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Opinion

Different Types of Dementia's Behavioral and Psychological Symptoms
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Introduction

Agitation, depression, apathy, repetitive questioning, psychosis,
aggression, sleep problems, wandering, and other inappropriate
behaviours are some of the behavioural and psychological symptoms
of dementia. Almost all dementia patients will experience one or more
of these symptoms at some point during their iliness. These symptoms
are among the most complex, stressful, and expensive aspects of care,
resulting in a slew of negative patient outcomes, healthcare issues, and
income loss for family caregivers. Neurobiologically related disease
factors, unmet needs, caregiver factors, environmental triggers, and
interactions of individual, caregiver, and environmental factors are among
the causes. Because these symptoms are so complex, there is no "one-
size-fits-all" solution; instead, approaches tailored to the patient and
caregiver are required. In addition to intellectual impairments, patients
with dementia frequently exhibit troubling and disruptive behaviours. This
study assessed behavioural disturbances in 126 demented patients in a
sequential examination, using questionnaires administered to primary
caregivers to quantify the types and severity of behavioural disturbances.
83% of the patients displayed one or more of the desired behaviours. The
most common problematic and disruptive behaviours were classified as
aggressive, ideational, and vegetative. When patients with three diagnoses
were compared, the prevalence and severity of the behaviours increased
with the overall severity of dementia, but there was no difference in
frequency or type: Patients with dementia frequently exhibit troubling and
disruptive behaviours in addition to intellectual impairments. This study
used questionnaires administered to primary caregivers to quantify the
types and severity of behavioural disturbances in 126 demented patients
in a sequential examination. 83% of the patients exhibited one or more of
the desired behaviours. Aggressive, ideational, and vegetative behaviours
were identified as the most common problematic and disruptive behaviours.
When three diagnoses of dementia were compared, the prevalence and
severity of the behaviours increased with the overall severity of dementia,
but there was no difference in frequency or type.

Dementia is a widespread and growing public health issue both of
these are progressive illnesses that result in functional complications,
debilitation, and, in the end, death. The occurrence of mental and
behavioural disturbances is a serious and common complication of
dementia. There have been numerous reports of such disturbances.
Their classification has typically been phenomenological, based on
a description of a person's mental state and problematic behaviours.
The resulting categories range from "psychotic features” (delusions
and hallucinations) to depressive symptoms to agitation/aggression,
wandering, and disinhibition. Such disturbances are linked to earlier
nursing home admission, a worse prognosis, higher costs, and increased
caregiver burden. Almost all people with dementia experience behavioural
and psychological issues at some point in their disease's progression.
They lead to prolonged hospitalisation, increased medication, and a lower

quality of life for caregivers and patients. It is unclear whether Behavioural
and Psychological Dementia Symptoms (BPSD) are epiphenomena of the
neurodegenerative process or symptoms of specific, biologically distinct
subtypes of dementia. Understanding the prevalence and risk factors
for BPSD is the first step in developing treatment regimens and policies
to manage them. There have been few population-based studies of the
prevalence of BPSD. The inconsistent assessment and ascertainment
methods used by Steinberg, Corcoran, Tschanz, Huber, Welsh-Bohmer,
and Norton5, as well as the use of different sources for the study cohorts,
have resulted in estimates of the prevalence of BPSD that vary greatly.
According to cross-sectional studies, different symptoms of dementia
are more common at different stages of the disease. During the natural
course of dementia, a diverse group of clinical phenomena consisting
of disturbing emotions, mood, perception, thought, motor activity, and
altered personality traits are subjectively experienced by the patient
and/or observable by an examiner (e.g., caregiver, physician). These
"neuropsychiatric symptoms,” as the term is most commonly used in the
United States, or "Behavioural And Psychological Symptoms Of Dementia”
(BPSD), as defined by the International Psychogeriatrics Association,
are extremely common and are associated with high levels of distress in
both dementia patients and caregivers, as well as adverse outcomes and
increased use of health care resources. As a result, BPSD is a relevant
and meaningful clinical target for intervention, in addition to cognitive
deterioration. Agitation, depression, apathy, repetitive questioning,
psychosis, aggression, sleep problems, wandering, and other inappropriate
behaviours are some of the behavioural and psychological symptoms of
dementia. Almost all dementia patients will experience one or more of these
symptoms at some point during their illness. These symptoms are among
the most complex, stressful, and expensive aspects of care, resulting in a
slew of negative patient outcomes, healthcare issues, and income loss for
family caregivers. Neurobiologically related disease factors, unmet needs,
caregiver factors, environmental triggers, and interactions of individual,
caregiver, and environmental factors are among the causes. Because these
symptoms are so comple, there is no "one-size-fits-all" solution; instead,
approaches tailored to the patient and caregiver are required. Although
several exceptions are discussed, non-pharmacologic approaches should
be used in the first line. Family caregiver interventions are among the
non-pharmacologic approaches with the strongest evidence base. When
it comes to pharmacologic treatments, antipsychotics have the most
evidence, though the risk-benefit ratio is a concern. The authors describe a
method for combining non-pharmacologic and pharmacologic treatments.
Finally, the paradigm shift required to fully implement tailored treatments
for people and families living in the community who are experiencing these
symptoms is discussed.

Behavioural and Psychological Symptoms of Dementia (BPSD), as
defined by the International Psychogeriatric Association, are common
problems associated with high levels of significant distress and a poor
quality of life in dementia patients and their caregivers. It is estimated
that BPSD affects 56-96% of community-dwelling dementia patients,
and the symptoms are more severe in these patients than in patients
who are typically recruited in hospitals or long-term care facilities.
Importantly, nearly half of these patients have at least four of the following
neuropsychiatric symptoms: apathy, depression, irritability, agitation and
anxiety, euphoria, hallucinations, and disinhibition. As a result, BPSD is a
clinically relevant and meaningful intervention target.

Dementia in later life manifests as a clinically complex syndrome
characterised by cognitive, behavioural, psychological, motor, and
autonomic changes. These symptoms, which have a cumulative effect
on daily function, are highly interconnected and have common biological
foundations in neurodegenerative and cerebrovascular disease. The
majority of dementia definitions and descriptions use a deficit model,
which emphasises cognitive failure, functional disability, and progressive
deterioration as key characteristics. Dementia is defined as an impairment
in memory and one other cognitive domain in the fourth edition of the
diagnostic and statistical manual of mental disorders. These deficits
represent a drop from a previous functional level and are severe enough to
jeopardise daily activities.
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Only high-quality RCTs were included in the Cochrane reviews. Because
the number of studies was insufficient to perform a meta-analysis, these
reviews were unable to statistically debate the effectiveness of music
therapy. It is currently impossible to conduct a meta-analysis on the
effects of music therapy using only RCT data. This is due to the difficulty
of providing a finished design, such as an RCT to examine the effect of
drugs, in the field of music therapy. A rigorous study design, such as the
blind method, is particularly difficult.

Despite the small number of RCTs, a similar study design is commonly
used in the field of music therapy. In Current Classification Systems,
even though it is almost universally present during dementia, BPSD is
not included in the current classification systems' defining criteria for
dementia. According to the DSM-IV-TR and ICD-10, the core features of
dementia are the gradual onset of multiple cognitive deficits (involving
memory and at least one additional cognitive domain), which do not occur
exclusively during delirium and represent a decline from a previous level
of functioning (American Psychiatric Association, 1994). The presence or
absence of a clinically significant behavioural disturbance can be coded in
DSM-IV-TR, but no guidance on the diagnostic criteria of these symptoms
is provided.

It is also possible to code dementia (e.g., Alzheimer disease, AD) in
axis Il and specific mental disorders (e.g., mood or psychotic disorder) in
axis |, which has the advantage of better characterising prominent clinical
features related to dementia.

As aresult, we believe that conducting a systematic review and meta-
analysis of the effects of music therapy on dementia symptoms using both
RCTs and CTs will yield beneficial results.

The goal of this systematic review and meta-analysis of RCTs and CTs
was to assess the efficacy of music therapy on BPSD, Activities of Daily
Living (ADL), and cognitive function in dementia patients. Furthermore, we
looked into the differences in effect size based on the type of intervention,
the type of disease, and the duration of the intervention.

The Medical Research Council Cognitive Function and Ageing Study
(MRC CFAS) provides a setting that eliminates many of the methodological
issues associated with studying the epidemiology of BPSD. It is a large,
prospective, population-based study of elderly people’s health that
employs a variety of validated questionnaires. In this paper, we describe
the epidemiology of BPSD in the elderly population of England and Wales.
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We estimate their prevalence in the 587 study participants who were
diagnosed with dementia at the outset, compared to similar symptoms in
2050 participants who were not diagnosed with dementia.

We describe their co-occurrence pair-wise and use factor analysis to
analyse the pattern of co-occurrence, as well as investigate demographic
and clinical correlates for each symptom we describe. We also present the
BPSD profile in the 244 participants with dementia at baseline who were
available for reassessment 2 years later, as well as the 348 participants
who developed dementia between the baseline and follow-up interviews.

Dementia patients are frequently admitted to an acute hospital. In
the United Kingdom, approximately 6% of people with dementia are in-
patients in general hospitals at any given time, compared to approximately
0.6% of over-65s without dementia. Dementia patients are admitted to the
hospital two to three times more frequently than people of the same age
who do not have dementia. In the United States, hospital admissions for
people over the age of 85 with dementia increased from 700,000 in 2000
to 1.2 million in 2008.

Concerns have grown in the United Kingdom about the care given to
frail older people who are admitted to acute hospitals.

BPSD (Behavioural and Psychological Symptoms of Dementia) refers
to a group of symptoms that include agitation, aggression, delusions,
hallucinations, depression, and apathy. These symptoms are common,
multifactorial in nature, and are most likely the result of complex
interactions between the severity of dementia, the environment, and other
illnesses. They are upsetting for both dementia patients and those who
care for them.

Family caregivers have provided detailed reports on how BPSD can
worsen during hospitalisation and how acute hospital staff struggle to
manage these symptoms adequately; however, data on the prevalence of
behavioural and psychiatric symptoms in this setting are lacking. This is
critical if we are to develop and evaluate BPSD management strategies
in the acute hospital setting, particularly effective non-pharmacological
interventions, and to better justify the need for liaison psychiatry services
in this setting. The primary goal of this study was to look at the prevalence
of BPSD in older people who were admitted to the hospital unexpectedly
for medical reasons. Our specific goals were to (a) describe the prevalence
and subtypes of BPSD in this population and (b) investigate patient
characteristics associated with BPSD.
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