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these findings on autopsy examinations. Computer-assisted tomog
raphy (CT Scan) changes become more evident as the disease 
progresses-not necessarily apparent early on. Over time, the CT 
Scan may reveal an atrophied brain with widened cortical sulci and 
enlarged cerebral ventricles. Other pathological findings, includ
ing nerve cell degeneration in the nucleus basalis of Mcynert 
within the subcortical area of the brain (Whitehouse et al., 1981) 
and reduced levels of cerebral RNA (Sajdel-Sulkowska & Marotta, 
1984), have been described, but from a practical clinical standpoint, 
the classical changes typically suffice for a tissue diagnosis. A 
specific diagnostic marker on clinical examination of Alzheimer 
patients in general, however, has yet to be found, although inten
sive investigations are currently underu·ay to identify such a marker. 
There have been preliminary reports of a protein (A-68) being in 
considerably greater quantities in Alzheimer brains than in nor
mals and being isolated in cerebrospinal fluid, attracting consider
able interest as the basis of a possible specific clinical test to 
diagnose the disorder (Wolozin et al., 1986). The discovery of a 
genetic marker on chromosome 21 in selected families with AD 
may also lead to a diagnostic marker, at least in those families with 
an autosomal dominant form of the disorder (St. George-Hyslop et 
al., 1987). 

The average course of the disease from onset to death is about 
5-10 years, with a range from under 2 to over 20 years. Hence, the
specific problems, along with the rate and severity of decline, vary 
with the individual. Because AD may so rndically alter longevity;
many have regarded the disorder as the fourth or fifth leading
cause of death (Katzman, Tcn-y & Bick, 1978).

It is estimated that between 2% and 6% of people over the age of 
6.5 have AD; a considerably smaller percentage have an onset prior 
to 65 years of age (Reisberg, 1983). The incidence and prevalence 
increases with advancing age, especially after the late 70s. It is esti
mated that at least half the people in nursing homes in the United 
States have Alzheimer's disease or a related disorder, with costs in 
excess of 13 billion dollars incurred annually for this group alone. 

For reasons that are not clear, AD may be more common in 
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women than in men; this difference may not be explained entirely 
by the increased longevity of older women resulting in many more 
women than men at advanced age.s (women outnumber men 2: 1 by 
age 8.5 ). A familial pattern has been described by various investigators, 
suggesting that heredity may be of some importance; other researchers 
emphasize how rudimentary our understanding is of genetic aspects 
of the disorder (Davies, 1986). While the discovery of a genetic 
marker on chromosome 21 does establish a genetic basis with some 
families, available data indicate that the overall likelihood of a first 
degree relative of an Alzheimer patient developing AD may only 
he four times greater than that in the general population, where 
the risk is well below 1 %. Of course, many disorders have a genetic 
potential that is either never expressed, partially expressed, or only 
expressed in combination with other risk factors. There have also 
been a few reports of a possible association between serious head 
irtjuries and the later onset of Alzheimer's disease (Mortimer et 
al., 1985). To date no other risk factors have been unequivocally 
identified for AD. 

NORMAL COGNITIVE CHANGES WITH AGING 

I\ ot all memory changes in later I ife are pathognomonic of demen
tia or mental disorder. Many memory changes arc only temporary; 
such as those that occur with bereavement or any stressful situation 
that makes it difficult to concentrate. In fact, older people are often 
accused or accuse themselves of memory changes that are not 
really taking place. If a person in his thirties misplaces keys or a 
wallet, forget<; the name of a neighbor, or calls one sibling· by 
another's name, nobody gives it a second thought. But the same 
normal forgetfulness for people in their seventies may raise 
unjustifiable concern. A brief review of the literature on normal 
cognitive function with aging is revealing. 

Normative Aging Studies on Cognition 

Owens ( 1966) reported on a longitudinal study of intellectual 
performance in 96 men, average age 61, who had initially been 
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and related disorders coded 290.X (in DSM-III and ICD-9) 
should be reimbursed in the same manner as services for 
Alzheimer's disease coded 33 I (ICD-9). (US Department of 
Health and Human Se1vices, 1984, p. xv) 

The intent of this administrative change was to correct an incon
sistency where reimbursement for the same service differed 
depending on which diagnostic code for the Lreaanent of Alzheimer's 
disease was used (290.X vs. 331 ), although both codes refer lo 

Alzheimer's disease and related disorders. The intent, too, was to 
reimburse for office visits for the medical management of Alzheimer's 
disease (including pharmacotherapy and other non psychotherapy 
psychiatric treatment interventions) on an 80:20 reimbursement/ 
copayrnent fomrnla, a� opposed to the $250.00 limit and 50:50 
reimbursement/copayment formula that has applied to the treat
ment of mental disorders under Medicare. Psychotherapy for 
Alzheimer's disease is still reimbursable, though under the 50:50 
reimbursemcnt/copayment restrictions. Medicare changes during 
1988 and 1989, however, increase U1e cap on the federal share for 
psychotherapy coverage from $250.00 to $1, 100.00 a year. These 
overall changes should significantly improve the ability of patients 
suffering from Alzheimer's disease or a related disorder to seek 
state-of-the-an clinical intervention. 

PRESENT DEVELOPMENTS 

While Alzheimer's disease remains a mystery, with its cause and 
cure not yet found, there is considerable excitement and hope 
about truly new frontier research presently unfolding before us in 
numerous settings (Bartus, 1986; Davies & Wolozin, 1987; Reifler & 
Larson, 1988; Wurtman, 1985). The pieces to the puzzle of Alzheimer's 
disease continue to increase and to connect. Still, for the m<!jor part 
of the 20th century, the challenge of and curiosity about Alzheimer's 
disease has focused almost exclusively on unraveling the significance 
of the plaques and tangles described in Alzheimer's (1907) paper 
and on other neuropathological findings viewed as potential leads 
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in the pursuit of etiology. Finally, some four score years later, the 
behavioral problems originally described by Alzheimer, which 
lead to excess disability and form much of the basis for treatment 
in Alzheimer's disease, are becoming better understood. The poten
tial role for psychiatric interventions in addressing these problems 
is enormous. 
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The reactions of professional caregivers to various patient behaviors, 
as in inslitutional seltings, may sometimes resemble the responses 
of family members. Psychiatric consultative services are often needed 
to help educate rhe staff to the clinical course and management of 
the patient, and to assist the staff in understanding the dynamics 
behind behavioral problems. When ongoing liaison is possible, the 
consultant can also help the staff <lea! with their frustrations in 
trying to cope with difficult situations, and can direct the treatment 
team in formulating appropriate management approaches. 

TABLE 1 

Natural History of Alzheimer's Disease: Clinical Findings 
(NOTE: Variability in symptoms and test results is commonplace 

throughout the natural history.) 

Minimal Cognitive Decline 
(Recognized as incipient Alzheimer's disease only in retrospect; other
wise, in absence of progressive decline could be within normal 
limits of aging) 

Concentration 
Recent memory 

Pa5t. memory 
Orientation 

Praxis 
Self-care 
Language/speech 
Visuospatial skills 
Complex/new tasks 
"Personality" 
EEG 
CAT scan 

Good; no deficit in calculations 
o functional decrement but complains
of forgetting familiar names or where
one placed objecL�

No functional decrement 
Fully oriented; no errors on mental status 

exams 
Normal 
Normal 
Average 
Average 
No performance difficulties 
No change; Possible performance anxiety 
Normal 
l\'ormal 
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Early Cognitive Decline 

Concentration 

Recent memory 

Past memory 

Orientation 

Praxis 
Self-care 
Language/speech 

Visuospatial skills 

Complex/new tasks 

"Personality" 

EEG 
CAT scan 

Mild deficit; often see errors on serial 
calculations 

Decreased; name recall deficit� and 
misplacing items become noticeable to 
others; often cannot recall a book pas
sage or recent event; mild functional 
decrement present 

Possible defici1s in recall of distant personal 
life events 

Generally oriented; often no errors on 
mental stat.us exams 

Normal or may be variably affected 
Nonna] 
Word finding problems; poor word-list 

generation and anomia begin 
1opographic disorientation; may get lost in 

unfamiliar settings; poor constructions 
on tests 

Decreased perlormance in demanding 
employment settings 

Variable changes; apathy, depression, 
irritability 

Normal 
Normal 

Moderate Cognitive Decline 

Concentration 

Recent memory 

Past memory 

Moderate deficits; acalculia is evident on 
serial calculations or has difficulty 
counting backwards 

Poor; poor knowledge of current and 
recent event5 

Skeleton of past history is intact but fine 
details may be lost 
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be supplemented with discussions with treating physicians and 
records of prior evaluations, previous and present treatments and 
past hospitalizations, a comprehensive review of body systems, a 
review of all medications (prescribed and non prescribed), as well 
as a history of alcohol use. 

An assessment of changes of personality, social behavior, physi
cal and functional abilities, eating habiL5 and sleep patterns should 
be obtained, along with the presence or absence of hallucinations, 

delusions and suicidal ideation. Changes in motor behavior, affect 
and perception should he assessed, with a focus on the nature, 
intensity and progression of the reported symptoms. The history of 
a patient with Alzheimer's disease primarily reveals impaired cog
nitive functions and activities of daily living, mood fluctuations, 
and presence of delusions, illusions, and hallucinations usually in 
the more advanced stages of the illness (Rlass, 1982). "Common 
complaints of patients or families include: forgetfulness about 
appointments or errands; inability to find the way to an accus
tomed destination; inability to use money and instruments of daily 
living such as a telephone; deterioration in work or homemaking 
performance; difficulty adapting to changes in the workplace; 
difficulties in dressing, reading and writing; and inability to recog
nize previously familiar individuals" (McKbann et al., 1984). 

GENERAL MEDICAL ASSESSMENT 

A comprehensive general medical and neurological clinical exam
ination is required to rule out other causes of dementia. 

Physical illnesses arc known to aggravate the course of Alzheimer's 
disease (T\esdine, 1982). Studies have reported that 50% of patients 
with Alzheimer's disease have treatable illnesses or symptoms. 
Every effort must be made to identify and appropriately treat. 
underlying medical illnesses which, if untreated, may induce a 
superimposed state of delirium (Wells, 1978). Many prescrihed 
and nonprescribed medications as well as physiological phenom
ena such as pain are notorious inducers of delirium (Bt:sdine, 
1982). 

A complete neurological examination is critical to exclude neu-
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rological disorders presenting with a dementia. This examination 
should a�sess, for example, the cranial nen'es, muscle tone, reflexes, 
coordination, and gait. Snout reflex,jawjerk, rigidity or myoclonus 
arc not infrequently encountered in the early stag-es of Alzheimer's 
disease (McKhann et al., 1984). 

PSYCHIATRIC ASSESSMENT 

This includes a comprehensive personal and psychiatric history 
with a focus on the mental status of the patient. Information 
pertaining to the mental status should be collected both formally 
and informally with a focus on mood, state of consciousness, 
speech, thought content, motoric activity, and general cognition. 

An assessment, which may require follow-up evaluations, will 
assist in ruling out psychiatric disorders such a� depression, catatonia, 
and drug toxicity which may mimic or induce dementia. The 
cognitive assessment evaluates "orientation, registration, attention, 
calculation, recent recall, naming, repeating, understanding, reading, 
writing, and ability to draw or copy" (McKbann et al., El84). 

A variety of quantitative scales arc available to evaluate cognitive 
and personal functioning. The following scales can be found in the 
Appendix to this report: for cognitive functions, t.he Mini Mental 
State Exam (Folstein, Folstein & McHugh, 1975); for clinical symp
toms and social functions, the Blessed Dementia Scale (Blessed, 
"fomlinson & Roth, 1968) and the Dementia Behavior Scale (Haycox, 
1984); for multi-infarct dementia, the Hachinski Scale (Hachinski, 
Lassen & Marshall, 1974); and for depression, the Geriatric Depres
sion Scale (Yesavage et al., 1983). 

NEUROPSYCHOLOGICAL TESTING 

Neuropsychological tests are helpful, not only in providing data 
confirming the diagnosis of c.lemenl.ia, but. also in assessing the 
intellectual strengths still intact.. These t.esLs arc important "for 
determining patterns of impairment, for assessing changes in 
impairment over time and after drug 1.reatrncnt or rehabilitation, 
and for esldbfohing correlations of abnormal performance with 





















52 The Psychiatric Treatment of Alzheimer's Disease 

method of grading the cognitive state of patients for the clinician. Journal 
of Psychiatric &search, 12, 189-198. 

Gershon, S., & Herman, S.l! (198j!)_ T he di!Tcrcntial diagnosis of dememia . .fouma/ 
of the American Geriatric Society, 30, S58-S66. 

Haase, G.R. ( 1977). Diseases presenting as dementia. In C.E. Wells (Eds.), Dementia 
(pp. 27-67). Philadelphia: EA. Davis. 

Hachinski, VC., Lassen, "I.A., & :Vlarshall, J. (1974). Multi-infarct dementia:/\ 
cause of mental cleterioration in the elderly. l,ancet, 2, 207-209. 

Hakim, S., & Adams, R.D. (1965). The special dinical problems of symptomatic 
hydrocephalus with nonnal cerebrospinal fluid pre.�sure. Observations in 
an:hospinal fluid clynamics.jouma/ of Neurological Science, 2_, 3U7. 

Haycox,J .A. ( 1Y84). The Dementia Behavior Scale.Journal nf Clinical Psychiatry, 4 5,

23-24. 
Kr<1I, V A. (1978). Benign sensescent forgetfulness. In R. Katzmann, R.D. Terry & 

K.L. nick (Eels.), !l.lzheimer:1 disease, senile dementia and related disordm. (Aging,
Vol. 7) :\cw York: Raven Press.

Lamy, P.P. (1981). Drug prescribing for elderly. Hulktin of the New lbrh Academy of 
Medicine, 57, 718-7:31). 

Larson, E.B., Reifler, B.V., Sumi, S.M., ct al. (1986). Diagnostic test� in the evalua
llon of dernent.ia. Archit.�,s o/ lntcrn.r1-l f\'ledicine, 146, 1917. 

Lishman, WA. ( 1978). Organic /11yrhiatry: The p.rychological consequences of Cerebral 
nisorder. London: Blackwell. 

Loranger, A.W., Goodell, H., Lee, J.E., et al. ( 1972). Levudopa treatment of 
parkinsonism syndrome. Archives of General Prychiall)\ 26, 163. 

MrKhann, r.., Drnchman, D., Folstein, M., cl al. ( 1984). Clinical diagnosis of 
Alzheimer's clisease: Report of the Nl'.\CDS-ADRDA work group under the 
auspices of Department of Health and Human Services Task Force on 
Alzheimer's disease. Neurology. 34, 939-944. 

Moss, RJ. & Miles, S.H. (1987). AIDS and the gcriatrician.jou.mal of the Amerimn 
Geriatric Soci.efy, }.5, 460-464. 

l\ational Institutes.of 1-fealth Consensus Development Statement. ( 1987,July 6-8). 
Differential diagnosis o/ demeriting diseases, 6( 11 ). 

Shen kin, H.A., Greenberg,J. Bouzarth, W.E, ct al. (1973). Ventricular shunting for 
relief of senile symptoms.Journal of the American Aledical Association, 225, 1486. 

Scrub, RL., & Black, EV{ ( 1 '.181 ). Urganic /;rain syndrmnes: An introduction tv neumbehavioral 
dimrder.1. Philadelphia: E-'\ Davis. 

·terry, R.O. (1976). Oernentia. Archives of Neurology, 33, l. 
Wells, C.E. (1978). Chronic brain disease: An overview. Americanfoumal of Aychia

try 1]5, 1-12. 
Wells, C.E. ( 1979). Pseudodernentia. American.Journal of Aychiatry, J 36, 895. 
Wells, C.E. ( 1982). Treatable limns of dementia. In Isselbacher, Adams, Baunwald, 

et al. (Eds.), Ilarri..sun's principles ofintemal malicine (update II, pp. 221-238). 
New York: McGraw-llill. 

Yesavage,.J .A., Rrink, TI .. , Rose, Tl., cl. al. (1983). Development and validation of a 
!',eriatric depression screening scale. A preliminary rcport.Jonmal o/Psychiatric 
Research, 17, 37-49. 

4 
TREATMENT 

When the diagnosis of Alzheimer's disease has been made, the 
psychiatrist may be under pressure from the patient and family to 

initiate some kind of treatment. Unfortunately, there is no treat
ment available to reverse or retard the degenerative changes oflhis 
disease. There are, however, a variety of behavioral, supportive 
psychotherapeutic, and psychopharmacologic approaches availa
ble that may be of help t.o patients, their carq,rivers, and their 
families in alleviating symptoms and enhancing coping skills at 
different points along the course of the disorder, A number of 

these approaches are discussed below. Stage of illness is a key 
consideration in treatment planning, since problems and capaci

ties change greatly during the clinical course of AD. At an early 

stage of illness, anxiery associated with high awareness of cognitive 
decline may respond well to supportive psychuthernpeutic inter
vention; at a later stage of illness, marked agitation accompanying 
worsening delusions may be alleviated hy pham,acologic treatment. 

In the discussions of behavioral and psychotherapeutic approaches, 
this chapter focuses more on concepts, with specifics further reflected 

throughout the case examples in the next chapter of the report. 

PSYCHOTHERAPEUTIC AND PSYCHOSOCIAL TREATMENT 

With the emergence of new biological insights into the nature of 

various mental disorders coupled with increased familiarity in 
using pharmacologic agents for treatment, the role of psychother
apy has often receded into the background. Such has been the case 
particularly with organic mental disorders. 1\onetheless, effective 
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valuahle. However, if the primary caregiver is denying the realities 
of the disease, a support group may provoke anxiety and even 
increase the level of denial. 

Even if the patient lives alone with the caregiver, scheduled 
family meetings are useful, when possible. At times the meetings 
may include not only the close relatives such as children or siblings 
but friends and neighbors as well. Dui;ng the group meetings, 
communication difficulties must be clarified. For example, it is not 
unusual for members of the family to project onto the caregiver 
their own feelings of depression and anger; frequently accusing the 
caregiver of ag1,rravating the disease. Family therapy can help by 
allowing a modulated catharsis of what is often a significant degree 
of hostility among family members. 

When a demented patient is hospitali7.ed or institutionalized, all 
involved relatives should meet, not only to begin proper support of 
the patient and family, but also to plan for discharge. The staff of a 
geriatric psychian-ic unit is often helpful in such meetings. An 
opportunity is also provided to help educate the family about t.he 
changing clinical course that will follow and about the anticipated 
ramifications for patient, family, and significant others. 

As Alzheimer's disease progresses, the question of placement in 
a nursing home or in a setting with more protective care increas
ingly arises. Depending on the patient's symptoms and the family 
situation and resources, the need and timing for a transition to a 
cons>regate living or nursing home serti.ng will vary. At a certain 
point, the magnitude of patient dysfunction, limitations of the 
support system, and/or stress on the family may make the nursing 
home an inevitable and appropriate choice. This is a situation 
where families typically experience much ambivalence and guilt, 
and can benefit enormously from supportive psychotherapy. 

BEHAVIORAL INTERVENTIONS 

Several techniques have been devised to attempt to train patients 
with Alzheimer's disease to overcome their deficits. These tech
niques utilize different forms of intense training, conditioning, or 
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stimulation to help patients utilize their remaining cognitive skills 
more effectively. The explicit goal of these programs is usually to 
help the Alzheimer patient learn new skills and behaviors, or 
relearn lost skills. In some situations, there will be two added 
benefits from application of these methods. First, they involve the 
Alzheimer patient more intensely with family and caregivers; when 
the patient perceives this involvement and support, his or her level 
of functioning may improve. Second, these programs provide a 
focus fo1· the family's conce1n and efforts, and may help them to 
overcome their feelings of helplessness and guilt as they deal with 
the progression of Alzheimer's disease. Although these programs 
may not slow the progession of the dementia, in the proper cir
cumstances they may help to control or reduce certain specific 
behavior problems that cause excess disability or morbidity. Some 
of these methods are discussed helow. 

Reality Orientation 

This technique involves intensive attempts by a staff of therapists to 
orient the Alzheimer patient to his or her environment. It can be a 
difficult program to institute, requiring the commitment of the 
entire staff of a nursing home or hospital ward. Such a program 
uses many methods to vigorously orient the patient Lo Lime, place, 
and situation. Prominent signs and calendars, classes, and intensive 
one-on-one contact all can be used to communicate this information. 
As a patient masters the basic data, individualized instruction on 
more advanced topics can be added. As discussed in the literature, 
the technique also requires that the staff never listen to delusional 
talk without trying to correct the patients' misconceptions and 
attempting to reorient them (Citrin & Dixon, 1977). 

A few studies have shown limited improvement on general 
mental status testing in patients treated with this technique. 
Unfortunately, there is little evidence that the benefits of the 
technique extend beyond orientation to social interaction or self
care (Eisdorfer, Cohen & Preston, 1981 ). There also have been 
studies suggesting that the sole benefit of reality orientation comes 
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dose will actually be therapeutic for some patients. Others will 
require increases, but the psychian·ist can anticipate that only a 
moderate total dose will he needed (less than fi mg of haloperidol, 
and less than 300 mg of thioridazine) (Spira et al., l �84). A single 
daily dosage (if tolerated) is frequently sufficient for the control of 
symptoms, and administration of this dose at hedtime may reduce 
the complaints of side effectS. For the patient with sundowning, the 
dose may be administered in the early evening before the usual 
nocturnal confusion develops. 

Unfortunately, for many Alzheimer patients, the choice of a 
neuroleptic is a choice between medications with different unpleas
ant side effects. Some patients will be better able to tolerate anti
cholinergic side cllecL�, while for otl,ers EPS will be less problematic. 
The risks and benefits of using l'he neurolcptics must also be 
weighed carefully because of the risk of developing tardive dyskinesia. 
The risk for th is disfiguring, potentially irreversible movement 
disorder increases with age, and is a serious risk in the elderly with 
even low doses of any neuroleptic (Smith et al., 1978; '!ask Force on 
Late Neurologic Effects of Anti psychotic Drugs, 1980). There is no 
effective treatment. 

Although many patients with Alzheimer's disease clearly benefit 
from neuroleptics, these drugs may be administered too readily 
to many demented patient.�. This conclusion was supported by 
Barton and Hurst ( 1976), who conducted a double-blind study 
of chlorproma7,ine au<l placebo in 50 demented geriatric patient�, 
who had all received neuroleptics for long periods of time. At the 
end of the study period, the hospital st.aff was unable to differentiate 
the two groups on the basis of symptoms. Barton and Hurst con
cluded that many elderly demented patients receive major tran
quilizers unnecessarily. 

The psychiatrist should not hesitate to prescribe adequate doses 
of the neuroleptics for patients who benefit, since in those cases 
where the Alzheimer patient must be controlled, chemical restraint 
is usually preferable to physical restraint. Treatment must be closely 
monitored, however, to ensure that the benefitS are significant and 
sustained. Some patients may require the drugs only at certain 
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stages of their disease or on an "as needed" basis. For those patients 
in whom the targeted behaviors are infrequent, chronic adminis
tration of the neuroleptics may not be justified. Other patients may 
experience no therapeutic effects, and their condition may even 
worsen with neuroleptics. "Drug holidays" (tapering and then 
discontinuing a drug and not readministering it unless necessary) 
may be useful to help document benefits if the psychiatrist is 
uncertain. 

Treatment of Mood Disorders. Serious depression is common in 
patients with Alzheimer's disease, occurring in anywhere from 15% 
to 55% of affected individuals (Liston, 1979; Reifler, Larson & 
Hanley, 1982). It is important to differentiate these depressions, 
which may require somatic therapy, from sadness and grief, which 
are frequent reactions among patients with Alzheimer's disease 
and which are not likely to respond to somatic therapy. This 
differentiation can be very difficult Symptoms such as sleep dis
turbance and loss of appetite, weight, and interest-reliable symp
toms of depression in most patients-can be due to either depression 
or dementia and may therefore be of little help in the differential 
diagnosis. Furthermore, the Alzheimer patient's diminished level 
of function or inability to communicate may mask a depressive 
episode when present.. The psychiatrist, therefore, may need to rely 
more heavily on clinical judgment than on diagnostic criteria in 
assessing the depressed Alzheimer patient ff the patient has a 
severe or persistent disturbance in mood, treatment of depression 
may be appropriate even if the complete picture of a depressive 
episode is not present Converse! y, an apparent depressive episode 
may represent only the debilitating effects of Alzheimer's disease. 

The antidepressants have been reported to be effective in treating 
depression among demented patients on the basis of empirical 
evidence, but there has been little systematic study of their effectiveness 
(Miller, 1980; Raskind & Storrie, 1980). Cole and colleagues (1983), 
in their review of the literature, found few studies that specifically 
addressed the question of antidepressant effectiveness in demented 
patients, although most studies concluded that the drugs were at 
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Other Medications. A number of other medications have been 
tried over the years for treatment of dementia with liLtle or no 
success. Some of these are discussed briefly below. 

Several efforts have been made to manipulate the endogenous 
neuropeptide systems of the brain in order to influence cognition. 
The first attempts involved administration of exogenous ACTH or 
vasopressin; unfortunately, neither drug had significant effect on 
cognitive functions of demented patients (Durso et al., 1982; Will, 
Abuzzahab & Zimmerman, 1978). 'frials of the endogenous opioid 
antagonist naloxone have also been conducted. Despite promising 
initial reports, this treatment has not proved beneficial in the major
ity of patient,; (Blass, Riding & Drachman, et al., 1983; Spar, 1984). 

Another drug that has been used with mixed results is piracetam. 
In a few studies, this GABAminergic agonist has been reported to 
be of slight benefit to various mildly demented patients, although 
overall it has not been found superior to placebo (McDonald, 1982). 

Drug Combinations. A promising new approach to drug treat
ment of cognitive loss is use of drug combinations. While many of 
the above drugs have been found to be ineffective individually, 
there is some evidence that their effectiveness is potentiated by 
other medications. Physostigmine and lecithin in combination, for 
example, are noticeably more effective than either alone, though 
overall changes remain slight, time-limited, and occur in only 
certain Alzheimer patients (Peters & Levin, 1979). Other combina
tions now being studied include piracetam and dihydroergotamine, 
lecithin and physostigmine, and arecholine and physostigmine 
(Cherkin & Riege, 1983). 

TREATMENT SETTINGS AND THE ROLE OF THE PSYCHIATRIST 

As the needs of the patient with Alzheimer's disease evolve with the 
stages of the illness, settings for care may vary-from outpatient
treatment to acute medical or psychiatric hospitalization, and finally 
to chronic institutionalization. Medical, psychiatric and social serv
ices often lack coordination and comprehensiveness, leaving patients 
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and families to care that can be insufficient or fragmented. The 
potential role for the psychiatrist is thus large and challenging. 
Accordingly, it is important to review the indications for use of a 
range of outpatient, inpatient, community-based, and institutional 
settings for care-with attention to the role of the psychiatrist in each. 

Outpatient Treatment Settings 

Many people with Alzheimer's disease are cared for at home and in 
rhe community rather than in institutions. The psychiatrist, therefore, 
often sees patients and their families in a private office or a clinic, 
and, at times, in the patient's home. Psychiatric care may include a 
diagnostic workup, family therapy, individual psychotherapy, 
psychopharmacologic management, group therapy, and consulta
tion to other care providers. Knowledgeable interventions, includ
ing referral to appropriate community services and the provision 
of respite inpatient care when needed, can maximize the ability of 
the family to care for the patient 

A number of community services may be available to the patient 
with Alzheimer's disease living at home, some of which may not 
involve a psychiatrist Certain hospitals, clinics, or communities 
have geriatric outreach teams that visit homes to assess needs for 
services and to provide crisis intervention and referral; a similar 
service can be provided by the local Visiting Nurses Association 
(VNA). Many families will benefit from joining self-help/mutual 
support groups; the Alzheimer's Disease and Related Disorders 
A5Sociation (AD RDA) has chapters nationwide, in addition to local 
groups run by hospitals and churches. Groups of senior citizens 
may also have organized to operate day programs and provide 
a�sistance with shopping, cooking, and cleaning. If specific care 
is needed, physicians may request home nurses, nurses' aides, 
companions, or rehabilitative therapy to provide medical treatments, 
medication supervision, bathing, dressing, toileting, the monitoring 
of vital signs, and exercise. 

Special programs may be available. Day care programs (some 
with psychiatric consultants) can provide social services, activities, 
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ware of the capac1t1es of demented elderly, often unknowingly 
reject such patients. Since one aspect ofliaison work is education, it 
is hoped that the presence of an interested psychiatrist dealing with 
a demented patient, seeing that patient regularly, and discussing 
the progress of the patient with the medical housestaff and attend
ing physician would at least attenuate the tendency toward rejection. 
A more fundamental solution could be effected during the educa
tion of students and resident<;. Many students, notwithstanding 
their high level of education, are unaware of how much patients 
can vary in terms of their orientation, memory and ability to relate 
in a warm and friendly manner. The introduction on a liaison 
consultation rotation of medical students and psychiatric residents 
to the diagnostic and treatment potential of demented patients 
frequently results in a significant change in attitude toward such 
patients. 

A medical hospitalization may be the first indication to mem
bers of the family that a spouse or parent has been diagnosed as 
having Alzheimer's disease. The attending physician should be 
encouraged to discuss the diagnosis and prognosis with the family. 
A psychiatric consultant at the discussion can set a tone of realistic 
expectation that might otherwise be missing. 

The extended family can be called in to family meetings and 
family resources mobilized to support the patient and the primary 
caregiver. It is important. to make clear to the family as well as to 
medical professionals associated with the patient and family that, 
altl10ugh Alzheimer's disease is not curable, it is treatable; clinical 

interventions can alleviate symptomatology and patient suffering 
at different points along the course of the disorder, while helping 
to reduce family burden and stress. 
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in her neighborhood had increased as the socioeconomic status 
declined. Within the past year, several of her neigh hors and friends 
had moved away. Her son enrolled at a local college and thus was 
around the house much less. She had generally been in good 
health except for deteriorating vision from her cataracts. 

For at least 2 years, the f1iends who still had contact with MP 
noticed that she was becoming increasingly forgetful and confused. 
She complained that she would go to the grocery store and forget 
why she was there. Sometimes she would have to make several trips 
in one day just to get all the items that she needed. Her son 
reported that she would call him at least once a week because she 
had gotten lost while driving; he would then go and help her return 
home. The neighbors complained that the condition of MP's 
house was deteriorating, and that garbage was piling up in back. 
When they complained to MP, she would accuse them of putting 
the garbage there. 

The patient's son noted that she had become increasingly delusional 
and reclusive over the past 6 months. He had taken her to see her 
internist, but complained that the doctor had been of little help. 
Finally, the son brought her to the geropsychiatry outpatient clinic 
where MP was evaluated and admitted to the hospital. 

MP came to the ward with her son. The patient was extremely 
agitated and said that she was convinced that she was at a prison, 
not a hospital. She began to cry uncontrollably, screaming that she 
knew she would be executed. She willingly took medication, however, 
and was given haloperidol 2 mg orally. She was then taken to her 
room, and the history was obtained from her son. 

The son reported that for more than 6 months prior to admission, 
MP had been telling him that there were "dope pushers" in the 
basement of their house making PCP in the furnace. She claimed 
that these men put her to sleep at night by passing ether through 
the ventilation ducts so that she would be "out of the way" when 
they made PCP. MP had told her son that she knew when they were 
mak.ing drugs by the peculiar way that her neighbor would some
times hang her laundry on the clothesline. In the month before 
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admission, the son reported that his mother's delusions had become 
more bizarre. She claimed that the dope pushers were shining laser 
beams into her windows at night, causing the curlers in her hair to 
heat up. 

The son finally convinced his mother to see her internist several 
weeks before her admission. The internist had evaluated MP briefly 
and prescribed a combination of chlordiazepoxide and amitriptyline 
for her in an unknown dosage. The son reported that his mother 
had worsened on this medication. She became very confused and 
wandered aimlessly around the house. She claimed to see parts of 
bodies lying on the furniture. The son had decided that MP had to 
see a psychiatrist, and she offered little resistance in her very 
confused state. Despite her protests, she had even agreed to sign for 
a voluntary admission. 

The patient's son was 27 years old; he had continued to live 
at home because of uncertainty about "what I wanted to do with 
my life." His mother has supported him financially and did not 
mind his sharing their ratJ1er large house. He believed that his 
mother had been excessively demanding of him over the prior 
year, however, and felt that she had been "holding him back" 
from going out on his own. He seemed irritated when discussing 
this situation. 

MP's son reported that his mother had always been in good 
health except for her cataracts. She was taking no medications 
except for the psychotropic. He noted that she had been sleeping 
much less in the few weeks before admission, but attributed this to 
her being "worked up over those crazy ideas." He was unaware of 
any change in her weight or appetite. 

At that point the nurse reported that the patient had calmed 
down enough to be interviewed. Examination revealed MP to be 
disoriented to place and time. She was poorly attentive and 
uncooperative with fonnal mental status testing. She had marked 
loosening of her associations,jumping from topic to topic unrelated 
to questioning. She per-severated on the theme of the drug dealers, 
whom she believed even then were trying to kill her. 
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insidious, and BB refused to acknowledge that any of her family's 
concerns were justified. Her son-in-law was a physician who insisted 
that the symptoms must be manifestations of depression since BB 
had a 30-year history of recurrent depressions. However, the pre
cipitants and characteristics of prior depressive episodes were 
always more clear-cut, and responses to pharmacologic interven
tions for depression were always dramatic. The patient had not 
responded to antidepressant medication during this episode, sug
gesting a diagnosis other than depression. 

For 2 years, BB was reportedly belligerent when it. was pointed 
out that she had not completed a task or was kept from wandering. 
She was still able to pcrfonn most routine household tasks such as 
cleaning and shopping and cooking, but was having increasing 
difficulties with judgment. Despite her daughter's reports of BB's 
long-standing marital difficulties, which seemed to be worsening 
as the couple aged, both BB and her husband refused to acknowl
edge them. There was also a history of alcohol misuse by the 
patient, which had reportedly stopped 5 years earlier. 

BB showed no neurological abnormalities or major general 
medical diagnoses during a complete medical evaluation. A CT 
Scan of the brain showed mild cortical atrophy, and EEG showed 
diffuse slowing which was consistent with a degenerative dementia. 

BB was referred to psychiatry services for consultation and psy
chological testing. WAIS-R, Wechsler Memory Scale, Aphasia Screen
ing Test, ThT, and Rorschach were administered over three test 
sessions. The patient was able to travel independently to and from 
the hospital for testing, hut seemed very disorg:mized in test situa
tions. She was cooperative with cognitive tests, but was very guarded 
on personality tests. She scored in the low-averdge range on WAIS 
scores without significant subtest variability. Her aphasia screening 
was within nonnal limits, as were writing and copying geometric 
designs. Projective tests showed nonresponses such as "I don't 
know" or "I can't think of it." Affect was absent from her responses, 
and stories had a vague and repetitive quality. She was not readily 
engaged in the initial interviews, and responded only to direct 
questions, offering no spontaneous verbalizations. 
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BB had worked briefly before her marriage as a typist, but 
stopped after marrying to raise her two children. She had few 
hobbies or interests and relied heavily on her husband for decisions. 
BR's family labeled her a dependent personality. 

BB was one of 14 children, abandoned by her father before the 
age of ten. Her marriage of over 50 years had always been strained 
because of her husband's lack of acceptance of her dependent 
needs. There were frequent discussions of divorce or separation 
throughout the marriage, and her husband had known extramarital 
affairs. This seeming recapitulation of her childhood family situa
tion had not been adequately worked through in her past psychiat
ric treatments. Additional family tension was present with BB's 
children, who felt that their parents had been unable to provide 
adequate emotional support, and felt bitter and angry with them. 

When first seen in the psychiatric hospital, BB was diagnosed as 
having primary degenerative dementia of the Alzheimer's type 
with depressive features. BB's family showed marked denial. For 
BR's children, this denial seemed to be related to a growing realiza
tion that their childhood wishes could never be realized. For BB's 
husband, he seemed to be overwhelmed by the caregiving demands 
and lacked knowledge about the disease. 

The treatment plan consisted of three m�jor elements: 1) Enroll 
BB in a structured daycare center progrnm and provide supportive 
weekly psychotherapy. 2) Help BB's daughter deal with her depres
sion and guilt regarding her sense of helplessness and her need to 
mourn unfulfilled wishes about how she ·wished her relation to 
her mother could be. Help BB's husband confront his denial and 
obtain a better understanding of his wife's cognitive deficits and 
needs. 3) Avoid antidepressant� due to the labile nature of BB's 
moods and to the past failure of such medications. Prescribe 
haloperidol as needed at times of extreme belligerence. 

Course 

After 18 months of relative adjustment, there was an acute change 
in BB's behavior. She refused to go to daycare, became quite 
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paranoid, rigid, and argumentative, and insisted on wearing her 
best clothes and mink coat eveywhere. Her husband instructed her 
not to wear her coat, and the patient complied by throwing her coat 
away. She avoided her husband's criticisms by locking herself in the 
elevator. This prompted a brief hospitalization. 

With the abrupt change in the patient's behavior, it was necessary 
to reassess the possibility of an acute medical problem or an acute 
org-anic brain syndrome, reevaluate her medication regimen and 
begin intensive work with the family. General medical �auses'were 
ruled out. The history, which was obtained from several sources, 
suggested that BB had experienced an assault to her self-esteem at 
the daycare center, and was responding defensively against this. At 
the time of rehospitalization, her son-in-law again insisted that a 
pseudodernentia was being overlooked. BB's husband became 
disengaged again, and her daughter became increasingly uncer
tain and depressed. Addressing these issues was a primary goal of 
hospital treatment. 

BB's functional capacities were retested, diagnostic tests were 
repeated, and her medications adjusted. Despite confirmation of a 
deterioration in global functioning withouta major depression, the 
family remained unconvinced. When BB refused to return to the 
daycare center, home assistance was provided. 

Three months after discharge, RB's son-in-law arranged for an 
out-of-state assessment by other "experts.tt v\lhen the original diagnosis 
was confirmed, the family felt further psychiatric care was not 
needed, and the patient was lost to follow-up. 

Discussion 

lreatment plans for Alzheimer's disease patients may need to be 
shelved temporarily when external stressors precipitate crises. The 
patient may then need short-tenn hospitalization for relief. 

Unless the family can work through their reactions to the patient's 
illness, their reaction patterns may recur. In BB's case, the family, 
especially her physician son-in-law, resisted and criticized each 
diagnosis and treatment. When there was no improvement in BB's 
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condition, he continued to blame the psychiatrist for a misdiagnosis. 
Such reactions are common and should themselves be issues to be 
resolved in counseling. 

Even the diagnosis of organic brain syndrome need not engen
der hopelessness and assumptions that treatment can accomplish 
nothing. Premature withdrawal from treatment, as was apparently 
true for BB, may rob the patient of an opportunity to ameliorate 
some of the symptoms. 

CASE EXAMPLE 6 

Key Clinical Issues 

Deceptive (atypical) early manifestations of Alzheimer's disease 
The natural history of the disorder and changing treatment needs 

that accompany it 
Family system dynamics 

The Case 

BC was a 67-year-old married woman. After an initial diagnosis of 
Alzheimer's dementia when she was 64, her husband sought a 
second opinion. A more comprehensive evaluation was then car
ried out by a second primary care physician, who sought neurolog
ical consultation. No focal neurological features were noted, and 
the patient's physical examination, EKG, and blood and urine 
chemistries were all within normal limits. A CT Scan showed no 
atrophy or evidence of other brain disease, and an EEG was read 
as normal. A RISA Scan, LP, ANA, and a Dexamethasone Suppres
sion Test were performed, and also determined to be normal. This 
second workup revealed no other brain disorder or general medi
cal condition, the main findings being from the patient's history, 
which revealed a past episode of depression and a question of 
paranoia. Given the possibility of a pseudodementia, pharmacologic 
intervention was initiated with psychotropic medication. Respec
tive 2-month trials on maprotiline, thiothixene, chlorazepate, 
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BLESSED DEMENTIA SCALE 

Changes in Performance of Everyday Activities 

l. Inability to perform household tasks
2. Inability to cope with small sums of money
3. Inability to remember shorl list of items, e.g., in

shopping
4. Inability to find way about indoors
5. Inability to find way about familiar street�
6. Ina bi litv to interpret. surroundings ( e.g. to recognize

, ' \. ' ·,_ 

whether in hospital, or at home, to discriminate 
between patients, doctors and nurses, relatives and 
hosptial staff, etc.) 

7. Inability to recall recent events (e.g., recent outings,
visits of relatives or friends to hospital, etc.)

8. ·tendency to dwell in the past

Changes in Habits 

9. Eating:
Cleanly with proper utensils
Messily with spoon only
Simple solids, e.g., biscuits
Has to be fed

10. Dressing:
Unaided
Occasionally misplaced buttons, etc.
Wrong sequence, commonly forgetting items
L"nable to dress

11. Complete sphincter cont.rol
Occasional wet beds
Frequent wet beds
Double incontinent

1 lfi 0 
I ½ () 

1 lf.2 0 

1 1,k.! 0

1 1f.2 0 

½ 0 

1 ½ 0 

1 lf.! 0 

0 
2 
2 

3 

0 
1 
2 

3 
0 
l 
2 
3 

Appendix: Rating Scales 

Changes in Personality, Interests, Drive 

No change O 
12. Increased rigidity 1 
13. Increased egocentricity I 
14. Impairment of regard for feelings of others l 
15. Coarsening of affect I 
Hi Impairment of emotional control, e.g., increased petu-

lance and irritability l 
17. Hilarity in inappropriate situations l 
18. Diminished emotional responsiveness I 
19. Sexual misdemeanor (appearing de novo in old age) 1 

Interest� retained 0 
20. Hobbies relinquished 1 
21. Diminished initiative or growing apathy l 
22. Purposeless hyperactivity l 

Total 

Scoring 

141 

Score of 4 or less-little or no deterioration of cognitive function 
Score of 5 or greater-consistent with definite and marked cog-

nitive deficts 

See Blessed, Tclmlinson & Roth, 1968 



142 The Psychiatric Treatment of Alzheimer's Disease 

HACHINSKI ISCHEMIC SCALE 

1. Onset of symptoms was abrupt (2 

2. Stepwise deterioration (1 

3. Fluctuating course (returns to near normal func- (2

tion for a day or more at a time
4. Nocturnal confusion (score only if symptoms are (1

essentially confined to the night hours)
5. Relative preservation of personality (1 

6. Depression (1 

7. Somatic complaints (1 
8. Emotional incontinence (1 

9. History of hypertension ( 1) 
10. History of strokes (family was told by a physician (2)

that the patient had had a stroke)
11. Evidence of associated atherosclerosis (EKG, chest ( 1)

x-ray, pulse deficits, etc.)
12. Focal neurological symptoms (2 

13. Focal neurological signs (2) 

Total: (0-18) 

Scoring 

Total score of 7 and above-consistent with a diagnosis of multi
infarct dementia 

Score of 4 or less-suggestive of primary degenerative dementia 

See Hachinski, Lassen & Marshall, 1974 
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GERIATRIC DEPRESSION SCALE 

Choose the best answer for how you felt over the post week 

1. Are you basically satisfied with your life? yes/no 
2. Have you dropped many of your activities and interests? yes/no
3. Do you feel that your life is empty? yes/no 
4. Do you often get bored? yes/no 
5. Are you hopeful about the future? yes/no 
6. Are you bothered by thoughts you can't get out of 

your head? yes/no 
7. Are you in good spitits most of the time? yes/no 
8. Are you afraid that something is going to happen

to you? yes/no 
9. Do you feel happy most of the time? yes/no 

10. Do you often feel helpless? yes/no 
11. Do you often get restless and fidgety? yes/no 
12. Do you prefer to stay home, rather than going out

and doing new things? yes/no 
13. Do you frequently worry about the future? yes/no 
14. Do you feel you have more problems with memory

than most? yes/no 
15. Do you think it is wonderful to be alive now? yes/no 
16. Do you often feel downhearted and blue? yes/no 
17. Do you feel pretty worthless the way you are now? yes/no 
18. Do you worry a lot about the past? yes/no 
19. Do you find life very exciting? yes/no 
20. Is it hard for you to get started on new projects? yes/no 
21. Do you feel full of energy? yes/no 
22. Do you feel that your situation is hopeless? yes/no 
23. Do you think that most people are better off than

you are? yes/no 
24. Do you frequently get upset over little things? yes/no 
25. Do you frequently feel like cry·ing? yes/no 
26. Do you have trouble concentrating? yes/no 
27. Do you enjoy getting up in the mornings? yes/no 
28. Do you prefer to avoid social gatherings? yes/no 
29. Is it easy for you to make decisions? yes/no 
30. Is your mind as clear as it used to be? yes/no 
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