
 

NEUROLOGY AND NEUROBIOLOGY | ISSN 2613-7828 
 

  

 

Available online at www.sciencerepository.org 

 

Science Repository 

 

 

 

 

*Correspondence to: Linda Maguire, M.H.S., M.A. Center for Health and Risk Communication, George Mason University, Fairfax, Virginia, USA; E-mail: 

lmaguir3@gmu.edu 

© 2020 Linda Maguire. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted use, 

distribution, and reproduction in any medium, provided the original author and source are credited. Hosting by Science Repository. 

http://dx.doi.org/10.31487/j.NNB.2020.01.06 

Review Article 

Hidden Factors in Diagnosing Alzheimer’s Disease 

Linda Maguire* and Gary L. Kreps 

Center for Health and Risk Communication, George Mason University, Fairfax, Virginia, USA 

A R T I C L E  I N F O 

Article history:  

Received: 25 February, 2020 

Accepted: 13 March, 2020 

Published: 30 March, 2020 

Keywords: 

Mental illness diagnosis 

dementia diagnosis 

Alzheimer's diagnosis 

proxy diagnosis 

family history method 

 

 
A B S T R A C T 

Diagnoses of Alzheimer’s, dementia and other mental health conditions using the “family history method” 

can often be inaccurate, biased and possibly ill-motivated. Definitive clinical testing and/or biological tests 

rarely exist for most mental illnesses. Even when tests (such as PET scans or excess Abeta42 in cerebral 

spinal fluid indicating presence of neuronal plaques, for example) and other suggestive biomarkers are 

"positive", there are often no outward cognitive-behavioural symptoms or symptomatic evidence associated 

with the alleged mental illness (and vice-versa). Furthermore, environmental stressors, dehydration and 

other fully curable illness and treatable issues such as urinary tract infections, delirium, drug interactions 

and insomnia can quickly create outward ‘false’ symptoms of mental illnesses, often mistaken for true 

mental health diagnoses. Therefore, a comprehensive consideration of ex parte narratives, experience, 

familiarity and also possible underlying motivations, of even the most well-meaning family members in the 

“family history method” of mental illness diagnoses, currently used by doctors and other professionals, 

should be revisited.  
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When a patient is diagnosed with Alzheimer’s disease (often referred to 

as dementia), what criteria are used to make the diagnosis? Rising 

incidence rates suggest that up to 20 million Americans will suffer from 

dementia by 2050. But, are all diagnoses correct? Consider the common 

issue of dehydration as a masking factor in dementia diagnoses of elderly 

individuals. Dehydration can quickly lead to delirium that can be 

mistaken for full-blown dementia, including symptoms such as 

disorientation, lack of focus, memory problems, aggression, agitation, 

and wandering [1, 2]. A Johns Hopkins geriatric psychiatrist said, “It’s 

not (only) the pill we give them that creates the clinical effect (of 

reducing symptoms of delirium); it’s the water they drink it down with.” 

Increasing hydration can reduce delirium, illustrating that delirium, 

unlike Alzheimer’s disease, is preventable and treatable [1, 3, 4]. 

 

Other conditions can also create deceptive symptoms that are commonly 

mistaken for Alzheimer’s disease, including infections, anxiety, 

depression, recent surgery, analgesics, single doses of pharmaceuticals 

(or more complex drug interactions), and malnutrition. Any of these 

factors can lead to symptoms of delirium, that pair directly with 

symptoms of Alzheimer’s disease, and lead to false diagnoses of 

dementia. 

 

Unlike diagnoses of infection or other decisive conditions, there are no 

definitive clinical tests for dementia. The popularly used MMSE (mental 

health test) has ceiling effects (one can easily memorize answers to pass) 

and the test accurately screens only severe cases [5-7]. The MMSE test 

has many confounding biases in application, especially when patients, 

who have abundant plaques and tangles in the brain, test as being 

perfectly normal. During most formal assessments, however, “diagnosis 

by proxy” has become the main criteria for making diagnoses of 

dementia. 

 

Once diagnosed with dementia, the patient often loses access to 

financial, mental and geographic rights and freedoms [8]. Power of 

attorney is granted, forced drugging is initiated (especially when the 

patient contests the diagnosis) and patients can be locked in psychiatric 

ward housing. However, research shows that diagnosis of dementia by a 

single family member is only about 15% accurate and diagnosis based 

on input from 4 family members together only reaches a 64% accuracy 

[9-11]. Another study shows only 48% agreement between family 
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members in diagnosing dementia [12]. How accurate are family 

members and friends who often serve as proxy diagnosticians regarding 

the diagnosis of Alzheimer’s disease? 

 

Alzheimer’s disease is not the only clinically ambiguous mental health 

condition that is diagnosed using input from family members. Bipolar 

disease, ADD, ADHD or even forms of autism in children that are 

difficult to diagnose, have symptoms related to anxiety, stress, noisy 

home environments, poor nutrition, and often depend on proxy 

diagnoses. Diagnosis of these conditions can also lead to stigma, forced 

drugging, loss of estate, and locked psychiatric wards. Unfortunately, 

due to reliance on diagnostic proxy, the patients themselves are often 

ignored throughout a diagnostic process that often takes place 

completely away from the patient [13, 14]. 

 

To increase the accuracy of mental health diagnoses, one suggestion is 

to educate doctors about the variations in proxy diagnosis accuracy and 

reliability [15]. Perhaps it is best, prior to patient diagnosis, for doctors 

to screen the proxies themselves [12]. Dementia diagnosis can lead to 

transfers of financial power of attorney to the same family proxies who 

contribute directly to the primary diagnosis. When money and property 

is involved, even the most well-intentioned estate recipient may become 

biased. A thorough screening of proxies may be a timely stage in the 

physician’s dementia diagnostic process [16]. 

 

When DNA screening was introduced into the legal system, thousands 

of accused criminals were (and continue to be) exonerated and freed. 

Perhaps when diagnosis of dementia, bipolar disease, autism, ADHD 

and other mental health issues are clarified, many patients may be 

exonerated from proxy-based diagnoses - and also freed from forced 

drugging, incarceration, loss of finances, careers and belongings [17, 

18]. Diagnoses of many mental health conditions are often very vague, 

lacking definitive clinical testing integrity and validity. Doctors’ primary 

responsibility then is to screen for all non-dementia potential influences 

(dehydration, anxiety, drug interactions) and delve deeper into possible 

underlying issues or driving motivations in family members, friends or 

even neighbour proxy informants that currently play so decisively into 

diagnoses. 
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