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Mrs. J (74 y/o)
• Known myelodysplastic syndrome for 10 years, being 

treated with stable conditions
• Known major neurocognitive disorder due to vascular 

disease for 4 ⁄! "#years 
• Previous symptoms
• Forgetfulness, irritability, verbal aggression, fighting and 

arguing with eldest daughter, paranoid delusion, delusion of 
stealing, depression without suicidal ideation, daytime 
wandering to market
• being friendly and nice to strangers, repeating herself,

• Poor ADL: takes a shower once in 2-3 days, poor 
grooming & skips meals    
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DSM-5 Diagnosis of major NCD 
(APA, 2013)

• One cognitive decline
• Pt, informant or 

clinician
• No delirium or other 

psychiatric illness 
• Impairment by testing

• Substantial: Major
• Modest: Mild

• ADL
• Interfered: Major
• Not interfered: Mild

• Alzheimer’s disease
• Frontotemporal lobar 

degeneration
• Lewy body disease
• Vascular disease
• Traumatic brain injury
• Substance/medication use
• HIV infection
• Prion disease
• Parkinson’s disease
• Huntington’s disease
• Another medical condition
• Multiple etiologies
• Unspecified
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• Cognitive impairment
• BPSD’s
• Carer education
• Carer support



Dementia screening
in a LTC home
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Multiple Etiologies Model
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Genetics 
(receptor 
polymorphism)

Neurobiological 
aspects 
(neurochemical, 
neuropathology)

Psychological aspects 
(e.g., premorbid 
personality, response 
to stress)

Social aspects (e.g., 
environmental 
change and 
caregiver factors)
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Premorbid personality and BPSD’s

• Risk: N
• Protective: C, E, O & A

Young JJ, Neurodegener Dis Manag. 2019.
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Attachment styles and BPSD’s

• Spouse’s attachment styles 
were significantly associated 
with BPSD’s

• Attachment preoccupation: 
predicted psychological 
distress and burden

• A secure attachment: 
protective factor for 
caregiver’s psychological 
distress 

Perren S et al. Attach Hum Dev. 2007. 
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5 Most common BPSD’s among Thais 
Studies/

Items
Senanarong V, 

et al. 2005
Charernboon T, 

et al. 2014.
Taemeeyapradit U, 

et al. 2014. 

N 73 62 158

Types AD AD Mixed

BPSD’s

Irritability
47.9%

Apathy 
71%

Irritability
60.8%

Apathy
45.2%

Aberrant motor 
behavior 

61.3%

Sleep problems 
57%

Anxiety &
Aberrant motor behavior 

42.5%

Sleep problems 
56.5%

Depression
54.5%

Nighttime beh
38.4%

Eating problems 
51.6%

Anxiety 
52%

Agitation
35.6%

Agitation/aggression 
45.2%

Agitation/aggression 
44.9%
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BPSD’s in LTC residents
Thai NPI-NH Development  Research Group, 2017.
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Assessment methods

• Identify most trouble symptom(s) Ë¹Ñ¡ã¨¡ÑºÍÒ¡ÒÃÍÐäÃ·ÕèÊØ´

• Describe each symptom in detail; note what exactly the 
patient does or says
• Specify the Antecedents of Behaviors (the circumstances 

that spark them) and their Consequences (what makes 
them better or worse) 
• áÅ�Ç¶Í´ÃËÑÊ´�Ç¹ !!

25/10/63 NAHATHAI.WONGPAKARAN@CMU.AC.TH 17

The IPA Complete Guides to BPSD – Specialists Guide, 2015 



Mapping symptoms

• Keeping a daily diary
• Graphing a symptom: absent, present, mild, moderate or 

severe degree, hour by hour (or shift by shift) basis
• Using a rating scale

• The Cohen-Mansfield Agitation Inventory—CMAI (Cohen-
Mansfield, 1991)

• The Neuropsychiatric Inventory (NPI) (Cummings, 1997).
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The IPA Complete Guides to BPSD – Specialists Guide, 2015 

../../Documents/Speaker/DLB/CMAI_SF.pdf


Treatment principles

• Address one symptom at a time
• Follow the ABC approach
• Measure the symptom before and after making an intervention 

to confirm that it is effective
• Start with a small achievable goal and proceed step-by-step
• Apply the intervention consistently. Do not expect immediate 

change, improvement takes time
• Continually evaluate and modify plans. Decide in advance what 

“success” means for the patient
• Think in advance of an alternative strategy if the first one fails
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The IPA Complete Guides to BPSD – Specialists Guide, 2015 



Psychosocial intervention

• Activity and recreation
• Staff/Carer education
• Exercise, movement, relaxation & massage
• Simulated family presence
• Music and sensory enrichment
• Reminiscence and validation therapy
• One-to-one care
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The IPA Complete Guides to BPSD – Specialists Guide, 2015.; 
O’Connor DW et al. Int psychogeriatr. 2009.;

Deudon A et al, Int J Geriatr Psychiatry. 2009.



Sleep disturbance

• Causes: go to washroom and get confused, wander, 
go outside, get dressed, cook, see or hear things, 
etc.

• Why: physiologic change in elderly, sleep 
dysfunction due to dementia, work out less, 
daytime dozing, dreams, etc.
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Sleep disturbance: management

• Prevent daytime napping with proper time 
management (consult OT)

• Recreational activities/time management
• Exercise

• Review and manage meds
• Comfortable bedroom to promote sound sleep
• Use washroom before going to sleep
• Prevent injury and avoid hazards
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• Turn a light on in the bedroom and washroom, or 
in other places if necessary

• Calm reassurance if waking during the middle of 
the night 

• Bedrails may be necessary
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• Sedatives & hypnotics are helpful if failed with 
previous management

• Try with lorazepam, atypical antipsychotics, 
trazodone

• Z-drug: used with caution in older-old or oldest-old 
elderly
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How to talk to dementia patients?

M- MAXIMIZE attention 

E- Watch your EXPRESSION and body language 

S- Keep it SIMPLE 

S- SUPPORT their conversation 

A- ASSIST with visual AIDS 

G- GET their message 

E- ENCOURAGE and ENGAGE in communication 

25Vernooij-Dassen, M. Int Psychogeriatr. 2010.



Anger & irritability

• Lash out at or hit carers, slam things around, 
refused to be cared for, throw food, yell, and make 
accusations

• Not hurt oneself or others, and can be controlled
• Catastrophic reaction
• Often exaggerated and misdirected
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Anger & irritability: Management
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Dos Don’ts

• Respond calmly
• Remove the patient or 

upsetting stimulation
• Find out what precipitated the 

event to prevent recurrence
• Distract or deviate the patient 

to a more pleasant stimulation 
or event
• Prescribe meds if occurs 

frequently

• Restraint
• Response the same way as 

you manage with 
agitated/aggressive/psychot
ic persons in general

nahathai.wongpakaran@cmu.ac.th



Guidelines for prescribing antipsychotics in 
BPSD

• Use in conjunction with non-pharmacological 
interventions
•Moderate to severe BPSD, especially agitation, 

aggression, or psychosis
• Discuss risk of side-effects
• Use them for as short a time period and a lowest 

dosage as possible 
• Discontinue when possible 
• Check for a history of antipsychotic sensitivity, and 

consider the diagnosis of DLB before prescribing any 
antipsychotic 
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IPA’s Guide: Meds for BPSD’s 
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Antipsychotics Dosage
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The IPA Complete Guides to BPSD – Specialists Guide, 2015 



Discontinuation of antipsychotics

• Discontinuation is recommended within 3-6 months 
after well response

• Discontinuation may not recommended in patients 
with more severe symptoms at baseline and in 
those who are at risk of relapse

Declercq T, et al. Cochrane Database Syst Rev. 2013.
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Antidepressants dosage
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The IPA Complete Guides to BPSD – Specialists Guide, 2015 
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Disinhibition
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• EBM seminar
• Help with communication
• TAU plus 
• Doll therapy
• Music therapy

• 6 months

Tucker et al. 2010. Ragilo et al. 2015.



Apathy
• Multisensory stimulation

• A kit-based activity intervention

• Cognitive communication program

• Need-driven dementia compromised 
behavior model treatment (NDB)

• Live interactive music

• Art therapy

• Tailorded activity program (TAP)

• Individualized occupational therapy

• Cognitive stimulation therapy

• Biography-orientated mobilization 
groups

• Coordinated care intervention

• Physical exercise
• Individualized cognitive rehavilitation 

program
• Verbal-gesture program
• Virtual reality
Theleritis et al. J Geriatr Psychiatry Neurol. 2017.; 

Balzotti et al. Int J Geriatr Psychiatry. 2019.; 
Butterfield et al. J Geriatr Psychiatry Neurol. 

2017.; Treusch et al. Eur Psychiatry. 2014.; 

Saredakis et al. J Med Internet Res. 2020.
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Psychosis
• Touch therapy 
• Music therapy
• Simulated family presence
• Aromatherapy
• Physical activities
• Cognitive rehabilitation
• Light therapy

de Oliveira et al. 2015.
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EBM seminar



Vocal disruptive behavior

• Unmet needs
• Social deprivation
• Social isolation
• Physical dependency
• Triggers

• Pain
• Psychosis, anxiety, affective disorder, 

psychological distress
• Caregiver behavior
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Management of BPSD

Rich resource
• Non-pharmacologic mx.
• Multidisciplinary

collaboration
• Caregiver training

• Pharmacologic mx.
• Cognitive enhancers

• AChEI’s
• NMDA modulating agent

• Psychotropic drugs
• Guidelines

Lack resource
• Pharmacologic mx.
• Cognitive enhancers

• AChEI’s
• NMDA modulating agent

• Psychotropic drugs
• Non-pharmacologic mx. 

(consultation)
• Multidisciplinary 

collaboration
• Caregiver training
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Summary
• BPSD symptoms are treatable & controlled 

• Caregiver psychoeducation and training on disease specific cargiving skills 
is crucial in BPSD management

• Bio-psycho-social model approach for associated factors and management 
are keys to succesful caregiving 

• Non-pharmacologic management is encouraged as first-line, if failed, 
pharmacologic treatment is indicated

• AChEI’s are recommended in mild-to-moderate BPSD’s 

• Atypical antipsychotics are recommended for psychotic symptoms or 
severe agitation/aggression 

• SSRI’s and trazodone are recommended for depression and agitation

25 OCTOBER 2020 NAHATHAI.WONGPAKARAN@CMU.AC.TH 46



25 OCTOBER 2020 NAHATHAI.WONGPAKARAN@CMU.AC.TH 47

Q & A


