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Background and Significance

Depressive, psychotic and behavioral syndromes can herald
the onset of Major Neurocognitive Disorder (MND).
Psychiatrists are increasingly called upon to evaluate patients
with complex neuropsychiatric presentations via telemedicine
and many smaller community hospitals lack immediate access
to specialty neurological services.

We present a patient with poorly differentiated mood, psychotic
and behavioral symptoms where the consulted psychiatrists
leveraged pragmatic use of technology, local community civil
commitment processes, and bedside neurocognitive
examination skills to secure a unifying diagnosis of probable
Binswanger’s disease.

Case Presentation

HPI: 60-year-old Caucasian male presenting to a community
hospital with psychotic symptoms initially thought to be due to
hypertensive encephalopathy. Psychiatry was consulted for
telehealth evaluation. Three months prior to presentation, he
had experienced:

Progressively bizarre paranoid and erotomanic beliefs.
Disinhibited interactions leading to financial exploitation.
Frequent falls and two motor vehicle accidents.

Visual hallucinations of bed-bug infestation and fumigant
use.

Past Psychiatric History: Minor prior depressive symptoms.
Medical History: Poorly controlled hypertension.

Social History: Previously high occupational functioning with
step-wise decline. Single and unemployed. Prior cocaine use.

Initial Mental Status Examination: visual hallucinations,
paranoia, perseveration, depressed mood, impaired attention.

Interventions:
Brief civil commitment to inpatient psychiatric hospital.
Detailed neurocognitive bedside evaluation.

Referred to geriatric psychiatry, connected with Adult
Protective Services, and started on low-dose memantine
to delay progression of his MND.

Bedside Neurocognitive Testing

5-minute Neurological Examination LURIA'S TEST
Cognitive: Bradyphrenia

Cranial Nerves: |I-Xll intact

Motor: unilateral fine motor bradykinesia
Sensory: normal

Coordination; Luria’s test: failed on R

Reflexes: normal BRI ?/'%3@
Gait: impaired @V N |

(Bird's Eye View) N

Too0t— Dateofbirth: 1720 1100

TREAL COGNITIVE ASSESSMENT (MOCA)
,\\/’lecr,-'s‘ion 7.1 Original Version

Education : (_,,":2‘
Sex: pAl DATE: g/2%/2|
(6] Draw CLOCK (Ten past eleven)
y cul (3 points)

ISUOSPATIAL / EXECUTIVE
A5 g [

\S X ¢ ‘
wjin of words, subject must VELVET CHURC‘B/ DAISY RED
repeat them. Do 2 trials, evenif Ist trial is successful. V, ' 74 No

V oints
Doa recll ater 5 inutes. e v = 4 7‘ P
mad list of digits (1 digit/ sec).  Subject has to repeat them in the forward order [ \(2 1854
Subject has to repeat them in the backward order [ 7 4.2 . .
Read list of letters. The subject must tap with his hand at each letter A. No pointsif 22 errors Flgures 1'2- Montl'ea| COgnltlve
F [ 1] FBACMNAAJKLBAFAKDEAAAJAMOFAAB Assessment
sul ion ing af [ ] [ ] [ ] . . . . g . .
e AL O AL TR e SR N The patient exhibited significant deficits
in executive function, complex attention,
Fluency / Name maximum number of words in one minute that begin with the letter F [ ]_._O(Nznwords) 1/_1 Ianguage’ WOFkIng memory A SCOf'e Of
ABSTRA SlmlIarnybelweim.g.banana-orange:frult [ ] train-bicycle [ ] watch-rule) D . i .
Wostorecallwords | FACE | VELVET | CHURCH | DAlsY | RED | “Poinc 25 13/ 30 plus a hIStOf'.y Of StepW|S.e C!e.C“n.e
in instrumental activities of daily living in
Wilipe ke o ’ v ceosrs the context of a histqry of vgscular risk
[ Joste [ Imonth Mver [ 1oay  [WfPace  [Hcity 6 factors suggests a diagnosis of vascular

 © Z.Nasreddine MD. mocatest.org Normal 226 /30 | TOTAL \% /3 dementia.
Kl mBfgle) |m3

Repeat : | only know that John is the one to help today. [ ] 02
The cat always hid under the couch when dogs were in the room. [ ]

witHNocue | [ ] [ e [] [ ‘,‘e’ifl‘.’.iﬁy

q, Optional e CA

bedside neurological assessment to disentangle a case of probable Binswanger’s disease

Neuroimaging Correlations

Figures 6-9. Magnetic Resonance Imaging of the Brain

Seton

Discussion

Our bedside examination combined with neuroimaging clarified
the diagnosis of subcortical vascular dementia, likely
Binswanger’s disease: a mixed neuropsychiatric syndrome with
step-wise progression of cognitive and behavioral change,
prominent frontal dysexecutive syndrome, past cerebrovascular
insults, and focal neurologic deficits (1). Depression is the most
common psychiatric presentation, however other common findings
include personality change, confusion, and late onset paranoid
psychosis, all of which were seen in our patient (2). Though the
absence of immediate access to subspecialty evaluation in the
community setting could have been restrictive, we were able to
leverage our systems resources to accurately diagnose and refer
our patient to an evidence-based treatment (3). While the
mainstay of treatment for vascular dementia includes identification
and careful control of vascular risk factors, treatment with
memantine can safely be used to improve cognition in patients
with mild to moderate vascular MND (4).

Conclusions

Psychiatrists should keep vascular MND on the differential
when considering an atypical course of psychiatric symptoms
later in life, especially in the context of cardiovascular disease.

Physicians working at the interface of medicine and psychiatry
are encouraged to maintain proficiency of bedside
neurocognitive evaluation skills.

Psychiatrists must consider a systems-based perspective for
patients with assessment needs beyond the reach of their

"Neuroimaging was notable for severe leukoencephalopathy representing microvascular disease. Specific
findings included chronic lacunar infarctions in the pons, left thalamus, frontal periventricular white matter,
right periatrial white matter, and left corpus callosum.

environment of care.

Figure 3-5. Bedside Tests for Frontal Lobe Dysfunction
The patient failed tests of pattern sequencing, alternating ramparts, and alternate m-n-m-n. These findings in
addition to failing a R handed Luria test suggest frontal disinhibition from neurologic lesions.

Applying the Four Factor Model

Team Member

* Collaborate with RN over tele-
medicine

» Coordinate with inpatient team

Information Integrator

« Gather thorough data and
consolidate findings
* Innovate despite system limitations

Patient Advocate

« Ensure adequate diagnostic
assessment

» Consider patient safety

Resource Manager

* Understand subspecialist availability

» Refer appropriately while
considering costs
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