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Objectives 

• Provide a brief overview of: 

–  Maine’s State Plan for Dementia 

– American Geriatric Society Guide to 

dementia evaluation and management 

• Review general clinical aspects of 

diagnostic assessment and treatment 
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Maine’s State Plan 

• Sponsored by Maine’s State Chapter of 

National Alzheimer’s Association and 

DHHS 

• Phase 1: Advocacy 

– June 2011: Law established task force 

• Phase 2: Develop plan 

– May 2012: Final draft completed 

• Phases 3/4: Implement & revise 
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Maine is Getting Old 
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Who Will Provide Care? 
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Contents of the State Plan 

• Disease Background 

• Public health and Safety Objectives 

• Diagnosis and Treatment 

• Home and Community-Based Services 

• Facility-based LTC Services 

• Financing LTC 

• Education and Training 
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Diagnosis and Treatment: 
Goals of Maine’s State Plan 

• Coordinate care across settings to 

improve recognition and management 

• Expand PCMH Community Care Team 

model to provide coordinated care 

• Promote screening within Primary Care 

• Promote CME in diagnosis and 

treatment guidelines   
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Clinical Guideline: 
“Comprehensive Roadmap” by John Campbell, MD 

• Provides an expert overview of: 

– Screening and assessment of cognition 

and functional status 

– Differential diagnosis of dementia 

– Treatment of cognitive decline 

– Assessment and treatment of 

neuropsychiatric symptoms 

– General dementia care issues: driving, 

home safety, end of life care, caregiver 

support 
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Screening in Primary Care 

• Routine screening often not 

recommended by clinical practice 

guidelines beyond questions about: 

– Short term memory 

– IADLS 

• Money management, driving, medication 

management, safety in the home 
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Alzheimer’s Assoc. Recommendations 
Cordell CB et al. Alz Assoc 2013; 1-10 

• But, Alz. Association advisory group 

does recommend routine screening 

–  Incorporate into Medicare Annual 

Wellness Visit: 

• Affordable Care Act  provides for Medicare 

reimbursement for screening of depression and 

dementia at the AWV 

– CI missed in 27-81% of visits 

– Structured tools improve detection  

• (83% vs. 59%) Borson et al. 2006  
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• 2-step process: 

– Screen with either Mini-Cog or GPCOG at 

AWV 

– Positive screen or clinical suspicion: 

reschedule for more evaluation with MoCA 

or SLUMS, plus labs, depression screen, 

neurologic exam or refer to dementia 

expert (geriatrician, geriatric psychiatrist, 

neurologist, neuropsychologist) 
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Advisory Group Recommendations 
Cordell CB et al. Alz Assoc 2013; 1-10 
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AGS Guidelines for Diagnosis 

• Recommend screening only if patient or 

family member or clinician suspects a 

problem 

• Use validated instrument 

• If positive screen: 

– Document cognitive domains affected 

– Document functional impairment 

– Document time course and progression 

– R/O delirium and depression 
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The Overlapping Syndromes: 

The 3-D’s Often Co-Exist 

Memory 

Mood 

Motor 

Attention Depression 

Dementia 

Delirium 

Executive 
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History 

• What has changed? 

– Functional status 

– Cognition 

– Behavior 

• Gradual vs. abrupt onset? 

• Progressive vs. stable? 

• Hx of EtOH, depression, CVA/TIA, TBI, 

HTN, DM, sleepiness? 
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Functional Status 

• ADLs 

– Dressing, bathing, toileting, hygiene, 

mobility and balance, motor skills 

• IADLs 

– Finances, med management, driving, 

cooking, tools, hobbies 
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Emotions and Behavior 

• Mood/Affect 

• Thinking 

• Sleep and wake 

– Insomnia, sleepiness, REM Behaviors 

• Initiative/Motivation/Impulse Control 

• Perceptions/Sensory 

• Coordination and balance 
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Cognition 

• Attention and concentration 

• Speech and language 

• Orientation, registration and recall 

• Visuospatial 

• Calculations 

• Judgment, insight, reasoning 
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What’s Normal?  

• What’s his name? 

• What’s that called? 

• Where did I park? 

• Where did I put those? 

• Did I tell you this already? Yes. 

• Did I ask this already? Yes. 

• Did you tell me this already? Yes.   
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What’s Not Normal 

• Getting lost in a familiar place. 

• Not being able to follow a directions/recipe 

• Telling the same story more than twice 

without asking. 

• Asking the same question more than twice. 

• Losing interest in conversation, leaving home, 

hygiene, other people 
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Cognitive Exam 

• Use standardized scale if possible: 

– Fast: Mini-Cog, Six-Item Screen, GPCOG 

– More sensitive and diagnostic: MMSE, 

MoCA, SLUMS 

• No scale handy?  

– Good: Orientation, 3-word recall, clock  

– Better: add verbal fluency task, serial 3s or 

digit span and family/caregiver interview  
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Mini-Cog 

• 3-word recall and clock draw test 

• Pass/fail or 7-point scoring 

• 2-4 minutes administration 

• Validated across cultures 

• Suitable for screening in primary care 

but not for diagnostic evaluation 
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Mini-Cog Algorithm 
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MOCA 

(www.mocatest.org) 

10-15 minutes 

Educational bias 

Sensitive enough for MCI 

Diagnostic value 

Available in many 

languages 

In the public domain 
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MoCA vs. MMSE 
Nasreddine ZS et al. J Am Ger Soc 2005; 53:695-699 

• MoCA (≤ 26) 

– Sensitivity 

• MCI=90% 

• Mild AD=100% 

– Specificity 

• Mild AD=87% 

• MMSE (≤ 26) 

– Sensitivity 

• MCI=18% 

• Mild AD=78% 

– Specificity 

• Mild AD=100% 
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Six Item Screen 
Wilbur et al. Acad Emerg Med 2008; 15:613-616 

• Time orientation (day, month, year) and 

3-item recall 

• Average administration time: 1 minute 

• May not be as sen/spec as MMSE  

• Add CDT and animal or letter fluency for 

an excellent ad hoc exam 
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Functional Status 

• ADLs 

• IADLs (instrumental or cognitive ADLs) 

• Descriptive instruments 

– General Practitioner Assessment of 
Cognition (CPCOG) 

– Clinical Dementia Rating Scale 

– Functional Assessment Scale 

28 UNE GEC Dementia Conference 



CPCOG (www.gpcog.com.au) 
Brodaty H et al. JAGS 2002; 50:3:530-534 

• Patient assessment of memory, date 

and CDT (2-5 minutes) 

• Family interview regarding function and 

symptoms (1-3 minutes) 

• Use of direct assessment and both 

patient and caregiver interview of ADLs 

is unique and increases sensitivity 
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Morris J et al. Neurology 1993; 43:2412-4 
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Pfeffer R. et al. 

J Gerontol. 

1982; 37:3:323-329 



Neuropsychological Testing 

• Referral to neuropsychologist for 

sensitive documentation of cortical 

function (“deeper biopsy”). 

• NOT diagnostic, although provides 

important cues to diagnosis and 

treatment. 

• Not appropriate for acutely ill, >85 or 

more impaired patients.   
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Occupational Therapy 

• Underutilized 

• Provide functional assessment of IADLs 

• Important both for diagnosis, treatment 

and safety planning.  

• Driving? OT or driving school instructor. 
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Rule out depression 

by interview, exam 

and rating scale.  
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A series provided by 

The Hartford Institute for Geriatric Nursing

hartford.ign@nyu.edu

www.hartfordign.org

The Confusion Assessment Method Instrument:

1. [Acute Onset] Is there evidence of an acute change in mental status from the patient’s baseline?

2A. [Inattention] Did the patient have difficulty focusing attention, for example, being easily distractible, or having

difficulty keeping track of what was being said?               

2B. (If present or abnormal) Did this behavior fluctuate during the interview, that is, tend to come and go or

increase and decrease in severity?

3. [Disorganized thinking] Was the patient’s thinking disorganized or incoherent, such as rambling or irrelevant

conversation, unclear or illogical flow of ideas, or unpredictable switching from subject to subject?

4. [Altered level of consciousness] . Overall, how would you rate this patient’s level of consciousness? (Alert

[normal]; Vigilant [hyperalert, overly sensitive to environmental stimuli, startled very easily], Lethargic [drowsy,

easily aroused]; Stupor [difficult to arouse]; Coma; [unarousable]; Uncertain)

5. [Disorientation] Was the patient disoriented at any time during the interview, such as thinking that he or she was

somewhere other than the hospital, using the wrong bed, or misjudging the time of day?

6. [Memory impairment] Did the patient demonstrate any memory problems during the interview, such as inability 

to remember events in the hospital or difficulty remembering instructions?

7. [Perceptual disturbances] Did the patient have any evidence of perceptual disturbances, for example,

hallucinations, illusions or misinterpretations (such as thinking something was moving when it was not)?

8A. [Psychomotor agitation] At any time during the interview did the patient have an unusually increased level of

motor activity such as restlessness, picking at bedclothes, tapping fingers or making frequent sudden changes of

position?

8B. [Psychomotor retardation]. At any time during the interview did the patient have an unusually decreased level

of motor activity such as sluggishness, staring into space, staying in one position for a long time or moving very

slowly?

9. [Altered sleep-wake cycle]. Did the patient have evidence of disturbance of the sleep-wake cycle, such as

excessive daytime sleepiness with insomnia at night?

The Confusion Assessment Method (CAM) Diagnostic Algorithm

Feature 1: Acute Onset and Fluctuating Course

This feature is usually obtained from a family member or nurse and is shown by positive responses to the following

questions: Is there evidence of an acute change in mental status from the patient’s baseline? Did the (abnormal)

behavior fluctuate during the day, that is, tend to come and go, or increase and decrease in severity?

Feature 2: Inattention

This feature is shown by a positive response to the following question: Did the patient have difficulty focusing

attention, for example, being easily distractible, or having difficulty keeping track of what was being said?

Feature 3: Disorganized thinking

This feature is shown by a positive response to the following question: Was the patient’s thinking disorganized or

incoherent, such as rambling or irrelevant conversation, unclear or illogical flow of ideas, or unpredictable switching

from subject to subject?

Feature 4: Altered Level of consciousness

This feature is shown by any answer other than “alert” to the following question: 

Overall, how would you rate this patient’s level of consciousness? (alert [normal]),  vigilant [hyperalert], lethargic

[drowsy, easily aroused], stupor [difficult to arouse], or coma [unarousable])

The diagnosis of delirium by CAM requires the presence of features 1 and 2 and either 3 or 4.

CAM Instrument and Algorithim adapted from Inouye, S., van Dyck, C., Alessi, C., Balkin, S., Siegal, A. & Horwitz, R. 

(1990). Clarifying confusion: the confusion assessment method. Annals of Internal Medicine, 113(12), 941-948. 

Reprinted with permission.

Managing Editor: Jessica Scholder, MPH

Rule out delirium by history, exam and applying simple criteria. 
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Assess sleepiness 

by speaking with 

family, asking key 

questions and 

referring for OSA 

rule-out if ESS ≥ 

10.  
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Natural History of Cognitive Change 

Normal Aging 

Dementia 
Noticeable symptoms 

Diagnosis 
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Progression of Memory Decline 

• Age-associated memory impairment 

– Primarily episodic memory and noun retrieval 

– Not disabling or progressive 

• Mild cognitive impairment 

– Significant episodic memory impairment 

– Not disabling but does progress  

• Dementia 

– Disabling memory or executive dysfunction 
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Mild Cognitive Impairment 
Peterson R et al. Arch Neurol 1999; 56:303-308 

• Subjective memory complaint 

• Normal ADLs 

• Normal general cognition 

• Abnormal memory for age (lowest 10%)  

• At high risk for dementia 
– Initial report of conversion rate 12-15% per 

year vs. 1-2% for those w/normal recall 

– Subsequent cohorts convert at lower rates 
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Cognitive Changes 

Aging MCI Dementia 

Recall and 

learning 

Intact Impaired Impaired 

Executive Intact Intact Dependent 

Reasoning Abstract Abstract Concrete 

Navigation Intact Transition Impaired 

Speech Mild WFD Transition Anomia 

Behavior Normal Changing Changed 
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Dementia Diagnosis: 
McKhann GM et al. Alz & Dem 2011; 7:263-269 

• Cognitive problem interferes w/ function 

• Decline from previous level of function 

• Not due to delirium or mental illness 

• Impairment is validated by testing 

• Impairment is present in ≥ 2 domains: 

– New learning and memory, executive, 

visuospatial, language, behavior  
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Causes of Dementia 

• Primary Dementia: gradual, progressive 
– Alzheimer’s disease 

– Multi-infarct vascular dementia 

– Dementia with Lewy Bodies 

– Parkinson’s Disease Dementia 

– Frontotemporal Dementia 

• Secondary dementia: acute or subacute: 
– Traumatic Brain Injury 

– CNS Infections 

– Alcohol-related (Korsakoff’s) 

• “Reversible” Causes 
– Medical and psychiatric causes 
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Reversible Causes  
Fillit H, Cummings J. Manag Care Interface. 2000;13:51-56 

• Metabolic  

• Endocrine 

• Alcoholism  

• Drug toxicity 

• Nutritional 

• Vasculitis 

• Brain tumor  

• Subdural hematoma 

• Hydrocephalus 

• Psychiatric  

• Infection  

 

. 
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Labs and Imaging 

• Labs: CBC, CMP, B12/folate, TSH 

• Imaging: CT in most, especially with 

motor or gait findings unless very old 

and dementing > 3 years 

• MRI if need to assess white matter 

• PET/SPECT/LP if FTD suspected 

• EEG if with rapid onset, myoclonus 
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AD Diagnosis: 
McKhann GM et al. Alz & Dem 2011; 7:263-269 

• Probable AD: dementia, insidious onset, 

worsening with time, either amnestic or 

nonamnestic presentation, no other 

disease accounts for findings 

– Supportive evidence (genetic,imaging and 

CSF biomarkers) add “increased level of 

certainty” 

• “Possible” and “mixed” types remain 
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Imaging in AD: PET vs. PiB 
Bacskai BJ et al. Arch Neurol 2007; 64:431-434 



Clinical Features At Diagnosis 
AD VaD DLB FTD NPH MDD Delirium 

age older older older younger older older older 

memory poor 

recent 

recall 

slow 

retrieval 

slow 

retrieval 

variable slow 

retrieval 

slow 

retrieval 

poor 

recent 

recall 

executive less 

severe 

more 

severe 

more 

severe 

concrete, 

dysfluent 

speech 

more 

severe 

more 

severe 

very 

severe 

attention 

problems 

normal 

to mild 

variable waxing/w

aning 

ADD variable variable waxing/

waning 

motor 

findings 

slowing focal and 

EPS 

EPS normal to 

mild 

gait 

dyspraxia 

slowing ataxia 

psychiatric apathy, 

anxiety 

apathy, 

anxiety 

 

apathy, 

VH 

 

apathy, 

disinhibit, 

delusions 

apathy anxious, 

sad, 

irritable 

VH, 

delusion 
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Outline of Dementia Care:  
Early Stages 

• Pre-diagnosis: Assessment, counseling 

and reduction of risk factors 

• Mild dementia: Discussion of diagnosis 

and prognosis, driving, supervision and 

support, quality of life activities, 

cognitive maintenance, medications 
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Mindful Practices 

• Meditation, adequate sleep, exercise 

and stress reduction may help many of 

your middle-aged patients with memory 

complaints (“ADD by habit”).  

• Frontal activation compensates (up to a 

point) for age-related declines in 

memory 
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Effects of Stress on Neurons 
Kays JL et al. J Neuropsychiatry Clin Neurosci 2012; 24:2:118-24 
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Cholinesterase Inhibitors 

• AD: Start and maintain for at least 1 yr. 

– expect improvement in some, slowed 

decline in most, mild psychotropic effect 

• LBD/PDD (rivastigmine): Expect better 

response and moderate psychotropic 

effect (VH, delusions) 

• VaD: Off label, less response (?) but 

often mixed with AD 

• FTD, EtOH, TBI: No benefit 
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Memantine (Namenda) 

• Typically added after several months on 

cholinesterase inhibitory (ChEI) 

• Complementary mechanism to ChEI 

• Very modest benefit when used alone 

• Well tolerated 

• FDA approved for moderate to severe 

AD 
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Psychotropic Target Symptoms 

Mood Stabilizer 
Antidepressant 

Antipsychotic 

delusions 

hallucinations 

impulsivity 

hyperactivity 

 

physical 

aggression 

agitation 

 

 

anxiety 

dysphoria 

Analgesic: 
restless 

calling out 

grimacing 

combative 

 

 

ChI: 
apathy 

hallucinations 

misperceptions 

confusion 

inattention 

Trazodone, 

Quetiapine: 
insomnia irritability 

Clonazepam: 
REM sleep  

behavior 

Stimulants: 
apathy 

sleepiness 



Cognitive Rehabilitation 

• Promoting diet, exercise and cognitive 

activity interventions are not likely to 

help memory or cognition once 

dementia develops, but these efforts 

can provide hope.  

• Various psychosocial interventions can 

improve mood, appetite, sleep, morale 

and quality of life.  
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Providing Information 
• Diagnosis and prognosis 

• Community resources for day programs 

and long term care 

• Home safety (falls, fires, wandering) 

• Driving evaluation 

• Support groups and classes 

• Alzheimer’s Association, Alzheimer’s 

Foundation of America, Family 

Caregiver Alliance 
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“The Husband” by Joseph Mills 

 

He comes every day to eat lunch and sit with her in the 

sun room. Sometimes he reads letters out loud from 

their children or friends; sometimes he reads the paper 

as she sleeps. One day the staff makes her favorite 

cake to celebrate their anniversary, and he tells how, to 

buy her ring, he worked months of overtime at the 

factory, so she thought he was seeing someone 

else. "As if I would look at other women when I have 

Pearl," he says, shaking his head. She begins to cry and 

tells him, "You're sweet,  but I miss my husband." He 

pats her hand.  "I know," he says, "It's all right. Try some 

cake." 

http://www.elabs7.com/c.html?rtr=on&s=fj6,t7jx,dv,ip6r,4njb,4xny,8f1u
http://www.elabs7.com/c.html?rtr=on&s=fj6,t7jx,dv,ip6r,4njb,4xny,8f1u
http://www.elabs7.com/c.html?rtr=on&s=fj6,t7jx,dv,ip6r,4njb,4xny,8f1u


Resources 
• Alzheimer’s Association 

– www.alz.org and www.alz.org/maine 

• Alzheimer’s Disease Education and 

Referral Center 
– www.nia.nih.gov/Alzheimer’s 

• Family Caregiver Alliance 
– www.caregiver.org 

• Alzheimer’s Foundation of America 
– http://www.alzfdn.org 

• Nameste End of Life Dementia Care 
– http://namastecare.com 
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