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ECHO Presentation Overview

1. Who should be assessed for possible dementia?

2. What are the key steps to include when assessing someone for
dementia?

3. What are the key supports, non-pharmacological and
pharmacological treatment options who are recently diagnosed
with dementia?

Dementia Best Practices

Canadian Consensus Conference Guidelines on Diagnosis and Treatment of Dementia

Created in 1999, updated in 2001 and 2007, 2012,
2019

* Cover topics from risk factors to severe dementia

* Guideline papers published in Alzheimer’s &
Dementia, 2007 (CCCDTD3):

» 146 guideline recommendations, 178 pages
» 6summary documents published in CMAJ in 2008
* Updated CCCDTD4 in Can Geriatr J, 2012
* CCCDTDS October, 2019 (Alzheimer Dementia 2020)

» 88 recommendations, 8 topics

Why assess cognition in the elderly?

Evaluation of cognitive complaints

To aid in establishing a diagnosis

Assess effects of psychiatric, medical conditions or
substances on cognition

Evaluate changes over time

Communication with other healthcare providers

Promote safety and enable autonomy

Prevalence of Dementia

« 500,000 individuals in Canada have 40
dementia? 35
Expected to increase to 1.1 million individuals in
the next 30 years
« Prevalence in long-term care 60 — 80%?

Rising Tide Report, 2010
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Dementia Risk Factors

Increases Risk

Traumatic wriq (ife  Mid-life  Current

Brain o 3 A
4 ol
njary. Obestty’ Hypertension Strioking

History of Sleep  Hyper-

Diabetes pepression  Disturbances lipidemia

DEMENTIA

Years of Moderate
Formall Aleotiol
Ediication l Consurmption

Physical Viediterranean o
it i

Engagarient

Decreases Risk

_} P - )
KEY: strong Voderate Lower Unclear

Evidence Evidence Evidence

Baumgart, Alzheimer Dement, 2015

Prevention of Dementia

* Up to 40 % of dementia may be
preventable

¢ Incidence of dementia now is
declining compared to previous
generations
¢ Better education, control of
dementia risk factors

Dementia Risk Reduction

* Mediterranean diet, low saturated fat, increase fruits/vegetables (1B)

* Moderate physical exercise (aerobic/strength) for dementia and MCI (1B)
* Assess and treat hearing loss (1A)

« Treat sleep apnea and avoid sleep deprivation (1C)

« Group or online cognitive training (1B) and maintain or increase cognitively
stimulating activities (1C)

* Promote social engagement (1B) and early life education (1C)
« Reduce anticholinergic medications (1B)

« Assess and treat hypertension and stroke (1B)

Rockwood, Alzeheimer Dement, 2020

il

Dementia Case Finding

« Do not screen asymptomatic individuals (1C)

« Screen (interview, cognitive testing, review with family) individuals with
functional change, cognitive complaints, or new-onset psychiatric disorders late
in life (1C)

« Individuals at very high risk (advanced age, stroke, Parkinson’s, head injury,
recent delirium) ask about presence of cognitive concerns (2C)

* Use validated tests like MMSE, MoCA (for MCI or normal MMSE) for
assessment of cognition (1B)

* Include assessment of informant and use tools (AD8, IQCODE) (1B)

Tang-Wai, Alzeheimer Dementia, 2020
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Why should we try to diagnose dementia?

+ Up to 2/3 of dementias are not detected!?

+ Importance of diagnosing dementia:
o Most people want to know
Early initiation of treatment
Eligibility for some services
Future planning at early stages

> Opportunity for lifestyle modification

Which tests can be used for screening of cognitive changes?

Mini-Mental Status Exam

(Grade B, Level 2)

> Montreal Cognitive Assessment*

> St. Louis University Mental Status Exam

Caregiver or Informant Reports:
o AD8*

o 1QCODE

Rapid screens!:

o Mini-cog*

Cognitive evaluations to Distinguish Mild Cognitive Impairment from Alzheimer’s

Mini-Mental Status Exam

Widely used

Standardized MMSE more reliable than original MMSE

Focuses on memory, attention, construction and orientation domains

12 items

Requires little training

Age and education can introduce bias

Copyrighted

Test Properties of the MMSE

Cognitive domains evaluated

Memory (immediate recall),
orientation, attention, language,
visuo-construction, praxis

Time to administer (min) 10-15
Score range 0-30
Sensitivity 44 -100%
Specificity 46 - 100%

Feldman, CMA
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MMSE Scores in the General Population

Montreal Cognitive Assessment (MoCA)

Brief measure of global cognitive function to

Educational Level
eational Level 60-64 65-69 7078 7579 8084 285
o0ay
Mean (5D) 2309 209) 207 21(20) 0(22)
Median 2 2 n 2 19
say
Mean (5D) 26(23) 2(17) 2(18) 25 (2) 25019) 2363
Median 27 7 2 2 25 2
912y or high
diploma
Mean (5D) 28(17) 28(10) 27016 27(15) 25023 2 (20)
Median 2 2 2 2 2 2
College or higher
Mean (SD)
Median 203 29(10) 28(16) 28(16) 27(09) 2703
2 29 2 2 2 2
Total
Mean (5D) 2706) 2708 2 01) 2(22) 2(29)
Median 2 2 2 2 25
Crum, JAMA 1993

detect mild cognitive impairment

30 point tool, 12 items

executive function

www.mocatest.org

1. Nasreddine, J Am Geriatri Soc, 2003

Evaluates aspects of attention, orientation,
language, verbal memory, visuospatial, and

**Training required now for access to MoCA

o

Test Properties of the MoCA

Cognitive domains evaluated

Memory (immediate and delayed
recall), orientation, attention,
executive functioning, language,
visuo-construction

Time to administer (min) 10-15
Score range 0-30
Sensitivity (for MCI or dementia 100%
compared to normal)

Specificity 87%

Feldman, CMAJ, 2008

MoCA Scoring

Normal Controls | Mild Cognitive Alzheimer’s
(NC) Impairment (MCI) | Disease (AD)
Number of
S 90 94 93
MoCA average @ @
score
Mo(.:A.standard 22 31 48
deviation
MocA score range | 55 _29.6 19.0-25.2 210-114
Suggested cut-off 526 <26 <26
score &

Table from: www.mocatest.org

nction bet

on a specific score on the MaCA test

WCl is mostly dependent on the presence of associated

impairment and not
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MoCA Scores in General Population

Years of Education
<12 12 >12 Total by age
AgeGroup | No. o o o
o
60-70 193(38) 203(5) 270
57 i 113 o 216 a8 A
65-75 184 (3.9) 204(49) 200(3.0) 2105
38 s & iy 2 o0 28 L
70-80 23(0) 236(5) 213048
& e 23 = 24 w 2

Rossetti, Neurol, 2011

&
ﬂ 23

St. Louis University Mental Status Exam (SLUMS)

+  30-item cognitive screening evaluation

* 10 minutes to complete

* Assesses memory, language, executive, visuospatial

* Mild Cognitive Impairment

» Cut-off score: < 24
+ Dementia

» Cut-off score: < 20

* “Canadian version”

» Use Toronto instead of Chicago in last question

*  SLUMS scores tend to be similar to MoCA scores

Informant Self-reports

« AD8

8-item screening questionnaire completed by
informant

Sensitive to detecting early cognitive changes
Sensitivity >84%
Specificity >80%

Scores of > 2 consistent with dementia

Galvin, Neurology, 20
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What can cause cognitive changes in older adults?

Primary Causes: Secondary Causes:
Delirium

« Normal aging

«+ Mild Cognitive Impairment Depression and other

. Dementia psychiatric disorders
o Alzheimer’s, vascular cognitive + Medications and other
impairment, Lewy body substances
dementl.a, frontotemporal . Medical conditions
dementia
1. Borson, J Gen Intern Med, 2007
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. * Information from reliable informant whenever i
- Dementia . * Education level
Delirium Alzheimer' Depression possible o .
(Alzheimer's) * Onset and course of changes « Family history of Alzheimer’s
Onset Acute Insidious Variable Cognitive domains * Medical Conditions / Risk Factors
* Memory
Duration Days to weeks Months to years Variable N
- d * Language o Stroke
Course Fluctuation Slowly progressive Diurnal variation * Visuospatial o Parkinson’s disease
- *  Executive function
Consciousness Impaired, Clear until late in Unimpaired o Seizures
fluctuates iliness s * Prads
* Symptoms of depression © Head injury
Attention & Inattentive, poor | Poor memory without | Difficult concentrating, * Behavioral or personality changes o HIN
Memory memory inattention memory intact * Medication/Substances: DM
O Anticholinergics .
. o Hypercholesterolemia
Affect Variable Variable D eprassed. oSS ol O Sedatives yp
P e O Alcohol/Other substances o Atrial fibrillation
oo, et Guideine, 2006 %} E
- 27 28

Medication Review Investigations
+ Ensure that medications are being taken consistently or implement measures + Physical Exam:
to maximize adherence (CCCDTD, Grade B, Level 3) o General physical examination

o Vital signs

« Discuss need future need for assistance with medications (CCCDTD, Grade B, - hypertension, infection

Level 3)

Neurological exam:

« Review anticholinergic medications and substitute or discontinue (cccoTo, - Potential signs of stroke*
Grade D, Level IIl)

- Hyperreflexia
- Extensor plantar responses

— Frontal gait apraxia

Pseudobulbar palsy
- Parkinsonism*

~ Rest tremor, cog-wheel rigidity, bradykinesia, postural instability

=}
%g 29




Screening Bloodwork (cccotoz;crades, Level 3)

o TSH
Electrolytes

o

Calcium

o

Glucose

o

o

By, (CCCDTD3; Grade B, Level 2)

o

+/- RBC folate (cccpTp, Grade E; Level 2)

- Individuals with poor diet, malabsorption

=]
Eg 31
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PS3|

Brisson, Alzheimer Dementia, 2020

Neuroimaging

+ Anatomical neuroimaging recommended in most situations (CCCDTD5, 1C):

Onset of cognitive changes within 2 years

Unexpected decline in cognition or function in someone with dementia
Recent head trauma

Unexplained neurological symptoms at diagnosis or after

History of cancer at high risk for brain metastases

At risk for intracranial bleeding

Symptoms compatible with normal pressure hydrocephalus

Significant vascular risk factors

« MRl is preferred over CT whenever possible

Functional Assessment

Change in functioning necessary for
diagnosis of dementia

Instrumental activities of daily living
affected before basic activities of daily
living
o Finances, driving or taking public
transportation, medications, use of
telephone, meal preparation

Functional change has to be due to
memory impairment (i.e. not physical
problem)

feffer, J Gerontol, 1982

Functional Activities Questionnaire
Administration
K nformant ,

« Requires assistance - 2
s difficly but docs by self = 1
« Normal - 0
« Never did [te actvty] but could do now « 0
< Never did and would ave dificuly now - 1
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Diagnosis of Dementia

« Dementia is a clinical diagnosis (cccotot; Grade B, Level 3)
- Diagnosis requires integration of information from:
o detailed history
physical examination
o psychometric testing (eg. MoCA)
o assessment of functioning (e.g. FAQ)

may need longitudinal testing to establish diagnosis
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DPS3 Update with most recent CCCDDTD Guidelines
Dallas Seitz, 2021-03-10
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DSM 5 Criteria: Major Neurocognitive Disorder

Types of Dementia

(GradeA,Level) | Dementia Bodies/ Dementia
. R . . . . (Grade, Level 2) Parkinson's isease | (Grade A, Lovel 2)
« Evidence of significant cognitive decline from a previous level of performance in one or more (Grade B, Level 2)
cognitive domains (complex attention, executive function, learning and memory, language, f‘f;f‘;;"y"' e i o o
perceptual-motor, or social cognition) based on: Perceriaga of P 0_a0% 020 10% tyounger)
Concern of the individual, a knowledgeable informant, or the clinician that there has been a e
sociated o POD, | -Disimibtion
significant decline in cognitive function; and S e B memory st DLB e
“Lackofnsight Pty defis’ oLs: Eating distrberces
> A substantial impairment in cognitive performance, preferably documented by standardized SEEED || e | Sl || e
neuropsychological testing or, in its absence, another quantified clinical assessment. GV iso common oty rale e e T
patinotn rions | olron sess
+ The cognitive deficits interfere with independence in everyday activities (i.e., at a minimum, sleep disturbance)
paying bills or managing medications). Family history Incroase ik of AD age | +Cardovascuar o Often o family isory May rave stong famiy
orset) corebrovascuar dsease Tisiory (20 - 40%)
“Neuoimaging findings of
« Do not occur exclusively in the context of a delirium. g o e
s s 5 . Neurological signs. Absent early on May have focal signs Parkinsonian symptoms Frontal release signs
« The cognitive deficits are not better explained by another mental disorder (TRAP: tremor, rigidty, (grasp, giabelr, tap,
akinesia, postural nstabily) | sno
« Specify whether due to: Alzheil ’s disease, Fr al lobar degeneration, Lewy
8 N Course 515 yearcourse, Variabe, may be sukden | +DLB tends tohave more | Rapid pogression over
body disease, vascular disease slowly progressive or“step-wise” rapid progression than AD.
23 pint cacine on -P0D
MMSE annualy
35
Mild Cognitive Impairment Mild Cognitive Impairment
« Most dementias are preceded by a phase of mild cognitive decline (cccoros; - Diagnosis (all criteria required)"
Grade B, Level 3) 1.) Cognitive complaints
Mild cognitive impairment (MCI) or Cognitive Impairment Not Demented 2.) Cognitive decline greater than expected for age
(CIND), Mild Neurocognitive Disorder (DSM 5) Compared to age and education matched group
« Associated with increased risk of developing dementia (ccCDTD3; Grade B, 3.) No functional impairment
level 2) 4.) Intact general cognitive functioning
10% per year conversion rate on average', 50% within 3 years 5.) Does not meet criteria for dementia
nversion r: highest in memory clini lation: mpar N s : : N : . :
Convel =10 ates highest emory clinic populations compared to * DSM 5: mild neurocognitive disorder (identical to major neurocognitive disorder
community samples . . X
except no functional impairment)
* Subjective cognitive impairment (SCI): complaints without cognitive decline on
testing, increased risk of dementia
1. Bruscoli, Int Psyhogeriatr, 2004 37 Petersen, Arch Intern Med, 1999 38
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Not Sure if It’s Dementia or Not?

« “Wait and see” - observation and repeat testing and informant interview in
3 - 6 months time

« Refer to specialist services

« Refer for neuropsychological evaluation (usually through specialist
services)

Referral to Specialized Services

* May include memory clinic geriatric medicine, psychiatry, neurology or psychologist
(CCCDTD2, Grade 3, Level 3)

* Reasons to refer:
Diagnostic uncertainty
Request by family or patient
Presence of significant depression
Problems with dementia medications
Assistance with management (i.e. behaviors, home safety)
Genetic counselling
Participation in research or clinical trials

39 40
Disclosure of Diagnosis Disclosure of Diagnosis
+ Ingeneral, disclosure should be made to patient and care partner (when person with + Provide a specific diagnosis including dementia and Alzheimer’s disease if
dementia consents) (cccoTo, Grade B, Level 3) this is the diagnosis:
Exceptions: severe dementia, severe phobia or anxiety about diagnosis Discuss difference between normal aging and dementia
« The vast majority of individuals want to know and would like to have a . .
. o Discuss the types of dementia or conditions that can cause of dementia
straightforward answer
o Need to also consider patient’s expressed wishes (Grade B, Level Ill “...one of which is Alzheimer’s disease, the most common cause”
+ The earlier the discussion about memory changes and potential causes the better * Acknowledge uncertainty: “We can’t know with 100% certainty that this
(CCCOTD, Grade B, Level Il) is Alzheimer’s disease, but given what you’ve told me and the testing,
* Involve family member or other primary sources of support this is probable Alzheimer’s disease dementia... We’ll continue to
« Consider patient and family understanding, are they looking for confirmation of their monitor things to see if there are further changes.”
concerns or expressing concern or hesitancy to acknowledge changes?
41 42

10
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Disclosure of Diagnosis

« Be honest but offer optimism:
o “Cognitive changes will tend to slowly get worse over time, however,
You are in the early stages...
o Everyone with Alzheimer’s is a bit different...”

« Focus on quality of life and strengths: “You should be able to continue
doing a number of things for some time (e.g. live at home, etc.)”

« Opportunity for education and discussion (cccom, Grade A, Level iy

+ Follow up plans must accompany diagnosis (ccco, Grade A, Level il

T .

Disclosure of Dementia

+ Transition to discussion of what can be done:

Information on disease and supports

Measures to minimize extent of further decline (lifestyle and risk
factor management)

Explore treatment options (non-pharmacological and
pharmacological)

o Follow-up plans and monitoring

Safety Assessment

Following disclosure, there may be immediate safety concerns which should take
priority for immediate management

These concerns may not be present at the time of diagnosis and will need to be
monitored in follow-up to ensure safety

Common issues related to safety may include:

o Home safety (e.g. fires, nutrition, getting lost or wandering)

o Driving

o Capacity to make decisions

o Behaviours

45

Education and Community Supports ﬁ‘

Tailor discussion to person and care partner needs
o Psychoeducation about dementia

First Link %1 Yemier lien

o Future planning (advanced directives, powers of attorney)

o Current and future needs for supports

o Assessment of Care Partner well-being and supports O C1e!
Alzheimer

o Day programs ciety

o Respite

o Information about long-term care

46

11
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Psychosocial Interventions (cccoros)

- Exercise for everyone with dementia (1B)

« Group cognitively stimulating activities (2B)

« Psychoeducational programs for care givers (2C First Link!)

- Case management to improve the continuity and coordination
of services (2B)

- Discuss lifestyle and health components addressed in
prevention of dementia

o https://alzheimer.ca/en/Home/Living-with-dementia/Day-to-day-

Pharmacological Treatment

All individuals with Alzheimer’s disease and related forms of dementia should be
offered a trial of cholinesterase inhibitor (CCCDTD, Grade A, Level 1)

Also includes vascular, mixed, dementia with Lewy bodies, Parkinson’s disease
dementia

Selection of therapy should be based ease of use, cost, physician familiarity and
patient caregiver input

All are approved for treatment of mild to moderate Alzheimer’s disease dementia
(CCCDTD, Grade A, Level 1)

* Donepezil is also approved for treatment of severe dementia

All three cholinesterase inhibitors are similarly effective although tolerability and
response may differ for each individual (CCCDTD, Grade B, Level 1)

living/
Vedel, Alzheimer Dement, 2020 47 m 48
Initial Dose Titration and Notes Other Populations Side Effect Donepezil | Galantamine | Rivastigmine
Maximum Dose . . . .
+ Contraindication to ChEl: cardiac Nausea 9% 15% 33%
il r . .o Vomiting 5% 10% 23%
Donepezi (Aricept) | 5mg CETom g SR | S conduction deficits Diarme: B v =X
(ie. 2.5 mg) dementis) * Consider baseline EKG and follow-up = = =
Galantamine Bmg Inorease o 16 mgin | Caution in hepatic | Alzheimer's disease . . . . Anorexia 5% 8% 14%
(Reminy) extended 4 weeks, (may or renal impairment | wi EKG in at risk patients (e.g. cardiac Weight Loss 4% 5%
release further increase to corebrovascular . N 5 - -
24 mg after component (mixed history, history of syncope) Sleep disturbances 5%
additional 4 wesks) dementia), and L X
vascular dementia + Caution in individuals with advanced Muscle cramps/pain 10%
ps/p:
Rivastigmine : s X . o 5
(Exelon) 1.5 mgBID Increase by 1.5mg | Caution in hepatic | Parkinson's disease COPD, peptic ulcer disease, seizures izziness sdvcardi | Unc 6% 10%
Oral PO BID every 4 impairment dementia and yncopefbradycardi ncommo - -
weeks to a dementia with Lewy a n
maximum of 6 mg bodies, vascular
PO BID dementia U & 7
finary frequencyl = - -
Patch 5 daily Increase to 10 daily | Less likely to cause incontinence
in 4 weeks Gl side-effects
Cost ~$167.00, rash
and skin iritation
Ontario Drug Benefits Limited Use Criteria
LU Code: 347 MMSE 10 - 26, inital 3 month trial
U Code: 34 0- 26, cor stabilization, up to 1 year 49 [

12



2021-03-11

Memantine (Ebixa)

. Initial Dose | Titrationand | Notes Other
« Treatment option for Maximom Populations
moderate to severe Dose
K N Memantine. 5mgPOOD | Increaseto5 | Notcovered on | May also be
Alzheimer’s disease (Ebixa) mgBID in7 ODB, costis | used for
days, further approximately | vascular
(CCCDTD, Grade B, Levelt) increase by 5 | $125.00/month | dementia,
mg every 7 mixed
Also may be used in days to Needs to be dementia,
) maximum of 10 | dosed Parkinson’s.
vascular, mixed, PDD, mg BID according to disease,
renal function: | dementia with
DLB eGFR: Lewy bodies
> 60 no and
+ Can be combined with to gl || B
cholinesterase inhibitor PR
(CCCDTD, Grade B, Level 1)

Monitoring and Follow-up

- Evaluate every 3 - 6 months after starting treatment (CCCDTD, Grade B, Level Ill)
> Caregiver interview, cognitive testing (MoCA) or functional assessment (FAQ)
Review capacity for decisions, behavior, safety, and driving (Module 3)

« Treatment should be continued if there is an initial stabilization or improvement
in memory, other areas of cognition or meaningful manifestations of dementia

o Loss of initial benefit not a reason to discontinue
- If no response to initial treatment, consider switching to another ChEI

o | 1t to starting dose and initiate 2" at starting dose for 2 - 4 weeks, then

discontinue 15t ChEl and increase 2"

Deprescribing Cognitive Enhancers

« Decision should take into account patient and family preferences, prior
wishes and in collaboration with family/SDM (1C)

« After > 12 months treatment, consider deprescription of cholinesterase
inhibitor or memantine if meaningful worsening of cognition, no benefit
realized initially, severe end-stage dementia, side-effects or poor
adherence (AD, VaD, DLB, PDD) (1B/1C)

* Gradual dose reduction (50% every 4 weeks until starting dose reached),
restart if worsening of behaviours or cognition noted (1B)

« Don’t stop in people with significant behaviours unless behaviours were
worsened by cognitive enhancer (2B)

« Continue in individuals who had behavioural improvement (2B)

Herrmann et al, Alzheimer Dement, (in press)

Thank you!
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