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
Learning Objectives

 1. Knowledge of common behavioural complications of 
dementia with a focus on resistance to care and depression

 2. Knowledge of evaluation tools and strategies for treating 
these complications
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
Clinical 
Scenario

 Mrs M, 88

 Hitting and biting 
during care

 Care impossible

 Staff getting hurt

 “Hostile and rude”

 Need a prn and med 
change





What do you do first?
 1.  Prescribe trazodone 12.5mg-25mg po pre care

 2. Prescribe risperidone 0.25mg po BID and prn

 3.  Ask for more information

 4.  Suggest the use of posey mitts during care

 5. Plan to see Mrs. M the next day?




First steps

Ask more information:

1. Establish safety and provide support

2.  Duration of symptoms?

3.  Any changes: physical/ social

4.  Neuropsychiatric “vitals”- ABC, DOS, nursing notes





DOS and ABC Charting
 Aggression during care for the last month

 Gradual increase in “hostility” and negative behaviours over 
the last 9 months.




DOS and ABC 
Charting









Symptom Frequency
 Apathy most common then agitation

 Changes with disease progression

 Prevalence in LTC:

 60% dementia

 Median prevalence of NPS: 78%

 Depression ~40%

 Aggression ~ 10-20%

 Psychosis ~ 15-30%

 Agitation ~ 30%



Causes of 
Resistance to Care?

 1. Poor vision/hearing?

 2.  Fear?

 3. Pain?

 4.  Shame?

 5. Constipation?

 6. Poor vision/hearing and 
constipation

 7. All of the above





Aggression/Resistance during Care

Fear

Pain

Shame




Behaviors that do not respond to 

medication
 wandering 

 exit seeking

 hiding and hoarding

 repetitive activity eg clapping/counting

 restlessness/pacing

 some sexualized behaviour

 inappropriate dressing /undressing

 tugging at seatbelts 

 resistance to care

 sundowning

 swearing

 unsociable behaviour

 indifference to the surroundings

 inappropriate voiding 

 eating inedible objects 

 Spitting

 pushing wheel -chair bound residents

 poor self care

 poor memory

 personality style




Fear

 Poor information 
processing

 Sensory impairment-
visual and auditory

 Poor visuospatial 
abilities

 Dizzy, postural 
hypotension

 Negative association: 
previous trauma, pain 




Pain/Discomfort

 OA

 GERD

 Cancer

 Dyspnoea

 Constipation- bowel care- painful stool-
care

 Atrophic vaginitis, yeast , UTI




Shame

 Nudity. modesty

 Previous trauma

 Ashamed re loss of 
function, feels 
humiliated





Management
1. Gather Information

2. Neuropsychiatric “Vitals”

3. Identify and address 
potential causes





Which one do you address first?

 1. Constipation

 2. Severe pain: OA and spinal stenosis

 3. modesty

 4. Fear

 5. 1,2

 6. All of the above




The order of things

One step at a time with medication

Beware being up a creek without a paddle

Exceptions Emergency: meds
Non-pharm interventions





Which one first?
 1. Constipation: PEG

 2. Severe pain: OA and spinal stenosis:

 under-diagnosed and under-treated.

 Renal function and NSAIDs, Tylenol, Bupronorphine
patch

 3. modesty

 Hand them the cloth

 Modesty apron

 Normalise

 distract




Fear

Associate care with negative experience, pain

Anticipates harm

Fight or flight- defending themselves

Need to facilitate positive associations 

Non care contact




Understanding Aggression

Theory of mind
Retrogenesis 
can be helpful 

to conceptualize
Fight/flight/ 

freeze exercise
Non-

pharmacological 
strategies first





Improvement
 Constipation: was day 8! 

 Pain: addition of bupronorphine patch  very helpful

 Care much improved

 Still ”hostile” , won’t sit to eat

 Intrusive, especially after about 4 in the afternoon

 Psychotic symptoms: she has no clothes and part of her 
body is rotting.





Current Medication
 Tylenol 1 g po tid

 Bupronorphine patch 5 micrograms every 7 days

 Amlodipine 5mg po daily

 Advair and prn Ventolin

 Trazodone 25mg po HS




What do you think is going on?

 1.  Delirium

 2. Sundowning 

 3. Depression

 4.  Akathisia





Collateral
 DOS charting

 The better we know our patients the better the care

 Who were they in their prime?

 Likes/dislikes

 Introvert/extrovert

 My story




Further 
Collateral
 Retired librarian, introvert

 Diagnosed AD 8 years ago

 Very gentle and kind

 Funny, family “her life”

 Episode of depression with 
diagnosis of AD: had insight

 No visitors for a year 
because of Covid. Family 
lives in US.




Depression

 Very common in the elderly , 
particularly in LTC

 Covid related isolation profound 
impact

 Non- pharmacological options : 
technology (FaceTime, Zoom), 
meaningful activities, transitional 
objects, treats

 Needs pharmacological 
treatment

 SSRI




What investigations need to be done  
before prescribing an SSRI?
 1. ECG

 2. Renal function

 3. Na

 4. Nothing

 5.  ECG and renal function

 6. ECG, Na and Renal Function





Before Prescribing an SSRI
 ECG: QT/QTC

 Na- SIADH common problem

 Renal Function : dose adjustment

 Escitalopram. Citalopram

 Sertraline





Prognosis
 Good for quality of life

 Mrs. M improves 

 Staff identify that her room is very close to the nursing 
station and is too busy for her. They move her to a quieter 
area

 Once volunteers are allowed back into the unit, a 
companion visits her 3x per week reading to her and 
reminiscing quietly in her room

 Virtual resolution of symptoms





What do antipsychotics help for

 Delirium: agitation, aggression and psychosis

 Psychotic symptoms, including pre-existing disorders

 Aggression and psychomotor agitation

 Beware side -effects




So……………

• Familiar mantra
– Start low, go slow

– Consult geriatric dosing guideline

– Adjust dose for renal, hepatic function, other concomitant drug use

– Use for a specific indication/ diagnosis

– Enquire about all medication- otc, friends, families, naturopathic and 
prescribed

– What meds are still at home in the cupboard “just in case”

– Regular medication review




Conclusions

 The person matters

 Be a detective

 Can make a big difference

 Questions / Comments?
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