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When people hear the word “de-
mentia” they may think of Alzhei-
mer disease (AD). While Alzheimer
dementia is the most common type
of dementia, it is not the only type.
In general, dementia is a decline in
thinking that most often includes
problems with memory (see About
Dementia). Most dementias come
on slowly and worsen steadily.
When someone gets the diagnosis
of dementia, a cure is only very
rarely possible (see p2 About
Reversible Dementias).

In the current issue of Neurology,
Sacks and Shulman1 report one of
these rare cases of a reversal of
dementia involving a patient on
steroid medication. They describe a
man with a painful muscle condi-
tion who was being treated with
the corticosteroid drug, prednisone
(a powerful medication used espe-
cially to decrease inflammation).
His problems began with a change
in his behavior and memory while
he was traveling. He was admitted
to a local hospital where he was
described as “grandiose and disin-
hibited.” When he admitted that he
had been purposely overdosing
himself on his prednisone, his phy-
sicians put him back on the low
dose originally intended. But, he
remained confused and did not
return to his former self. Several
months later, the man had a thor-
ough evaluation for persistent prob-
lems with his thinking. That
evaluation led to the conclusion
that he had a dementia due to a
degenerative disease, perhaps AD.
It was thought that the high-dose
prednisone might have unmasked
the AD and hastened its appear-
ance. He continued to worsen over
the next several months. Then, a

new neurologist recommended that
the prednisone be stopped com-
pletely. At that point the man be-
gan to improve dramatically.

It is well known that high-dose cor-
ticosteroids, like prednisone, can
cause agitation or even a manic
state.2 In this man’s case, even the
low-dose therapy seemed to be
bothering his thinking. Previous
experience with the effect of pred-
nisone on thinking showed that
when the drug is stopped, there
may be a lag period of months be-
fore improvement occurs. For this
man, it was not until the pred-
nisone was stopped completely
that his recovery began.

The message that Sacks and Shul-
man wanted to convey to neurolo-
gists was that even low doses of
prednisone can cause confusion. A
careful reader might question the
certainty that it was the prednisone
that caused this man’s problem.
There was no blood test or brain
scan that proved that the pred-
nisone was responsible. The case
for blaming prednisone was based
on the very high doses he received.
Also, the parallels in time between
when he received prednisone and
when he was ill pointed to the
prednisone as the cause of his con-
fusion. To a neurologist, however,
there may be other explanations for
this man’s illness. Perhaps he had
a brain infection or some other
acute neurological disorder that
wasn’t detected when he was first
diagnosed. In this case, his de-
layed recovery just happened to
coincide with stopping the pred-
nisone. Or possibly, there were
two problems. First, the overdos-
age of prednisone occurred.

Then, second, side effects of the
medications that were started to
treat his behavior appeared and
led to his prolonged difficulties.
For example, it is well known that
risperidone (which is used to treat
psychotic behavior) can cause
stiffness and slowing down. Then,
valproic acid (which may be used
as a mood stabilizer) can make a
person drowsy and confused if
the dose is too high. So, was it
the prednisone or not? We will
never know for certain what re-
ally caused his condition.

For the 7 or 8 months of his confu-
sional state, it was obviously miser-
able for him and his family.
Fortunately, there was a happy
ending. What are the lessons to be
learned? The physicians who ini-
tially evaluated the man performed
the proper set of tests, but they fol-
lowed conventional wisdom that
low doses of prednisone do not
cause problems with thinking. Per-
haps, as Sacks and Shulman sug-
gest, that view needs to be
reconsidered. But, equally impor-
tant, how could this man have
taken five times the prescribed
dose for some extended period of
time without someone like his
pharmacist or physician recogniz-
ing it? Patients who adjust their
own medications without talking
to their doctor run a big risk of
illness due to the medication it-
self (or not getting the desired
effect if they decrease the drug on
their own). This is really a key
message in this whole story.
Changes in thinking and behav-
ior, especially when relatively
sudden, must always be explored;
they may be reversible.
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What is dementia?
Dementia is the loss of mental abil-
ities over a period of time. People
with dementia may be confused
and not able to remember things.
They may have difficulty especially
learning new things or remember-
ing names of people they have just
met. They may get lost in places
that were previously very familiar.
They may have difficulty finding
words. Usually these problems
come on gradually and are often
missed early on by family and
friends. Eventually they may have
problems performing normal daily
activities because they lose skills
they once had. Their behavior may
also change; they may become sus-
picious or irritable when they can’t
do a task.

What is delirium?
In contrast to dementia, sometimes
people rapidly develop confusion
and changes in thinking. Neurolo-
gists use the term “delirium” for
this condition that is often revers-
ible. The typical symptoms of delir-
ium and dementia overlap quite a
bit, but can usually be distinguished
over time. Often the cause of delir-
ium can be found and treated.

Is dementia reversible?
Discovery of a reversible condition
in someone with dementia is rather
uncommon in usual practice.3 In
the case reported by Sacks and
Shulman1 in this issue of Neurol-
ogy, a man became confused when
on a high dose of the corticoste-
roid, prednisone. After he failed to
improve when the dose was low-
ered, it was presumed that he had
an underlying dementia. This
man’s case is being reported pre-
cisely because his delayed im-
provement was so unusual.

Can other medications affect
thinking?
There are many medications be-
sides prednisone that can affect
thinking and memory. Medications
for pain, sleep, and anxiety, for
example, can all easily make a per-
son slow down mentally. For this
reason there are usually warning
labels against driving or using
dangerous equipment. Heart

medication such as digitalis or
propranolol, and medications to
treat seizures and depression, also
can affect thinking. To be sure,
these medications usually do not
cause confusion when taken at the
proper dose. Because every person
is unique, it isn’t always possible to
know the right dose initially. Also,
in older people, drugs are processed
more slowly in the body and so a
much lower dose may be needed.

What else can mimic
dementia?
There are other psychiatric, medi-
cal and neurological conditions
that may mimic dementia. Depres-
sion is a condition that is fre-
quently accompanied by poor
concentration, poor attention span,
and poor memory. People with
depression will often complain
constantly about their memory and
also about feeling sad, blue, or
“down in the dumps.” However,
on occasion, some people who are
depressed become so apathetic that
they stop complaining about the
depression and might be falsely
labeled as demented. It is impor-
tant to recognize depression because
it can be treated successfully.

A wide variety of altered levels of
blood chemistry, hormones, or nu-
trients can cause dementia. These
include altered blood count and
poor kidney or liver function. Ma-
jor declines in levels of thyroid hor-
mone or vitamin B12 in the blood
can also cause dementia. These are
all easy to diagnose with inexpen-
sive blood tests and can be treated.

A condition known as normal pres-
sure hydrocephalus can also mimic
dementia. Normal pressure hydro-
cephalus is a rare but treatable
condition that produces a distinc-
tive problem in walking, poor blad-
der control, and dementia. A head
CT or MR scan shows ballooning
of the brain ventricles (the fluid-
filled inner cavities of the brain)
out of proportion to the apparent
shrinkage of the brain itself. In ap-
propriate patients, a tube can be
placed surgically inside the brain
ventricles to drain excess cerebro-

spinal fluid. If the surgery is done
early enough many of the problems
of walking, bladder control and
thinking can be reversed.

The result of a head injury, even
relatively mild, can mimic demen-
tia. A fall or bumping the head
may cause blood clots to form be-
tween the inner side of the skull
and the brain (called a subdural
hematoma). In older people, the
injury can be quite modest and
even forgotten. Removal of the
subdural hematoma by surgery can
cure the symptoms of memory loss.
Subdural hematomas can be diag-
nosed with certainty only with CT
scans or MR scans, which is why
the American Academy of Neurol-
ogy recommends that all patients
with suspected dementia have one
of these brain scans at the time of
the initial evaluation by a doctor.4

So, when a person develops confu-
sion, especially if the symptoms
come on over a short period of
time (that is, days or weeks), family
and physicians must consider the
various possible causes for the
problem. Part of the evaluation in-
volves laboratory tests, but one
critical part is finding out about all
medications and all health prob-
lems that the person has. Often, the
solution will appear after a careful
retelling and analysis of the onset
and progression of the problems.

For more information
American Academy of Neurology
Foundation
www.thebrainmatters.org

Alzheimer’s Association
www.alz.org
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