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Series Learning Objectives

» Describe the role of Primary Care in dementia assessment and care
planning for people living with dementia

* Discuss common challenges experience by people living with dementia and
their caregivers, including strategies to address those challenges
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Learning Objectives

Review rationale for early dx, definitions & clinical features

Outline the diagnostic process & explore clinical tools for
assessing cognitive impairment in the Primary Care Office

Case-illustration of Primary Care work-up for common scenarios

Explore the plethora of recent diagnostic advances



Assessment Begins with Recognition

 Dementia often undiagnosed: 53% of seniors whose families recognize
serious memory issues do NOT receive an evaluation by their primary
care clinician

* Ave. time to diagnosis for AD is 3.5 years, 4.5 years for LBD

*Delay in dx common in younger pts, those w FTD w
atypical sx & in those who live alone

*Even after dx, presence of dementia often undocumented in notes
when that dx that would:

Kusoro O, Roche M et al. Time to Diagnosis in Dementia: A Systematic Review With Meta-Analysis. Int J Geriatr Psychiatry. 2025 Jul;40(7):
Davis KAS et al, What gets recorded, counts: dementia recording in pc compared with a specialist database. Age Ageing. 2021 Nov 10;50(6)
Arsenault-Lapierre G, et al. Rural & urban differences in quality of dementia care:a systematic review. BMC Health Serv Res. 2023 Jan 31;23(1)



Timely Dx & Documentation Informs Care

« prompts evaluation for correctable contributing factors (deleterious
meds, MDD, OSA, vit. deficiency, etoh...)
 initiates assistance w adherence w medication & follow-up visits

* may reduce pt & societal risk of injury a/w MVA, fire, guns, unsafe
behavior

* w early dementia, enables pt participation in advanced directives,
financial trusts, estate planning & choices for future living arrangements

* mitigate risk for scams, financial exploitation & abuse
* reduce caregiver stress via education, training & assistance

+ allows intervention w meds & non-pharm. Rx for maintaining memory &
mood



Definition — Dementia

(“Major Neurocognitive Disorder” in DSM- V)

A. Chronic, gradual acquired decline in one or more cognitive domains
sufficient to affect daily life AND

B. The cognitive deficits interfere with independence in everyday

activities.

C. The cognitive deficits do not occur exclusively in the context of a

delirium.

D. The cognitive deficits are not better explained by another mental

disorder (e.g., major depressive disorder, schizophrenia).



In Contrast to Mild Cognitive Impairment
(“Mild Neurocognitive Disorder” in DSM- V)

“Modest” reduction in at least 1 cognitive domain compared to age-
matched controls but no interference w independence in activities

However, daily activities may require more time, effort or
compensatory strategies

30% - 50% of pts w MCI convert to AD dementia over a 5- to 10-year
period w amnestic impairment most consistently predictive of such

progression o . o
Distinguish from Delirium:

Acute decline of cognition & attention, related to physiological stress of a
general medical or surgical disorder



Alzheimer’s disease

Gradual decline in global cognition and day to

day ability

Memory for recent conversations and events
most prominent symptom

Vascular dementia

History of stroke

History of vascular risk factors

Patchy cognitive impairment (some areas of
cognition preserved in unusual pattern)
“Stepwise decline” often quoted but less
often seen

Dementia with Lewy bodies

Fluctuations in cognition and alertness
Visual hallucinations

Movement symptoms of Parkinson’s disease
Vivid dreams/moving in sleep

Falls

Symptoms of anxiety/depression

Frontotemporal dementia

Disinhibition

Impulsivity

Loss of empathy

Change in food preferences (often sweet
foods)

Change in eating habits

Lack of insight

Language symptoms







N @444 ' '
Diagnostic Process

Higher vigilance for older age (incidence doubles
every 5 yrs after age 65), poorly controlled HTN,
CV risk factors, low education, MDD, isolation,
etoh

Red flags: Unexpectedly missing appointments,
Vagueness in recall of prior instructions or
conversations
Suspected non-adherence, vagueness in
describing medication taking & difficulty filling meds




Hx of Deficits in Cognitive Domains

Cognitive Domains Affected:
Learning/memory (amnestic) : acquiring/retrieving new info: recall names, events

Predominates early in Alzheimers Disease
Language: speech/reading/writing: word-finding, syntax; early aphasia Predominant

Executive function: performing of complex tasks, sequential activity, managing
finances, planning IADLs or making decisions. Prominent early w FTD, LBD, vascular

Visuospatial: using tools, driving motor vehicle, navigating;Difficulty w skilled movel

Complex attention: managing multiple stimuli, shifting attention
Personality/Behavioral: uncharacteristic changes in mood, apathy, agitation, inappr



In!ormant

Hx via
Validated
“AD8”

Score of 22 suggests
possible cognitive
impairment, which

warrants further
assessment

score = 3-4 sens. 82-
.91 spec. 0.76-94)



Ascertain History of Functional Decline

Instrumental Activities of Daily Living Activities of Daily Living
Enables Independence in Community: Enables staying in home with
support

-Driving, Arranging Transportation
-Managing Finances, Checkbook
-Managing Medications
-Shopping

-Bathing
-Dressing

| | -Personal Hygiene
-Preparing Food, Cooking -Toileting, continence

-Cleaning, housekeeping -Ambulation, stairs

-Laundry -Transfering OOB & to chair
-Leisure Activities, travel -Feeding

-Use of Telephone_ Less complex tasks
Complex, multi-step tasks

Katz ADL Scale/Lawton IADL scale



Clinical Hx & *Correctable Factors
Onset & Tempo:

Age of onset, insidious vs. abrupt or stepwise
Progressing over years vs months

Use of **anticholinergics, *sedating meds, drugs & alcohol

Mood - *depression common in early AD, often not fully explanatory of cognitive impairment
H/o sleep disorder (-OSA, h/o RSBD)

Staring spells a/w *seizures, fluctuating LOC a/w LBD
Behavioral changes, Personality Changes - early in FTD
Hallucinations - early feature of LBD



-hx HTN, DM, HLD, CAD/vascular dz predisposing to microvasc CNS dz

-hx abrupt onset, staggering step-wise decline, focal neuro sx, suggests Multi-infact dementia

-recent hx of serious systemic illness w current sequelae of delirium
-h/o possible liver disease that might be a/w encephalopathy

-hx CP arrest, concussions, SDH, encephalitis, neurosurgery

-hx heavy alcohol use w possible Wernicke Encephalopathy —>
Korsakoff Syndrome

-Risk factors or other sx suggesting HIV/syphillis/untreated lyme

-Occupational-environmental risks for heavy metal exposures



Assessment Requires Hx from both Patient & Informant
(family, friend,caregiver)



Early Dx frequently requires diagnostic

tools
Brief, Validated. Effective Diagnostic Tools:

Table 3a. Cognitive assessment tools

Tool Benefits Limitations

I*leini—{ju::u:jI Short time to administer. Positive score triggers further testing
with one of the other screening tools.

dementia.americangeriatrics.orq/ztools

Mini-Mental State One of the most widely used Low sensitivity.

Examination (MMSE) tests; high specificity.
www4_parinc_com/products/Product aspx?Productl D=MMSE~

Montreal Coagnitive Most comprehensive test; high Longer administration time; low
Assessment (MoCA) sensitivity. specificity.

www_mocatest org/




Case #1 Jane Thomas

78 yo former administrator w h/o well-controlled HTN, insomnia & osteoarthritis, here
after ER visit out-of-state for wrist injury.

-She had missed the previous AWV 2 months ago due to having her car in the shop. She
lives alone, but states she is managing adequately at home w her wrist cast. Her daughter
drove her to office, but she requested she wait in lobby.

Jane is her usual delightful self, jokes about her clumsiness, but is a little vague about
recent ER details, otherwise feels well & reports no difficulty w memory, mood or
function.

-BP is 165/102 L arm in short-cast

What further steps are prompted by this scenario?



Hrs H IS seen in office 2 days after ER visit for fx wrist— meds include

lasix, amlodipine and trazodone. The problem list indicates
hypertension, cataracts, osteoarthritis, and insomnia. You are
scheduled for a 30 minute visit.

You ask Mrs. H to recount “the story of her fall” and she
reports that she didn’t lose consciousness but thinks she may have
tripped on the mat outside the bathroom, when hurrying to the
bathroom in the early morning after taking her pills. She did not
strike her head. She had just resumed amlodipine (the prescription
had run out last month), and was feeling “dizzy” in the mornings
since then. She also admits that she has been taking OTC tylenol PM
(diphenhydramine) at bedtime. She has been groggy in the AM

with a sense of balance being off
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Dementia and Driving

Daniel Stadler, MD — November 20, 2025




WHAT THE DATA SUPPORTS

Driving skills deteriorate with increasing dementia
Elderly individuals have the highest risk of MVA per mile driven.
15% of all traffic deaths are caused by an elderly driver.

Limited driving among older adults 1s associated with social
1solation, depression.

~75% of individuals with dementia can pass a road test.
A patients self rating of “safe” is un-useful for determining risk.



WHAT THE DATA SUGGESTS

A Caregiver’s rating of marginal or unsafe 1s probably useful in
1dentifying unsafe drivers.

Caregivers tend to overrate performance in nearly every category
of driving safety.

The following likely predicts unsafe driving and accidents:
A recent history of a crash or citation
A MMSE of < 24
Self reported reduced mileage/avoidance

Aggressive or impulsive characteristics
Specific comorbidities



CAN WE JUST REFER TO THE DMV?

No standardization between states or departments
ORDT effectiveness is questionable

Can damage patient/physician relationship

Can results in costs to the patient



GOALS

1 — Protect the safety of the patient, his/her family and the
community

2 — Maximize the patient’s independence and quality of life
3 — Preserve the relationship between the patient and caregiver
4 — Preserve the relationship between the patient and clinician

5 — Minimize chance of litigation toward clinician



RISK STRATIFY

Low — can probably drive, perhaps with limits
MCI or very mild dementia/High function

Medium — maybe can drive (but not for long)
Mild dementia/Some mild functional impairment

High — should not drive
Moderate — Severe dementia/Significant functional impairment
Mild dementia with “alarm signs”



LOW RISK PATIENTS

Counsel patients and families to anticipate changes and plan
accordingly.
Encourage
Moving to population dense areas
Limiting driving
Using public transportation
Engaging family in driving
Consider Occupational Therapy
Reassess every six months



MEDIUM RISK PATIENTS

Consider Clinical Dementia Rating scale (might move the patient
up or down)

Consider OT assessment
Consider driving restrictions
Consider written, vision and road test

Reassess every 6 months



HIGH RISK PATIENTS

1)Cajole/Engage the patient to stop driving.
Emphasize:
Risk to self
Risk to others
Financial/Legal liability
Engage the family

Suggest:
Taking away the keys or car
Family reporting to the DMV
Providing alternative travel arrangements
“Order” no driving until further eval:
“Driving specialist”
Road, written and vision test by DMV.
If all else fails, report to the DMV as unsafe to drive.



THANK YOU.
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Diaghosing and Managing
Depression in Dementia



Why Depression in Dementia Is Different

Depression is common across all dementia subtypes

Symptoms present atypically

Standard diagnostic criteria perform poorly

Treatment response is modest but meaningful




What is “Depression”

Common Less common

e Apathy or withdrawal e Sustained guilt
e |[rritability rather than e Ruminative self blame
sadness e Verbalized hopelessness

e L oss of initiative
e Somatic preoccupation
e Reduced emotional reactivity









Commonly Confused

sy Depression

e Subjective distress when accessible
e Emotional pain

e Reactivity may still be present

e May respond to antidepressants

— Y ¢ E:141);

* Reduced motivation without distress
e Emotional blunting

e Minimalresponse to antidepressants
e Often neurodegenerative




Maguire K, Cranley M, Grossberg GT: Managing symptoms of depression, apathy, psychosis, and agitation in people living with
Alzheimer disease. Practical Neurology (US). 2025;24(6):7-12.



Treatment Principles

* Nonpharmacologic
e Structured daily activity
* Exercise and social engagement
e Caregiver education and support
* Therapy (reminiscence, CBT, ACT, supportive)



Burley CV, Burns K, Lam BCP, Brodaty H. Nonpharmacological approaches reduce symptoms of depression in dementia: A systematic review
and meta-analysis. Ageing Res Rev. 2022 Aug;79:101669. doi: 10.1016/j.arr.2022.101669. Epub 2022 Jun 14. PMID: 35714853.



Treatment Principles

* Pharmacologic
* Expect small effect sizes
* SSRIs first line

* Avoid reflexive antipsychotic use
* Treat pain, sleep, and anxiety and other identified co-morbidities



Take Home

* Depression in dementia looks and feels different

Apathy is not depression

Diagnosis is longitudinal and collateral driven

Treatment aims for function, not remission

Reassess over time
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