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CASE PRESENTATION | . ......
OLD AGE PSYCHIATRY = DEMENTIA? | 5150 soeranr



DEMOGRAPHICS

88 year old

Female

Retired typist & librarian
Admitted under section 2 MHA



Appearance &
Behaviour

Speech

Mood

Thoughts

Perceptions

Cognition

Insight

Mental State Examination on Admission

Sat on her bed with shoes next to her, trousers half way down her thighs and no underwear on
Good eye contact throughout
Rapport initially easy to establish but slightly brittle towards the end

Slightly pressured and difficult to interrupt at times
Normal volume and intonation

Unable to comment on subjective mood
Obijectively labile in mood, initially welcoming and warm in manner but slightly brittle fowards the end,
angry then suddenly tearful, then smiling

Flight of ideas with rhyming and word clanging, “Smith, do you have a Brown & Jones”, “heads full of
riddles”, very tangential and difficult to keep to the question asked

Repeatedly asked if | knew different people and became increasingly suspicious when | said no

“I've been duped”, “Food tampered with”

Suspicious of staff, “Are you involved?” — unable to elaborate on what

Not seen to be responding to hallucinations
Unable to understand questions related to this

Orientated to month and being in hospital which she described as “a nut house”.

Lacks insight into recent deterioration in mental state, does not think she needs to take medication
Unable to understand, retain or weigh information regarding being in hospital or taking medication, lacks
capacity to consent to her current care and treatment



DIFFERENTIAL DIAGNOSIS? ‘
-Wha’r else do you want to know?




CIRCUMSTANCES LEADING TO ADMISSION




CIRCUMSTANCES LEADING TO ADMISSION _

Is there anything else you want to know?



DIFFERENTIAL DIAGNOSIS



CIRCUMSTANCES LEADING TO ADMISSION




CIRCUMSTANCES OF ADMISSION




DIFFERENTIAL DIAGNQSIS?




CIRCUMSTANCES LEADING TO ADMISSION




CIRCUMSTANCES LEADING TO ADMISSION




MENTAL HEALTH ACT ASSESSMENT

Would you detain her & why?




ON ADMISSION- WHAT ELSE DO YOU WANT TO KNOW?




ON ADMISSION- ANYTHING ELSE YOU WANT TO KNOW?

Examination Findings Bloods
* A: patent
© B WCC 6.8 Na 138
» Spo2 93% on RA,RR 16 Hb 148 K 3.8
> Equal A/E bilaterally with no added sounds Plt 222 U 13.4*% (2.5-7.8)
» Equal chest expansion CRP 106* (0.1-6)  C 118%* (40-95)
- G eGFR 35
» BP & HR normal Bili 22* (3-20)
» HS 1+2+0 AST 19 HbA1c 49*
» Slight pitting oedema to mid shin AlkP 121 TFTs NAD
» Some venous eczema on both legs AdjCa 2.54 Chol NAD
* D:
> GCS 15/15
» Refused BM, Temp 35.9

ECG: AF, QTc within normal limits

» Abdo SNT
» PR not conducted
» No complaints of urinary symptoms



DIFFERENTIAL DIAGNQSIS

A=

What do we need to rule out?



ENCEPHALITIS

Inflammation of brain parenchyma

Meningioencephalitis = inflammation of brain + meninges

Epidemiology
Estimated incidence of acute encephalitis in England 5.23 cases/100,000/year (up to 8.66)

Most frequent & severe in children & elderly

Post-infectious encephalitis = most common demyelinating condition and is most often seen in children

Causes

Viral (approx. 40%):

Acute viral encephalitis = direct infection
Post-infectious encephalitis (acute disseminated
encephalomyelitis) = autoimmune process following viral
infection elsewhere in the body
HSE = commonest worldwide
» >3/12 & adults: HSV-1 (frontal & temporal lobes)
» Neonates: HSV-2 at delivery (generalised)
Other: CMV (2HIV), adenovirus, influenza, polio, rubellq,
rabies, arbovirus, reovirus, parvovirus B19

Bacterial: TB, Mycoplasma, Listeria, Lyme disease,
neurosyphilis, leptospira, legionella etc.

Fungal: cryptoscoccosis, candidiasis, histoplasmosis etc.
Parasitic: African trypanosomiasis, toxoplasmosis (2HIV),
echinococcus, schistosomiasis etc

Tick-borne

Toxins

Avutoimmune disorders (limbic encephalitis) (?20%):
Anti-NMDA, Anti-VGKC, LGI1, CASPR2, AMPA, GABA(b),
Glycine, mGIluR5, DPPX — paraneoplastic but treatablel!



Investigations

Bloods
ENCEPHALITIS | Routne cs
* Cultures * Cells
* 2 auto-antibodies (analysed in specific labs) * Protein
» Glutamic Acid Decarboxylase * Glucose
Presentation Antibodies * Lactate
e Classical - triad: » Anti-VGKC * Virology PCR
> Fever » NMDA receptor antibodies » HSV
» Headache » AMPA1 Receptor Antibodies » VIV
> Altered mental status — » AMPA2 Receptor Antibodies » Enterovirus
reduced consciousness, » GAB Antibody Receptor Antibodies » +/- others
seizures
* Psychiatric symptoms may be first Imaging EEG
and only symptoms - CT * HSE: Diffuse slowing &
» Rule out other pathology periodic discharges
» Identify raised ICP pre-LP * More useful than CT in
* MRI first week

> Sensitive detection of
demyelination & early
oedematous changes




ENCEPHALITIS

Management

Urgent hospital admission
IV antibiotics if 2meningitis
IV acyclovir
Supportive:

» Anticonvulsants

» Sedatives - agitation

> 2CU

Autoimmune: immunosuppressant's

Prognosis

High mortality rates
Untreated HSE:

» Fatal <7-14 days, 70% mortality rate

» >50% survivors have severe neurological deficits
Treated HSE mortality rate 19%



ANY QUESTIONS




