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Mitigating Potential Bias

The information presented in this CME program is based on 
recent information that is explicitly ‘‘evidence-based’’.

This CME Program and its material is peer reviewed and all 
the recommendations involving clinical medicine are based 
on evidence that is accepted within the profession; and all 
scientific research referred to, reported, or used in the 
CME/CPD activity in support or justification of patient care 
recommendations conforms to the generally accepted 
standards



By the end of the session participants will:
• Be aware of some Risk Factors for Dementia
• Be able to select appropriate screening tools 
and outline the assessment process

• Be able to describe the common subtypes of 
dementia 

Learning Objectives







• Dementia

– an acquired syndrome consisting of a 
decline in memory and other
cognitive functions



DSM‐5 Diagnosis:
Major Neurocognitive Disorder

• Significant cognitive decline in one or more 
domains

• Deficits sufficient to interfere with 
independence

• Not delirium or attributable to another mental 
disorder

• NOTE:  MCI is termed Mild Neurocognitive 
Disorder in DSM‐5



Proposed:  Probable AD, Possible AD or AD with 
evidence of pathophysiological process.

Also MCI due to AD  & Preclinical AD











Population Screening





 
Using the Dementia Risk Calculator 

 
  

The Dementia Risk Calculator Doubling Rule 
(de la Torre, 2004, Gauthier et al.,1997 and Siu, 1991) 

 
Risk doubles for every 5 years of age 

 
<65 years  1% 
65 years     2% 
70 years     4% 
75 years     8% 
80 years    16% 
85 years    32% 

 

Each additional vascular risk factor 
approximately doubles the risk (One risk 
factor: risk multiplier is 2; 2 or more risk 
factors: risk multiplier is 4) 

 
Positive family history doubles the risk. 
(One family member: risk multiplier is 2; 2 
or more family members: risk multiplier is 4) 

 
 

Overall risk =  age risk _____% x family hx risk multiplier___x vascular risk multiplier 
___= ___% 

 



Question:  Which cognitive screening 
tool do you find most useful in your 

practice ?
a) MMSE  (Mini‐Mental State Exam)
b) MoCA   (Montreal Cognitive assessment)
c) Mini‐Cog
d) Clock test alone
e) Other 



Screening Tests
Mini‐Mental Status Exam (MMSE)

• Orientation (10 points)
• Registration (3 points)
• Attention and Calculation (5 points)
• Recall (3 points)
• Language (8 points)
• Visuospatial (1 point)
• Total=30, if less than 25, consider dementia.



Normative Data on MMSE

Age (years)

Education 18-
24

25-
29

30-
34

35-
39

40-
44

45-
49

50-
54

55-
59

60-
64

65-
69

70-
74

75-
79

80-
84

>84

4th Grade 22 25 25 23 23 23 23 22 23 22 22 21 20 19

8th Grade 27 27 26 26 27 26 27 26 26 26 25 25 25 23

High School 29 29 29 28 28 28 28 28 28 28 27 27 25 26

College 29 29 29 29 29 29 29 29 29 29 28 28 27 27

Normative scores vary with age 
and education level!



MMSE
Pros and Cons

• Pros
– Widely used and therefore can track cognition 
over time and between clinicians

– 5‐10 minutes.

• Cons
– False positives:  those with little education.
– False negatives:  those with high premorbid 
intellectual functioning.



MoCA is better 
for Mild Cognitive 
Impairment (MCI) 

Screening



Very Brief Screening

• Mini‐Cog  (Borson et al, 2006)
‐ 3 item recall
‐ clock test

• Dementia Quick Screen
‐ Same as above plus:  

Animal Name Generation







Assessment 
• Taking the patient’s history
• Interviewing caregiver / family
• Cognitive tests
• Basic lab tests
• Physical examination
• Structural imaging – if certain criteria are met

ref:  CCCDTD‐3



                                            

 

                                       

 

                                  

 
Caregiver Informant screen (ABC concerns) 

Please tick items in the ABCs where you have concerns 
 

  A = ADL’s     B = Behaviour 
 

Finances     Anger 
Shopping     Irritability 
Driving     Apathy 
Cooking     Depression 
Travel 
Laundry 
 

C = Cognition 
Forgetfulness 

Repetitive questions/stories 
Word finding problems 

Misplacing objects/getting lost 





Has There Been An Effect On Functional Activities? 

   
Instrumental Activities of Daily Living Independent Can do 

with 
difficulty 

Needs 
some 
help 

Dependent 
on others 

     
1. Pay bills/manage finances (forgets to pay 
bills, pays bills twice) 

0 1 2 3 
    

2. Plan meals and organize shopping (food 
spoiled) 

0 1 2 3 
    

3. Food preparation/Cooking 0 1 2 3 
    (oven or stove left on, food has “funny” 

taste, not properly cooked) 
    

4. Ability to deal with emergencies 0 1 2 3 
    (fire, fall, medical emergency, lock 

outside, power outages) 
    

5. Manage medication 0 1 2 3 
   (misses doses, takes too many)     
6. Transportation 0 1 2 3 
   (driving issues, gets lost, wandering)     
7. Plan trip and outings 0 1 2 3 
8. Home maintenance 0 1 2 3 
9. Housekeeping/laundry 0 1 2 3 
  (difficulty using appliances)     
10. Ability to carry out hobbies 0 1 2 3 
11. Telephone use 0 1 2 3 
 

Activities of Daily Living  

    

1. Feeding 0 1 2 3 
2. Bathing 0 1 2 3 
3. Grooming (hair, shaving, nails, makeup) 0 1 2 3 
4. Dressing 0 1 2 3 
5. Toileting 0 1 2 3 
6. Transfers 0 1 2 3 
7. Ambulation 0 1 2 3 
8. Climbing stairs 0 1 2 3 

(Adapted from the Dementia Tool Box, 2006) 

Other resources: (see appendix) 
The Modified Physician Self-Maintenance Scale /Instrumental Activities of Daily Living Scale 
Lawton-Brody 
Functional Assessment Questionnaire (FAQ) 
SMAF and e-SMAF – e-mail to get French and English copies and information: 
iugs@ssss.gouv.qc.ca 

Assessment of Function is more important than any 
cognitive test: many tools available







Simmons et al, 2011



Types of Dementia
(mixed not included)

Vascular dementias
– multi‐infarct dementia
– Binswanger’s disease

DLBD
– Parkinson’s disease
– diffuse DLB
– Lewy body variant of AD

Other dementias
– frontal lobe dementia
– Creutzfeldt‐Jakob disease
– corticobasal degeneration
– progressive supranuclear palsy
– potentially reversible dementias 

AD

Gersing et al., 1998; Cras, 1998

17.5%

7.5%

55% 20%



S. Landau, UCB



Course of the Disease

Adapted from Feldman H, et al. Can J Neurol Sci 2001;
28 (Suppl 1):S17-S27.
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Vascular Dementia – classic 
features

• Abrupt onset
• Stepwise progression
• Memory problems (not predominant)
• Impaired executive function
• Emotional lability
• History of cerebrovascular risk factors
• Focal neurological signs and symptoms

or neuroimaging evidence



Scheltens, 2001.

Vascular Dementia



Alzheimer’s disease and vascular 
dementia share common risk factors

• hypertension
• generalized 

atherosclerosis
• coronary heart 

disease
• atrial fibrillation 
• diabetes mellitus

• hyperlipidemia
• elevated plasma 
homocysteine 

• white matter lesions
• history of stroke

Skoog I. Neuroepidemiology 1998;17:2-9. 
MacPherson KM, et al. Perspectives in Cardiology 2001;June/July:19-26.

Seshadri S, et al. N Engl J Med;346:476-483.



Campbell, Stephens, Ballard, 2001.

Dementia With Lewy Bodies

• Characterized by 3 core symptoms:
– Fluctuating cognitive impairment (~80%)
– Persistent visual hallucinations (>60%)
– Parkinsonism (65%–70%)

Also:
– Systematized delusions (~70%)
– Depression (38%)
– Neuroleptic sensitivity (>50%)
– REM Sleep Disorder



Summary of Personality/Behavioral Symptoms of 
Frontal Lobe Disorders

• POSITIVE
– Disinhibition
– Impulsivity
– Vulgarity
– Irritability
– Emotional lability
– Inappropriate laughter, 

crying
– Bizarre social behavior

• NEGATIVE
– Apathy
– Reduced initiative 

(Abulia)
– Reduced interest in 

daily activities/self-
care

– Akinetic mutism
– Social withdrawal



Neary et al, 1998







Dementia: Care & Management

• Optimal Environment
• Person-Centred Care
• Caregiver education & support / respite
• Psychosocial interventions
• Optimal healthcare
• Pharmacological treatment



Ideal Goals for Dementia Medications:

• Slow course of disease

• Improve memory/cognition

• Improve daily function

• Improve behavioural abnormalities

• Improve mood, quality of life



Cholinergic Treatment of AD and 
related dementias

• Aricept® (donepezil hydrochloride) –
approved 1997

• Exelon® (rivastigmine) – approved 2000

• Reminyl® (galantamine) – approved 2001

• Note: Memantine (Ebixa) works on  
Glutamate receptors  (blocks NMDA).



Question:  From your experience ‐
Please rate the overall effectiveness of 

Dementia Medications

a) Very useful
b) A little useful
c) Neither useful or harmful
d) A little harmful
e) Very harmful



GUIDELINES FOR USE

• Caution in patients with bradycardia or cardiac 
conduction problems, COPD, Peptic Ulcers

• Assess cognitive and functional level at 
baseline

• Cholinesterase inhibitors covered by ODB if 
AD / related disorders plus MMSE of 10 to 26.

• Review regularly (e.g. every 3 months)
• Diaries for caregiver



Can we prevent / delay Dementia ?



Finnish Geriatric Intervention Study to Prevent 
Cognitive Impairment and Disability (FINGER) 

study 
A proof‐of‐concept randomised controlled trial  assesses a multidomain 
approach to prevent cognitive decline in at‐risk elderly people from the 
general population.
Double‐blind randomised controlled trial; aged 60–77 years 
2 year multidomain intervention (diet, exercise, cognitive training, vascular 
risk monitoring), or a control group (general health advice). 
Primary outcome: change in cognition ‐ comprehensive neuropsychological 
test battery (NTB) Z score. 
Screened 2654 individuals and randomly assigned 1260 to the intervention 
group (n=631) or control group (n=629). 

Miia Kivipelto et al. Lancet; Volume 385, No. 9984, p2255–2263, 6 June 2015
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Fig. 2 

Alzheimer's & Dementia: The Journal of the Alzheimer's Association 2013 9, 657-665DOI: (10.1016/j.jalz.2012.09.012) 52
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The Fountain of Health Initiative
www.fountainofhealth.ca

Bringing Seniors’ Mental Health Promotion into 
Clinical Practice



FoH 5 Key Messages

Social ActivitySocial Activity

Positive ThinkingPositive Thinking

Physical ActivityPhysical Activity

Mental HealthMental Health

Lifelong LearningLifelong Learning



Thank you!


