
Behavioral & Psychological Symptoms of Dementia: 
A Practical Approach 
Dr. Mohammed Khusheim, MBBS, MPH, ABIM, FRCPC. 
Internal Medicine & Geriatric Medicine Consultant, Ministry of Health.



Objectives
• BPSD Introduction, Burden, & 

Types.
• BPSD Approach & Bedside 

Manners.
• BPSD Pharmacological & Non 

Pharmacological Treatments.
• 10 Practical Tips.



No Conflicts of Interest To 
Declare 



BPSD Introduction, Burden, 
& Types
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• Behavioral and psychological 
symptoms of dementia. 

• The spectrum of non-cognitive and 
non-neurological symptoms of 
dementias.

• 80% dementia patients experience 
BPSD.

• Extremely heterogenous between 
patients for type, severity, and 
frequency.

• Neuroinflammation, cognitive 
exhaustion and impaired 
communication are reasons as to why.  

BPSD Definition



•Reduce quality of life for patients.
• Increased suffering and pain.
•Caregiver burnouts.
• Increased risk for placement.
• Increased risk of hospitalization.
•Ruins relationships.
•Safety and security concerns.

BPSD Burden 



BPSD Burden 
•Harm to self and others.
•Wandering.
•Leaving the stove on.
•Financial Security.
•Driving.
•Medication 
adherence/overuse.



BPSD Burden 
• Agitation.
• Aggression.
• Paranoia.
• Delusion.
• Hallucination.
• Wandering.
• Anxiety.
• Depression.
• Care refusal.
• Insomnia.
• Preservation.
• Apathy.



BPSD Approach & Bedside 
Manners
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• Stress and burden
• Lack of awareness
• Communication
• Expectations

• Unmet needs
• Medical issue
• Sensory deficit
• Life story
• Hobbies

• Overstimulating
• Understimulating
• Unsafe
• Lack of activity
• Lack of routines 



DICE
•Describe (ABC)
• Investigate (PIECES)
•Create (Provider, Caregiver, & 
Patient)

•Evaluate (Monitor)
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PIECE
S• Physical: delirium, disease, drugs, 

disability 
• Intellectual: amnesia, apathy, aphasia, 

agnosia 
• Emotional: delusion, personality, 

adjustment, mood 
• Capabilities: ADLS and IADLS
• Environmental: Stimulation, noise, 

lighting, relocate
• Social: network, life story, culture 



• Case:
75 year old male wheelchair bound (broken) 
with DM, strokes (vascular dementia), falls, 
and depression
Yells at all male nurses and gets anxious 
Suspects he is being poisoned so does not 
eat 
Aphasic and does not speak 
Tearful all day
Started amitriptyline 2 weeks ago for 
depression 

PIECES Example



PIECES Example
• Case:
• Physical: No delirium, wheelchair bound 

(old)
• Intellectual: expressive aphasia, 

excellent education 
• Emotional: depressive and paranoid 

features 
• Capabilities: can do some ADLs but no 

IADLs
• Environmental: Too noisy and boring 
• Social: Only has one friend and used to 

be a farmer 



PIECES 
Suggestions• Provide new wheelchair
• Educated so can answer questions 

non-verbally despite aphasia
• Do not mention past trauma and only 

have male nurses visit him 
• Offer canned food (no poisoning) 
• Switch TCA to SSRI and consider 

antipsychotic if persistent paranoia 
• Reduce sound in environment and 

provide Quran recordings and activities 
• Ask the one friend to visit or recordings 

and provide safe farming tools 



BPSD Bedside 
MannersVerbal:
• Talk slowly with low frequency voice
• Use one-step instructions
• Avoid arguing (accept different 

perceptions)
• Use of yes/no and choice questions 

versus open ended
• Use the persons name
• Repeat and rephrase sentences 



BPSD Bedside 
MannersNon-Verbal:
• View behavior as attempts to 

communicate unmet needs
• Recognize micro-behavioral changes (eye 

movement, lifting the corner of the mouth, 
tears, etc)

•     Reflect your own nonverbal behavior
• Make eye contact
•Give enough time
•Listen actively 



BPSD Bedside 
Manners• Exaggerate gesture and point 
• 5 second delay between prompt and 
reply 

• If getting nowhere (leave and return)
• Mention what you will do BEFORE 
you do it

• X3 bubble space 
• Avoid potential tools/equipment at 
reach 

• Exit and safety strategy



BPSD Steps
•Step 1: Rule out delirium first 
•Step 2: Treat basic needs 
•Step 3: Identify type of BPSD
•Step 4: Apply DICE & 
PIECES

•Step 5: Send to ER if safety 
concerns 



BPSD Pharmacological & 
Non-Pharmacological 

Treatments 













BPSD Medications
• Even if you will initiate medications, 
must treat all non-pharmacologically 
too 

• Some evidence that SSRI and 
Ach-E-I work but limited

• Some evidence antipsychotics work
• Response varies significantly from 
patient to patient and type of BPSD 

• Unfortunately, many healthcare 
providers are quick to use 
antipsychotics as first line



Antipsychotics
•First identify if BPSD will likely 
respond per evidence depending on 
type 

•3 months (to see if you can taper 
off once responsive) by 25% every 2 
weeks 

•Some many need it for life 
•Choose specific antipsychotic 
depending on side effect profile 



Antipsychotic 
Indication•Distressing psychosis 
•Harm to self or others 
•Resisting or removing life saving 
equipment 

•Severe BPSD non-responsive to all 
other methods impacting quality of 
life 



10 Practical Tips & 
Summary 1. Do not insist on correcting them
2. Treat basic needs first 
3. Rule out delirium
4. BPSD always non-pharmacological 

regardless 
5. Antipsychotics are not magical pills 
6. DICE and PIECES approach 
7. Bedside manners 
8. Manage family expectations 
9. Use their life story and be creative 

10. Goals of care



Resources
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