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Intro Music 00:00

John Bellone 00:17
Welcome, everyone, to Navigating Neuropsychology: A voyage into the depths of
the brain and behavior, brought to you by INS. I'm John Bellone..

Ryan Van Patten 00:25
...and I'm Ryan Van Patten. Today, we have a new type of "Neuropsych Bite" for
you. This is the first installment in our clinical case series. For these episodes, one
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of us presents a case and then we talk through it as we might do in case
conference or another clinical situation. John is going to start us off with a few of his
cases for the next few "Neuropsych Bites".

John Bellone 00:48
But, there are just a few caveats to talk through here. First, we are very sensitive to
confidentiality. So, any case that we discuss on NavNeuro is not only de-identified,
but also "inspired by" a real person rather than "concretely based" on that patient.
In other words, the case that we talk about does not actually directly represent a
real patient. So there's going to be no possible way to trace the conversation back
to any one person.

Ryan Van Patten 01:15
And second, we want to acknowledge upfront that the discussion you'll hear
between John and me is relatively unstructured and doesn't necessarily represent
the best or only way to talk through a case. Undoubtedly, there will be important
questions and issues that we don't get to in the limited time of a Neuropsych Bite.
Ultimately, we're trying to show examples of how to conceptualize and talk through
clinical cases for trainees and early career professionals who might benefit from
such conversations.

John Bellone 01:45
And for any trainees listening, this is not a substitute for clinical supervision. You
should rely on your supervisor's advice and guidance above our own when
performing your clinical work.

Ryan Van Patten 01:56
So, with that, we give you a discussion of John's clinical case #1.

Transition Music 02:00

John Bellone 02:10
Okay, so, I have a right-handed, English-speaking, white woman from the US, who
is in her late 70s, with 12 years of education. She has a few children, and her
husband passed away a few years ago. And she was referred by her neurologist for
memory issues, which is usually as vague as they come [laughs]. She arrived to the
interview with her son. And the patient reported memory difficulties beginning about
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the past six months or so. She sometimes forgets conversations, but she believes
these problems are stable and likely age-related. Her son was more concerned
about her cognitive functioning than she was. Her son reported gradually
progressive memory decline over the past several years, with acceleration over the
past six months or so. She's independent in managing basic activities of daily living
- ADLs. Her instrumental activities of daily living were a bit mixed, which we can talk
about. Medical history is notable for hypertension, hyperlipidemia, peripheral
neuropathy, and coronary artery disease. I have a recent MRI of the brain, which
showed mild periventricular subcortical T2-FLAIR hyperintensities, likely reflective
of chronic microangiopathic changes, again that's mild. Ventricles and extra-axial
spaces were appropriate for age; no evidence of any acute pathological process.
She got a 22 out of 30 on the MOCA recently and she had lost 5 points on recall.
She denied any history of psychiatric diagnosis or treatment. Her mood is
reportedly positive. Her son denied noticing any drastic personality changes or
uncharacteristic behavior. Patient denied any pain. In terms of sleep, she's in bed
for about nine hours but sleep is very interrupted, she said. Her son said that she
snores, but was uncertain about apneic events. She has not had a sleep study
ever. She reported a normal developmental history. She did well in school, denied
any history of learning or attention deficits. Her husband died several years ago.
She has four children. She lives with one of her sons and she recently moved to
this city because her children were a little bit concerned about her living so far away
from them - just to be able to look after her a little bit better. She consumes about
three drinks of alcohol per night. Her son said that she had been drinking more
heavily prior to her move out here, but he was uncertain about the amounts or
frequency of use and the patient was also not the best historian. She was very
vague and wasn't able to tell me the exact amount that she was drinking before she
moved here or how long she had been drinking for - it sounded like decades.
Family history is unremarkable for any neurocognitive decline. She's on nine
medications, mostly antihypertensives, statins, and trazodone for sleep. She's also
on at least six different vitamins and supplements.

Ryan Van Patten 05:08
Did you mention her occupational history?

John Bellone 05:11
She worked as a secretary and a homemaker, but she hasn't held a formal
employment position for a few decades. I think that's a good enough overview for
now [laughs].
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Ryan Van Patten 05:21
Yep, that was really good. Thanks for keeping it brief. I have a few areas to follow
up on. First - just a few things of note that jump out to me - would be the fact that
her son has more concern about her memory than she does, and you also
mentioned that she appeared to be a poor historian. In addition, her MOCA score of
22 out of 30, with minus 5 on delayed recall. These are all high points that jumped
out to me. I'd like to follow up on a few areas. To start, I'd like to follow up on her
IADLs, which I believe you said are mixed. You also mentioned that she recently
moved to the city she's living in because her children have some degree of concern
about her ability to take care of herself. I'm wondering about the different domains
of functional status and IADLs - like finances, medication, management, driving,
cooking, all those sorts of things. Are there safety concerns? What history were you
able to glean in these areas?

John Bellone 06:23
Right, so, she's independent for shopping, preparing meals, handling household
appliances, using basic technology, doing household chores, including laundry. She
manages some of her bills without reported difficulty, but has had difficulty
balancing her checkbook. She's had trouble keeping track of checks that she sent
out. Her son has been monitoring finances for a couple years; he helps her with
certain tasks. Her son also helps her fill pill boxes and order new medications for
her. She is usually able to remember to take her medications daily, but sometimes
forgets to take them. She hasn't driven since moving to this new city a couple of
years ago. She was involved in one at-fault accident prior to the move. Her family
also manages appointments for her. Her son said it would be very difficult for her to
manage her appointments on her own, likely due to the cognitive decline.

Ryan Van Patten 07:25
Okay, so those details are helpful. One point of clarification, you mentioned that her
son was in the interview with you and she lives with one of her sons. Does she live
with the son that was at the interview with you?

John Bellone 07:35
Yeah.

Ryan Van Patten 07:36
Okay. So, based on what you've said, there's at least some degree of concern
about her functional status - we'll come back to that later. For now, can you give me
a little bit more detail about her memory difficulties? You mentioned that she
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reported memory troubles in the last few months, but her son has noticed it for the
last few years. What sorts of things has he noticed?

John Bellone 07:58
Yeah, so some examples that he listed were: forgetting conversations; repeating
the same question within a brief period of time, as brief as one minute; she would
repeat herself sometimes; misplacing items; forgetting recent events and
appointments; being more distractible; easily confused; losing her train of thought in
a conversation; trouble planning and sequencing; slowed processing speed. Her
son said that she has some good days and some bad days, but he denied any
marked within-day fluctuations. Her son said that other family members had also
noticed memory decline. I should also say that the memory issues predate the
move by a couple of years as well, per the son's report.

Ryan Van Patten 08:45
My understanding from what you said is that she moved because of cognitive
difficulties she was having. That her children noticed and they wanted her to be
closer to them, for safety concerns, is that right?

John Bellone 08:55
My sense was that - over the phone and when family went to visit, because she
wasn't in the immediate area - family would notice some slipping of memory and
other examples of forgetfulness. And they were just concerned about her living on
her own far away from them. It was as a precaution, nothing necessarily had gone
wrong. There were no major errors in her ability to care for herself that they had
noticed. It was as a precaution that they brought her to live with them. And, she was
open to that.

Ryan Van Patten 09:27
Understood. Relatedly, her children are helping quite a bit with different IADLs, as
you described. In some cases, this happens preemptively. The family may have
some concern, and the person never really makes gross errors, but the family
jumps in to help so that nothing goes wrong. Other times, the person has gotten
into - you mentioned one car accident, but sometimes there are cooking accidents
and significant financial difficulties that lead a family to take over. Are there any
other examples of mistakes or gross negligence on her end that led her children to
take over finances, medications, etc.?
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John Bellone 10:08
No. No, I think they were just concerned like you had alluded to, as a precaution.

Ryan Van Patten 10:12
Gotcha.

John Bellone 10:12
There were some relatively benign mistakes - like not remembering if she sent out
a check to a family member. But, in terms of managing her utility bills and things
like that she was still organized, and it was routine enough before she moved at
least that she was managing it. And now she's managing less because she's living
with her children. So, there haven't been any errors.

Ryan Van Patten 10:34
Make sense. I'd like to move on and ask one follow up question about sleep. You
mentioned that she's in bed for about nine hours per night, but sleep is very
interrupted. Were there any more details about how many times per night she's
waking up? How easily she can fall back asleep or not? If she's fatigued during the
day?

John Bellone 10:54
So, she wakes up four to five times a night, she said. She sometimes has difficulty
getting back to sleep. She generally feels rested and rejuvenated when she wakes
up. She doesn't take naps during the day.

Ryan Van Patten 11:06
Okay. And then, in terms of alcohol, I just want to highlight - you said three drinks
per night. She used to drink more than that, but she's a poor historian and you don't
really know how much used to drink or for how long she's been drinking. That's
something that jumped out to me.

John Bellone 11:20
I tried to dive further into that and they just didn't have... - you know, the patient
wasn't really recalling and the son didn't really know.

Ryan Van Patten 11:29
Yeah, sometimes that happens. Her husband passed away and she may have
memory problems, so that may be the best information you can get. All right, I think
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we're at a good place now, John, if you don't mind to share with us behavioral
observations and then summarize testing data.

John Bellone 11:45
Yeah, so, she seems honest and rapport was easily established. You know, I had
mentioned accuracy as an historian was questionable. She often deferred to her
son to provide biographical information - she often didn't remember key events. She
was repetitive in the later part of the evaluation, asking a few times the same
question. Gait and motor functioning were unremarkable - no tremor, nothing like
that. In terms of her insight, she acknowledged that she has some memory deficits,
but she's not overly concerned about it. She thinks it's on par with her same-aged
peers. And, on the testing, she approached tests in a straightforward fashion. She
quickly grasped task demands and effort was unremarkable.

Ryan Van Patten 12:31
Alright. Now, go ahead and jump into the results for me.

John Bellone 12:34
Sure, I'll try to be really concise here. I know this audio format isn't the best way to
talk through the results, so I'll keep it very high level. Estimate of premorbid
functioning was average. She was oriented. Attention was average. Processing
speed was average. In terms of language abilities, confrontation naming was
average. She was low average on category fluency measures. Visual spatial skills
were within normal limits, average. In terms of executive functioning, she was
mostly average to above average. This was actually a strength of hers, especially
phonemic fluency. She was exceptionally high on the COWAT. She did have a high
number of repetitions on both phonemic and semantic fluency.

Ryan Van Patten 13:25
How many?

John Bellone 13:25
She had 10 repetitions on the three trials of phonemic fluency. And she had 13
repetitions on three trials of category fluency - animals, fruits, and vegetables,
which the MOCA norms allow for all three. Her motor dexterity - I gave her the
group pegboard - she was below average bilaterally. Let's talk about learning and
memory, which was arguably the most important part of the testing. I gave her the
CVLT short form. She was low average on the learning trials. So, there are nine
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words, her learning trials were 4, 6, 5, 5. After 30 seconds, she only recalled two
out of the nine words, which is exceptionally low. And then after 10 minutes, she did
not remember any of the words. She said yes to all nine words that were on the list,
but said yes to eight words that were not in the list. So she's having a hard time
discriminating words in a recognition format. She also struggled on Logical Memory
from the WMS. This is a story learning and memory test. Both immediate and
delayed recall, as well as recognition, were below average. In terms of her delayed
recall, she needed cues for both stories and only remembered two details from one
of the stories. Figure recall was zero. She did not remember the RBANS figure that
I had shown her about 15 minutes prior, which again, is exceptionally low. And then
I gave her the geriatric depression scale, and she denied any symptoms, which was
normal.

Ryan Van Patten 15:07
Alright. Thanks for that summary. I will highlight a few things that jumped out to me,
and then we can move on. This is a relatively straightforward profile that I think we
can safely label as amnestic. Given her poor performance across three different
memory measures - two verbal and one visual - there appears to be rapid
forgetting. After a few minutes or more, she recalled essentially no details or items
that she had originally learned. That's the major finding that jumps out to me. In
addition, you mentioned the repetitions with both verbal fluency measures. And so,
here, I'm thinking about poor self-regulation and self-monitoring. Also, certainly,
rapid forgetting and poor memory can play into scores like that. As you mentioned,
her profile aside from memory and those repetitions is generally intact, except for
motor functioning. But, just to take away any suspense there, you did note that she
has peripheral neuropathy. So I'm guessing that explains her performance on
groove pegboard. So, John, now give us your summary impressions - your general
conclusions about this case, given the background and test results that we've gone
through.

John Bellone 16:18
The way I conceptualize these evaluations is: After I have all the background
information, I have records, I have the data, my first thought is, "Okay, what
diagnosis would be most fitting in this case?" That's where I start. And then after
we'll talk about the etiology and the recommendations. But, in this case, there's
clear evidence of a decline in cognitive functioning. I have reports from both the
patient and her collateral source that they have been noticing a decline. And on
testing relative to others her age, especially in terms of her learning and memory
abilities, there are impairments. So that leaves either mild cognitive impairment or
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dementia diagnosis. And just FYI, in the DSM-5, those are referred to as mild
neurocognitive disorder for MCI and major neurocognitive disorder for dementia -
they're essentially synonymous. In order to meet a diagnosis of dementia, we have
to have both evidence of decline in cognitive abilities and evidence of a functional
decline - so a decline in someone's ability to manage their everyday activities, their
ADLs. In this case, I didn't feel like there was sufficient evidence of a functional
decline. She was still managing many of her ADLs. I ended up landing on mild
cognitive impairment as the diagnosis.

Ryan Van Patten 17:44
All right. Now I can tell you why you're wrong.

John Bellone 17:46
[laughs]

Ryan Van Patten 17:48
As I like to do.

John Bellone 17:49
There is no right or wrong, right?

Ryan Van Patten 17:51
[laughs] That's what people who are wrong say. No, I kid. I think it's very justified to
consider mild neurocognitive disorder in this case. To set the stage, I'd just like to
read brief excerpts from the DSM-5 so we're all on the same page. In the DSM-5
language for major neurocognitive disorder, the functional criterion states that
"...cognitive deficits interfere with independence in everyday activities, at minimum
requiring assistance with complex IADLs". So, I'm thinking about that as it applies
to John's case. Then the language from mild neurocognitive disorder states,
"...cognitive deficits do not interfere with capacity for independence in everyday
activities. Complex IADLs are preserved but greater effort, compensatory
strategies, or accommodation may be required." So, the language, of course, is
somewhat vague, which is good in that it allows us to use clinical judgment in
borderline cases, such as John's here. I think this is a gray area or a "cuspy" case.
An argument could be made for either major or mild neurocognitive disorder and it
really rests on those instrumental activities of daily living. So, an argument for major
neurocognitive disorder could be that she has had some difficulties with finances.
Her kids are helping her with finances and medication management. She moved in
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order to be close to them so that she could receive help with some of these
activities. She had one at-fault accident prior to the move. However, John, I had
asked you earlier if there was any evidence that she had been making notable
mistakes or errors in these areas. And you said no, there were a few examples of
minor errors such as forgetting to send out a check on time and the one car
accident. But, of course, we wouldn't hang our hat on one car accident necessarily.
And, sometimes, family and friends might sort of jump in to provide help before the
person has really shown that they fully cannot complete some of these activities,
and I don't necessarily fault them for that. Regardless, I think we could go either
way and there's an argument for mild neurocognitive disorder. Dementia or major
neurocognitive disorder comes with a lot of baggage - especially the word
dementia, it's very loaded. So, if you've only seen somebody one time, as you had
only seen her once, and you're not quite sure, I can see the argument for calling it
mild neurocognitive disorder. Stressing that this is maybe at the more severe end of
mild neurocognitive disorder, and how important it is for them to follow up with you
again, relatively soon - six, nine months, a year or so. So that you can track her
course over time. Because it could be, as we'll discuss, it could be that she actually
improves in her cognition over time to some degree. In which case, having called
this dementia or major neurocognitive disorder would be a bit more confusing if she
ends up recovering.

John Bellone 17:53
[laughs] Yeah, let me let me read you the notes that I included under the mild
cognitive impairment diagnosis. I said that, "Although she has shown decline in
some instrumental ADLs, for example, she has lost track of checks and her son
helps fill her pillboxes, I am conservatively assigning an MCI diagnosis because
she appears to still be able to manage most ADLs and because her medication and
vitamin regimen is complex." I like to err on the side of being conservative in these
types of cases, like you said, because I feel like there's a lot of baggage with the
dementia diagnosis. If I'm on the fence or if there's a, as you put it, "cuspy" case,
which your training with Dr. Paul Malloy is showing there -

Ryan Van Patten 21:55
[laughs]

John Bellone 21:55
That was the first time I had heard of that term.
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Ryan Van Patten 21:57
Yeah.

John Bellone 21:57
I like to just take the conservative approach and recommend that the patient is
reevaluated down the line, you know, a year or so from now.

Ryan Van Patten 22:08
Right. The second evaluation should really give you the answer. Because if she's
declined much at all, from where she is now, in terms of her IADLs when you see
her again, it'll be pretty clear that it is major neurocognitive disorder or dementia.
Now that we've agreed, for these purposes, on the diagnosis, why don't you talk a
bit about ideological considerations?

John Bellone 22:32
Yeah, of course, once I once I land on the diagnostic considerations, then the next
question is, "Well, what's going on under the hood, so to speak? What's the
pathology or what's happening that is causing this decline in cognition?" In this
case, there are several possibilities - three that I can think of, or I guess, three and
a half. Well, one, towards the top of my list is Alzheimer's disease. The base rates
are quite high in her age group. She is presenting as an amnestic profile on testing.
Her son reported that there had been gradual decline over the past several years -
this is not an acute change, which also fits with Alzheimer's disease course. So
that's at the top of my list. There's also cerebrovascular disease as a consideration.
She has several cerebral vascular risk factors: hyperlipidemia, hypertension,
coronary artery disease. There were some mild white matter changes seen on
recent brain imaging that fits with that. Of course, you can have a mixed
Alzheimer's disease and cerebrovascular disease profile, which is the "half" that I
alluded to earlier. And then the third consideration is the alcohol use, and whether
or not that could be contributing - either the current use and/or her history of alcohol
use.

Ryan Van Patten 24:01
Right. I generally agree with all of that. I think there is fairly strong evidence for
Alzheimer's disease in this case. There's certainly very strong evidence for amnesia
or an amnestic state given her very poor memory performance on three separate
tests during your objective testing; her MOCA score, which had been given
recently, which agrees with your neuropsych testing, 0 out of 5 at delayed recall;
the report of her son; and what you noticed during the clinical interview and your
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time with her. So this is converging evidence, which is very important for us as
clinicians, right? Different independent lines of evidence all converging on the same
conclusion.

John Bellone 24:45
We don't hang our hat on just one finding or one data point.

Ryan Van Patten 24:49
Right. We can have a high level of confidence that she has a memory problem.
Alzheimer's disease is not the only etiology that contributes to memory problems.
But, as you mentioned in her age cohort, there's a high base rate. I agree with the
cerebrovascular consideration given MRI results, as well as hypertension and
hyperlipidemia in her background. Let's talk a little bit about alcohol use. Something
that came to mind, for me, as you mentioned, three drinks per night - that's all we
know for sure. Or that's all we can have confidence in. How much is too much for
dosage effects? This is a big issue in the literature on long-term alcohol use and
cognitive effects. And the literature is mixed. It's really hard to pinpoint exactly how
much is too much over a long period of time. There are a lot of moderating factors
that go into this - age, gender, body weight, pharmacokinetics of that individual
person - all these things can impact how somebody metabolizes alcohol, and the
extent to which it might have neurotoxic effects. With that said, three drinks per
night is about 21 drinks per week. And that meets the threshold for high alcohol use
by some criteria. And high alcohol use for a long period of time is associated with
cognitive problems. So, conservatively, we don't have the sharpest history on her in
this regard. And it sounded like you did what you could to get it, but given her
memory problems, and that her son didn't know and her husband had passed
away, you can only get so much info. I think we can safely be concerned and
consider this a contributor.

John Bellone 26:33
Yeah, and when I was writing up this case, I did a little lit review, just to look at the
effects of alcohol use. I just wanted to make sure that I was thinking through it
correctly. So, typically, with alcohol related disorder, there tend to be difficulties not
only in terms of memory, but usually other cognitive domains as well. The pathology
usually involves both cortical and subcortical anatomy. It's not always the case, but
often we observe difficulties on tasks involving visual spatial abilities as well as
higher order executive abilities. We didn't see that in this case. It's also typical for
cerebrovascular disease for there to be some subcortical, so to speak, findings on
testing. Now, like you said, we don't have the sharpest tools to determine the
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underlying neuropathology, but the profile fits more with Alzheimer's disease
pathology than it does with alcohol or cerebrovascular disease, in my opinion.

Ryan Van Patten 27:36
Right, right. That visual spatial deficit that is often seen in people with long-term
alcohol use is relatively unique. Like you said, their cognitive profile is less clean
than this typically. One other point of clarification, just for listeners who are
wondering, this is not the same as Wernicke-Korsakoff syndrome or Korsakoff's
dementia - we're not talking about that, per se. But, more broadly than those
conditions, we can think of alcohol-related brain impairment as related to long-term
use, which could be due to direct neurotoxic effects of alcohol. There are other
potential contributors. Nevertheless, we are both in agreement that alcohol is likely
a significant contributor and something we should be concerned about in her. I also
just wanted to raise the question of the extent to which disrupted sleep - poor sleep
maintenance - could be a contributor. It sounds like, similar to alcohol, we don't
have a great report from her. And she does not have a bed partner right now. But,
her son did report that she snores. We don't know that she has sleep apnea. She
may not, but it's possible. Although she's not very fatigued during the day, it
sounded like there is a disruption to her nightly sleep, and she doesn't always fall
back asleep right away. So, I would just like to keep that on the table as a possible
contributor.

John Bellone 29:01
Yeah, and I didn't mention it, but in my report, I did list that as a secondary
contributor potentially because I agree it could impact her thinking skills. I should
also mention that - I know we tend to focus on the deficits and the areas of difficulty
and weakness - but I also like to mention in my impression section the protective
factors. In her case, I think she has many strengths. She has a great mood, strong
family support, and she had many areas of cognitive functioning that were intact.
So I also just make it a point to mention those.

Ryan Van Patten 29:37
Yeah, well said. Now let's get to my favorite part of our reports and our feedback
sessions, which would be recommendations. Why don't you run through what you
recommended for her?

John Bellone 29:48
Yeah, sure. I'll just run through the list. First, and foremost, I think she should
minimize her alcohol use. I think family should monitor her alcohol use. I wanted
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her to discuss the pros and cons of medication to potentially slow cognitive decline
with her physicians. I recommended a review of her medications and supplements
by a pharmacist because she was taking so many medications and supplements. I
talked about how her cognitive and functional abilities would likely continue
declining and how she would likely need more and more assistance with functional
abilities. I gave them several local resources related to Alzheimer's disease and
related neuropathologies. I always talk about how lifestyle can impact our cognitive
health - talk about the importance of exercise and good sleep and healthy diet and
staying socially and cognitively active. In her situation, we talked about sleep and I
thought that she would probably benefit from a sleep study just to rule out some
sleep disturbance - sleep apnea, for example. I talked about some compensatory
strategies that might help to make up for some of her learning and memory
difficulties. And then I recommended a repeat neuropsych eval in a year or so to
track cognitive change and functional change.

Ryan Van Patten 31:08
Great, I agree with those recommendations. We could probably talk for a while
about these. To be succinct, I will just choose a few to expand on. I'll start with the
polypharmacy rec, which I like that you pointed that out and brought that up. She's
on nine different medications. When I hear that, I always think about the Beers
Criteria for inappropriate medications in older adults. That's something that, John, I
know you use and I use as well as a psychologist to have a general sense as to
what types of medications, like anticholinergics and benzodiazepines, can have
problematic effects or side effects in older adults. My question for you is: On the
general topic of communicating to the patient and their physicians and providers
about the potential of polypharmacy having a negative impact on them, what do you
think is a good diplomatic way, as a neuropsychologist, to go about that in the
report? And then in a phone call with a physician, for example?

John Bellone 32:12
Yes, good questions. First of all, in addition to the Beers Criteria, I also like this
website, epocrates.com, which we'll link to in the show notes. You're able to input
the medications and supplements, and it'll tell you whether there are potentially
dangerous interactions and whether or not there are any potential effects on
cognition. I like that as well. But, to your question about how to diplomatically
discuss this with patients and referral sources, I'll just read what I wrote in the
recommendation. This is my recommendation, "A review of her medications and
supplements may be helpful to determine the extent that polypharmacy or
medication interactions may contribute to her symptoms. I recognize that the
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analysis of medications involves cost/benefit considerations, and I defer to the
expertise of her medical team in this matter." That was as diplomatic as I could
have put it, I felt.

Ryan Van Patten 33:11
Yeah, I like that language. That's good. I think it is appropriate for us to raise a flag
just to raise awareness for physicians to consider this. We are not presuming to be
experts in pharmacy when we do this. We are simply drawing their attention to it in
a way that is hopefully useful to the patient. I mentioned that we could spend a lot
of time talking about your other recommendations. I'd like to just touch on one other
recommendation that's particularly relevant in this case, which is the utility of follow
up neuropsych for her. And I think this is especially useful in her case because two
of the top potential etiologies are Alzheimer's disease, or a mixed AD vascular
condition, and alcohol, long-term alcohol use leading to cognitive impairment. And I
think it would be very helpful for you to see her again, because it will likely give you
good information as to which of these two etiologies is a bigger contributor. In
particular, if she is able to reduce her alcohol use, if she follows through and does
that. Imagine she goes from drinking three drinks per night to zero or one drinks,
and sustains that for a year. The literature shows that there can be substantial
recovery of cognitive function that had been lost due to long-term alcohol use if the
person is sober for a sustained period of time. So if she maintained sobriety,and
then came back, it's actually possible that she may recover some of what she lost.
If alcohol is a major contributor, it might be that she does not have Alzheimer's
disease. But if she does have AD, even if she stops drinking, as a progressive
condition, she will continue to decline. I think, in her case in particular, the follow up
will be very helpful. One other comment given her memory profile, it's hard for me
to imagine that it is completely due to alcohol and that she doesn't have AD. I would
lean toward the idea that she does, just from my own perspective, but I think I want
to allow for the possibility that it's more alcohol-related/cerebrovascular/sleep, and
that there's some chance that she does not have AD.

John Bellone 35:32
Yep, I completely agree. And the other purpose would be not only to track the
cognitive change, but to ask her family again about functional abilities, and see if
those have declined. Maybe next time, she does meet criteria for dementia and it's
clear. When she comes back maybe she's not able to manage medications at all
or...
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Ryan Van Patten 35:51
Right.

John Bellone 35:52
...the family had to completely take over finances because she could not write
checks anymore...

Ryan Van Patten 35:57
Right.

John Bellone 35:57
...or balance her checkbook. So, yeah, a number of reasons to repeat the testing.

Ryan Van Patten 36:02
And I would be remiss if I didn't mention motivational interviewing. I think you would
agree.  I think we both agree. And we've talked before on NavNeuro about how
useful motivational interviewing techniques can be for neuropsychologists in
feedback sessions related to brain health broadly. But the MI intervention really
grew up in the substance use and alcohol use literature. So it can be great to be
used for patients who have substance use problems. I'm sure that you used it to the
extent that you were able to in a feedback session with her. And I would encourage
other people to do so as well.

John Bellone 36:08
[laughs] Yep, we could have another episode on mock feedback sessions or
something related to alcohol use in the future.

Ryan Van Patten 36:45
Yeah, I like it.

John Bellone 36:51
Well, that does it for my clinical case #1. We wanted to present a relatively
straightforward, older adult case for this first clinical case presentation on
NavNeuro, but we plan to release more of these episodes in the coming months.
Some of them will be pediatric cases or different types of etiologies. Also, this is a
new type of NavNeuro episode, and we are always interested in your feedback and
constructive criticism on our episodes. So, please feel free to email us at
feedback@navneuro.com with your thoughts. I also wanted to quickly say "thank
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you" to Jeremy Grant for approaching me at the last in-person INS conference to
mention this idea of doing case presentations. It was the impetus for these
episodes. So, thank you, Jeremy. And, as always, thanks so much for listening, and
join us next time as we continue to navigate the brain and behavior.

Exit Music 37:44

John Bellone 38:08
The Navigating Neuropsychology podcast and all the linked content is intended for
general educational purposes only, and does not constitute the practice of
psychology or any other professional healthcare advice and services.

Ryan Van Patten 38:20
No professional relationship is formed between us, John Bellone and Ryan Van
Patten, and the listeners of this podcast. The information provided in Navigating
Neuropsychology in the materials linked to the podcasts are used at listeners' own
risk. Users should always seek appropriate medical and psychological care from
the appropriate licensed healthcare provider.

End of Audio 38:38
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