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Question: “Do you think Mr. C’s memory problems are stroke related?”
Likely, there is a combination of reasons for Mr. C’s memory loss. It is possible that many of his memory problems are related to his recent stroke especially since he has right sided weakness. The most common stroke is occlusion of the middle cerebral artery. It is possible that he has had another stroke or TIA since many individuals have either another stroke or MI within 6-8 weeks of the first one. I would then explain to both of them that having a stroke is similar to a head injury. Recovery takes time. Neurons in the brain do not regenerate and many things lost such as memory take some time to re-learn. Often, there are many problems associated with stroke such as weakness in one or two limbs, memory loss, speech, etc. Often times, such problems may be permanent. In combination with other problems such as the long term diabetes may cause additional problems. A stroke can cause personality problems and bizarre behavior changes such as the suspicious nature. Any type of serious health problem such as a heart attack, surgery or stroke does place Mr. C at risk for depression. However, unless he has a previously undocumented mental illness, his suspiciousness may be as surprising to the patient as it is to his wife. Mr. C is experiencing a new flood of emotions and may not able to express himself the way he would like. In addition, I would tell both of them that I am concerned that his cancer may have spread to other parts of his body including his brain. I would then order lab work as well as an MRI which is more definitive of a CT scan. In addition, because he has numbness in his feet, likely due to high sugars, I know that his diabetes is not well controlled. High sugars coupled with aging increase the small vessel brain disease that diabetes get making them at risk for the lacunar infarcts which lead to essentially diabetes senility/dementia. Finally, because he has been institutionalized, I would be concerned that he could have an infectious process going on and would order a urine as well as chest xray to make sure there were no fecal impactions, urinary tract infections, pain, or pneumonia going on as well as an 02 level. Dementia and delirium are often confused by patients and their families. An infectious process could easily be masked. Finally, I would do a mental status exam for attention, immediate and delayed recall, as well as depression.  (McCance & Huether; Reuben, et al; & Brain in the News newsletter).
“If so, how would the pathophysiology be different for Alzheimer dementia?”
Alzheimer’s disease, also known as dementia of Alzheimer’s type (DAT) and senile disease, is a complex neurologic disorder which causes severe cognitive dysfunction. Alzheimer’s disease is a progressive, premature aging of the brain with memory loss that can be devastating. There is debate as to whether Alzheimer’s disease is caused by a neurodegenerative or a cerebrovascular disorder such as hypertension and atherosclerosis. One consistent finding in a Alzheimer’s disease is loss of neurons in the limbic pathway which drives memory loss. (Guyton & Hall, 2006). The exact cause of Alzheimer’s disease is unknown. The pathophysiology includes mutations on chromosomes 19 and 21, as well as possible links to environmental exposure to infections and toxins. There are also certain risk factors which have been linked to the disease which include aging, familial history, alcohol abuse, and head trauma.
Pathologically, one finds increased amounts of beta-amyloid peptide in the brains of Alzheimer’s patients which forms plaques causing structural and functional changes in the brain. These plaques are found in widespread areas of the brain including the cerebral cortex, hippocampus, basal ganglia, thalamus, and the cerebellum (Guyton & Hall, 2006). The plaques range in size from 10 micrometers to several hundred micrometers. Functional changes in the brain include increased levels of excitotoxins such as glutamate and aspartate which bind to N-methyl-D aspartate receptors and have neurotoxic effects, and decreased levels of acetycholine which is an important neurotransmitter (Brashers, 2006). Overtime, the structural and functional changes in the brain lead to both memory and cognitive decline eventually progressing to dementia. (Brashers, 2006).
“What other types of dementia are there?“
Types of dementia include: cortical dementias and subcortical dementias or both. Cortical dementias include: Alzheimer’s disease, Huntington disease, progressive supranuclear palsy, Wilson disease, spinocerebellar degeneration, idiopathic basal ganglio calcification, hydrocephalus, toxic and metabolic encephalopathies such as systemic illness, endocrinopathies, deficiency states, drug intoxication, heavy metal exposure, industrial dementias, dementia syndrome of depression. Dementias with cortical and subcortical dysfunction include multi-infartc dementia (vascular dementia), infectious dementias such as AIDS, Creutzfeldt-Jakob disease, and Kuru. Miscellaneous dementias syndromes include posttraumatic, postanoxic and neoplastic (McCance & Heuther).
With stroke symptoms in cognitive function can decline These include memory, speech, language, thinking, organization, reasoning, or judgment. Changes in behavior can also occur such as change in personality. When the symptoms are severe enough to interfere with activities of daily living they are considered dementia. The decline related to stroke is usually caused vascular dementia. People who have had a stroke have a nine times greater risk of dementia than those who have not had a stroke. About 1 in 4 people who had a stroke develop signs of dementia within 1 year. (http://www.emedicinehealth.com/stroke-related_dementia/article_em.htm) Accessed October 1, 2007.
Vascular dementia refers to a group of syndromes caused by change in vascular flow in the brain. A single infarct can cause symptoms of confusion and cognitive dysfunction caused by cerebrovascular disease or stroke. Multi-infarcts can occur over a great period of time where there are mini-strokes, the symptoms appear gradually.

“Mixed dementia is diagnosed when patients have evidence of Alzheimer’s disease and cerebrovascular disease, either clinically or based on neuroimaging evidence of ischemic lesions. In fact vascular dementia and Alzheimer’s disease often coexist, especially in older patients with dementia.” Multi-infarct dementia (n.d) retrieved on October 1, 2007 from http://www.en.wikipedia.org/wiki/Vascular_dementia.

“Do they have the same pathophysiology as Alzheimer dementia?”
Alzheimer dementia is a gradual decline and generally occurs in 3 stages spanning over 12 years. 
“Clinical Features Distinguishing AD and other Types of  Dementia

AD: Memory, language, visual-spatial disturbances, indifference, delusions, agitation

Frontotemporal dementia: Personality change, executive dysfunction, hyperorality, relative preservation of visual-spatial skills

Lewy body dementia: visual hallucinations, delusions, extrapyramidal symptoms, fluctuating mental status, sensitivity to antipsychotic medications” Reuben, et al “Geriatric at your Fingertips”, p. 42.
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