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Managing behavioural and psychological symptoms

in dementia

BRIAN LAWLOR

Behavioural and psychological symptoms
of dementia (BPSD) are common and
problematic in clinical practice and repre-
sent a significant part of the day-to-day
workload of the old age psychiatry team
in hospital, institution and community
settings. Improving our recognition and
management of BPSD can have a positive
impact on the quality of life of our patients
and their carers and potentially delay the
transition from home to institutional care.

DEFINITION

Behavioural and psychological symptoms
in dementia is an umbrella term that
embraces a heterogeneous group of non-
cognitive symptoms and behaviours that
occur in people with dementia. The concept
of BPSD is a descriptive one and does not
reflect a diagnostic entity but rather high-
lights an important clinical dimension of
dementia that has until recently been
ignored from both research and therapeutic
points of view. One approach to the
description of BPSD is the use of a list of
observed behaviours (wandering, agitation,
sexually inappropriate behaviours) and
elicited psychological symptoms (depression,
anxiety, delusions) (Finkel et al, 1996).
This approach fails to take into account
the fact that many so-called elicited symp-
toms (depression, delusions) also represent
observed behaviours (‘looks depressed’,
‘acts as though hallucinating or deluded’),
and the fact that most of these symptoms
and behaviours do not occur in isolation
but tend to occur together in clusters or
syndromes. A number of syndromes have
been described on the basis of factor ana-
lytical studies using rating instruments
designed to measure BPSD (Frisoni et al,
1999). These syndromes include depres-
sion, psychosis, psychomotor agitation,
aggression and apathy. Both depression
and psychosis are included as descriptors
in the DSM-IV criteria for Alzheimer’s

disease (American Psychiatric Association,
1994) and, more diagnostic
criteria for a distinct syndrome of psychosis
of Alzheimer’s disease and related demen-

recently,

tias and for depression of Alzheimer’s
disease have been proposed (Jeste & Finkel,
2000; Olin et al, 2002). It is likely that
diagnostic criteria for other behavioural
syndromes of dementia will also be devel-
oped in the near future and this will facili-
tate recognition and future therapeutic
targeting of more specific aspects of BPSD.

PREVALENCE

Although behaviour
symptoms are not included as core features
in the definition of the dementia syndrome,
about two-thirds of people with dementia

and psychological

experience some BPSD at any one time
point, and for one-third of community-
dwelling people with dementia the level of
BPSD will be in the clinically significant
range (Lyketsos et al, 2000). The figure
for clinically significant BPSD rises to
almost 80% for people with dementia re-
siding in care environments (Margallo-
Lana et al, 2001). Prevalence estimates for
BPSD vary widely because of the hetero-
geneity of patient populations studied in
terms of setting and type of dementia, and
the different definitions used for BPSD.
The recent application of standardised and
validated assessment instruments is result-
ing in more consistent data for community-
and clinic-based populations. Two popu-
lation-based studies, one from the USA
(Lyketsos et al, 2000) and one from the
UK (Burns et al, 1990), show similar prev-
alence figures of about 20% for BPSD in
people with Alzheimer’s disease. Unlike
the cognitive dysfunction in dementia,
which progressively worsens over time,
many BPSD tend to fluctuate, with psycho-
motor agitation being the most persistent
(Devanand et al, 1997). Further research
is needed into the natural history and
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longitudinal course of BPSD to inform
clinicians about the appropriate duration
of pharmacological interventions and what
advice and information should be given to
families distressed by these symptoms and
behaviours.

IMPACT

The occurrence of BPSD is often the trigger-
ing event for recognition and referral of
people with dementia to specialist services,
to which patients and families present in
crisis and disarray, relatively late in the
course of the illness. The development of
BPSD is a major risk factor for caregiver
burden (Coen et al, 1997) and institutional-
isation (O’Donnell et al, 1992), and is more
important in this regard than the enduring
cognitive deficits of the disease process
(Steele et al, 1990). All aspects of BPSD
can be associated with caregiver burden,
but paranoia, aggression and sleep-wake
cycle disturbance appear to be particularly
important drivers of caregiver burden and
institutionalisation  (O’Donnell et al,
1992). The development of BPSD is also
associated with a worse prognosis and a
more rapid rate of illness progression (Paul-
sen et al, 2000), and adds significantly to
the direct and indirect costs of care. Expert
assessment and targeted treatment of BPSD
can alleviate patient suffering and promote
caregiver well-being, but will be less effec-
tive if interventions occur after the support
system has been ruptured.

MANAGEMENT APPROACHES

In the assessment of individuals with
dementia at all stages of the illness, careful
enquiry must be made regarding the
presence of BPSD. The emphasis here must
be to detect BPSD before caregiver burn-
out and irretrievable damage to the support
environment occur. Just as the collateral
history and the use of an objective perfor-
mance-based test must be part of any
comprehensive cognitive assessment, so
too should the history and assessment focus
on behavioural and psychological symp-
toms, given their high frequency and
impact on both patient and caregiver
quality of life.

Recognition of BPSD is the first and
most important step in devising a manage-
ment plan and will be facilitated by the
use of standardised assessment scales
such as the Behavioural Pathology in
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Alzheimer’s Disease Rating Scale (Behave—
AD) (Reisberg et al, 1987) or the Neuro-
psychiatric Inventory (NPL, Cummings
et al, 1994). The characteristics of the be-
haviour or symptoms together with the
frequency, severity and impact on the
patient and caregiver must be identified
before formulating a tailored and targeted
plan of action which is likely to involve
pharmacological and non-pharmacological
interventions. It is useful to identify target
syndromes in the patient: is this primarily
a psychotic syndrome (hallucinations or
delusions), or is the main problem psycho-
motor agitation and sleep disturbance?
The context of the behaviour or symptom
and its impact are also key elements in
assessment. Aggressive resistance when a
personal activity is being carried out with
the patient may not warrant immediate
pharmacological intervention. Also, mis-
identification symptoms as part of a psy-
chotic syndrome can be more distressing
to carers than to patients and in such
instances education of family members
rather than drug treatment is required.

Pharmacological treatments

Drug treatments in BPSD should be
evidence-based and targeted to specific
syndromes that are clinically significant
because of their frequency, pervasiveness
or impact. For depression in dementia,
although there is little placebo-controlled
evidence to guide practice, clinical experi-
ence indicates that selective serotonin re-
uptake inhibitors are safe and effective.
Neuroleptic agents have been shown to be
more effective than placebo for aggression,
psychosis and agitation in dementia
(Devanand et al, 1998; De Deyn et al,
1999; Street et al, 2000), and novel agents
are superior to conventional neuroleptics
in terms of tolerability and side-
effect profile. Non-neuroleptic treatments
such as carbamazepine have demonstrated
efficacy over placebo in the treatment of
agitation (Tariot et al, 1998). Recent
placebo-controlled suggest that
cholinesterase inhibitors improve the apa-
thetic syndrome in Alzheimer’s disease and
also decrease psychotic symptoms, particu-
larly hallucinations, in Alzheimer’s disease
and Lewy body dementia (Cummings,
2000; McKeith et al, 2000).

studies

Non-pharmacological treatments

There is a dearth of controlled evidence for

psychological interventions in BPSD.
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Individualised music therapy, bright light
treatment and specific behaviour inter-
ventions have been found to improve
certain troubling behavioural symptoms in
dementia, but more evidence is required in
this area (Devanand & Lawlor, 2000).

Interventions for the carer

Boosting caregiver support, increasing ‘time
for self’ and providing carer education and
training in the management of BPSD can be
effective in decreasing burden and mollify-
ing its impact on the carer (Ostwald et al,
1999). Interventions with carers may not
only decrease carer burden and improve
the tolerability of the particular symptom
(Hepburn et al, 2001) but can also have a
positive impact on patient behaviour
(Marriott et al, 2000) and possibly delay
institutionalisation (Brodaty et al, 1993;
Teri, 1999).

TRAINING AND EDUCATION

The behavioural and psychological symp-
toms of dementia are now accepted as an
important therapeutic target. Management
strategies, including pharmacological and
non-pharmacological treatments, together
with carer-focused training and education
approaches, can be effective in decreasing
BPSD but require concerted multi-disciplin-
ary team input. While the old age psy-
chiatry team is well positioned to address
the care needs of patients with BPSD, there
are certain resource and training needs
attached to the delivery of such care. Some
degree of special interest development in
the area of BPSD should be encouraged
within the multi-disciplinary team and the
adoption of evidence-based guidelines and
standardised assessments promoted. On-
going training and professional education
of team members in BPSD should be given
priority so that the highest standards of
care can be provided for patients and their
carers.
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