

early social and behavioral problems

 Pseudodementia – Depression masquerading as dementia-like cognitive impairment

QUESTIONS?


