
I
don’t watch much TV anymore. In
fact, one of my major jobs at home
seems to be walking into empty
rooms to turn off television sets
abandoned by bored or distracted

family members. That’s probably why I
was caught off-guard when several fami-
lies showed up in my office asking that
their demented loved ones be evaluated
for normal pressure hydrocephalus
(NPH). Confident in my knowledge that
NPH was an arcane curiosity—a closely
held secret in the lore of dementia neurol-
ogy—I was surprised that they would be
asking me to address it. And, they asked
for it by name! That’s when I was in-
formed that I had missed “the show.” 

Made for TV
Maybe if I wasn’t wandering around the
house turning off those unwatched TVs,
I would have seen that a prominent TV
news magazine show ran a story on NPH
with the catchy title Saved From Senility.
The segment told the tales of two indi-
viduals with dramatically positive re-
sponses to surgical cerebrospinal fluid
(CSF) diversion for NPH after banging
around the medical system undiagnosed
or misdiagnosed for as long as 15 years. It
had all the elements of good TV drama.
There was titillation, recounting the
episode when one of the subjects went
out to get his newspaper wearing nothing
but a towel—around his neck! There was
a slam at the cost of health care and a dig
at the insurance industry. There was med-
ical incompetence, and (just to warm my
heart, I think) the wise and expert spe-
cialist who saw the truth and cured the
problem. Following his cure, the aveng-

ing survivor set out to rid the world of
NPH. It was quite a story indeed, and it
developed its own cult following in
dementia support groups throughout the
country. 

Unfortunately for the network, its
advertisers and broadcast television as a
whole, these few minutes of “good TV”
reinforced all the reasons that I don’t
watch much television anymore. This lit-
tle “news” segment did not mention that
NPH has been a recognized diagnosis for
40 or more years. While decrying the cost
of MRI, it did not mention the cost of
shunt hardware, hospitalization or sur-
gery. Worse yet, it made no mention of
how many people get shunted and have
an unsatisfactory response, nor did it
identify the (not insubstantial) rate of
surgical complications. 

For the sake of a snappy intro, it did
not discuss the fact that “senility” is no
longer an appro-
priate medical
diagnosis. Fur-
thermore, while
implying that
much of what
gets called Alz-
heimer’s or Park-
inson’s disease is
in fact NPH, it
did not discuss
how the diagnos-
tic profile of
NPH differs dra-
matically from
those illnesses in
nearly all cases.
This lack of bal-
ance in reporting

helped drive me away from the TV news
in the first place, and will continue to
keep me away. I guess I’m in the minori-
ty, though, because other broadcast news
shows have now run NPH stories as well.

Pressure Waves
In thinking about the influx of putative
NPH patients and learning about the TV
story, I realized that I have been seeing a
lot more about NPH these days. I have
received several mailings from the
Hydrocephalus Association in the last
year, for instance. Interestingly, I had
received nothing at all from that group in
the preceding decade. This is not the first
time that interest in NPH has surged.
The first was after its description as a spe-
cific syndrome by Hakim and Adams in
1965. There was another clear surge in
interest with the emergence of cross sec-
tional cerebral imaging in the form of
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computed axial tomography and, later,
magnetic resonance imaging. 

So, what is driving the pressure on
NPH now? The TV story gives a clear
hint, though it is most apparent when
reading between the lines. The aforemen-
tioned avenging survivor now stars in a
broadcast public service announcement
about NPH. The transcript from the story
states, “The ad was produced by one of
the shunt manufacturers.” Interestingly,
that manufacturer also sponsors a well-
produced informational web site specifi-
cally about NPH, which depicts the same
patient and includes a searchable database
of physicians trained to use their product. 

OK, now I get it. At least some of the
pressure to identify and treat more cases of
NPH is commercially motivated, through
direct means like the web site and press
releases to the news media, as well as indi-
rect ones like support of foundations,
public service announcements and sym-
posia at scientific meetings. 

Let me be explicit: I do not think that
commercial pressure is, in itself, a bad
thing. If more people with symptoms that
suggest NPH get carefully evaluated, per-
haps we can continue to demystify neuro-
logical diagnoses and sustain hope for the
day when we can remove the stigma from
seeking care for dementia. We just need to
know that substantial commercial inter-
ests are supporting what appears to be a
spontaneous groundswell and grass roots
campaign.

State of the Art
So, what exactly is NPH, and what should
we, as clinicians, do to recognize it appro-
priately? At its simplest level, NPH is an
acquired communicating hydrocephalus
without clear-cut evidence of elevated
CSF pressure on random spinal taps. It is
typically taught as involving a triad of gait
disturbance, urinary incontinence and
dementia. 

Classified as a reversible dementia, it is

one of the reasons that cerebral imaging is
recommended as a routine part of a
dementia work-up by the American
Academy of Neurology’s practice parame-
ter on dementia diagnosis.1 Numerous
tests and technologies have been proposed
to assist with diagnosis, but none have
emerged as dramatically superior to care-
ful clinical evaluation and routine cerebral
imaging.2 Despite lack of definitive evi-
dence, the CSF tap test—in which a large
volume of CSF is withdrawn, followed by
observation for short-term improvement
in gait or cognition—has emerged as a de
facto standard in most centers. 

Definitive treatment is ventriculoperi-
toneal shunting. Programmable, low-
pressure valve shunts are the current dar-
ling among neurosurgeons routinely
treating the condition. Nonetheless, there
is far more variability than consensus
when it comes to diagnosis and treatment
of NPH,3 and no gold standard that pre-
dicts a positive shunt response has
emerged. 

From the neurologist’s perspective,
there is a welcome role for the art of clin-
ical medicine when NPH is a diagnostic
consideration. There are several things to
look for that should help us diagnose peo-
ple accurately and refer appropriately for
surgical intervention. Diagnostic accura-
cy is important because shunting is not
without risk, and a risk-benefit ratio
needs to incorporate a reasonable expec-
tation for benefit. 

Careful history and a skilled neurolog-
ical exam, including a well-considered
cognitive evaluation, are important. A
history of severe, persistent, progressive
and disabling cognitive impairment
argues against NPH, since gait distur-
bance is usually the earliest and most
obvious complaint. Individuals with
prominent amnestic, aphasic or agnosic
findings on examination are much more
likely to have Alzheimer’s disease than
NPH, which causes a more frontal/dysex-

ecutive pattern. 
The expression of the gait disturbance

is highly variable, but an apractic or
frontal pattern is more characteristic than
a Parkinsonian shuffle. Since cerebrovas-
cular disease is the most common cause of
the “NPH triad” of gait disturbance, uri-
nary incontinence and dementia, imaging
should be interpreted not only in light of
ventricular dilatation but also ischemic
disease burden. 

For example, patients with moderate
or worse cortical atrophy or white matter
disease are unlikely to have their symp-
toms respond to shunting.2 If a CSF tap
test is performed, the best predictor of
shunt response is how much the gait
improves, not response on brief bedside
cognitive screening tests like the Mini-
Mental State Exam. 

The folks who came to see me as a
result of the TV show indeed had the all
the right symptoms, but not for the right
reasons. They did not meet the criteria for
NPH. The report raised hope sky-high in
those families. It put pressure on me to
justify the methods of clinical decision-
making and explain the data about risk,
invasiveness and variable outcomes that
weren’t mentioned in a slickly-packaged
story with a commercial agenda. 

The tone of the segment made me
(and, presumably, you and the rest of our
colleagues) appear to be withholding a
promising treatment that seemed so pow-
erful for others. I don’t like dashing peo-
ple’s hopes, but those few minutes of
“good TV” put me in that position. I’m
glad I didn’t watch it.  PN
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