EMENTIA

YY)
oA

Psychotic symptoms, hallucinations,
and delusions, arising de novo in
older adults, represent a major risk
factor for the development of demen-
tia, illness, delirium, functional
impairment and death. These symp-
toms and associated behavioural
manifestations overlap with depres-
sive disorders and may be signs of
cognitive impairment or dementia.
Symptoms may be vague or legit-
imized so that the psychosis is
unrecognized by family and physi-
cians. Specific queries regarding the
nature of the symptoms and the
impact on function will provide
diagnostic clues. Several brief assess-
ment tools can be used in primary
care, specifically the NPI-Q and
Blessed Dementia Scale.

Key words: psychosis, hallucina-
tions, delusions, dementia,
depression
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Introduction
Case Study

SMis an 89-year-old man who presented to the
emergency room stating that he wanted to die. His
wife, distressed by his complaints, reported that
he was consumed with the desire to die because
of his physical complaints (vertigo, tinnitus, reflux,
and weight loss) and a pervasive concern about
finances. He was started on an antidepressant
four weeks prior without benefit. Both the patient
and his wife denied that he had memory prob-
lems. Review of the medical record documented
evaluation of multiple somatic complaints and
lack of response to medication or reassurance. Sig-
nificant functional impairment was noted.

This scenario highlights some of the
diagnostic uncertainty associated with
recognition of psychotic symptoms
among older adults.

Symptoms in Older Adults

The incidence of new psychotic symp-
toms among nondemented older adults
may be significantly higher than gener-
ally recognized, with one study reporting
an incidence of 19.8% in individuals over
the age of 85.1

Most psychotic symptoms in older
adults present as visual hallucinations, delu-
sions, and delusional misinterpretations.
Although there is considerable clinical over-
lap, these appear to represent discrete clini-
cal entities and may have different
diagnostic and prognostic significance.!?

Hallucinations

Hallucinations are usually visual and
may be complex* and well formed (such
as seeing people that talk).
Hallucinations often involve seeing
family members, alive or deceased. They
may involve children or people unknown

to the person. Hallucinations are usually
nonthreatening. Even when individuals
recognize that the hallucinatory episode is
not real, they may see it in a positive way,
such as the ability to communicate with a
deceased relative. Hallucinations occur
more commonly when the person is alone
and family members may interpret the
episode as a dream (or nightmare).

Delusions

Delusions are typically well organized
and relate to ordinary events. The delu-
sions often have sufficient plausibility so
that relatives are uncertain whether they
are delusions or not. The conviction that
something has been stolen, often with
accusations directed at a family member,
may cause serious emotional distress and
family discord unless identified as delu-
sional. Individuals suffering from delu-
sions may even call the police, who may
not recognize the claims as a medical
problem unless there are repeated
episodes. Complaints about finances
may seem plausible, but if individuals
are delusional, they will not be mollified
by explanation or reassurance. Paranoid
delusions (for example, “my spouse is
having an affair” or “my family is going
to put me in a home”) may occur in iso-
lation and may be difficult to distinguish
from appropriate concern. Individuals
have been reported to respond to delu-
sional thinking by brandishing guns,
obviously representing a significant
threat.> Arising in the night, dressing, and
leaving for “work” is common and may
lead to caregiver fatigue. The distinguish-
ing feature of delusions is their persist-
ence despite facts, explanations, and
reassurances.
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Delusional Misinterpretation
Among individuals with dementia, misin-
terpretations and illusions are common:
shadows on the floor or walls may be iden-
tified as water leaks or moving objects and
lights outside may be mistaken for a bur-
glar. The individual may become con-
vinced that the house is not their own, that
there is an additional floor in the house,
boarders, or illicit activity taking place. Indi-
viduals with psychosis may think a
stranger is in the house because they fail
to recognize their reflection in the mirror.
They may suffer from inability to recognize
their own home or other familiar places.

Other Psychotic Symptoms

Anger, agitation, restlessness, pacing, per-
sonality change, wandering, insomnia, and
nighttime disturbances may be behaviour-
al manifestations of psychotic symptoms.
Associated mood changes including anxi-
ety, euphoria, apathy, and irritability or
emotional lability may be difficult to distin-
guish from depression or mania.

Distinguishing Psychotic
Syndromes

Behavioural and psychotic symptoms
among older adults differ from those asso-
ciated with psychiatric illness in younger
adults, but have specific identifiable pat-
terns. New-onset complaints should be
evaluated on a semi-urgent basis to
exclude delirium (an acute confusional
state). The hallmark of delirium is fluctu-
ating cognitive status and inattention.
Medications and sensory deprivation
appear to be important precipitants. The
most common cause of delirium is pre-
existing dementia. Of those inpatients
whose admission Mini-Mental Status
Exam (MMSE) was abnormal, 66% devel-
oped delirium.® Delirium (outside of
health care settings) occurs rarely: a recent
study identified it in only 0.5% of commu-
nity-dwelling Canadian older adults.”
Delirium is an important consideration
since it may be reversible.® However,
prompt correction of the underlying
cause(s) is essential for good recovery and
maintenance of function. On the contrary,
failure to recognize delirium is associated
with a lower likelihood of full recovery.8

Figure 1: Algorithm for Initial Diagnosis of Psychotic Symptoms among

Older Adults
Intact YES Sensory YES
cognition? > impairment? »| Charles Bonnet syndrome
NO
NO - YES
Functional = . .
e >| Late onset schizophrenia
NO | > Delusional disorder/Psychosis NOS
A/ Acute onset with
Fluctuating YES 5| evidence of YES >| Delirium
cognition? precipitating illness
or medications?
NO
V NO >| Lewy Body Disease
Evidence of YES _ YES : — :
cognitive ————>| Mood disorder? Major depressive disorder with
impairment or psychosis
dementia

NO

Y

Dementia with psychotic disorder

Use of this algorithm assumes the patient has no chronic psychiatric illness and is of normal intelligence.

Delirium, regardless of the attributed
cause, is also a major risk factor for demen-
tia and death.” In outpatients, evaluation
without hospitalization is preferable, since
changing the milieu may precipitate wors-
ening delirium.

Isolated visual hallucinations with a
clear sensorium may occur in the absence
of other psychiatric symptoms, most
commonly occurring between sleep and
wakefulness (hypnagogic hallucina-
tions). Hallucinations in those age 70-90
were associated with a 64% likelihood of
developing dementia over a twenty-year
period (compared with a risk of 25% in
those without psychotic symptoms).!
The Charles Bonnet syndrome is the
development of well-defined visual hal-
lucinations in an individual with either
ocular or central vision impairment'® and
may be a dementia prodrome.!!

Lewy body dementia, the third most
common neurodegenerative disorder
(after Alzheimer’s disease and Parkinson’s
disease) may also present with isolated
complex visual hallucinations.'? The diag-
nostic criteria for Lewy Body disease con-
sists of fluctuating cognition, gait disorder
or falls, and sensitivity to neuroleptics and
may only become evident over time.

Depression with Psychotic Features
versus Dementia with Psychosis

Distinction between depression with psy-
chotic features and dementia with psychotic
features is difficult. Symptoms of depression
overlap with those of noncognitive signs of
delirium and dementia'® and may cause
poor performance on cognitive testing.!
Complaints of loss of interest in activities,
decline in social interaction, and changes in
sleep and appetite are very common in both
depression and dementia. Weight loss, psy-
chomotor retardation, and diminished con-
centration do not distinguish between
depression and dementia.!® Depressive
symptoms reported by family members
may be important even when denied by
the very mildly demented patient.'¢ All
depression is associated with increased mor-
bidity and mortality. Depression among
older adults has been recognized as a precur-
sor to dementia.'”!8 The presence of depres-
sive symptoms increases the likelihood of
developing postoperative delirium,' cardio-
vascular events, 20 and death. 212

The spectrum of depression includes
minor depression, major depression, and
major depression with psychotic features.
It may occur de novo in late life or be a
recurrence of a lifelong pattern of illness.
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Depression with psychotic features occurs
with severe mood disorder. The psychotic
symptoms, usually delusions, must occur
only in the context of the mood disorder.
Among those with dementia, provisional
guidelines for the diagnosis of depression
in Alzheimer’s dementia may be useful 2

Pre-existing dementia is the most com-
mon cause of psychotic symptoms among
older adults. In those in whom dementia is
not recognized, asking family members
about memory complaints and use of tools
such as the Blessed ADL scale can provide
useful information regarding prior function-
al status.?® Even in the absence of memory
complaints, significant functional decline is
suspicious for dementia. Probing questions
and insistence on specific details (rather than
the family’s interpretation) may allow better
understanding of the person’s status. For
example, a daughter may excuse her father
addressing her by her deceased mother’s
name as simple forgetfulness rather than
being a failure to recognize her (or delusion-
al misinterpretation). Unfortunately, cogni-
tive testing of a psychotic individual may be
difficult and provide unreliable data.

Among those with Alzheimer’s dis-
ease, psychotic symptoms occur in virtu-
ally all patients,?® most commonly later
in the illness when significant functional
losses are evident and activities of daily
living are impaired.

Late-onset schizophrenia is a rare
disease but should be considered in the
absence of cognitive changes.?” In schiz-
ophrenia, most hallucinations are audito-
ry and delusions are more often paranoid
or persecutory.

Clinical Approach

An older adult with psychosis may present
with complaints of nonspecific nervousness
or anxiety or simply feeling “unwell.” Oth-
ers may complain of dizziness or lighthead-
edness or other somatic complaints that fail
to respond to evaluation or empiric thera-
py- Since the community has become more
aware of depressive symptoms, family
members may accompany an older adult
and request an antidepressant for them
when the symptoms represent a psychotic
disorder. In other cases, families may mini-
mize, make excuses, or deny the problem.
Wanting to “go home” may be interpreted
as a desire to visit old home places and
prompt family trips. This normalization is
common among families in which the older
person is allowed to remain in a decision-
making capacity long after judgment is
impaired. Family members may also fear
that the patient is “going crazy” and be
reluctant to volunteer information.
Therefore, when an older adult presents
with unusual symptoms or experiences, or
when a cluster of symptoms defies investi-

Table 1: Differential Diagnosis for Psychotic Symptoms

Recognition of Psychotic Symptoms

gation, it is useful to ask family members
detailed questions regarding specific behav-
iour or personality changes. Several tools are
available for semiquantitative analysis of
symptoms. The Neuropsychiatric nvento-
ry Questionnaire (NPI-Q) was designed as
abrief instrument for use in the general prac-
tice setting.” The Behavioral Pathology in
Alzheimer’s Disease scale (BEHAVE-AD)?
distinguishes between specific behaviours
and accompanying emotional components
(for example, sad demeanor with suicidal
ideation) or physical components (hitting in
anger). It can predict inability of the family
to care for the person at home but is proba-
bly too cumbersome for use in primary care.
The Blessed Dementia Scale includes an
analysis of change in function and a brief
checklist of behavioural symptoms.? Figure
1 presents an algorithm for the initial diag-
nosis of psychotic symptoms.

In the prior case study, multiple physi-
cians had evaluated the patient and provid-
ed medical diagnoses potentially associated
with increased morbidity and mortality. A
tentative diagnosis of depression was made
and treatment initiated, but the differential
diagnosis is delirium, depression with sui-
cidal ideation, depression with psychosis,
any of the dementias with psychotic fea-
tures, or late-onset schizophrenia. These
entities are listed in Table 1. One’s initial
diagnosis will be based on available evi-

Diagnosis

Delirium due to a general medical condition

Substance-induced delirium

Psychotic disorder due to a general medical
condition (includes dementia with behavioral disorder)

Major depressive disorder with psychotic features

Late-onset schizophrenia

Delusional disorder

Psychotic disorder NOS

Note: Includes DSM-IV TR diagnoses and codes.

Source: American Psychiatric Association, 2000.2

Code
293.0
292.81

Diagnostic features
Fluctuating cognition, acute onset

Many classes of medications, particularly those with

anticholinergic side effects, cause delirium. Evidence for
causal role of medication and improvement after withdrawal

294.11

296.24
295.30

Underlying dementia, or underlying neurological
or medical disorder causing psychosis

Delusions associated with altered mood

Preservation of cognition and affect but preoccupation c

delusions or hallucinations and functional impairment

297.0
298.9

Nonbizarre delusions; mood or functional changes

Psychotic symptoms that fail to meet specific criteria
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Key Points

Patients often present as vague complaints or nonspecific nervousness or anxiety.

Symptoms include visual hallucinations, delusions, and delusional misinterpretations;

these are usually nonthreatening

Psychotic symptoms are usually of organic etiology (delirium or dementia, particularly
Lewy Body Disease); more rarely are they associated with primary psychiatric illness

such as psychotic depression.

Symptoms are often normalized or misinterpreted by family.

Symptoms are often not reported without specific questions (which may be obtained

with BEHAVE-AD or NPI-Q).

Additional history on functional status (Blessed Dementia Scale) and cognition are

necessary for diagnosis.

All neuropsychiatric symptoms have a major impact on morbidity and mortality.

dence and provide guidance for manage-
ment. However, it is important to realize
that recognition of change in symptoms,
signs, and response to therapy over time
may lead to a different diagnosis.

In clinical practice, the extent and conse-
quences of the psychotic symptoms dictate
management. Management is directed at
behaviours that affect the individual or
his/her caregivers. The quietly hallucinating
individual putting her dolls to bed, or setting
the table for extra people, may not require
therapy. Conversely, the nonverbal individ-
ual with agitation and physical violence but
without identifiable hallucinations or delu-
sions will require multimodal management.

Conclusion

Psychotic symptoms among older adults
often present as vague complaints or non-
specific nervousness or anxiety. Primary
symptoms are usually visual hallucina-
tions, delusions, and delusional misinter-
pretation. These are usually organic,
associated with sensory impairment and
may be a precursor or symptom of demen-
tia. The symptoms are often normalized,
misinterpreted, or not reported by family
members. Specific questions are necessary
to elicit an accurate history and understand
the impact of symptoms on function. Sev-
eral brief scales exist for use in primary
care. Early detection and management
may minimize the impact of psychotic
symptoms on morbidity and mortality. 2

No competing financial interests declared.
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