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Vocally disruptive behavior (VDB) is a common and particularly difficult symptom to manage in dementia. VDB is usually con-
sidered collectively with agitation and aggression as a component of behavioral and psychological symptoms in dementia and is
therefore poorly understood as an individual symptom.A reviewof the literature is describedwhereVDBas a challenging behavior
has been individually examined as a symptom. A case of VDB occurring in patient with dementia is described where the patient’s
repetitive vocalizations responded to treatmentwith pregabalin. This has not been previously reported in the literature. The preva-
lence of VDB, the factors associated with it and the current management guidelines for clinicians are outlined with a review of the
drug treatment strategies for VDB. Pregabalin with its unique pharmacological profile and excellent tolerability should be consid-
ered as a possible treatment for VDB where drug treatment is indicated.
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Introduction

It is well recognized by clinicians who treat behavioral
and psychological symptoms in dementia (BPSD) that
repetitive vocalizations are a common and particularly
challenging symptom to manage. Vocally disruptive
behavior (VDB), the term commonly used in the litera-
ture to describe these symptoms, has received limited
attention as an independent symptom on its own and
is usually considered alongside agitation and aggres-
sion (Beck et al., 2001; Nagaratnam et al., 2003). VDB
refers to verbal or vocal behaviors that are either repeti-
tive, disruptive or inappropriate to the circumstances in
which they are manifested (Cohen-Mansfield and
Werner, 1997). These may include the persistent repeti-
tion of words and phrases, swearing, grunting and
bizarre noise making such as weird laughing or crying
(Nagaratnam et al., 2003), and most commonly scream-
ing (Locke andMudford, 2010). There is a clear consen-
sus that VDB is a common and particularly difficult
clinical issue for patients and their carers. There is a
dearth of research guiding successful intervention
(Cohen-Mansfield and Werner, 1997; von Gunten
et al., 2008).

VDB may present in a variety of care settings and
can be particularly challenging to manage in

congregated residential settings. In nursing homes,
inappropriate vocalizations can have a deleterious
effect on other residents, their carers and visitors
(Bang et al., 2008). Formal care staff may feel stressed
and avoid the resident, or move the resident to a more
restricted level of care (Barton et al., 2005). Other resi-
dents may, in response, become annoyed, stressed
and agitated and vocalize disruptively themselves.
This may lead to family dissatisfaction with the care
milieu (Sloane et al., 1997).

There is a lack of a uniform consensus definition for
VDB in the research literature (CohenMansfield et al.,
1990; CohenMansfield and Werner, 1997; Dwyer and
Byrne, 2000; von Gunten et al., 2008; Locke and
Mudford, 2010). This has led to thewide range of preva-
lence rates for VDB found in nursing home studies of
between 10% and 30% (CohenMansfield et al., 1990;
Sloane et al., 1997). Regardless of the definition, these
behaviors invariably occur more often in advanced dis-
ease (Dwyer and Byrne, 2000; Beck et al., 2001). As cog-
nitive abilities deteriorate, vocalizations are more
challenging to manage, as they become less verbal
and therefore less intelligible, and less clearly related
to specific needs or purposes (Magri et al., 2007).
Non-verbal (unintelligible) VDB are more prevalent
and more disruptive than verbal forms (von Gunten
et al., 2011).

VDB in dementia may be associated with the under-
lying illness pathology, the individual patient charac-
teristics and/or environmental factors. Attempts to
examine associations of VDBs with specific brain
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regions and neurotransmitter systems have yielded
few firm conclusions (Nagaratnam et al., 2003).
Neuroanatomical correlates implicated include the
orbitofrontal and the dorsolateral pre-frontal cortex,
interruption of the fronto-subcortical circuitry and tha-
lamic lesions which mimic frontal lobe dysfunction
(Nagaratnam et al., 2003). Lesions in these areas can
lead to disinhibited behavior and deficits in decision-
making (Sloane et al., 1997; Yusupov and Galvin,
2014). Neurotransmitters such as serotonin, acetylcho-
line and dopamine have also been implicated
(Gauthier et al., 2010). While the GABAminergic system
has not specifically been associated with VDB, it has
been linkedwith severe behavioral problems in demen-
tia (Lanctôt et al., 2004). It is likely that multiple neuro-
transmitter systems are involved, and that there is no
straightforward connection with the neurobiology
and pathology of dementing disorders (Tible et al.,
2018), which may explain why no single drug has
proven effective (Nagaratnam et al., 2003).

Previous or concomitant diagnosis of psychiatric ill-
ness is considered one of the more important predictors
of VDB (von Gunten et al., 2011). Affective disorders
(Dwyer and Byrne, 2000; von Gunten et al., 2011), anxi-
ety (Barton et al., 2005), psychological distress especially
where due to separation and attachment issues (Tible
et al., 2017, 2018), and psychotic symptoms (Sloane
et al., 1997) have been associatedwith VDB. In addition,
pre-morbid personality characteristics such as introver-
sion and rigidity may be relevant (von Gunten et al.,
2011; Tible et al., 2018). The occurrence of aggressive
behaviors prior to entering the nursing home is also
associated with VDB (Cohen-Mansfield et al., 1990).
In patients with dementia, greater cognitive, functional,
communication and physical impairments have all
been associated with increased rates of VDB (Cohen-
Mansfield et al., 1990; Sloane et al., 1997; Dwyer and
Byrne, 2000; von Gunten et al., 2011). Physical illness
associations include pain and discomfort (Cohen-
Mansfield et al., 1990), delirium, seizures
(Nagaratnam et al., 2003) and sensory problems such
as hearing deficit (von Gunten et al., 2011).

Environmental factors associated with increased
rates of VDB include over and under stimulation
(Cohen-Mansfield and Werner, 1997; Sloane et al.,
1997; von Gunten et al., 2011), and unmet care needs
(Beck et al., 2001). Other residents vocalizing can con-
tribute to the risk of a person developing VDB
(Cohen-Mansfield et al., 1990). VDBmaybe precipitated
by interventions assisting the patient with activities of
daily living such as bathing, eating and toileting (Cohen
Mansfield et al., 1990). ‘Sundowning’-associated
increase in VDB may be related to overstimulation
due to visitors and nursing staff changeover (Barton
et al., 2005). In the nursing home setting the person

who typically repetitively vocalizes is a female, with
advanced dementia, broken sleep andwho requires full
nursing care (Cohen-Mansfield et al., 1990). Very often,
however, there may not be any particular obvious trig-
ger or temporal pattern evident when assessing this
problem.

Repetitive vocalization behaviors are not exclusive
to dementia sufferers. They may occur in a variety of
other clinical contexts including intellectual disability
(Matson et al., 2011), autistic spectrum disorders
(Lanovaz et al., 2011), personality disorders and psy-
chotic depression (Sloane et al., 1997). They have been
described in palliative care settings (Adams et al.,
2012) and in patients with acquired brain injury, frontal
lobe impairments (Sloane et al., 1997) and epilepsy
(Enatsu et al., 2011).

We present a case of VDB in advanced dementia,
comorbid with a number of other risk factors and asso-
ciations. We describe successful treatment with prega-
balin which is a novel therapeutic approach.

Case report

Mrs M, an 88-year-old woman residing at home, was
referred to our psychiatry of old-age service by her pri-
mary care physician for assessment andmanagement of
agitation, including loud regular vocalizations. Her
husband was stressed by the agitation, and her formal
care providers were considering resigning as a result of
the VDB.

Mrs M had a background history of advanced
dementia of probable mixed etiology. She had vascular
risk factors for dementia including atrial fibrillation and
was on treatment with warfarin. She had been treated
for depression during the early stage of her cognitive
decline with a good response to citalopram. She had
been taking donepezil for 10 years before it was discon-
tinuedwhen she progressed to advanced dementia. She
also had a history of pulmonary embolus, osteoarthri-
tis, mild renal impairment and recurrent urinary tract
infections (UTIs). There was no history of any seizure
disorder. She had a PEG tube in situ, which had been
placed 1 year previously while she was an in-patient
in a medical facility, due to recurrent aspiration pneu-
monia. She continued to regularly require treatment for
aspiration pneumonia, as well as UTI. She was on the
following psychotropic medication: citalopram
20 mg, zolpidem 5 mg and alprazolam 0.25 mg ‘as
required’.

Mrs Mwas assessed in her home in March 2016. She
was living with her husband and was receiving formal
care 24 hours a day in the home. She was unable to
communicate verbally. The carers reported she had
been screaming at night for months, usually from 2 to
4 a.m. The vocalizations were non-verbal. The presence
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or absence of her husband at night did not appear
to alter the screaming. There was no associated
aggression.

Informant history revealed that her depressive ill-
ness had relapsed after citalopram was withdrawn
the previous year, and that she had responded well
to its reintroduction. Her mood was now reported as
normal, responding positively to her husband and
carers by day and with no behaviors such as crying
or resisting care that might indicate depressed mood.
She did not appear to be responding to hallucinations.
There was no evidence of any active infective process.
She had been in receipt of long-term regular opiate anal-
gesia for the relief of pain secondary to osteoarthritis
and her pain was well controlled. She did not appear
to be experiencing pain at the time of her assessment
and her carers did not feel pain was a reason for her
shouting. She was not constipated. ‘As required’ ad-
ministration of alprazolam was effective in reducing
the vocal behavior for short periods of time only.

Gabapentin was commenced at a dose of 100 mg
nocte and the VDB reduced in frequency and severity.
It had to be discontinued as she developed myoclonic
jerking. Mirtazapine 7.5 mg was then introduced for
its sedative and anxiolytic effect. However, Mrs M
developed restless legs and more pronounced myo-
clonic jerking, and it was discontinued.

A trial of pregabalin 50 mg nocte was started and
within 2 days her husband and the carers reported a sig-
nificant reduction in agitation and shouting in both fre-
quency and intensity. Objectively, Mrs M had also
improved, appearing more alert and relaxed, and she
did not appear to be sedated. Her sleep had improved
significantly. After 2 weeks of treatment, the screaming
had profoundly diminished. The improvement was
maintained over the next 9 months, at which point
she was discharged from the service.

Discussion

The consensus approach to the management of VDB
(Sloane et al., 1997) should comprise careful and
thorough assessment with problems identified and
then addressed individually. Barton et al. (2005) set
out a hierarchical approach to management, where
the patient’s physical and mental health are considered
first, before advancing through more complex
approaches including considering the function or hid-
den meaning of the VDB. Tible et al. (2018) have pro-
posed understanding VDB within the frame of
phenomenological diagnosis, where specific aspects
of the VDB may be understood as being related to
the patient’s life history. Including the patient’s family
or care team in the assessment process is essential in
analyzing the possible meaning behind VDB (Tible

et al., 2017). Contributory factors to VDB need to be con-
sidered individually and as many factors may be asso-
ciated, a single therapeutic approach is likely to have a
limited efficacy (von Gunten et al., 2008, 2011).

Management plans should be tailor made and indi-
vidualized (Cohen-Mansfield and Werner, 1997; Magri
et al., 2007), with a clinical approach matched to the
individual behavioral symptoms and needs of the
patient (Gauthier et al., 2010; Tible et al., 2017).
Thorough physical assessment is an essential first step
in themanagement of VDB, particularly focusing on the
assessment of pain or discomfort (Cohen-Mansfield
and Werner, 1997).

Therapeutic approaches examined are traditionally
categorized as psychosocial or biological. As with
neuropsychiatric symptoms in dementia generally,
non-pharmacological interventions should be
attempted first, but are often underused (Sloane et al.,
1997; von Gunten et al., 2011). Evidence for individual
non-pharmacological interventions is generally weak,
often due to heterogeneous research methods, but effi-
cacy of these approaches is supported by long-standing
clinical experience (Tible et al., 2017). Trying non-phar-
macological interventions prompts the consideration of
secondary and modifiable causes for the VDB, and has
the significant advantage of avoiding the side effects
associated with psychotropic medication (Sloane
et al., 1997).

Non-pharmacological interventions should beperson-
centered (Magri et al., 2007). Various approaches have
been described including: one-to-one attention, playing
a video of loved ones (Cohen-Mansfield and Werner,
1997), music (Locke and Mudford, 2010), sensory stimu-
lation (vonGunten et al., 2008), anxietymanagement tech-
niques such as deep breathing and counting (Yusupov
and Galvin, 2014). A number of behavioral strategies
have been recommended including contingent reinforce-
ment for quiet time (von Gunten et al., 2008), graded
desensitization (Adams et al., 2012) or even direct sensory
feedback using microphone and earphones (Sloane
et al., 1997).

Staff training and education are essential to ensure
consistent application of individual interventions
(Sloane et al., 1997; Magri et al., 2007). In addition, a suc-
cessful approach requires a system for monitoring the
effect of any intervention applied (Sloane et al., 1997).
Psychological and milieu therapies have been success-
fully applied (Dwyer and Byrne, 2000). Very occasion-
ally, isolation of the vocalizer from other residents may
be necessary (Sloane et al., 1997), though this could also
exacerbate VDB as perceived isolation may be a factor
in the development of the problem in the first place.

Patients with higher levels of cognitive function
respond better to psychological interventions than
patients with more advanced dementia (Bédard et al.,
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2011). In the event of limited success of non-
pharmacological measures, it is appropriate to consider
the addition of psychotropic medication while continu-
ing the non-pharmacological treatment.

Pharmacological treatment options need careful
consideration of the risks and benefits prior to prescrib-
ing, while use should be limited in time and stopped
after gradual reduction when symptoms improve
(Tible et al., 2017). The ideal choice of psychotropic drug
would be an agent with high efficacy and few adverse
effects (AEs), with treatment continuing for the shortest
time possible (Gauthier et al., 2010). The evidence base
to guide clinicians regarding individual drugs is weak
as the majority of studies are observational or based on
case reports (Sloane et al., 1997). Furthermore, much of
the literature on medication in dementia relate to
behavioral disturbances in general with little informa-
tion on specific target symptoms like VDB
(Nagaratnam et al., 2003).

Low serotonin levels found in dementia have been
linked to loss of impulse control, providing a rationale
for the use of serotonin enhancing drugs such as SSRI’s,
trazodone and buspirone (Sloane et al., 1997; Magri
et al., 2007) in this context. Antipsychotics have been
studied more robustly and have been shown to confer
significant benefit for the short-term treatment of
neuropsychiatric symptoms generally, but they have
the potential to cause serious AEs (Gauthier et al.,
2010) and may be poorly tolerated (Nagaratnam
et al., 2003). Studies examining anti-epileptics have sug-
gested potential usefulness for VDB (Cooney et al., 1996;
Lanctôt et al., 2004; von Gunten et al., 2011). Patients
with VDB in dementia often have a severity of cognitive
impairment that excludes treatmentwith cholinesterase
inhibitors according to current protocols (Barton et al.,
2005). A study examining VDB in institutionalized el-
derly patients found evidence of frequent prescribing
of multiple agents with as many as five psychotropic
drugs used in individual patients (von Gunten et al.,
2011). A number of case reports have described the
effective use of ECT in patients with VDB in dementia
which has not responded to less-invasive interventions
(Bang et al., 2008). The evidence base for ECT in this con-
text is very limited and does not support its clinical use
in managing VDB.

In our case report, there is a strong temporal rela-
tionship between the initiation of pregabalin treatment
and the reduction in screaming within 2 days. This cor-
responds with the pharmacokinetic profile of pregaba-
lin where a steady-state drug level is achieved within
this time profile (Baldwin andAjel, 2007). This supports
the efficacy of the drug in this clinical context, particu-
larly as there were no other changes in circumstances or
treatments which could explain the improvement.
Withdrawal and rechallenge of the drug to test its

efficacy was not considered ethical in view of the very
significant improvement and the previously unremit-
ting nature of the VDB, and therefore was not
attempted. There was no other plausible explanation
for the very significant reduction in her repetitive
vocalizations.

There is a paucity of literature on the use of prega-
balin in people with dementia. It has been used success-
fully in the treatment of pain in patients with Lewy
Body Dementia (Ukai et al., 2017). Pain is generally
under recognized and under treated in dementia.
VBD and other non-verbal behaviors such as grimacing
or restlessness may often be an expression of pain
(Flo et al., 2014). Pregabalin has been described in the
management of refractory anxiety in dementia
(Hulstaert, 2014). It is recognized that pregabalin is
being increasingly prescribed off-license in low doses
in people with dementia to treat agitation, particularly
where it is thought to be secondary to anxiety
(Crowther, 2013). The possible mechanisms of action
in our patient include both pain relieving and anxiolytic
effects.

When compared with the existing pharmacological
treatments outlined above, pregabalin may offer several
advantages including safety and tolerability. Pregabalin
is an α2δ ligand similar in structure to gamma-aminobu-
tyric acid (GABA) that is not active at GABA receptors
(Tassone, 2007) or glutamate receptors and has no effects
on the reuptake of 5-HT (Baldwin and Ajel, 2007).
Pregabalin binds the α2δ subunit of voltage-sensitive cal-
cium channels leading to reduction in neurotransmitter
release (Stahl, 2004). A decrease in release of a wide
range of neurotransmitters, including glutamate, norepi-
nephrine, substance P and calcitonin has been described
(Baldwin and Ajel, 2007; Tassone et al., 2007) and is the
mechanismof action thought responsible for the anticon-
vulsant, anxiolytic and chronic pain relieving actions of
pregabalin (Stahl, 2004).

Pregabalin does not bind to plasma proteins and so
does not displace protein-bound drugs. It readily
crosses the blood–brain barrier and is minimally
metabolized with renal excretion. Pregabalin lacks
activity at the hepatic cytochrome P450 enzymes and
has very few drug–drug interactions (Baldwin and
Ajel, 2007). It displays linear gastrointestinal absorption
leading to a predictable dose–response relationship
(Semel et al., 2010). The elimination half-life is approx-
imately 6 hours, and steady-state concentrations are
achieved within 2 days of initiation of therapy. Drug
clearance may be lower in elderly patients due to
age-related reduction in renal function (Tassone
et al., 2007).

AEs of the central nervous system such as somno-
lence and dizziness are the most commonly reported.
These effects appear to be dose related and not related
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to age (Tassone et al., 2007). The majority of AEs are
mild to moderate in intensity and transient, with toler-
ance developing within the first 3 weeks of treatment
(Montgomery et al., 2008). Efficacy and safety of prega-
balin in older patients are comparable to younger
patients, and AEs can be minimized by initiating at
low doses and titrating slowly (Semel et al., 2010).

VDB deserves attention and research as a symptom
in its own right, aside from BPSD generally. To our
knowledge, there is no existing literature describing
the use of pregabalin for VDB. Future research in
VDB should be directed toward development of stand-
ardized approaches to assessment and therapy. There is
a dearth of good quality research examining pharmaco-
logical agents for VDB, and a concerted effort will be
required to address this deficit in our knowledge base.
With its relatively benign side effect profile and favor-
able pharmacodynamic properties, pregabalin if effec-
tive would be an ideal drug to treat VDB where non-
pharmacological measures have failed. The current evi-
dence base to support its use is limited and further
research is needed to establish its effectiveness before
any recommendations can be made regarding its place
in the drug treatment of VDB.

Financial support

This research received no specific grant from any fund-
ing agency, commercial or not-for-profit sectors.

Conflict of interest

The authors [BM, AB, SM, CC] have no conflicts of
interest to disclose.

Ethical standards

The authors assert that all procedures contributing to
this work comply with the ethical standards of the rel-
evant national and institutional committee on human
experimentation with the Helsinki Declaration of
1975, as revised in 2008. The authors assert that ethical
approval for publication of this case report was not
required by their local Ethics Committee. Written
informed consent to publish the case report was
obtained from the patient’s next-of-kin.

Description of authors’ roles

BM collected the data, reviewed the literature and
wrote the article. AB and SM assisted with collecting
the data and writing the article. CC assisted with
reviewing the literature and writing the article.

References

Adams J, Cheng P, Deonarain L, Frank C, Mayers A,
Smith BJ, et al. (2012). Extinction of care-induced
vocalizations by a desentitization routine on a palliative
care unit. American Journal of Hospice Palliative Medicine
29(4), 318–320.

Baldwin DS, Ajel K (2007). Role of pregabalin in the
treatment of generalized anxiety disorder. Neuropsychiatric
Disease and Treatment 3(2), 185–191.

Bang J, Price D, Prentice G, Campbell J (2008). ECT
treatment for two cases of dementia-related pathological
yelling. The Journal of Neuropsychiatry and Clinical
Neurosciences 20(3), 379–380.

Barton S, Findlay D, Blake RA (2005). The management of
inappropriate vocalisation in dementia: a hierarchical
approach. International Journal of Geriatric Psychiatry 20,
1180–1186.

Beck C, Richards K, Lambert C, Doan R, Landes RD,
Whall A, et al. (2001). Factors associated with problematic
vocalizations in nursing home residents with dementia.
The Gerentologist 51(3), 389–405.

Bédard A, Landreville P, Voyer P, Verreault R, Vézina J
(2011). Reducing verbal agitation in people with
dementia: evaluation of an intervention based on the
satisfaction of basic needs. Aging and Mental Health 15(7),
855–865.

Cohen-Mansfield J, Werner P (1997). Management of
verbally disruptive behaviors in nursing home residents.
The Journals of Gerontology Series A Biological Sciences and
Medical Sciences 52A(6), M369–M377.

Cohen-Mansfield J, Werner P, Marx MS (1990). Screaming
in nursing home residents. Journal of the American
Geriatrics Society 38(7), 785–792.

Cooney C, Mortimer A, Smith A, Newton K, Wrigley M
(1996). Carbamazepine use in aggressive behaviour
associated with senile dementia. International Journal of
Geriatric Psychiatry 11(10), 901–905.

Crowther G (2013). Pregabalin: a future treatment in the
management of behavioural and psychological symptoms
of dementia? Old Age Psychiatr [Internet] 56. Available
from: https://catalogues.rcpsych.ac.uk/FILES/Spring%
202013%20Number%2056.pdf accessed 25 April 2019.

Dwyer M, Byrne GJA (2000). Disruptive vocalization and
depression in older nursing home residents. International
Psychogeriatrics 12(4), 463–471.

Enatsu R, Hantus S, Gonzalez-Martinez J, So N (2011).
Ictal singing due to left frontal lobe epilepsy: A case
report and review of the literature. Epilepsy Behavior 22(2),
404–406.

Flo E, Gulla C, Husebo BS (2014). Effective pain
management in patients with dementia: benefits beyond
pain? Drugs Aging [Internet] 31(12), 863–871. doi: 10.1007/
s40266-014-0222-0

Gauthier S, Cummings J, Ballard C, Brodaty H, Grossberg G,
Robert P, et al. (2010). Management of behavioral
problems in Alzheimer’s disease. International
Psychogeriatrics 22(3), 346–372.

Hulstaert A (2014). The Management of anxiety symptoms
in patients with vascular dementia: A case report about

VDB Case Report and Literature Review 101

https://doi.org/10.1017/ipm.2019.18 Published online by Cambridge University Press

https://catalogues.rcpsych.ac.uk/FILES/Spring%202013%20Number%2056.pdf
https://catalogues.rcpsych.ac.uk/FILES/Spring%202013%20Number%2056.pdf
https://doi.org/10.1007/s40266-014-0222-0
https://doi.org/10.1007/s40266-014-0222-0
https://doi.org/10.1017/ipm.2019.18


treatment with pregabalin. Acta Psychiatrica Belgica 114(2),
5–8.

Lanctôt KL, Herrmann N, Mazzotta P, Khan LR, Ingber N
(2004). GABAergic function in Alzheimer’s disease:
Evidence for the treatment of behavioural and
psychological symptoms of dementia. Canadian Journal of
Psychiatry 49(7), 439–453.

Lanovaz MJ, Sladeczek IE, Rapp JT (2011). Effects of music
on vocal stereotypy in children with autism. Journal of
Applied Behavior Analysis 44(3), 647–651.

Locke JM, Mudford OC (2010). Using music to decrease
disruptive vocalizations in a man with dementia.
Behavioral Interventions 25, 253–260.

Magri CJ, Ferry P, Abela S (2007). A review of the aetiology
and management of vocal behaviour in dementia. Malta
Medical Journal 19(3), 30–35.

Matson J, Sipes M, Horovitz M, Worley J, Shoemaker M,
Kozlowski A (2011). Behaviors and corresponding
functions addressed via functional assessment. Research in
Developmental Disabilities 32(2), 625–629.

Montgomery S, Chatamra K, Pauer L, Whalen E,
Baldinetti F (2008). Efficacy and safety of pregabalin in
elderly people with generalised anxiety disorder. The
British Journal of Psychiatry 193(5), 389–394.

Nagaratnam N, Patel I, Whelan C (2003). Screaming,
shrieking and muttering: the noise-makers amongst
dementia patients. Archives of Gerontology and Geriatrics
36, 247–258.

Semel D, Murphy K, Zlateva G, Cheung R, Emir B (2010).
Evaluation of the safety and efficacy of pregabalin in
older patients with neuropathic pain: results from a
pooled analysis of 11 clinical studies. BMC Family Practice
11, 85.

Sloane PD, Davidson S, Buckwalter K, Lindsey BA,
Ayers S, Lenker V, et al. (1997). Management of the
patient with disruptive vocalization. The Gerentologist
37(5), 675–682.

Stahl SM (2004). Anticonvulsants as anxiolytics, Part 2
Pregabalin and Gabapentin as α2δ ligands as voltage-
gated calcium channels. The Journal of Clinical Psychiatry
65(4), 460–461.

Stahl SM (2004). Mechanism of action of α2δ ligands:
Voltage Sensitive Calcium Channels (VSCC) modulators.
The Journal of Clinical Psychiatry 65(8), 1033–1034.

Tassone DM, Boyce E, Guyer J, Nuzum D (2007).
Pregabalin: A novel gamma-aminobutyric acid analogue
in the treatment of neuropathic pain, partial-onset
seizures, and anxiety disorders. Clinical Therapeutics 29(1),
26–48.

Tible O, Mendez M, von Gunten A (2018).
Phenomenological contribution to understanding of
vocally disruptive behaviour: A clinical case study in a
patient with dementia. International Journal of Geriatric
Psychiatry Advance online publication. doi: 10.1002/
gps.4947

Tible OP, Riese F, Savaskan E, von Gunten A (2017). Best
practice in the management of behavioural and
psychological symptoms of dementia. Therapeutic
Advances in Neurological Disorders 10(8), 297–309

Ukai K, Fujishiro H, Ozaki N (2017). Effectiveness of
low-dose pregabalin in three patients with Lewy body
disease and central neuropathic pain. Psychogeriatrics
17(2), 115–119.

von Gunten A, Alnawagil A, Abderhalden C, Needham I,
Schupbach B (2008). Vocally disruptive behavior in the
elderly: A systematic review. International Psychogeriatrics
20(4), 653–672.

von Gunten A, Favre M, Gurtner C, Abderhalden C (2011).
Vocally disruptive behavior (VDB) in the institutionalized
elderly: A naturalistic multiple case report. Archives of
Gerontology and Geriatrics 52(3), e110–e116.

Yusupov A, Galvin JE (2014). Vocalization in dementia:
A case report and review of the literature. Case Reports in
Neurology 6(1), 126–133.

102 B. McCarthy et al.

https://doi.org/10.1017/ipm.2019.18 Published online by Cambridge University Press

https://doi.org/10.1002/gps.4947
https://doi.org/10.1002/gps.4947
https://doi.org/10.1017/ipm.2019.18

	Vocally disruptive behavior: A case report and literature review
	Introduction
	Case report
	Discussion
	Financial support
	Conflict of interest
	Ethical standards
	Description of authors' roles
	References


