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Presenter
Presentation Notes
The following presentation is entitled “Recognizing Dementia in Primary Care.” Your presenter for this lesson is Dr. Robert Parker.  Dr. Parker is Deputy Chair of Clinical Services, Department of Community and Family Medicine, University of Texas Health Science Center at San Antonio. 



Learning Objectives 

•Identify the characteristics, 
epidemiology, and presentation 
factors that indicate dementia. 

•Become familiar with  
assessment tools for dementia. 

Presenter
Presentation Notes
The learning objectives for this lesson are:
Identify the characteristics, epidemiology, and presentation factors that indicate dementia; and,
Utilize diagnostic tools to determine types of dementia.




Dementia Characteristics 

 Progressive decline of intellectual ability 
from a previously attained level with no 
alteration of consciousness 
 

 Interferes with patient’s life: personal 
relationships, job, ability to perform 
activities of daily living 

 
 

Presenter
Presentation Notes
Most dementias are characterized by a slow  but steady decline of intellectual ability from a previously attained level. This most commonly affects short term memory, mood, judgment and speech. There is no change in the level of consciousness.



Decline in Cognitive 
Functions 

Memory 
 Orientation 
 Language 
 Judgement 

 Perception 
 Attention 
 Ability to 

perform  tasks 
in sequence 

Presenter
Presentation Notes
The seven areas of cognitive function shown on the screen can be involved to varying degrees, depending on the type of dementia.



Epidemiology 

 

 4th leading cause of death in the elderly 
 

 Life expectancy after diagnosis: 3-15 years  
 

 Long term care costs for those >65 is $40 
billion per year      
   

 
Wolfson, NEJM April, 2001 

Presenter
Presentation Notes
At age 60, the prevalence of dementia is only 1%, but this increases substantially by age 85. Dementia is the fourth leading cause of death in the elderly. Life expectancy after diagnosis can range from 3 to 15 years. Long term care costs for those over age 65 is currently about $40 billion dollars. These statistics in the article by Wolfson are significant since the burden of dementia will steadily increase as the population ages in the United States. The fastest growing segment of our population is those over the age of 85. This means virtually every health care provider will be involved in the care of patients with dementia.  



  

Prevalence of Alzheimer’s Disease by Age 
1% at age 60, doubles every five years.  Curve flattens out by 

age 90.  
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Evans, D.A. et al. (1989). Journal of the American Medical Association. Vol. 262: 2251-2256. 

Presenter
Presentation Notes
Since the fastest growing segment of the U.S. population is -those over age 85, the graph shows important dementia-related statistics.  The prevalence of Alzheimer’s in the 85 plus category far exceeds that in lower age categories. Many health care providers do not appreciate the high prevalence of dementia in these age groups. It is important to make this diagnosis early in the course of the disease since life expectancy for an Alzheimer’s patient may be 10 years after diagnosis. It is possible to make the diagnosis of dementia with a high degree of certainty as will be discussed later in this presentation.



Dementia Is Often 
Missed! 
 Mild symptoms are not 

recognized by PCPs 50% of the 
time.   

 Reversible dementias have          
better outcomes when  
treated early  

 Significant consequences for  
 patients and caregivers 

 

Presenter
Presentation Notes
Mild dementia is missed in up to 50% of affected patients in primary care clinics and moderate dementia missed up to 20% of the time. We have all missed dementia only to recognize it in retrospect since it is our natural inclination to assume our patients are cognitively intact. Why is it important to recognize dementia early?  Families can be reassured that there is an explanation of their loved one’s behavior. They will be able to plan for the additional resources needed later on in the illness. There is evidence that the reversible dementias respond to treatment when discovered early in the course. If discovered early, patients may be able to put their financial and personal affairs in order while they are still relatively cognitively intact. 





Dementia Is Missed By 
Families 

 Cognitive decline may be considered 
normal aging by families 

 Cultural factors affect reporting 
 of dementia 
 Social skills are preserved 
 until late 

 
 

Presenter
Presentation Notes
Many factors conspire against the health care provider to obscure the diagnosis of early dementia. Many people consider cognitive decline a normal part of aging. It may be common, but it is not a normal part of aging. Certain cultures, such as the Hispanic culture, frequently do not report symptoms until the disease is more advanced. The patient’s social skills are often well preserved until later in the course. The patient may be able to carry on polite conversation and go undetected by physicians and lay people alike.  Physicians may believe diagnosis is futile because of perceived lack of effectiveness of treatment.




Quick Clues to Dementia 

 Difficult to obtain clear history of 
patient complaints 

 Content-empty speech 
 Slovenly appearance 
 Loss of IADL function 

Larson 1998, JAGS Siu 1991, Ann Int Med 

Presenter
Presentation Notes
 It is a rare patient that comes to the physician with the complaint of memory loss. We can become suspicious of dementia if we look for the clues. It is often difficult to obtain a clear history of patient complaints since the complaints may be vague and ill defined. The patient’s speech may be profuse but contain little content and tends to be repetitious. Additionally, many patients suffering from dementia may have a slovenly appearance. Another clue is loss of one or more of the independent activities of daily living, or IADL functions which will be covered later in this presentation. 



Additional Clues 

 Patient forgets appointments 
 Poor compliance with treatment 
 Patient is always accompanied by family 

member 
 Patient drops favored activities 
 Poor hygiene 

Presenter
Presentation Notes
Many times patients with dementia simply become difficult and may not be welcome at the clinic because their dementia is unrecognized. These patients frequently miss appointments. They are non-compliant with treatment and may not refill their medications or may be taking them incorrectly. A family member may accompany the patient and usually does so because the patient cannot remember what the doctor told him. Demented patients that live alone may have poor hygiene and be unaware of body odors. A patient may drop a favorite activity such as a book club or a bridge group.



Clinical Presentation 

 Dementia onset is insidious 
 Social skills are preserved  
 until late in course 
 Paranoia: “People are stealing from 

me” 
 Concrete thinking (failure to abstract) 
 Inability to complete complex tasks 

i.e. checkbook 
 

 

Presenter
Presentation Notes
The onset of dementia is insidious and often unrecognized by loved ones because we impute our own intellect to the patient. Since the social skills are preserved and the patient may be quite pleasant, the family believes there must not be a problem. In the initial presentation, the patient exhibits mild forgetfulness and poor concentration. Repetition and inconsistencies exist in speech and usual behavior. 



Clinical Presentation 
(con’t) 
 EARLY:   

– Mild forgetfulness, concentration deficits 
– Repetitious or inconsistent behavior 

 
 LATE:   

– Impaired judgment  & inability to abstract 
– Personality change with rigidity, 

perseveration, irritability, and confusion 
– Loss of self-care 
 
 
 

Presenter
Presentation Notes
As the intellect deteriorates, there is poor judgment and personality changes are characterized by rigidity, perseveration, and irritability. The personality begins to disappear along with self-care skills. Paranoia and concrete thinking become prominent.  Patients may begin suspecting that the people around them cannot be trusted. The ability to perform complex tasks, such as updating a checkbook, is lost.





Diagnostic Tools 

 Mini Cog Exam 
 Clock Drawing Test  
 Animal Naming 
 Mini Mental Status Exam  
 Functional Assessment 
 Geriatric Depression Scale 
 

Presenter
Presentation Notes
The screen lists the various diagnostic tools available to the health care provider when suspicions of dementia exist. These tools will be discussed in detail on the following screens. 



Mini Cog Exam 

 A quick test with a high degree of certainty 

 Combines the most sensitive parts of the 
MMSE and the Clock Drawing test 

 The patient is asked to do the 3 item recall 
and draw a clock 

 If no mistakes the probability of no 
dementia is >95% 

Presenter
Presentation Notes
The Mini Cognitive Exam is a quick way to rule out dementia on the wards or in the clinic. It has high sensitivity, meaning it is a good test for ruling out a condition. The Mini Cog Exam combines the most sensitive part of the Mini Mental Status Exam (MMSE) and the clock drawing test. In the MMSE, the patient is asked to do a three item recall. The clock drawing test is a sensitive test for executive function since it tests the ability to perform acts that require judgment.  It can be performed in minutes and if the patient makes no mistakes then the clinician can be confident there is no dementia.




THREE ITEM RECALL AT  1  MINUTE 
 
        LR (LIKELIHOOD RATIO) 
 
RECALLS    0 or 1       LR = 3.1 of dementia 
RECALLS    2               LR  = 0.5 
RECALLS  ALL  3        LR  = 0.06 
 
CLOCK DRAWING TEST 
 
ABNORMAL        LR =  24  
ALMOST NORMAL       LR =   .8  
NORMAL        LR =   .2  

Siu, Ann Intern Med, 1991 

MINI COG EXAM 

Presenter
Presentation Notes
This table gives the predictive value of the Mini Cog Exam three item recall and the Clock Drawing test given various prevalence rates. Remember that in the group over age 85, the prevalence of dementia approaches 50%. This makes the Mini Cog Exam a very good test in this age group. Shown on the screen are the Likelihood Ratios (LR) and Positive to Predict (PTP) percentages.



Clock Drawing Test 

Presenter
Presentation Notes
The clock drawing test primarily measures executive function. The patient is asked to draw a clock and add in the hands to show a time of 11:10 so that a child could read it. This is a normal clock drawn by a 75 year old with an MMSE of 27/30.



Clock Drawing Test: 7 Years Later 

Presenter
Presentation Notes
Seven years later, at age 81, the same person has an MMSE of 23/30. The clock drawing is still normal.



Clock Drawing Test: 9 Years Later 

Presenter
Presentation Notes
The same patient at age 83 now  has an MMSE of 14/30 and an abnormal clock drawing. Note the literal interpretation of 11:10.



Clock Drawing Test: 11 Years Later 

Presenter
Presentation Notes
The same patient at age 86 now  has an MMSE of only 8/30. This is severe dementia and the clock drawing is completely abnormal.



“ANIMAL NAMING” 

•“NAME AS MANY ANIMALS AS 
YOU  CAN.  GO!” 
•Average Score is 18 Words in One        
Minute. 
•Less than 12 is Abnormal. 
•Correlates well with MMSE. 
                                                                   
Neurology.1989;39:1159-1165. 
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Presentation Notes
For verbal fluency/category recall



Mini-Mental Status Exam (MMSE) 
Orientation:      5-item DATE and PLACE   
Registration:    Repeat 3 objects 
Attention and Calculation:    Serial 7's, "world" backwards 
Recall:    3 objects    
   
Language: 
  Name a pencil and watch, Repeat:  "No ifs, ands, or buts." 
  Follow command: "Take a paper …" ,   Do the following: "Close 

your eyes“,   Write a sentence & Copy design.  
 
   
Maximum Score:  30 
 less than 24 points has high probability of cognitive deficit 
 MMSE is education dependent  & has been validated in other cultures 

 

Presenter
Presentation Notes
The Mini Mental Status Exam has been validated as a screening tool in many situations and cultures. It tests five domains of cognition: orientation, registration, attention and calculation, recall, and language. The pattern of mistakes is more telling than the absolute score. If there are mistakes in more than one domain, the likelihood of dementia is increased. 




Functional Impairment 
Instrumental Activities of Daily 
Living  
 IADLs – Impaired Early On 

– Using telephone 
– Shopping for all needs 
– Food preparation & Safety 
– Housekeeping 
– Laundry 
– Transportation 
– Medications 
– Managing money  

Presenter
Presentation Notes
Functional assessment is important in establishing the diagnosis and in quantifying the severity of dementia. The instrumental activities of daily living (IADLs) are necessary for a person to function in the community. The eight IADLs are listed on the screen. These activities are impaired early in the course of dementia.





Functional Assessment (con’t) 

 Pay attention to, understand, 
and discuss a TV show, book, 
or magazine  

 Remember appointments, 
family occasions, holidays, and 
medications  

 Drive, or use public 
transportation 

Presenter
Presentation Notes
Regular interviews with relatives can be an invaluable tool when suspicions of dementia exist with a patient.




Activities of Daily Living 

ADLs 
•Dressing 
•Toileting 
•Transfers 
•Continence 
•Feeding 
•Bathing 
 

Used to assess progression of              
dementia and determine degree of 
caregiver burden 

Presenter
Presentation Notes
The activities of daily living are those skills necessary to care for one’s self independently. If any of these activities are impaired, the patient will require assistance. It is helpful to take this inventory to assess progression of dementia and the degree of caregiver burden.




Diagnostic Evaluation of 
Dementia 

 H&P and info from caregiver 
 Lab:  CBC, CMP, TFTs, RPR, Vit B12, 

Folate  
 CT of head 
 Other tests as indicated:                             

– EEG, Lumbar puncture, HIV    
– MRI, PET scan, or brain biopsy  

 
 

Presenter
Presentation Notes
So how do we work up a case of dementia after we have done a physical exam and cognitive evaluation? Obtain history from a person close to the patient. Observe the gait for akinesia and ataxia. Look for potentially reversible causes of dementia by blood testing with the studies listed on this slide. Routine CT of the head is controversial. The preference is to get a CT of the head because of the prognosis of this diagnosis and possibility of finding some treatable pathology. 



Criteria for Probable  
Alzheimer’s Disease 

 
• Onset between ages 40 and 90 
• Absence of other disorders to account 

for dementia  
• Neuropsychological examination with 

deficits in at least two areas of 
cognition 

• Progressive worsening of memory and 
other cognitive functions 

 
 

Presenter
Presentation Notes
Now we will talk about the specific types of dementia. These are the current criteria for a presumptive diagnosis of Alzheimer’s. When these conditions are met, the diagnosis of Alzheimer’s is correct up to 85% of the time. Please review  the criteria on the screen.



NEED TO EXCLUDE 

 Depression  
 Medication & OTC’s  
 Alcohol abuse  
 Delirium or Infection 
 Tumors i.e., frontal lobe 
 Metabolic disorders   
 Head injury   
 Vision or hearing problems  

 
 

Presenter
Presentation Notes
Thyroid, hyponatremia, hypo/hypercalcemia. c clinic is depression. Depression usually has an atypical presentation in the geriatric population. Therefore, it is called pseudo dementia. The next most common cause is medications. We make an exhaustive search of the patient’s medications and herbal remedies. Often we find one or two drugs that have a profound effect on cognition. It is very gratifying to stop a medication and see cognition improve. Alcohol abuse is just as common in older people but is more difficult to identify since they do not have to work or interact with people outside the family. Delirium is not dementia, but can appear to be. It is characterized by cognitive deficits that come and go. Tumors are an infrequent cause of dementia, but meningiomas of the frontal lobes or parietal lobes can mimic certain types of dementia.



Types of Dementia 

 Alzheimer’s Disease 
 Multi-infarct Dementia 
 Diffuse Lewy Body Disease 
 Normal Pressure Hydrocephalus 
 Frontotemporal Dementia 
 AIDs Dementia 

 

Presenter
Presentation Notes
It is helpful to try to differentiate the various types of dementia listed here. The treatments and prognosis differ vastly from type to type. 



Differential Diagnosis 

 Alzheimer's disease   70% 
 Multi-infarct dementia  10% - 20% 
 Brain tumors    5% 
 Unknown causes   10-15% 

 
 Among the very old (over age 85), vascular 

dementia and Alzheimer's disease account 
for the vast majority 

Presenter
Presentation Notes
This screen shows the frequency of Alzheimer's and Multi-infarct dementia as causes of dementia. Unknown causes account for only 10 to 15% of cases.  Among those over age 85, vascular dementia and Alzheimer’s disease account for the vast majority. 



Alzheimer’s Dementia 
 Slowly progressive 
 Linear decline in cognition 
 

A B 

Presenter
Presentation Notes
Alzheimer’s dementia is slowly progressive with a linear decline in cognition. The left view, or Photo A, shows normal brain cortex tissue.  The right view shows shrinkage of brain cortex tissue and enlargement of gyri.



Alzheimer’s CT Scan 

Brain with Alzheimer’s Disease Normally Aged Brain 

Presenter
Presentation Notes
The right photo shows a scan of normal brain tissue.  The left photo reflects loss of cortical tissue.



Multi-infarct Dementia 

Stepwise loss of 
cognition with  
each infarct 

Presenter
Presentation Notes
Patients with Multi-infarct dementia have a history of vascular disease or embolic phenomenon. They experience a step like decline in cognition with each ischemic event.



Normal Pressure 
Hydrocephalus 
 “Wet, Wacky and 

Wobbly” 
 Dementia with 

urinary 
incontinence and 
ataxia 

 CT shows 
enlargement of 
lateral ventricles 

 Can be treated  

Presenter
Presentation Notes
Normal pressure hydrocephalus is a more difficult diagnosis to make than one would expect. The triad of dementia, urinary incontinence and ataxia do not present at the same time. The dementia may be the first manifestation. The findings on CT are enlargement of the lateral ventricles. The CT on this slide shows an extreme example. The importance of normal pressure hydrocephalus is that in can be treated successfully with a ventricular peritoneal shunt.




Diffuse Lewy Body 
Disease 

 Like Alzheimer's, but more rapid 
 Associated with a Parkinson’s-like 

movement disorder 
 Poor response to L-dopa 
 Often have detailed visual hallucinations 
 Do not use antipsychotics 
 

Presenter
Presentation Notes
Diffuse Lewy Body disease presents similarly to that of Alzheimer’s.  It progresses much more rapidly and is associated with a Parkinson’s -like movement disorder.  It does not respond much to L-dopa.  Patients often have detailed visual hallucinations. Use of neuroleptics, like Haldol, is not recommended and often makes patients worse.





Other Points to Cover 

 SAFETY ISSUES: 
– Patient and Caregiver 
– Physical and verbal aggression 
– Elder abuse 

 FAMILY CONTACTS 
 ADVANCED DIRECTIVES 
 SOCIAL WORKER FOR RESOURCES 

Presenter
Presentation Notes
Caregiver classes, respite care



Summary 
 Be suspicious in older patients 
 Use cognitive screening tools 

– Mini Cog, MMSE, Clock drawing 
– Deficits in two or more cognitive domains 

 Carefully exclude reversible causes of 
dementia 

 Refer to specialist if in doubt 
 

Presenter
Presentation Notes
In summary, be suspicious that older patients may have some dementia. If you have any questions, do the MMSE and Clock Drawing Test. If there are deficits in two or more cognitive areas, then do a dementia work up. If  a precise diagnosis cannot be determined, refer the patient to a specialist such as a neurologist or a geriatrician. 
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