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Cases That Test Your Skills

How would you 
handle this case?
Answer the challenge  
questions at MDedge.com/
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your colleagues responded

Depressed and cognitively impaired
Sason Tavakoli-Sabour, DO, Alcides Amador, MD, Richard Wagner, MBA, and Sidney Charm Reyes, BS

 CASE  Depressed and anxious
Five years ago, Ms. X, age 60, was diagnosed with 
treatment-resistant major depressive disorder 
(MDD) with anxiety. This diagnosis was estab-
lished by a previous psychiatrist. She presents to 
a clinic for a second opinion.

Since her diagnosis, Ms. X has experienced 
sad mood, anhedonia, difficulty falling asleep, 
increased appetite and weight, and decreased 
concentration and attention. Her anxiety stems 
from her inability to work, which causes her 
to worry about her children. In the clinic, the 
treatment team conducts the Patient Health 
Questionnaire-9 (PHQ-9) and Generalized 
Anxiety Disorder-7 item scale (GAD-7) with Ms. 
X. She scores 16 on the PHQ-9, indicating mod-
erately severe depression, and scores 12 on the 
GAD-7, indicating moderate anxiety.

Ms. X’s current medication regimen consists 
of venlafaxine extended-release (XR) 225 mg/d, 
trazodone 100 mg/d at bedtime, and clonaz-
epam 1 mg twice daily. She reports no signifi-
cant improvement of her symptoms from these 
medications. Additionally, Ms. X reports that in 
the past she had been prescribed fluoxetine, 
citalopram, and duloxetine, but she cannot 
recall the dosages.

Ms. X appears appropriately groomed, main-
tains appropriate eye contact, has clear speech, 
and does not show evidence of internal stimula-
tion; however, she has difficulty following instruc-
tions. She makes negative comments about 

herself such as “I’m worthless” and “Nobody cares 
about me.”  The treatment team decides to taper 
Ms. X off venlafaxine XR and initiates sertraline  
50 mg/d, while continuing trazodone 50 mg/d at 
bedtime and clonazepam 1 mg twice daily. The 
team refers her for cognitive-behavioral therapy 
(CBT) to address her cognitive distortions, sad 
mood, and anxiety. Ms. X is asked to follow up 
with Psychiatry in 1 week.

 EVALUATION  Unusual behavior
At her CBT intake, Ms. X endorses depression and 
anxiety. Her PHQ-9 score at this visit is 19 (mod-
erately severe depression) and GAD-7 score is 
16 (severe anxiety). The psychologist notes that 
Ms. X is able to complete activities of daily liv-
ing and instrumental activities of daily living 
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While being treated for depression and anxiety, Ms. X, age 60, 
exhibits signs of worsening cognitive impairment. What could  
be the cause?
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without assistance. Ms. X denies any use of 
illicit substances or alcohol. No gross memory 
impairment is noted during this appoint-
ment, though Ms. X exhibits unusual behavior, 
including exiting and re-entering the clinic 
multiple times to repeatedly ask about follow-
up appointments. The psychologist concludes 
that Ms. X’s presentation and behavior can be 
explained by MDD and pseudodementia.

What are key characteristics of 
pseudodementia?

a) Memory impairment
b) Depressed mood
c) Cognitive impairment
d) �Memory and cognition improve as mood 

improves
e) All of the above

The authors’ observations

Pseudodementia gained recognition in 
clinical research >100 years ago.1 Officially 
coined by Kiloh in 1961, the term was used 
broadly to categorize psychiatric cases that 
present like dementia but are the result of 
reversible causes. More recently, it has been 
used to describe older adults who pres-
ent with cognitive deficits in the context of 
depressive symptoms.2 The goal of evalua-
tion is to determine if the primary issue is a 
cognitive disorder or a depressive episode. 
DSM-5-TR does not classify pseudodemen-
tia as a distinct diagnosis, but instead cat-
egorizes its symptoms as components under 
other major diagnostic categories. Patients 
can present with MDD and associated cogni-
tive symptoms, or with a cognitive disorder 
with depressive symptoms, which would 
be diagnosed as a cognitive disorder with a 
major depressive-like episode.3

Pseudodementia is rare. Brodaty et al4 
found the prevalence of pseudodementia in 
primary care settings was 0.6%. Older adults 
(age >65) who live alone are at increased risk 
of developing pseudodementia, which can be 
worsened by poor social support and acute 
psychosocial and environmental changes.5 

A key characteristic of this disorder is that 
as the patient’s depressed mood improves, 
their memory and cognition also improve.6  
Table 13,6 (page 44) outlines overlapping fea-
tures of MDD and pseudodementia.

 EVALUATION  Worsening depression 
At her Psychiatry follow-up appointment, 
Ms. X reports that her mood is worse since she 
ended the relationship with her partner and 
she feels anxious because the partner was 
financially supporting her. Her PHQ-9 score is 
24 (severe depression) and her GAD-7 score 
is 12 (moderate anxiety). Ms. X reports tol-
erating her transition from venlafaxine XR  
225 mg/d to sertraline 50 mg/d well.

Additionally, Ms. X reports her children 
have called her “useless” since she contin-
ues to have difficulties following through 
on household tasks, even though she has 
no physical impairments that prevent her 
from completing them. The Psychiatry team 
observes that Ms. X has no problems walking 
or moving her arms or legs.

The Psychiatry team administers the 
Montreal Cognitive Assessment (MoCA).  
Ms. X scores 22, indicating mild impairment.

The team recommends a neuropsycho-
logical assessment to determine if this MoCA 
score is due to a cognitive disorder or is 
rooted in her mood symptoms. The team also 
recommends an MRI of the brain, complete 
blood count (CBC), comprehensive metabolic 
panel (CMP), and urinalysis (UA).

Which of the following can be indications to 
initiate a neuropsychological assessment?

a) Memory changes
b) Difficulty following instructions
c) Increased depression
d) None of the above

The authors’ observations

Neuropsychological assessments are 
important tools for exploring the behav-
ioral manifestations of brain dysfunction 

Clinical Point

Pseudodementia can 
be worsened by poor 
social support and 
acute psychosocial 
and environmental 
changes
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(Table 2, page 45).7 These assessments 
factor in elements of neurology, psychia-
try, and psychology to provide informa-
tion about the diagnosis, prognosis, and 
functional status of patients with medical 
conditions, especially those with neuro-
cognitive and psychiatric disorders. They 
combine information from the patient and 
collateral interviews, behavioral obser-
vations, a review of patient records, and 
objective tests of motor, emotional, and 
cognitive function.

Among other uses, neuropsychological 
assessments can help identify depression 
in patients with neurologic impairment, 
determine the diagnosis and plan of care 
for patients with concussions, determine 
the risk of a motor vehicle crash in patients 
with cognitive impairment, and distin-
guish Alzheimer disease from vascular 
dementia.8 Components of such assess-
ments include the Beck Anxiety Inventory 
(BAI) to assess anxiety, the Dementia 
Rating Scale-2 and Neuropsychological 
Assessment Battery-Screening Module to 
assess dementia, and the Beck Depression 
Inventory (BDI) to assess depression.9

 EVALUATION  Continued cognitive 
decline
A different psychologist performs the neuro
psychological assessment, who conducts 
the Repeatable Battery for the Assessment 
of Neuropsychological Status Update to 
determine if Ms. X is experiencing cognitive 

impairment. Her immediate memory, visuo-
spatial/constructions, language, atten-
tion, and delayed memory are significantly 
impaired for someone her age. The psy-
chologist also administers the Wechsler 
Adult Intelligence Scale IV and finds Ms. X’s 
general cognitive ability is within the low 
average range of intellectual functioning as 
measured by Full-Scale IQ. Ms. X scores 29 
on the BDI-II, indicating significant depres-
sive symptoms, and 13 on the BAI, indicating 
mild anxiety symptoms.

Ms. X is diagnosed with MDD and an 
unspecified neurocognitive disorder. The 
psychologist recommends she start CBT to 
address her mood and anxiety symptoms.

Upon reviewing the results with Ms. X, the 
treatment team again recommends a brain 
MRI, CBC, CMP, and UA to rule out organic 
causes of her cognitive decline. Ms. X decides 
against the MRI and laboratory workup and 
elects to continue her present medication 
regimen and CBT.

Several weeks later, Ms. X’s family brings 
her to the emergency department (ED) for 
evaluation of worsening mood, decreased 
personal hygiene, increased irritability, and 
further cognitive decline. They report she is 
having an increasingly difficult time remem-
bering things such as where she parked her 
car. The ED team decides to discontinue 
clonazepam but continues sertraline and 
trazodone.

CBC, CMP, and UA are unremarkable. Ms. X 
�undergoes a brain CT scan without con-
trast, which reveals hyperdense lesions in 
the inferior left tentorium, posterior fossa. A 
subsequent brain MRI with contrast reveals 
a dural-based enhancing mass, inferior 
to the left tentorium, in the left posterior 
fossa measuring 2.2 cm x 2.1 cm, sugges-
tive of a meningioma. The team orders a 
Neurosurgery consult.

Which of the following can be indications for 
neuroimaging in a psychiatric patient?

a) �Symptoms do not fit the presentation of 
psychiatric illness

Clinical Point

Neuropsychological 
assessments can help 
explore the behavioral 
manifestations of 
brain dysfunction

Table 1

Overlapping features of major 
depressive disorder and 
pseudodementia
Self-neglect

Memory concerns

Decreased concentration

Decision making difficulties

Source: References 3,6
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b) Sudden changes in behavior or personality
c) �Typical symptoms do not respond to usual 

treatments
d) Focal neurologic signs present
e) All of the above

The authors’ observations

While most brain tumors are secondary to 
metastasis, meningiomas are the most com-
mon primary CNS tumor. Typically, they 
are asymptomatic; their diagnosis is often 
delayed until the patient presents with 
psychiatric symptoms without any focal 
neurologic findings. The frontal lobe is the 
most common location of meningioma. 
Data from 48 case reports of patients with 
meningiomas and psychiatric symptoms 
suggest symptoms do not always correlate 
with specific brain regions.10,11

Indications for neuroimaging in cases 
such as Ms. X include an abrupt change in 
behavior or personality, lack of response 
to psychiatric treatment, presence of focal 
neurologic signs, and an unusual psychi-
atric presentation and development of 
symptoms.11

 TREATMENT  Neurosurgery 
Neurosurgery recommends and performs 
a suboccipital craniotomy for biopsy  
and resection. Ms. X tolerates the pro-
cedure well. A meningioma is found in the  
posterior fossa, near the cerebellar con-
vexity. A biopsy finds no evidence of 
malignancies.

At her postoperative follow-up appoint-
ment several days after the procedure,  
Ms. X reports new-onset hearing loss and 
tinnitus.

What are common psychiatric sequelae 
resulting from neurosurgery?

a) Depression
b) Anxiety
c) Psychosis
d) Sequelae are difficult to determine

The authors’ observations

Patients who require neurosurgery typically 
already carry a heavy psychiatric burden, 
which makes it challenging to determine the 
exact psychiatric consequences of neuro
surgery.12-14 For example, research shows 
that temporal lobe resection and temporal 
lobectomy for treatment-resistant epilepsy 
can lead to an exacerbation of baseline psy-
chiatric symptoms and the development of 
new symptoms (31% to 34%).15,16 However, 
Bommakanti et al13 found no new psychi-
atric symptoms after resection of menin-
giomas, and surgery seemed to play a role 
in ameliorating psychiatric symptoms in 
patients with intracranial tumors. Research 
attempting to document the psychiatric 
sequelae of neurosurgery has had mixed 
results, and it is difficult to determine what 
effects brain surgery has on mental health.

 OUTCOME  Minimal improvement
Several weeks after neurosurgery, Ms. X and 
her family report her mood is improved. Her 
PHQ-9 score improves to 15, but her GAD-7 
score increases to 13, 1 point above her pre-
vious score.

The treatment team recommends Ms. X 
continue taking sertraline 50 mg/d and tra-
zodone 50 mg/d at bedtime. Ms. X’s family 
reports her cognition and memory have not 
improved; her MoCA score increases by 1 
point to 23. The treatment team discusses with  

Clinical Point

A meningioma 
diagnosis typically 
is delayed until the 
patient presents with 
psychiatric symptoms 
without any focal 
neurologic findings

Table 2

Indications for 
neuropsychological assessment
Memory changes

Difficulty following conversations

Decrease in receptive or expressive language

Changes in executive function

Confusion

Behavioral or personality changes

Source: Reference 7
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Clinical Point

Research attempting 
to document the 
psychiatric sequelae 
of neurosurgery has 
had mixed results

Ms. X and her family the possibility that her 
cognitive problems maybe better explained 
as a neurocognitive disorder rather than as 
a result of the meningioma, since her MoCA 
score has not significantly improved. Ms. X 
and her family decide to seek a second opin-
ion from a neurologist.
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Bottom Line
Pseudodementia is a term used to describe older adults who present with cognitive 
issues in the context of depressive symptoms. Even in the absence of focal findings, 
neuroimaging should be considered as part of the workup in patients who continue 
to experience a progressive decline in mood and cognitive function.
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Drug Brand Names

Citalopram • Celexa
Clonazepam • Klonopin
Duloxetine • Cymbalta
Fluoxetine • Prozac

Sertraline • Zoloft
Trazodone • Oleptro
Venlafaxine extended- 
   release • Effexor XR


