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Dementia 
 

1. What testing/screening is done to identify if a patient may have cognitive impairment? 
There are a variety of cognitive tests that may be done to screen for cognitive issues and raise the possibility of a 
minor or major cognitive impairment (dementia) 
 

Cognitive Testing 
• Pt's with depression may have signs of psychomotor slowing and give poor effort on testing ("I can't do this") 

while those with dementia often try hard but respond with incorrect answers 
• Scores may be influenced by age and education as well as language, motor, and visual impairments 

 
A. Attention and Concentration Tests 

Attention-ability to focus and direct cognitive processes and to resist distraction 
Concentration-ability to sustain attention over a period of time 
 
Attentional deficits undermine performance in other cognitive domains, particularly memory and executive 
function.  Prominent deficits in attention and concentration are typical in delirium but are less prominent in the 
early stages of dementias 

o Digit span forward test—patient asked to repeat back a random sequence of digits that are given at a 
rate of 1 per second; Normal forward span is 7 + 2 regardless of age or educational level 

o Reverse digit span: normal is > 4 
o Other common tests:  serial subtraction, spelling words backwards, stating months of the year in 

reverse; test results interpretation limited by effects of age, gender, and education 
 
B. Mini-Mental Status Examination (MMSE) 

o Screening tool, often used to help identify patients who may benefit from more extensive assessment 
o Most widely used, maximum score is 30 points, score of less than 24 is suggestive of dementia or 

delirium 
o Pattern of missed questions can be as important as the overall score.  If patient misses all 3 

objects/words on delayed recall and scores 27, that would be concerning 
o Most sensitive for detecting patients at the mild-to-moderate stages of Alzheimer’s Dementia; not as 

sensitive for mild cognitive impairment 
o MMSE < 18: generally considered moderate to advanced dementia 

C. Montreal Cognitive Assessment (MoCA) 
o Screening tool, often used to help identify patients who may benefit from more extensive assessment 
o Also a 30 point test but includes items that sample a wider range of cognitive domains 
o Score of less than 26 are considered abnormal 
o More sensitive than the MMSE for detecting mild cognitive impairment 

D. Mini-Cog 
o Uncued recall of 3 unrelated words and a clock drawing test 

 All 3 words recalled-normal 
 All 3 words not recalled-positive screen for dementia 
 1-2 words recalled, then classification determined by clock drawing 

• Clock drawn correctly-normal 
• Clock drawn incorrectly-positive screen for dementia 

E. Neuropsychological testing 
o Establish a baseline to follow pt illness progression over time 
o Help differentiate among different dementias 
o Diagnostic clarification (MMSE is ok, but family reports cognitive concerns; or family reports changes 

in patient personality or functioning at home or work) 
o Assess competency and guide recommendations (driving, financial decisions, need for increased in 

level of living supervision) 
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2. What is the most common initial symptom of Alzheimer's Dementia (AD)? 
• Memory impairment is the most common initial symptom of Alzheimer’s Dementia 

o Declarative episodic memory:  memory of events that occur at a particular time and place is usually 
profoundly affected in Alzheimer’s dementia 

 Recent events-once material has departed from consciousness; served by the hippocampus, 
entorhinal cortex, and related structures in medial temporal lobe; prominently impaired 
early on in Alzheimer’s dementia 

 Often referred to as “recent memory impairment” 
• May be informally tested by assessing patient's orientation to time and place or patient’s 

knowledge of current events 
 Screened/tested for by asking patients to learn and recall a series of words or objects immediately 

and then after a delay of 5-10 minutes 
 Impaired ability to recall objects with selective cues (hints) represents a more severe deficit and 

one that may be particularly specific for Alzheimer’s dementia 
 

3. What about the other types of memory?  Are those affected in Alzheimer's Dementia (AD)? 
o Immediate recall: 

 Early on immediate recall is typically intact because immediate memory is served by the sensory 
association and prefrontal cortex;  

 Best tested by digit span forwards and backwards 
o Remote memory: 

 Encoded and thus can be recalled without hippocampal function 
 Typically tested by asking about personal life details, important historical events, or naming US 

presidents in reverse order as far as patient can go 
o Procedural memory and motor learning (apraxia):  served by subcortical systems; does not become 

impaired until quite late in AD 
 Apraxia typically presents with difficulties dressing, feeding, and/or bathing that are not explained 

by clear motor deficits 
o Semantic memory (facts such as vocabulary and concepts):  often become impaired somewhat later in AD  

 
4. What is the most common clinical course of symptoms in AD after memory impairment? 

Deficits in other cognitive domains may appear with, or after, the development of memory impairment. 
o Early presentation in course of AD 

 Executive dysfunction-may be subtle finding 
• Decreased organization, less motivated, multitasking is compromised 
• As disease progresses, decreased ability to complete tasks 
• Anosognosia (lack of insight)-this is why it is often the family member who brings 

concern to medical attention; patient's  insight worsens as disease progresses; can lead to 
safety issues as patient attempts to do things they can no longer do (driving) 
Note:  Cognitive symptoms with preserved insight is much more likely to be depression 

 Visuospatial impairment 
• Pt struggles with losing objects, getting lost, or difficulty navigating familiar or 

unfamiliar terrain 
• Clock drawing with placement of the hands of the clock to indicate a specific time is 

widely used as a visuospatial test.  Some argue the clock drawing test is better suited as a 
cognitive screening tool for dementia versus a specific visuospatial test. 

o Middle to late presentation in course of AD 
 Language symptoms 

• Assessment of fluency, content, repetition, naming, comprehension, reading, writing 
• Aphasia:  acquired inability to produce and/or understand written and spoken language 

 Behavioral and psychological symptoms (neuropsychiatric symptoms): 
• Psychological symptoms:  Apathy, social disengagement, irritability 
• Behavioral symptoms:  agitation, aggression, wandering, disturbed sleep  

 psychosis:  hallucinations-uncommon/rare in severe AD ~7% pts 
    Delusions (paranoid)-common in severe AD, ~30% pts 

 Motor signs-pyramidal, extra-pyramidal, myoclonus, and seizures; typically late stage findings 
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Notes on Alzheimer’s Dementia Clinical Course  
• Most common form of dementia:  60-80% of cases 

o Incidence and prevalence essentially doubles every 5 years starting at age 65 
• Misdiagnosis is almost always another neurodegenerative and non-reversible cause 
• Unusual to appear before age 60 
• Older age on onset (>80 years) may be associated with slower rate of decline 
• Early neuropsychiatric symptoms (psychosis, agitation, aggression) are associated with a more rapid decline 
• Average life expectancy after diagnosis ranges from 3-11 years 

 
 

5. What clinical work up is done when dementia is suspected or diagnosed? 
• Clinical work-up 

o History:  Important to have collateral history from family or someone who knows patient well 
 Most patients with dementia do not complain of memory loss; often spouse or other informant 

bring the problem to clinical attention 
 Older individuals are unreliable reporters of their own memory impairment and can both 

overestimate and underestimate their deficits; 
 Self-reported memory loss does not appear to correlate with the subsequent development of 

dementia; patients with depression are much more likely to complain about memory loss 
o Documentation of cognitive impairment in one or more domains 
o Exclusion of other causes 

Neuroimaging 
 American Association of Neurology (AAN) recommends head CT or MRI in routine initial 

evaluation of all pts with suspected dementia 
 There is not a consensus on the use of neuroimaging in evaluating dementia 

• Note:  prevalence of reversible dementia has fallen since the 1970's;           
From a 1994 study, prevalence is  < 1% 

• Consensus reasons for getting an imaging study:   
o younger age (< 60 yrs)  
o focal signs  
o short duration of symptoms (< 2 yrs)  
o other cases where reversible causes of dementia are suspected 

 Common Imaging Findings in AD 
• Generalized and focal atrophy; white matter lesions:  both findings are non-specific 

o Normal brain aging is associated with some of the same changes though 
typically age related atrophy is less rapid and less severe 

• Reduced hippocampal volume:  this provides incremental support for diagnosis of AD 
but is not specific enough to contribute to accuracy of diagnosis over clinical assessment 
alone 

Labs-to exclude other possible causes 
 TSH, B12 
 Genetic testing:  not recommended in routine evaluation of patients with AD due to potential for 

false positives and false negatives 
 

6. How common are the various types of dementias? 
Prevalence 

o Alzheimer's most common: 60-80% 
o Vascular Dementia (VaD) is the 2nd most common type of dementia 

 VaD is a cause or contributor to 25%-50% of dementia cases 
• Multiple etiology dementia with a vascular component, most often in combination with 

Alzheimer’s dementia, is common and accounts for ~30-40% of dementia cases 
• Pure VaD is relatively uncommon; accounts for ~10% of dementia cases 

o Dementia of Lewy Bodies (DLB) is more common than Frontotemporal Dementia (FTD) 
o Frontotemporal Dementia (FTD) is much less common that the other dementias 
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7. What are the hallmarks for Dementia with Lewy Bodies (DLB)? 
• Distinctive clinical features include: 

o Visual hallucinations-occur in about 2/3rds of patients; are relatively rare in Alzheimer’s dementia 
 Range from simple (seeing something out of the corner of their eye) to complex (ongoing dialog 

with a deceased loved one) 
o Parkinsonism-seen in 70-90% of patients with DLB 
o Cognitive fluctuations-may occur early in course and are seen in 60-80% patients; severity, duration, and 

type of symptoms involved is quite varied 
 Patient may appear to:  blank out, lose consciousness, become confused, behave in a bizarre 

manner, have speech arrest, motor arrest or become excessively somnolent 
 Episodes may last seconds to days and be interspersed with periods of near normal function 
 Cognitive fluctuations is considered the most difficult for inexperienced clinicians to evaluate 

o REM sleep behavior disorder-dream enactment behavior; may result in sleep-related injuries to pt or their 
bed partner 

 Commonly seen in DLB, occurring in 85% of patients, often early in the course; may also precede 
DLB by up to 20 years 

o Neuroleptic sensitivity: 
 severe sensitivity to antipsychotic drugs; not dose related 
 about 30-50% pf patients with DBL may experience severe, sometimes irreversible Parkinsonism 

and impaired consciousness;  
 more common with first generation antipsychotics (FGAs) but also seen with second generation 

antipsychotics (SGAs) 
 

• Early presentation 
o Deficits on tests of attention, executive function, and visuoperceptual ability 
o Common symptoms include driving difficulties (getting lost, misjudging distances), impaired job 

performance 
• Later presentation 

o Memory is affected later in the presentation (in contrast to Alzheimer’s dementia) 
 

8. What are the hallmarks for Frontotemporal Dementia (FTD) 
• Umbrella term for 3 clinical presentations 

o Behavioral variant FTD:  most common of the 3 subtypes of FTD; makes up about 50% of FTD cases 
 Hallmark is progressive change in personality and behavior 

• Disinhibition-socially inappropriate behaviors: touching others, public urination, making 
offensive remarks, invading other’s personal space, taking other’s personal items 

o Seen early in behavioral variant FTD 
• Apathy & loss of empathy-lose of interest or motivation for activities and social 

relationships; decreased participation in conversation; apathy often mistaken for 
depression 

A clue to diagnosis of behavioral variant FTD is lack of any prior psychiatric history 
• Hyperorality-altered food preferences; carbohydrate cravings, sweet foods, binge eating; 

attempting to consume inedible objects 
• Compulsive behaviors-stereotyped speech, simple repetitive movements, hoarding, 

checking; 
 Parkinsonism may emerge in advanced stage of disease 
 Memory and visuospatial function are usually spared in behavioral variant FTD 
 Psychosis (hallucinations and delusions) are atypical for behavioral variant FTD 
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o Primary Progressive Aphasia (PPA) 
 Early, progressive language disturbance leading to functional impairment 
Relative preservation of episodic memory and other cognitive domains 
 Nonfluent variant PPA 

• Motor speech deficit; effortful, halting speech with inconsistent speech-sounds errors 
• Speech apraxia—can be tested by having patient rapidly and repeatedly say a word such 

as “caterpillar” or “artillery” since these words are challenging to articulate 
 Semantic variant PPA 

• Impaired single-word comprehension and object naming  
• Fluency, repetition, and grammar are all preserved 
• As disease progresses, comprehension becomes more globally impaired 

 
9. What is the pharmacological approach to treating dementia patients?  
Treatment of Dementia 

• For patients with newly diagnosed Alzheimer’s dementia (AD), Dementia with Lewy bodies (DLB), Vascular 
Dementia (VaD), and Parkinson disease dementia (PD) a trial of a cholinesterase inhibitor is recommended. 

o Donepezil (Aricept), galantamine (Razadyne), rivastigmine (Exelon) 
• For patients with moderate to advanced dementia (MMSE < 18) 

o Suggested to add memantine (Namenda) to the cholinesterase inhibitor 
 

Meds to avoid 
• Benzodiazepines-not recommended for neuropsychiatric symptoms of dementia; if used should be limited to 

brief stressful episodes 
• Anticholinergic medications-tend to have high rates of side effects 

 
Preferred meds 

• Despite mixed results in clinical trials, SSRI’s (particularly citalopram (celexa)) are often useful in the 
management of agitation and paranoia in patients with AD as the symptoms are often driven by a mood disorder 

• Trazodone-low dose is often helpful for sleep onset 
 

Meds with uncertain benefits- often used, but studies’ results are at best uncertain or at worst do not support their use 
• Mood stabilizers:  carbamazepine (Tegretol), valproate (Depekote), gabapentin (Neurontin), lamotrigine 

(Lamictal) 
 

Antipsychotics 
• Second generation antipsychotics are treatment of choice over the First generation antipsychotics for psychotic 

symptoms and agitation 
• Because they may increase mortality and should not be used routinely for neuropsychiatric symptoms of 

dementia, are reserved for patients with neuropsychiatric symptoms (particularly psychosis) that are severe, 
debilitating, or pose safety risks.  Often there is no good alternative 

• Olanzapine (Zyprexa), risperidone (Risperdal), quetiapine (Seroquel) at low doses are preferred 
o Of the 3, quetiapine (Seroquel) appears to carry the lowest risk of mortality. 

• Note exception for Dementia with Lewy Bodies; FGA’s are riskier than SGA’s but both should be avoided, 
even at low doses due to risk of severe adverse reactions.  If pharmacotherapy is considered necessary, very low 
dose of quetiapine (Seroquel) or clozapine (Clozaril) could be used 

 
10.  Additional notes 
Vascular Dementia (VaD) 

• A clinically diagnosed stroke is followed by dementia 
o Patient’s with post stroke dementia experience a stepwise cognitive decline following a clinically 

diagnosed stroke 
• In a patient with cognitive decline but no history of stroke a vascular brain injury is identified on brain imaging 

o May also manifest as progressive or stepwise cognitive decline 
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Dementia with Lewy Bodies (DBL) vs. Parkinson disease dementia (PDD) 
• In PDD, dementia occurs in the setting of well-established parkinsonism 
• In DBL, dementia usually occurs concomitantly with or before the development of the Parkinson signs 
• It is arbitrarily set that if parkinsonism is present for more than one year before the onset of dementia, it is 

officially classified as PDD 
• (Whether Parkinson disease dementia and Dementia with Lewy Bodies are distinct disorders, or whether they 

represent different presentations of the same disease, is an area of debate and investigation.) 
 
 
 AD DLB PD Bv FTD 
Declarative episodic 
memory 

Seen early Seen later  Usually ok 

Executive dysfunction Seen early Seen early   
Visuospatial impairment Seen early Seen early  Usually ok 
Language symptoms Seen late    
Apathy, asocial, irritable Seen late   Seen early 
Psychosis-hallucinations Rare, late if 

seen 
Commonly 
visual 

 Atypical/rare 

Psychosis-delusions Seen late   Atypical/rare 
Parkinson’s symptoms  Occurs 

with 
dementia 

Occurs well 
before 
dementia 

Occurs late 

 
 
Alzheimer’s Dementia. (AD) 
Dementia with Lewy Bodies (DBL) 
Parkinson’s Dementia (PD) 
Behavioral variant Frontotemporal (BvFTD) 
 


