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Learning Objectives

By the end of this lecture, you will be able to

1-Objectively evaluate complaints of memory loss and diagnose 
dementia

2-Discuss and choose medications, if appropriate

3-Help patients and families plan for future challenges in dementia



Outline

• Case 1
o Prevention

• Case 2
o Diagnosis

• Case 3
o Treatment-Mild to Moderate

• Case 4
o Treatment and Planning-Severe

• Resources
o QR code



Case 1

• 65 year old male on your schedule for "Personal"
o Untreated Stage 2 Hypertension 150/92. Otherwise, healthy nonsmoker.

o Up to date on recommended preventative health

o Very worried about his risk to develop dementia and wants to discuss options for 
prevention

o His 85 year old father is struggling with progressive dementia

o No current self or family reported cognitive issues





Case 1-Prevention

1. Less education

2. Hypertension

3. Hearing impairment

4. Smoking

5. Obesity

6. Depression

7. Physical Inactivity

Dementia prevention, intervention and care:2024 report of 

the Lancet Commision

8. Diabetes 

9. Low Social Contact

10.  Excessive alcohol 
consumption

11.  Traumatic Brain Injury

12.  Air Pollution

13. Vision Loss

14.  High LDL



Case 1-Prevention

Dementia prevention, intervention and care:2024 report of 

the Lancet Commision



Dementia over the 
lifespan



Case 1-

Prevention • Specific actions
oMaintain SBP 130 or less after age 

40

oEncourage hearing aids

oPrevent head injury with helmets

oLimit alcohol use to less than 12 
units weekly (!)

oSmoking avoidance or cessation

oStatin for LDL * controversy

Dementia prevention, intervention and care:2020 report of the Lancet 
Commision



"antihypertensive treatment for 
hypertension is the only known 
effective preventative medication 
for dementia"

2020 Lancet Commission



Case 2-Diagnosis

• 75 year-old male on your schedule with “Check- up”
• (Never trust the reason for visit)

• Presents with wife

• Wife states she brought him to the visit because 
she is worried about his memory.

• Trouble managing household bills

• Forgot how to use the microwave

• Repetitive questions





Case 2

• History—
• From Patient

• From Family

• Medications-Alcohol

• Physical Exam
• Signs for physical illness. 

• Though process and content in conversation

• Frailty

• Gait-?Parkinsonism

• Lab

• Imaging



Case 2- Lab

• Causes of Reversible Cognitive 
Dysfunction
• Basic Lab

• Vitamin B12
• Loss of intrinsic factor

• Macrocytic anemia

• Neuropsychiatric syndrome affecting mood and 
cognition

• Thyroid Function
• Failure of thyroid gland itself

• Vitamin D
• Or empiric supplementation

• HIV and syphilis eval if risk factors or atypical

Budson et all 2022



Biomarkers and APOE4?

• Amyloid-PET and CSF amyloid and tau assays are FDA approved

• Biomarkers are not diagnostic tests for dementia
o They identify presence of amyloid

oDementia is a clinical syndrome

• Most people with positive amyloid beta biomarker will never develop 
dementia

• APOE genotype 
o  Affects AD risk

o Many people with AD do not carry this allele

Dementia, prevention, intervention and care:2024 report of the Lancet standing 
Commision



Case 2-Imaging

• What are we looking for?

• Vascular issues

• Anatomic Lesions

• Tumors 

• Encephalomalacia from old injury

• Normal Pressure Hydrocephalus

• Ventriculomegaly

• 3 W’s
• Amount and pattern of atrophy

• Bilateral temporal and parietal with 
relative sparing of other regions-AD

• Predominantly frontal-FTD

Budson et all 2022



Case 2-Imaging

CT

Easier to undergo

Less information

MRI

More difficult and expensive

More information



Case 2-Diagnosis

Consider

Consider a 2 visit 
process for 
diagnosis

Visit 1

Visit 1 is initial 
history, ordering 
lab and diagnosis

Visit 2

Visit 2 is cognitive 
testing and 
imaging review



Case 2-Cognitive Tests 

• Detection of Cognitive Impairment is a 
stepwise, iterative process

• Informal observation by a physician alone 
is not sufficient

• No single tool is the “gold standard”
• Counseling before and after cognitive 

assessment is essential

• Informants can provide valuable 
information about the presence of a 
change in cognition

Cordell et all 2022





Case 2-

Cognitive 

Tests

• MoCa vs MMSA
• MMSE 100% specific MoCA 87% specific

• MoCA is more sensitive in detecting MCI 
• 18% for MMSE vs 90% for MoCA

• More sensitive in detecting mild Alzheimer’s 
dementia
• 78% for MMSE vs 100% MoCA



AD8 and Mini Cog



Impairment in IADL or 

ADL =Dementia

Memory Loss without 

Impairment =MCI



MCI vs Mild Dementia 

• MCI = transitional stage between 
normal aging and early dementia

• MoCA detects MCI vs normal 
cognition (90% sensitive 87% 
specific)

• Delayed recall is the first domain 
to be impaired in MCI > AD

• Early MCI =preserved executive 
and frontal function 
=compensation



Cognitive Loss



Case 2-Progression and Planning

• MCI to dementia =5%-15% per year

• MCI =3 x more likely to progress to dementia over the next 2-5 y

• MCI may or may NOT progress to dementia

• Future is unknown but planning can help with worry

Julyanot et all 2023



Case 2-Depression and 

MCI?

• Prevalence of depression in MCI 25-
50%

• MCI may present as depression

• Depression may present as MCI

• Evaluate for both



Geriatric 

Depression 

Scale



SSRI in Geriatric 

Dementia

• Sertraline 50-200 mg 
once per day

• Citalopram >60y 10-
20mg once per day

• Escitalopram 10-20 mg 
once per day

BMJ Best Practice



Red Flags –consider referral

Early and severe behavioral changes

Language problems

Hallucinations

Parkinsonism

Less than 65 years old

Up to Date



Case 2-

Diagnosis

• Summary

• 2 visit structure
• First visit to gain history and order labs and imaging 

etc

• Second visit to do cognitive test and discuss

• Be familiar with your cognitive assessment of 
choice

• Understand it is a diagnosis over time

• Rule out the reversible things

• Mild Cognitive Impairment is more than usual 
age related but less than dementia and may 
progress but may not

• Think about depression





Case 3-

• 77-year-old female to establish care

o New diagnosis of dementia

o New to the area. Moved here with new diagnosis to be near adult children

o Here with husband who is fit and well

▪ Caregiving shared with him and with paid caregivers and adult children

o On treatment for HTN and hyperlipidemia

o MoCA 15/30

▪ Issues with memory, attention and delayed recall

o Wondering about medication options.



MoCA and MMSE Scoring

MMSE

• <23 = Mild Cognitive 
Impairment

• 19-23 =Mild Dementia

• 10-18=Moderate Dementia

• <10 =Severe Dementia

MoCA

Thomann et all 2020-Up To Date-MoCA FAQ

• >26 = normal

• 18-25 =Mild Cognitive 
Impairment

• 10-17 =Mild dementia

• 4-9=Moderate Dementia

• <4=Severe Dementia



Cholinesterase 

Inhibitors

Mild to moderate AD

• Oral rivastigmine (Exelon)and oral 
galantamine (Razadyne)

Mild to severe AD

• Oral donepezil (Aricept) and transdermal 
rivastigmine

• Donepezil 10 mg as effective as 23 mg 
dose

• Rivastigmine patch may increase 
compliance and decrease anticholinergic 
side effects

BMJ Best Practice



Rabbit Hole: Actual photo



""

Cholinesterase inhibitors 

• AAFP 2024
▪ "Moderate quality evidence...modest improvements in cognitive function, 

ADL and overall clinical state when treated with donepezil for 12-24 weeks"

• BMJ Best Practice
▪ "Treatment should be started when the dx of mild AD is made"

▪ "..retrospective data from UK indicate that cholinesterase inh associated with 
a period of cognitive stabilization (2-5mo)before continued decline in 
cognitive fxn"

• Lancet 2024 Commision
▪ .."short-term, modest positive effects and stopping this treatment is 

associated with worse outcomes in long term."



Cholinesterase 

Inhibitors

Outcome
Standardized Mean 

Difference

95% Confidence 

Interval
Number of Studies

Reduced symptom severity 0.37 0.26-0.48 4

Improvement in cognition 0.78 0.33-1.23 3

Improvement in ADL 0.15 0.04-0.26 5

Decrease in mortality 0.6 0.4-0.89 6

Lancet Commision 2024



Side note-Standardized 

Mean Difference

• Studies in a meta-analysis that assess 
the same outcome but measure it in a 
different way

oNo effect = 0
oSmall effect =0.2
oMedium effect = 0.5
oLarge effect =0.8



Cholinesterase 

Inhibitors

Outcome
Standardized Mean 

Difference

95% Confidence 

Interval
Number of Studies

Reduced symptom severity 0.37 0.26-0.48 4

Improvement in cognition 0.78 0.33-1.23 3

Improvement in ADL 0.15 0.04-0.26 5

Decrease in mortality 0.6 0.4-0.89 6



Cholinesterase Inhibitors-Longer Term

Sweden

11,652 took medication 5826 did 
not. 

5 years

0.13 points higher /year on MMSE 
(95% CI 0.06-0.20) (30 points total 

on MMSE)

Similar

1572 total patients

13 years

10 point decrease in MMSE in 
patients not taking vs 5 point 
decrease in patient taking 
medication

All cause mortality decrease HR 
0.59 (95% CI 0.53-0.66)

Observational studies

May have confounding

Lancet 2024



Memantine

• NMDA receptor antagonist

• Start 5 mg once per day. Max dose 20 mg (10 mg BID)

• No significant evidence effective in mild AD

• "Combined with donepezil in moderate to severe AD (MMSE 10-21 or 
MoCA 4-17)leads to modest improvements in cognition and global 
outcomes"

• Few side effects

• Data is not uniformly consistent

Up to Date



Memantine

• Cochrane Review 2019

o 10,000 participants in 44 trials

o Small clinical benefit for memantine vs placebo in moderate AD

o 1-2 points on most scales

o No benefit in mild AD

o Less confident about other types of dementia

o Adding memantine to cholinesterase inhibitors =less deterioration



Memantine

• AAFP 2024
o "modest clinical benefits and excellent tolerability"

o Meta analysis 54 studies

▪ Combination therapy = better outcomes in cognition, global assessment, ADL and 
neuropsychiatric sx"

▪ Combination therapy > memantine alone

o "treatment based on patient preference, clinical circumstances and AD 
progression"



Amyloid-beta-targeting 

antibodies

• Aducanumab, Lecanemab,Donemab

• Decrease brain amyloid plaques 

• No clinically meaningful improvement in 
cognition

• 30-40% patient develop amyloid-related 
imaging abnormalities(ARIA)

• $26,000/patient/year

• Q 2 week infusion

Lancet 2024



Case 3- 

Treatment

Mild dementia

• Donepezil 5 mg daily to start. 

• Increase to 10 if tolerated

• Continue as long as tolerated

Moderate dementia

• Add memantine 5 mg per day

• Increase to 20 if tolerated

• Continue as long as tolerated

Quick to stop if side effects, excessive pill 
burden or financial burden



Case 4-Agitation and Advanced 

Care Planning

• 80-year-old male on the schedule with 
“Agitated dementia”
• Lives with wife who is his fulltime 

caregiver

• Able to accomplish some ADL but very 
compromised

• Agitated in the afternoon

• Wife also wondering about advanced 
care planning?



Non-Medication Distress Management

•Do
• Back off and ask permission

• Minimize threats and 
requests

• Involve in activity (if able)

• Modify the environment

• Check yourself

•Say
• Listen to the frustration or 

fear

• Calming phrases providing 
reassurance

• Speak the pertinent truth

www.alz.org



Distress Prevention 

• Comprehensive Assessment

• Prevention
• Calm environment

• Music, lighting, voices
• Personal comfort

• Bowel/bladder
• HALT

• Routine!
• Simplicity

• Exercise and distraction 
  

www.alz.org



Medication 

for 

Symptoms

• Atypical Antipsychotics

o Increased mortality risk

▪ OR 1.54 (95%CI 
1.06-2.23 P=0.2)

o Risperidone

▪ Similar data 
compared to 
brexipiprazole

▪ Used off label in US

▪ Licensed in UK, 
Aus, EU

o Aripiprazole

▪ Meta analysis also 
suggest efficacy

• Brexipiprazole

o FDA approval for 
treatment of distress

o Data for efficacy and 
safety is not better 
than other atypicals

BMJ Best Practice- AAFP 2024



Advanced Care Planning in 

Dementia

• Preplanning for when home is 
not safe
• Visit and tour memory care or 

SNF/LTC

• Know the resources you need for the 
next steps

• Thinking through what to treat 
and what not to treat 
• When to exit the spiral

• Thinking of it as a thought exercise





Case 3

• Get Help and Support, Day or Night

• The Alzheimer’s Association is here all day, every day for people 
facing Alzheimer’s and other dementia through our free 24/7 

Helpline (800.272.3900). Talk to a dementia expert now and get 
confidential emotional support, local resources, crisis assistance 

and information in over 200 languages. It's ok if you don't know 
where to start. Just give us a call and we'll guide you from there.

• 800-272-3900

•

https://www.alz.org/help-support/resources/helpline


Practical 

Dementia 

Resources
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