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Demencija je sindrom koji obuhvaca tri klinicka elementa: smanjenu kogniciju, nedostatke u sposobnostima
prilagodbe (tj. svakodnevnim Zivotnim aktivnostima [ADL; prema eng. activities of daily living] i/ili instrumentalnim
zZivotnim aktivnostima [IADL; prema engl. instrumental activities of daily living]) te poremecaje u ponasanju. Prema
novijim istrazivanjima, unato¢ smanjenoj kogniciji, poremecaji u ponasanju predstavljaju glavni izvor stresa i/ili
tereta za njegovatelja pacijenta. Istaknuti odnos izmedu poremecaja u ponasanju i stresa/tereta njegovatelja vrlo
je ¢esto glavni okidac za hospitalizaciju pacijenta. Svrha je ovog rada ponuditi kratak osvrt na fenomenologiju i
odredene odabrane klinicke aspekte ponasajnih simptoma demencije.

/Dementia is a syndrome that entails 3 clinical elements: decline in cognition, deficits in adaptive capacities (i.e., activities
of daily living [ADL] and/or instrumental activities of daily living [IADL]) and behavioural disturbances. Intriguingly, despite
the cognitive decline recent research indicates that the behavioural disturbances are the major source of stress and/or
burden for the caregiver of the patient. Furthermore, the prominent relationship between behavioural disturbance and
stress/burden of the caregiver is quite often the major trigger for institutionalization of the patient. The purpose of this
presentation is to briefly review the phenomenology and some selected clinical aspects of the behavioural symptoms of

dementia.
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Demencija je sindrom koji uklju¢uje globalni
deficit kognicije koji, izmedu ostalog, ukljucu-
je funkciju sje¢anja. Do smanjenja kognicije ne
dolazi zbog delirija. Tri elementa obiljezavaju
klinicku sliku demencije: smanjenje kognici-
je, nedostatci u sposobnostima prilagodbe (tj.
svakodnevnim Zivotnim aktivnostima [ADL]
i/ili instrumentalnim Zivotnim aktivnostima
[IADL]) te poremecaji u ponasanju. Pojam ,de-
mencija“ obuhvaca Alzheimerovu bolest (AB;
~ 60 % slucajeva demencije), cerebrovaskular-
nu demenciju (CVD: ~ 5 % slucajeva), mijeSanu
demenciju (MD; AB i CVD; ~ 10% slucajeva),
demenciju Lewyjevih tjeledaca (DLT; ~ 15 %
slu¢ajeva), frontotemporalnu demenciju (FTD;
~ 5 % slu¢ajeva) i drugo (~ 5 % slucajeva) (1-2).
Zanimljivo je da unato¢ smanjenoj kogniciji i uz
to povezanim problemima (npr. poteskoce u sje-
¢anju, poteskode s integrativnim razmisljanjem i
rjeSavanjem problema, itd.) te smanjenju ADL/
IADL novija istrazivanja pokazuju da su pore-
medaji u ponadanju glavni izvor stresa i/ili op-
terecenja za njegovatelje pacijenata (3-5). U slu-
¢aju AB-a, istaknuti odnos izmedu poremecaja u
ponasanju i stresa/tereta za njegovatelja (6-11)
Cesto je glavni okida¢ za hospitalizaciju pacije-
nata (4,7,12,13). Svrha je ovog rada ukratko se
osvrnuti na fenomenologiju i odredene odabra-
ne klinicke aspekte ponasajnih simptoma de-
mencije. S obzirom da AB i CVD imaju relativno
sli¢an ponasajni profil (14,15) koji se djelomi¢no
razlikuje od FTD-a i DLT-a te s obzirom da su AB
i CVD odgovorni za 80 % slu¢ajeva demencije,
ovaj ¢e osvrt prikazati poremecaje u ponasanju
tijekom trajanja AB-a. Na kraju ¢e se rada ukrat-

ko izloziti glavne razlike izmedu FTD-a i DLT-a.

KLINICKI TIJEK ALZHEIMEROVE
BOLESTI

Utjecaj ponasajnih simptoma na njegovatelja
pacijenta s AB-om najbolje se moze shvatiti

proucavanjem razvoja simptoma tijekom napre-

AlM

Dementia is a syndrome that entails a global
deficit in cognition including, but not lim-
ited to, memory function. This decline in
cognition is not due to delirium. The clinical
picture of dementia is characterized by 3 ele-
ments: decline in cognition, deficits in adap-
tive capacities (i.e., activities of daily living
[ADL] and/or instrumental activities of daily
living [IADL]) and behavioural disturbances.
The term “dementia” is an “umbrella” whose
province includes Alzheimer’s Disease (AD: ~
60% of dementias), cerebrovascular dementia
(CVD; ~ 5% of cases), mixed dementia (MXD;
AD & CVD; ~ 10% cases); Lewy Body demen-
tia (DLB; ~ 15% of dementia); frontotempo-
ral lobe dementia (FTD; ~ 5% of cases); other
(~ 5% of cases) (1-2). Intriguingly, despite
the cognitive decline and ensuing problems
because of this (e.g., memory problems, prob-
lems in higher integrative thinking & prob-
lem solving, etc.) and, as well, decrements
in ADL/IADL, recent research indicates that
the behavioural disturbances are the major
source of stress and/or burden for the care-
giver of the patient (3-5). More specifically,
for AD, the prominent relationship between
behavioural disturbance and stress/burden of
the caregiver (6-11) is quite often the major
trigger for institutionalization of the patient
(4,7,12,13). The purpose of this presentation
is to briefly review the phenomenology and
some selected clinical aspects of the behav-
ioural symptoms of dementia. Since AD and
CVD have a relatively similar behavioural
profile (14,15) that differs slightly from that
of both FTD and DLB and, since AD and CVD
account for about 80% of cases of dementia,
this review will be accomplished via a pres-
entation of behavioural disturbances through
the course of AD. A short section at the end
of this discussion will present the salient
characteristic differences of both FTD and
DLB.
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dovanja bolesti. Ljestvica globalnog pogor$anja
(GDS; prema engl. Global Deterioration Scale)
(16-21) globalno je mjerilo koje se koristi za pro-
¢jenu smanjenja kognicije u normalnom stare-
njuiAB-u (tablica 1). Temelji se na opéem dojmu
stanja pacijenta, a obuhvaca podrudja kognicije
te funkcionalnih IADL/ADL) i ponasajnih pro-
mjena. Ono §to je najvaznije jest da GDS pruza
mogucénost za detaljno pojasnjenje simptoma
koji obiljezavaju cijeli opseg ostecenja pamcenja
- od normalnog starenja (GDS stadij 1) do najte-
zeg stadija AB-a (GDS stadij 7) (16-22).

Klju¢ni je element GDS-a ¢injenica da je ta
ljestvica redna (tj. stadiji su ,rangirani na na-
¢in da stadij s veéim brojem predstavlja vece
ostecenje u odnosu na stadij koji mu pretho-
di) i hijerarhijska (tj. stadiji manjeg o$tecenja
integriraju i upravljaju adaptivnim funkcijama
organizma). Kako pacijenti napreduju kroz sta-
dije GDS-a vezane za klini¢ku dijagnozu AB-a,
pokazuju znakove sve uocljivijeg i ozbiljnijeg
ostecenja. Kako se pacijent krece od ,stadija
manjeg odtecenja“ do ,stadija veéeg ostecenja“,
dolazi do pogorsanja u tezini klini¢kih simp-
toma — ukljucujudi potencijalno pojavljivanje

ponasajnih i psiholoskih poremecaja.

Cesto koristene ljestvice za procjenu ponasajnih
problema u AB-u uklju¢uju Neuropsihijatrijski
inventar (23,24), Ljestvicu za procjenu ponasa-
nja kod demencije konzorcija za uspostavu regi-
stra Alzheimerove bolesti (25), Ljestvicu pore-

mecaja u ponasanju kod demencije (26) te druga

CLINICAL PROGRESSION
(“COURSE”") OF ALZHEIMER’S
DISEASE

The impact of the behavioural symptoms upon
the caregiver of the AD patient can be best ap-
preciated by viewing the evolution of the symp-
toms as the disease progresses through time.
The Global Deterioration Scale (GDS) (16-21) is
a global measure designed for the assessment
of cognitive decline in normal aging and AD
(Table 1). It is based on a composite impres-
sion of the patient’s status encompassing the
areas of cognition, functional (IADL/ADL) and
behavioural changes. Most significantly, the
GDS allows for a detailed elucidation of symp-
toms characterizing the full range of memory
impairment-from normal aging (GDS Stage 1)
to the most severe stage of AD (GDS Stage 7)
(16- 22).

A crucial element of the GDS is that it is both
an ordinal (i.e. the stages are “ranked” in such
a way that a higher numbered stage implies
greater impairment than the stage immedi-
ately preceding it) and hierarchical (i.e. the
less impaired stages integrate and govern the
adaptive functions of the organism) scale.
Thus, as patients advance through the GDS
stages associated with the clinical diagnosis
of AD they exhibit more and more observable
and devastating impairment. Therefore, as
the AD patient moves from a “less impaired

stage” to a “more impaired stage” there is

TABLICA 1. Ljestvica globalnog pogorsanja (GDS) - AB-u pogorsanje prati predvidljivi klinicki tijek*
TABLE 1. The Global Deterioration Scale (GDS) - Deterioration in AD Follows A Predictable Clinical Course*

GDS Stadij 1 = Normalo starenje / GDS Stage 1 = Normal Aging

GDS Stadij 2 = Subjektivno kognitivno ostecenje / GDS Stage 2 = Subjective Cognitive Impairment

GDS Stadij 3 = Pocetna faza AB-a (blago kognitivno ostecenje) / GDS Stage 3 = Incipient AD (Mild Cognitive Impairment)

GDS Stadij 4 = Blagi AB / GDS Stage 4 = Mild AD

GDS Stadij 5 = Umjeren AB / GDS Stage 5 = Moderate AD

GDS Stadij 6 = Umjereno tezak AB / GDS Stage 6 = Moderately Severe AD

GDS Stadij 7 = Tezak AB / GDS Stage 7 = Severe AD

*Bibliografija / *References
Reisberg B. et al. Amer J Psychiat 1982;139:1136-9.

Reisberg B. et al. The Global Deterioration Scale (GDS). Psychopharmacol Bull 1988;24:661-3.
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pomagala namijenjena odredenim tipovima po-
nasanja kao $to su Cohen-Mansfieldov inventar
agitacije (27) te Inventar apatije (28). No, nave-
dene ljestvice nisu posebno osmisljene samo za
AB ili su osmisljene za procjenu isklju¢ivo malog
dijela spektra poremecaja u ponasanju kod AB-
a. S druge strane, Ljestvica ponaajne patologije
Alzheimerove bolesti (BEHAVE-AD; prema engl.
Behaviour Pathology in Alzheimer’s Disease Rating
Scale) (29-31) posebno je osmisljena za procjenu
ponasajnih poremecaja kod pacijenata s AB-om.
Ono $to je takoder vazno jest da se njome moze
procijeniti ponasajne poremecaje kod pacijenata
s AB-om tijekom cijelog tijeka bolesti — od 4. sta-
dija GDS-a (na kojem je mogucée postaviti klini¢-
ku dijagnozu AB-a) do kona¢nog stadija bolesti u
kasnijem dijelu 7. stadija GDS-a (29-32). Ljestvi-
ca sadrzi 25 Cestica podijeljenih u 7 kategorija
(tablica 2). Njegovatelj procjenjuje svaku od ce-
stica prema tezini simptoma koristedi ljestvicu
s Cetiri moguéa odgovora, od ,,0“ (nije prisutno)
do ,,3“ (jako izrazeno).

Veé je utvrdeno da pacijenti ne postizu jedna-
ke rezultate na svih 25 Cestica ljestvice BEHA-
VE-AD (31,33,34). To je posljedica vremenskih
aspekata bolesti, kao i jedinstvene dinami¢ne
prirode neuroanatomskog/neurokemijskog
pogorsanja u AB-u. No, ulestalost pojave (33)
nekih od najéesc¢ih kategorija simptoma kao

funkcije stadija GDS-a ukljucuje:

TABLICA 2. Ljestvica ponasajne patologije Alzheimerove
bolesti (BEHAVE-AD)*

TABLE 2. Behavioural Pathology in Alzheimer’s Disease
Rating Scale (BEHAVE-AD)*

Kategorije ljestvice BEHAVE-AD / BEHAVE - AD Rating Categories
Paranoidne i sumanute misli / Paranoid & Delusional Ideation
Halucinacije / Hallucinations

Poremecaji aktivnosti / Activity Disturbances

Agresija / Aggression

Poremecaji dnevnog ritma / Diurnal Rhythm Disturbance
Afektivni poremecaji / Affective Disturbance

Anksioznosti i fobije / Anxieties & Phobias

*Bibliografija / *Reference
Reisberg B et al. J Clin Psychiatry 1987; 48(Suppl): 9-15.

an increase in severity of clinical symptoms
- including the potential manifestation of
aberrant behavioural and psychological dis-

turbances.

Frequently used rating scales for the assess-
ment of behavioural problems in AD include
the Neuropsychiatric Inventory (23,24),
the Behaviour Rating Scale for Dementia of
the Consortium to Establish a Registry for
Alzheimer’s Disease (25), the Dementia Be-
haviour Disturbance Scale (26) and other in-
struments targeting specific behaviours such
as the Cohen-Mansfield Agitation Inventory
(27) and the Apathy Inventory (28). Howev-
er, these scales were either not specifically
designed solely for AD or were designed to
evaluate only a small, specialized, portion
of the spectrum of the behavioural distur-
bances in AD. Conversely, the Behaviour Pa-
thology in Alzheimer’s Disease Rating Scale
(BEHAVE-AD) (29-31) was specifically de-
signed to assess behavioural disturbance in
AD patients. Additionally, and importantly,
it too allows for the evaluation of behavioural
disturbance in AD patients through the en-
tire course of the illness — from GDS Stage
4 (where a clinical diagnosis of AD can be
made) to the final stage of the illness in the
latter half of GDS Stage 7 (29-32). The scale
contains 25 items divided into 7 categories
(Table 2). Each item is rated for severity of
symptom by the caregiver along a 4-point
scale ranging from “0” (not present) to “3”

(severely manifest).

It has previously been cited that not all pa-
tients always score on all of the 25 items of
the BEHAVE-AD (31,33,34). This is due to
both the temporal aspects of the illness as
well as the unique dynamic nature of the
neuroanatomic/neurochemical deterioration
of AD. However, the frequency of occurrence
(33) of some of the commonly occurring
symptom categories as a function of GDS

Stage include:
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1. Paranoidne i sumanute misli = vrhu-
nac % na 5. stadiju GDS-a (npr. ,Jjudi kradu

stvari, ,ovo nije moj dom®)

2. Poremecaj aktivnosti = vrhunac % na 6.
stadiju GDS-a (npr. lutanje, vrpoljenje)

3. Agresivnost = vrhunac % na 6. stadiju
GDS-a (npr. verbalni ispadi, fizicki napad)

4. Poremecaj sna = vrhunac % na 5. stadiju
GDS-a (npr. poremecaj dnevnog ritma)

5. Anksioznosti = vrhunac % na 5. stadiju
GDS-a (npr. ponavljanje pitanja)

Bitno je upozoriti na nekoliko stvari. Kao prvo,
s obzirom da pacijenti ne postizu jednake rezul-
tate na svim Cesticama, valjana strategija analize
utjecaja stresa/tereta ponasajnih simptoma na
njegovatelja ukljucivala bi procjenu podataka na
temelju postignutih rezultata po kategorijama
(tj. prosjecne ,tezine* kategorija)/stadiju GDS-a
umjesto na temelju samo udestalosti pojave/ka-
tegorija/stadija GDS-a. Kao drugo, pokazalo se da
kod tezih kroni¢nih bolesti (npr. raka) rezultati
tezine to¢nije odraZavaju probleme kvalitete Zi-
vota i psihologki nemir od rezultata ucestalosti
(35). Rezultati nadeg istrazivanja (34) pokazuju
niZe prosje¢ne ukupne rezultate ljestvice BEHA-
VE-AD za pacijente na 4.17. stadiju GDS-a te vise
rezultate za pacijente na 5. i 6. stadiju GDS-a (tj.
vecu teZinu na 5. i 6. stadiju GDS-a). To ne zacu-
duje - pacijenti na 4. stadiju GDS-a nemaju ozbilj-
no pogorsanje, dok pacijenti na 7. stadiju GDS-a
(vrlo tegka Alzheimerova bolest) imaju ozbiljno
pogorsanje na svim kognitivnim i funkcionalnim
podrugjima. Pacijenti na 7. stadiju GDS-a ¢esto
primaju njegu u starackim domovima od strué-
nih njegovatelja umjesto od ¢lanova obitelji i/ili
neformalnih njegovatelja koji imaju ve¢u vjero-

jatnost da ih uznemire poremecaji u ponasanju.

DEMENCIJA LEWYJEVIH
TJELESACA (DLT) |
FRONTOTEMPORALNA
DEMENCIJA (FTD)

Pona$ajni poremecaji dio su simptomatske
slike demencije Lewyjevih tjeledaca (DLT) i
frontotemporalne demencije (FTD) (36,37).

1. Paranoid & Delusional Ideation =
peak % at GDS Stage 5 (e.g. “people are
stealing things”; “this is not my home”)

2. Activity Disturbance = peak % at GDS
Stage 6 (e.g. wandering; fidgeting)

3. Aggressiveness = peak % at GDS Stage 6

(e.g. verbal outbursts; physical assaults)

4. Sleep Disturbance = peak % at GDS Stage
5 (e.g. diurnal rhythm disturbance)

5. Anxieties = peak % at GDS Stage 5 (e.g.

repetitive questions)

Several caveats should be noted. Firstly, since
not all patients score on all items, a reasonable
strategy for analysis of the impact of stress/
burden of the behavioural symptoms on the
caregiver would be to evaluate the data in terms
of the category scores (i.e. mean “severity” of
category)/GDS Stage rather than just frequency
of occurrence/category/GDS Stage. Secondly,
it has been demonstrated that in more oppres-
sive chronic illnesses (e.g. cancer) the severity
scores more accurately reflect issues of quality
of life and psychological distress than frequen-
cy scores (35). The results of our research (34)
demonstrate lower mean total BEHAVE-AD
scores for patients at GDS Stages 4 & 7 and
higher scores for patients at GDS stages 5 & 6
(i.e. greater rating of severity at GDS stages 5 &
6). This is not surprising — patients at GDS stage
4 are not severely deteriorated while patients at
GDS stage 7 (very severe AD) are, for the most
part, severely compromised in just about all
cognitive and functional spheres. Furthermore,
patients at GDS stage 7 are frequently cared for
within the context of a nursing home with pro-
fessional care rather than family members and/
or informal caregivers who are more likely to be

disturbed by the aberrant behaviour.

LEWY BODY DEMENTIA (DLB)
AND FRONTOTEMPORAL
DEMENTIA (FTD)

Both Lewy Body Dementia (LBD) and Fronto-
temporal Dementia (FTD) display behavioural

disturbances as part of their symptomatic pic-
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No, njihovi se ponasajni profili medusobno ra-
zlikuju, a drugadiji su i od ponasajnog profila
AB-a. Sto se ti¢e DLT-a, primijeceno je da se
kognitivni poremecaj mijenja, s ranim i done-
kle istaknutim pojavljivanjem vizualnih halu-
cinacija i poremecajem sna (37). Pacijenti ¢esto
imaju prolazne ali sustavne sumanute misli te
imaju poteskoca sa sloZenim kognitivnim za-
datcima (npr. rje§avanje problema, izvriavanje
viSe zadataka odjednom, itd.), dok se teskoce u
pamdéenju javljaju kasnije u tijeku bolesti (37).
Takoder je primije¢eno da demencija poveza-
na s kasnijim stadijima Parkinsonove bolesti
moZe na neki naéin biti povezana s DLT-om, s
obzirom na sli¢nost njihovih profila (38). Pro-
fil FTD-a znacajno se razlikuje od onog AB-a i
DLT-a. Poremecaj pocinje mnogo ranije u Zivotu
te se Cesto dijagnosticira izmedu 45. i 50. godi-
ne zivota (36). lako halucinacije i sumanute mi-
sli nisu ¢este u FTD-u, ponasajni poremecaji su
zamjetni: neprimjereni socijalni postupci, ne-
dostatak socijalnog prosudivanja, kompulzivna
ponasanja koja se ponavljaju, prejedanje (pogo-
tovo slatki$ima), poteskoce u govoru (logika i
sintaksa, ali ne i problemi s odabirom rijeci) te
nedostatak subjektivne svijesti o promjenama
u razmi$ljanju i ponaganju (36,39). Ti se proble-
mi pojavljuju vrlo rano u razvoju poremecaja te
nastupaju prije ocitih poteskoca s pamcéenjem i

razmi§ljanjem u demenciji (36,39).

ZAKLJUCAK

Iz gore navedenog opisa ponasajnih poremeca-
ja u demenciji jasno je zasto oni njegovateljima
pacijenata predstavljaju glavni izvor stresa i/
ili tereta. O¢ito je da, primjerice, u kontekstu
starijeg supruznika koji se kod kuce brine za pa-
cijenta, takvi poremecaji mogu biti glavni poti-
caj za hospitalizaciju pacijenta. Kada je rijec¢ o
takvim problemima kod starijih ljudi, lijecenje
(a narotito psihofarmakologke intervencije) se
mora provoditi s posebnim oprezom zbog veli-
ke vjerojatnosti za nepozeljne psihologke, neu-

rologke i psihijatrijske nuspojave i komplikacije.

ture (36,37). However, their behavioural profiles
differ from each other and, also, from that of
AD. Regarding LBD, it has been observed that
the cognitive disturbance fluctuates with an
early and somewhat prominent appearance of
visual hallucinations and sleep disorder (37).
The patients will often exhibit transitory but
systematized delusions and have difficulty with
complex cognitive tasks (e.g. problem solving,
multi-tasking, etc.) rather than a primary mem-
ory deficit which comes later in the disorder
(37). It has also been noted that the dementia
associated with the latter stages of Parkinson’s
Disease may be related, in some way, to LBD
as the profiles are similar (38). The profile for
FTD is quite different from that of both AD and
LBD. The disorder starts much earlier in life and
is frequently diagnosed at age 45-50 years (36).
Although hallucinations and delusions are un-
common in FTD, the behavioural disturbances
are striking: inappropriate social actions, lack of
social judgement, repetitive compulsive behav-
iours, overeating (especially sweets), problems
with speech (logic and syntax, not word finding
difficulties), and a subjective unawareness of
thinking and behavioural changes (36,39). These
problems occur quite early in the evolution of
the disorder and precede the obvious memory
and cognitive deficits of the dementia (36, 39).

CONCLUSION

From the above descriptions of the behaviour-
al disturbances of dementia it can be clearly
understood why they are the major source of
stress and/or burden for the caregiver of the
patient. Furthermore, it is evident how such
disturbance, in the context of an elderly spouse
(for example) caring for a dementia patient at
home, can serve as a primary stimulus for insti-
tutionalization of the patient. Treatment, espe-
cially psychopharmacological intervention, for
these problems in the elderly must be handled
with great care because of the high potential
for adverse physiological, neurological and psy-

chiatric side effects and complications.
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