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AGENDA

How to effectively screen for cognitive impairment

Nuts and bolts of dementia diagnosis

Initial steps in management 

Resources from the Alzheimer’s Association 
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SESSION 
OBJECTIVES
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Describe the importance of making a diagnosis of 
dementia in primary care.Describe

Describe an approach to screen for and make a 
dementia diagnosis in primary care.Describe

Apply three communication strategies for disclosing a 
diagnosis of dementia.Apply

Describe the benefits and risks of current 
pharmacological therapy for people with dementia.Describe



WHY DO WE SCREEN FOR 
COGNITIVE IMPAIRMENT? 



SCOPE OF THE PROBLEM
>50% of patients with dementia had not received a clinical cognitive evaluation by a physician.(3)

Physicians were unaware of cognitive impairment in more than 40% of their cognitively impaired 
patients.(4)

The problem of underdiagnosis is even more pronounced in underserved populations and in those 
with lower educational attainment.(6, 7)

The failure to evaluate memory or cognitive complaints is likely to hinder treatment of underlying 
disease and comorbid conditions and may present safety issues for the patient and others.(8, 9)

https://www.nia.nih.gov/health/assessing-cognitive-impairment-older-patients
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WHY EARLY DETECTION 
MATTERS

Risks of undiagnosed dementia:
Financial misuse/abuse
Medication mismanagement 
Potential for harm
Relationship strain
Early caregiver burnout 

 



WHY EARLY DETECTION 
MATTERS

Benefits of early dementia diagnosis:

Cognitive rehab

Opportunity for lifestyle change

Early future planning (ACP, HPOA)

Early family support

Opportunities for clinical trials



DEMENTIA IN TRIBAL COMMUNITIES

• >38,000 AI/AN elders living with 
Alzheimer’s and other dementias
Prevalence = 10.5% in Tribal elders
10x fold increase by 2050!

• Earlier onset of symptoms and diagnosis 
(young as 45 years old)

• High risk factor burden

Risk factors:

1. Diabetes

2. Tobacco use

3. High blood pressure

4. Depression

5. Brain injury

6. Isolation

7. Alcohol misuse

8. Air pollution
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FUNCTIONAL SCREENING

COGNITIVE SCREENING



FUNCTIONAL IMPAIRMENT
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How do you know if your 
patient is experiencing 
functional decline?



MEDICARE WELLNESS VISIT 
HEALTH RISK ASSESSMENT 
QUESTIONNAIRE



MWV – HEALTH RISK ASSESSMENT 
QUESTIONNAIRE



MWV – HEALTH RISK ASSESSMENT 
QUESTIONNAIRE



MWV – HEALTH RISK ASSESSMENT 
QUESTIONNAIRE



HOW DO YOU OBJECTIVELY 
ASSESS COGNITIVE DECLINE?

Screening vs Diagnosis 
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COGNITIVE TESTING 

Diagnosis
MoCA

SLUMS

MMSE



QUICK MEMORY SCREEN

The Mini Cog

3 item recall 
Clock draw





Validated for 
diagnosis of 
dementia AND for 
MCI

Tests 5 brain 
domains



Validated for MCI and 
Dementia

Tests 6 brain domains

Helps to assess driving 
ability



https://mocacognition.com/training-certification/
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CLINICAL WORKFLOW

SLUMS MoCA MMSE
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Who can complete cognitive testing?
Any MD/DO/NP/PA/RN/SW who is appropriately trained!!!



HOW TO TRACK DIAGNOSIS AND COGNITIVE 
TESTING?

Use the problem list and make it accurate!

Use a flowsheet or trackable form to enter cognitive assessment 
tools

Consider using a health maintenance modifier for annual 
follow up  
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HEALTH MAINTENACE MODIFIER 
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HOW TO MAKE A DIAGNOSIS OF 
DEMENTIA 
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DEMENTIA DEFINED BY DSM-V:
MAJOR NEUROCOGNITIVE DISORDER

Deficit in at least one objective assessment of:

 Complex attention 

 Executive ability 

 Learning and memory 

 Language 

 Visuo-constructional-perceptual ability 

 Social cognition

Deficits must interfere with independence (ADLs/IADLs)
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MILD COGNITIVE IMPAIRMENT DEFINED:
MINOR NEUROCOGNITIVE DISORDER 

Minor cognitive decline from a previous level of 
performance in one or more of the stated domains 

No interference with function but greater effort 
and compensatory strategies may be required to 
maintain independence
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WHY IS MCI IMPORTANT? 

There are interventions that can potential prevent or 
slow the rate of conversion to dementia

Controlling vascular risk factors (OSA)

Addressing Hearing Impairment 

Exercise (Tai chi)

Diet (Mediterranean)

Socialization (avoiding isolation)



DEMENTIA

45%

15%

20%

15%
5%

Alzheimers Vascular Mixed LBD FTD



ALZHEIMER’S DEMENTIA

Impairment in learning and memory 
plus one:

Complex attention 

Executive function

Language 

Visuo-constructional-perceptual 
ability 

Social cognition 
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VASCULAR 
DEMENTIA New cognitive deficit +

Focal neurological signs 
and symptoms +/-

Brain imaging evidence 
of cerebrovascular 
disease 

Judged to be temporally 
related to the dementia



MIXED VASCULAR-ALZHEIMER’S 
DEMENTIA
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Vascular insults are very 
common in Alzheimer’s 
disease

20% of patients have 
evidence of both vascular 
and Alzheimer’s 
pathology



LEWY BODY DEMENTIA
New cognitive deficits + 2/3 symptoms:

• Parkinsonian findings: 
shuffling gait, rigidity, dysphagia >>>tremor 

• Fluctuation in LOC and cognition

• Well formed visual hallucinations
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LBD – SUGGESTIVE FINDINGS

35

REM sleep disorders

Severe antipsychotic sensitivity:
Exaggerated extrapyramidal 
symptoms 
Increased rigidity and bradykinesia 



FRONTOTEMPORAL DEMENTIA: 
A TALE OF 2 DEMENTIAS
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FRONTOTEMPORAL DEMENTIA: 
BEHAVIORAL VARIANT
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Decline in personal or 
social interpersonal 

conduct 

Impaired reasoning 
and difficulty with 

tasks out of proportion 
to impairments in 

memory



FRONTOTEMPORAL DEMENTIA: 
PROGRESSIVE APHASIA VARIANT

Deficits in language out of proportion to 
memory impairment
Motor speech 
Word comprehension or object recognition
Word retrieval or speech errors 
(substitution)
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LATE
Limbic-predominant age-related TDP-43 
encephalopathy

Target age: people aged 80 and older

Progression: It mimics short-term memory loss of 
Alzheimer's but generally worsens much more slowly

Diagnosis: A definitive diagnosis can only be 
confirmed via an autopsy examination of brain tissue

Biomarkers: Will typically be negative (because not an 
amyloid or tau problem)
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PHYSICAL EXAM

Neurologic Exam:

Sensory, Reflexes, Strength, Motor 
Coordination
E/o Parkinsonism?
Gait assessment: Timed Get up and Go 
(TUG)



LAB STUDIES

TSH 

Vitamin B12 (MMA)
Consider HIV and RPR

If none recently: CBC and 
metabolic panel

41



NEUROIMAGING
Non contrast CT scan or MRI

For any patients under age 65 

• Atypical presentation
• Unclear diagnosis
• Rapid unexplained deterioration
• Unexplained focal neurological symptoms
• History of head injury
• Urinary incontinence or gait ataxia early in illness
• Suspicion of undiagnosed CV disease

Or patients over age 65 with:
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NEW DIAGNOSTIC TOOLS IN DEMENTIA 
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CSF 
biomarkers Blood tests Genetic 

testing 



CSF BIOMARKERS
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BLOOD TESTS
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GENETIC TESTS
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APOE e2. This is the least common form of the gene. It reduces the risk of Alzheimer's.
APOE e4. This form is a little more common. It increases the risk of Alzheimer's. And it's linked to having 
more-severe Alzheimer's disease. Having 2 copies of this gene increased risk 10x, but not full penetrance. 
APOE e3. This is the most common form of the gene. It doesn't seem to affect the risk of Alzheimer's.

YOUNG ONSET GENES
Amyloid precursor protein, also called APP
Presenilin 1, also called PSEN1
Presenilin 2, also called PSEN2

A person who inherits one of these 
deterministic variants from either parent is 
likely to get Alzheimer's symptoms before 
age 65.

LATE ONSET GENES
ABCA7. Some forms of this gene seem to be linked to a 
greater risk of Alzheimer's disease. 
CLU. This gene helps the brain clear out harmful protein 
fragments called beta-amyloid. 
CR1. This gene creates a protein for the immune system. 
PICALM. This gene is linked to neuronal communication.
PLD3. Unclear how, but linked to increased risk of Alzheimer's.
TREM2. Affects how the brain responds to inflammation. 
SORL1. This gene plays an important role in beta-amyloid 
production. 



OBJECTIVE COGNITIVE IMPAIRMENT 
+ FUNCTIONAL DECLINE 

= DEMENTIA 
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HOW TO BREAK BAD NEWS 
Advanced Preparation 

Build a therapeutic environment/relationship

Communicate well

Dealing with patient and family reactions

Encourage and validate 

48
Rabow MW, McPhee SJ. Beyond breaking bad news: How to help patients who suffer. West J Med, 

1999; 171(4): 260–3.



ADVANCED PREPARATION 
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Ask

The patient and family 
what their concerns are 
first: 
• “Do you feel you have 

problems with your memory?”
• “How are you feeling about 

doing memory testing today?”

Make Sure

You have appropriate 
resources and follow up 
on hand before jumping 
in

Get

Yourself and the 
patient/family ready 
mentally and 
emotionally 



BUILD A THERAPEUTIC ENVIRONMENT AND 
RELATIONSHIP
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How well do you know this patient?

How comfortable are they in this clinic?

Do they have a support person with them today?

Do you know their cultural background and communication preferences?

Do you have translator and resources available in their preferred language? 

How well do you know this patient’s mental health history?



BUILD A THERAPEUTIC ENVIRONMENT AND 
RELATIONSHIP
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Normalize the process:

“We do memory testing with everyone to get a baseline”

“Some questions will seem hard, some will seem easy, it is supposed to be 
that way.”

“It will take about 10 minutes and then we can talk about results.”



COMMUNICATE WELL
52

“How do you think that went?”
After the test is done, 

before giving the 
score:

• Tell them their score and what it means
• Use the word DEMENTIA when making the diagnosis
• Talk about the 4 main types of dementia
• DO NOT BEAT AROUND THE BUSH

Instill confidence in 
your patient by being 

confident in your 
words



DEALING WITH PATIENT AND FAMILY REACTIONS
53

Allow patient and 
family to express 

their emotions:

Anger, disbelief, fear, sadness, confirmation, validation, relief 
“Before we go on, what questions to you have?”

Open the 
conversation:

“This can be hard to hear, are you surprised by the diagnosis?”
“Most people have strong reactions to this news. It is OK to tell me how this makes 
you feel”



ENCOURAGE AND VALIDATE 

“This is really hard news”

“This is the hardest thing I have to do in my job, but I believe you deserve to know 
what’s happening so you can do something about it”

“I would like to talk about treatment options and planning for the future. Would you 
like to do that today?”

“There are things we can to do optimize your brain health… lets talk about the ways 
in which we can keep your brain as healthy as possible for as long as possible” 
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NOW THAT MY PATIENT HAS A 
DIAGNOSIS, WHAT NEXT? 

Staging Dementia for treatment
Behavioral symptoms assessment
Driving assessment
Home safety evaluation
Caregiver burden 
Goals of care planning 
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STAGING DEMENTIA
Mild

MoCA 20-16

Decline in IADLs, 
mild behavioral 
symptoms 

Moderate

MoCA 15-10 

Decline in ADLs, 
Increasing 
behavioral 
symptoms 

Advanced

MoCA <10

Needing 24-hour 
care 

End stage

FAST staging 
for hospice 
care 



WHY IS ANNUAL 
TESTING IN MCI 
AND DEMENTIA 
IMPORTANT?
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Monitoring stability vs decline 

Medication management

Rate of decline and future 
planning 

Opportunities to discuss care 
strategies with patient and family 



CURRENT TREATMENT OPTIONS FOR DEMENTIA
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ORAL MEDICATIONS MONOCLONAL 
ANTIBODY INFUSIONS



ACETYLCHOLINESTERASE INHIBITORS 

Medication Options
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Bradycardia and conduction disorders

Nausea, diarrhea

Pro-cholinergic (drooling, runny nose, 
urinary frequency)

DO NOT USE in FTD

• Donepezil 5-10 mg oral daily

• Galantamine 4-12 mg BID 

• Rivastigmine patch 

Side Effects
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LECANEMAB/DONANEMAB INDICATIONS 
Appropriate Patients

Diagnosis Mild Cognitive Impairment, or early AD (MMSE 22 or higher

Scans/Labs Positive amyloid PET or CSF indicative of AD

Age 50-90

BMI >17 or <35

Medications Stable dose of acetylcholinesterase inhibitors and any other medications

Care partner Reliable, consistent

Adapted from Cummings et al., 2023



LOGISTICS/COSTS
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MRIs 4 over 1 year, plus more if new symptoms

CSF/PET access

Genetic screening

Urgent follow up with suspected ARIA

$30,000/yr for the drug only



MORE IMPORTANTLY…WE NEED TO PROVIDE THE PATIENT 
AND THEIR FAMILY/LOVED ONE WITH RESOURCES

Cue the Alzheimer’s Association!
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QUESTIONS???

73
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THANK YOU!

• Next up: Delirium and Delirium Management with 
Dr. Drago
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