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- An acute medical problem.
- AKA acute confusional state.

Delirium
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Disclaimer:
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Read the disclaimer at medimaps.co.uk/disclaimer
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- Worsened concentration.

- Slow responses.

- Confused.

- Visual/auditory hallucinations.
- Restless.

- Altered appetite.

- Sleep disturbance.

- Lack of cooperation.

- Withdrawal.

acute onset is key
difference to dementia

Investigations
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» - Try to find underlying precipitant.

»| S ensory
P ain

M edication
E lectrolytes

- Most should be admitted for same day investigations

and treatment of precipitating factors.

- Management in 10 care may be considered appropriate

if all the following apply:
- Clinically well enough to stay at home.
AND

> - Not at risk to self or others.

Management

AND

- Precipitating factor identified and treatable.
AND

- Constant supervision.

AND

- Follow up and monitoring by healthcare professionals

e.g. Intermediate care team.

only as a last resport
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> - Any change that alter's their sensory input.

- e.g. Not having their hearing aids, or glasses.

- Lorazepam
OR —>

- But must d/w 20 care clinician.

- Haloperidol

Dementia
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Investigations

» Three initial questions
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1. Determine if there has been a decline >

in higher brain function.

- Have mental abilities deteriorated from a previously better level?
- Over what time period has this occurred?
- Are mental abilities currently impaired?
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2. Determine is there has been a decline in

- This is a fundamental requirement of dementia.

functional independence.

- More complex tasks tend to be affected first e.g. managing

- If this is not present then it's termed 'Mild Cognitive Impairment'.

finances.

- Which abilities:

- Problem with their memory?

- Difficulty finding the right word?

- Are they disorientated or confused?

- Is this over a 6/12 time period?

present before 6/12.

- This is important as dementia is slowly progressive and
barely perceptible in it's early stages, so it's unusual to

- If obvious/rapid changes <3/12 then likely due to delirium,
mental illness (e.g. depression), or a serious medical problem.

- Six CIT
OR

- Mini-Cog
OR

- GP Cog

- Ask informant:

- Do the problems interfere with their ability to manage in everyday life?

- Are there things they are less good at now?

- Are there things that they need help with?

- Driving, finances, shopping?

- Would you be happy to leave them alone for a few weeks?

A4 - If non of the below then likely to be physical brain disease:
3. Determine whether due to physical >| - Are they acutely unwell? » - Delirium.
brain disease (i.e. dementia). - Are they depressed anxious or psychotic?
- Medication affecting cognition?
—>»{ - Refer psychiatry.

- Try to broadly categorise them into:
- Normal for age and background.

Diagnosis
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Management

» Maintenance treatment

- Risperidone is indicated for short term treatment of persistent aggression (up to 6/52)
in patients with mod/severe Alzheimer's dementia.

- 0.25mg OD-BD, titrated slowly.

- There is evidence that antipsychotics can be withdrawn successfully in patients who
have stable symptoms and have been on an antipsychotic for more than 3/12.

- In a trial with care home patients, mortality was higher in patients continued on
antipsychotics than in those where antipsychotics were withdrawn.

CT/MRI head —— | - Urinary incontinence.

» - Abnormal but likely functional, physical or drugs. F——>
- Abnormal MCI.
- Abnormal Dementia.

- You can refer all suspected cases to memory clinic (this is

standard pathway).

- Professor R Mohan (consultant Psychiatrist Birmingham) advised there can
be cases which a GP can diagnose themselves if they wish e.g.
- If somone is old and frail, why interrogate them with 100 questions. It just
freaks them out. Only refer if family pushing for it.

Mild Cognitive Impairment —>

1. Concern regarding a change in cognition.

- Evidence of concern about a change in cognition from previous
level (from patient, carer or observation).

2. Impairment in one or more cognitive domains.

- Impaired performance in one or more cognitive domains greater
than expected for age and education.

- If repeated assessments are available then decline should be
apparent.

3. Preservation of independence in functional abilities.

- May have mild problems performing complex functional tasks,
but essentially they retain independence with minimal aids or
assistance.

4. Not demented.

- No evidence of significant impairment in social or occupational
functioning.

GP can diagnose if confident.

e.g. Older person (> 80 years)

- Clear progressive decline in cognition
- Clear progressive decline in function

- Atypical presentation.
- Rapid deterioration.
- Unexplained focal neurological symptoms and signs.

- Gait abnormalities early in the disease.
- Recent head injury.
- Under 65.

- e.g. Donepezil, memantine.
>| - Can treat Alzheimer's disease.

- Cannot treat if vascular or Lewy Body dementia.
- If mixed dementia, might be elegible for meds if no cortical pathology.

It is said to be

more protracted course of the illness.

The syndrome develops over 1-3 days and may last up to 44 days8

preceded (often within 5 days) by a rapid absolute or relative increase in antipsychotic
Neuroleptic Malignant Syndrome (NMS) »| dose. Risk of occurrence has been said to persist for up to 20 days after discontinuation
of the relevant drugs. The duration of the clinical syndrome is not considered to be
always related to the duration of action of the drug itself; the depot form may result in a

» - Decline duration longer than 12 months

- Clear abnormal performance on cognitive test
- Not likely to be dementia mimic (3D’s)

- No atypical dementia features

- GP can safely diagnose dementia

——» - Possible mental illness mimic
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Refer to memory clinic:
- Younger person (<75)
- Uncertain dementia including MCI

- Atypical dementia
- Apparent dementia in those who do not speak good English
- Apparent dementia in those with possible learning disability

- Slow onset, gradual progression, initial or main symptom impaired memory |— > Diagnosis Dementia due to Alzheimer’s disease

- Sudden onset in relation to stroke, worse in steps related to further strokes |——> Diagnosis Vascular Dementia

Mixture of above

Signs and Symptoms:
= Fever / hyperthermia

= Urinary incontinence / retention / obstruction

= Confusion / agitation / fluctuating consciousness

The two main diagnostic symptoms are fever/hyperthermia and severe muscle rigidity
To make a definitive diagnosis two or more of the other symptoms should be present.

= Hypertension / fluctuating blood pressure/Tachycardia
= Muscular rigidity (may be confined to head and neck)

= Raised creatine phosphokinase (CK)/Leukocytosis

- Clozapine appears to be less likely to present with rigidity.
- Risperidone and aripiprazole related NMS may be less prone to
present with hyperthermia as a prominent feature.

Treatment - Withdraw all antipsychotics, lithium and antidepressants immediately and

initiate supportive measures:
» Correct dehydration and hyperthermia.
» Monitor temperature, pulse and blood pressure.

» Sedate with benzodiazepines ( Lorazepam has been used 16,17) as necessary
» Measure WCC, U&E, LFT and creatine phosphokinase (CK).

» Treat acute symptoms: Dantrolene a muscle relaxant and/or Bromocriptine a
dopaminergic agent may be required. In more severe cases, ECT may be
effective where pharmacotherapy has failed to achieve a rapid response

»| Diagnosis Mixed Dementia




