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Abstract

This case is of a 52 year old single woman with memory problems. CT scan reveals communicating hydrocephalus and MRI seen by 
neuroradiology deems it to be a chronic process. Patient is HIV negative. Has a steady gait and can go to the bathroom on her own. In CPEP 
she had auditory and visual hallucinations. Was fairly oriented to self but could not tell minute details such as age or date of birth. Has had 
only one inpatient psychiatric admission in the past 5 years and prescribed Sertraline 50mg in June 2016 by a psychiatrist. She was also on 
Citalopram 10 mg in 2014 and Trazodone 50mg in 2014. Patient has no history of drugs or intoxication or any sort of emotional, mental or 
physical abuse.
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Introduction
This research is being conducted to find out the relationship 

between communicating hydrocephalus and dementia. 
According to previous researches there is scarce evidence to find 
a relationship in between the two, but certain researches state 
that communicating hydrocephalus is a cause of dementia. This 
research will go into further detail to investigate whether there 
is any relation between the two or not. 

Case Presentation
The patient is a single 52 year old woman. With ambiguity 

regarding her living arrangement and as to how she supports 
herself. Patient is a very poor historian. On CT scan patient has a 
communicating hydrocephalus. MRI was seen by neuroradiology 
and deemed it to be a chronic process possibly due to a remote 
meningitis or HIV (she is HIV-) and that it is not reflective of her 
current psychiatric symptoms. She has a steady gait, goes go to 
the bathroom often, but has no incontinence. In the CPEP she 
had auditory and visual hallucination, but on the unit she denied 
them. She was only oriented to self, but could not tell us her age 
or the year she was born. As per social worker the patient was 
prescribed Sertraline 50mg in June 2016 by her Psychiatrist. She 
was also on Citalopram 10 mg in 2014 and Trazodone 50mg in 
2014. She has only had one in-patient psychiatry admission in 
the past 5 years, from 1/1/16-8/4/16.” The patient shows no  
signs of intoxication or withdrawal to any substance and denies  

 
use of any substance abuse in the past.Additionally patient  
thinks that she has been here for 2 years, while in reality she has 
been on the unit for only 45 days. 

Patient has evidence of a formal thought process disorder 
[disorganization], has poor memory, concentration, and attention. 
Denies auditory/visual/tactile/olfactory hallucinations, 
depression, and signs of mania. Patient’s sleep and appetite are 
within normal limits. Patient denies thoughts, urges, intent, or 
plan to harm self or others at this time. Patient does not report 
physical, sexual, or emotional abuse at present. Patient reports 
no alcohol, cigarette, or drug abuse. Patient reports no episodes 
of self-harming behavior. Patient has not been able to take care 
of her ADLs and therefore it’s recommended that patient should 
be discharged to an assisted living facility. 

On mental status evaluation the patient’s insight is poor; 
Judgment is impaired; Attention Span is poor by interview; 
Memory is impaired (grossly impaired on interview, 2/3 recall 
immediately, 0/3 recall at 5 minutes, named “pen” & “watch”, 
could not spell “world” backwards); Intellectual Functioning is 
Impaired; MOCA score 3/30 obtained on 3/15/17.

Patient is currently being prescribed Escitalopram PO 20 mg 
QAM for depressed mood and Methylphenidate 5 mg, PO, BID. 
According to the neurologist and neuropsychiatrist the patient 
is so far gone in terms of dementia that she has not been started 

http://dx.doi.org/10.19080/PBSIJ.2017.4.555650
http://juniperpublishers.com
http://juniperpublishers.com/pbsij
http://juniperpublishers.com/pbsij/
http://juniperpublishers.com/pbsij/


Psychology and Behavioral Science International Journal

How to cite this article: Ali M K, Shahzaib M K, Muhammad M A, Nimisha S. Communicating Hydrocephalus and Dementia. Psychol Behav Sci Int J. 2017; 
4(5): 555650. DOI: 10.19080/PBSIJ.2017.4.555650.002

on any anticholinergic medication as they think that starting 
the medication now will not do her any good. Patient has been 
previously treated with trials of anticholinergic medication to no 
avail (Figure 1).

Figure 1: CT scan patient communicating hydrocephalus.

Discussion
Hydrocephalus is an excessive accumulation of cerebrospinal 

fluid in the brain. This accumulation results in widening of the 
ventricles within the brain which creates excessive pressure [1]. 
Hydrocephalus may be congenital or acquired. It is furthermore 
divided as communicating and non-communicating. 
Communicating hydrocephalus is when cerebrospinal fluid is 
blocked after leaving the ventricles and in non-communicating 
hydrocephalus, also known as obstructive hydrocephalus, there 
is a blockage in the lushkas between the ventricles [2].

Dementia is a general term for decline in mental ability that 
is severe enough to interfere with daily life things like memory, 
language, communication and visual perception. Alzheimer’s 
disease is the most common form of dementia [3]. Other types 
of dementia include vascular dementia, dementia with Lewy 
bodies, mixed dementia, Parkinson’s disease, etc. Dementia is 
most commonly caused by trauma to the head, strokes or other 
factors that lead to brain injuries [4]. 

According to a few researches conducted, communicating 
hydrocephalus has found to be a cause of dementia. It is also 
fairly easy to understand that dementia is caused by trauma 
to the cranial cavity [5]. Since communicating hydrocephalus 
causes a block after leaving the ventricles, it increases 
theintracranial pressure which results in trauma to the brain 
[6]. This trauma can cause dementia. Isotope encephalography 
and air encephalography have been used to investigate patients 
with progressive dementia according to certain researches. 
Communicating hydrocephalus was observed in 8 out of the 14 
patients that were studied [7]. 

Researchers have also been conducted where patients 
are non-invasively screened via CT scans who are suffering 
from presenile dementia and the results of the CT scans show 

hydrocephalus [8]. Some patients also suffered from treatable 
dementia that led to patients suffering from hydrocephalus 
[9]. Therefore if dementia is diagnosed earlier and treated, the 
cases of hydrocephalus occurring due to dementia will certainly 
decrease. It can also be stated that it is not a new discovery, 
as there has been previous researches back in time where 
communicating hydrocephalus and dementia have been found 
to be common in patients. According to a research conducted, 
5 patients had communicating hydrocephalus and one case had 
colloid cyst of the 3rd ventricle. All patients presented with 
similar clinical findings which included psychomotor retardation 
and dementia. The triad of dementia, gait disorder and urinary 
incontinence was especially constant in all features. Therefore it 
is safe to say that there is a strong relationship between the two 
diseases [10].

Conclusion
After research it can be concluded that there is a relationship 

in between communicating hydrocephalus and dementia [3]. 
Patients having communicating hydrocephalus have also been 
observed to have a certain degree of dementia as well. Hence 
it can be stated that there is a positive relationship in between 
communicating hydrocephalus and dementia [1,8]. 
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