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Question 6

Answer (A)

DELERIUM

CLINICAL PRESENTATION — The American Psychiatric Association's Diagnostic and Statistical Manual, 4th edition (DSM-IV) lists four key features that characterize delirium  
· Disturbance of consciousness with reduced ability to focus, sustain, or shift attention.
· A change in cognition or the development of a perceptual disturbance that is not better accounted for by a preexisting, established, or evolving dementia.
· The disturbance develops over a short period of time (usually hours to days) and tends to fluctuate during the course of the day.
· There is evidence from the history, physical examination, or laboratory findings that the disturbance is caused by a medical condition, substance intoxication, or medication side effect.
These criteria form a useful framework for understanding the clinical presentation of the disorder.

One of the earliest manifestations of delirium is a change in the level of awareness and the ability to focus, sustain, or shift attention. This loss of mental clarity is often subtle and may precede more flagrant signs of delirium by one day or more. Thus, family members or caregivers who report that a patient "isn't acting quite right" should be taken seriously, even if delirium is not obvious to the examining clinician.
Temporal course — Delirium develops over hours to days, and typically persists for days to months. The acuteness of the presentation is the most helpful feature in differentiating delirium from dementia. In addition, the features of delirium are unstable, typically becoming most severe in the evening and at night. It is not unusual for a patient with delirium to appear relatively lucid during morning rounds. Clinicians, particularly physicians, are apt to miss the diagnosis if they rely upon only a single point assessment; evidence of the behavior change should be actively solicited from all staff, especially those working evening and night shifts.

Delirium should be distinguished from "sundowning," a frequently seen but poorly understood phenomenon of behavioral deterioration seen in the evening hours, typically in demented, institutionalized patients. Sundowning should be presumed to be delirium when it is a new pattern. On the other hand, patients with established sundowning and no obvious medical illness may be suffering the effects of impaired circadian regulation or nocturnal factors in the institutional environment (eg, shift changes, noise, reduced staffing).
Other features — Delirium may present with a variety of clinical manifestations that are not essential diagnostic features, including psychomotor agitation, sleep-wake reversals, irritability, anxiety, emotional lability, and hypersensitivity to lights and sounds. These features are not seen in all patients with delirium and can be evident in patients with dementia; their presence neither rules in nor rules out the diagnosis. The most common presentation in older patients is a relatively quiet, withdrawn state that frequently is mistaken for depression.

Differential diagnosis — Careful attention to the key features of acute onset, fluctuating course, altered consciousness, and cognitive decline should readily distinguish delirium from depression, psychotic illness, and dementia.
Cognitive testing and Mini-Mental State Examination — The Mini-Mental State Exam (MMSE) is the most widely used cognitive test for dementia in U.S. clinical practice. The examination takes approximately seven minutes to complete. It tests a broad range of cognitive functions, including orientation, recall, attention, calculation, language manipulation, and constructional praxis.
Asking the patient to draw a clock with a specific time is a quick examination that appears to correlate well with the MMSE score, although has not undergone as rigorous an evaluation as the MMSE . It is not a sensitive test for identifying very mild dementia 
The MMSE includes the following tasks 

Orientation:

· What is the date: (year)(season)(date)(day)(month) - 5 points 

· Where are we: (state)(county)(town)(hospital)(floor) - 5 points

Registration:

· Name three objects: one second to say each. Ask the patient all three after you have said them. Give one point for each correct answer. Then repeat them until he/she learns all three. Count trials and record. The first repetition determines the score, but if the patient cannot learn the words after six trials then recall cannot be meaningfully tested. Maximum score - 3 points.

Attention and calculation:

· Serial 7s, beginning with 100 and counting backward. One point for each correct, stop after 5 answers. Alternatively, spell WORLD backwards (one point for each letter that is in correct order). Maximum score - 5 points.

· Ask for the three objects repeated above. One point for each correct. Maximum score - 3 points

· Show and ask patient to name a pencil and wrist watch - 2 points

· Repeat the following, "No ifs ands or buts". Allow only one trial - 1 point

· Follow a three stage command, "Take a paper in your right hand, fold it in half, and put it on the floor". Score one point for each task executed. Maximum score - 3 points

· On a blank piece of paper write "close your eyes" and ask the patient to read and do what it says - 1 point

· Give the patient a blank piece of paper and ask him/her to write a sentence. The sentence must contain a noun and verb and be sensible - 1 point

· Ask the patient to copy a design (eg, intersecting pentagons). All ten angles must be present and two must intersect - 1 point
A total maximal score on the MMSE is 30 points. Generally a score of less than 24 points is suggestive of dementia or delirium. When a cutoff of 24 points is used, the MMSE has a sensitivity of 87 percent and a specificity of 82 percent in white populations. However, the test is not sensitive in cases of mild dementia, and scores are spuriously low in individuals with a low education level, poor motor function, black or latino ethnicity, poor language skills, or impaired vision. In one study, for example, the median MMSE score was 29 for individuals with at least nine years of schooling, 26 for those with five to eight years of schooling, and 22 for those with four years of schooling or less 

DEMENTIA

The DSM-IV criteria for the diagnosis of Alzheimer's dementia include the following 
· The gradual onset and continuing decline of cognitive function from a previously higher level, resulting in impairment in social or occupational function.
· Impairment of recent memory (inability to learn new information) and at least one of the following: disturbance of language; inability to execute skilled motor activities in the absence of weakness; disturbances of visual processing; or disturbances of executive function (including abstract reasoning and concentration).
· The cognitive deficits are not due to other psychiatric, neurologic, or systemic diseases.
· The deficits do not occur exclusively in the setting of delirium.
Behavioral problems are common in patients with Alzheimer's disease; personality changes (ranging from progressive passivity to open hostility) may precede the cognitive impairments. Delusions (particularly paranoid) and hallucinations contribute to the behavioral difficulties. 
