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A new periodic feature for the AGS Newsletter, the AGS Clinical Corner highlights AGS Clinical
tools that are available to our members for free. AGS members can download a pdf of these tools at
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800-247-4779 or 212-308-1414
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DEMENTIA SYNDROME

Chronic acquired decline in memory and in at least one other cognitive function
(eg, language, visual-spatial, executive) sufficient to affect daily life.

PROGRESSION OF ALZHEIMER'S DISEASE (AD)

Under each stage, the left column lists examples of cognitive impairment;

the right column, examples of behavioral and functional impairment.

Examples are not meant to be exclusive. Impairments in the right column

are influenced by type of dementia and personality, so they may be seen in

different stages of cognitive loss. (MMSE = Mini-Mental State Examination)

Mild Impairment  (MMSE 21-28)

e Recent recall problems

e Mild language dysfunction (eg, word-
finding problems)

e Problems managing finances

Moderate Impairment  (MMSE 11-20)

¢ Problems with executive function
(eg, initiating, planning, sequencing
daily tasks)

e Disordered to date e Getting lost in familiar places

e Naming, other language difficulties e Problems with dressing, grooming
® |mpaired learning e \Wandering

e Social withdrawal ® Resistance

e Mild construction, language dysfunction

Severe Impairment ~ (MMSE 0-10)

o Nearly unintelligible verbal output e Almost complete loss of grooming or
* Remote memory gone dressing skills

e Disordered to place Unable to copy or write

NEUROPSYCHIATRIC SYMPTOMS

Consider superimposed delirium or pain as precipitating factor.

Psychotic Symptoms (eg, Delusions, Hallucinations)
o Delusions may be paranoid (eg, people stealing things, spouse unfaithful).
* Hallucinations (~11% of patients) are more commonly visual.

Depressive Symptoms
e Sadness
e Anxiety and irrita

e Loss of interest in usual activities
e Agitation or Aggression

EVALUATION

Although completely reversible dementia (eg, drug toxicity) is rare, identifying and treating

general medical conditions may improve function.

History: Always obtain from family or other caregiver: time symptoms first noted, family
history of dementia, head injury, falls, alcohol and other substance exposure, history of
depression, focal weakness, gait disturbance.

Comprehensive physical and neurologic examination: check esp. for focal weakness, gait
impairment, language impairment, extrapyramidal signs (rigidity, tremor, bradykinesia).

Assess functional status: Ask about bathing, dressing, toileting, transferring, as well as
intermediate activities (eg, managing finances, medications, cooking, shopping).

Evaluate mental status for attention, immediate and delayed recall, remote memory,
executive function, depression. Useful screening tests are the Mini-Cog, MMSE,
Geriatric Depression Scale.

Clinical Features Distinguishing AD and Other Dementias

AD: Memory, language, visual-spatial disturbances, indifference, delusions, agitation
Frontotemporal dementia: Relative preservation of memory, personality change,
executive dysfunction, excessive eating and drinking
Lewy body dementia: visual hallucinations, delusions, extrapyramidal symptoms,
fluctuating mental status, sensitivity to antipsychotic medications
Vascular dementia: abrupt onset, stepwise deterioration, executive dysfunction, gait changes

Neuropsychologic Testing

Reference standard for the presence of dementia or mild cognitive impairment:
Especially helpful in mild, early disease and atypical presentations
Quantifies and establishes the type of cognitive deficits
Establishes baseline for comparison

Laboratory Testing

Complete blood cell count, thyroid-stimulating hormone, B.,, folate, serum calcium,
iver and kidney function tests, electrolytes

Serologic test for syphilis (selectively)

Glucose and HIV for patients at risk

Neuroimaging (MRI or CT of the Brain)

The likelihood of detecting structural lesions is increased witl
Onset age <60 years
Focal (unexplained) neurologic signs or symptoms
Abrupt onset or rapid decline (weeks to months)
Predisposing conditions (eg, metastatic cancer or anticoagulants)
Neuroimaging may detect the 5% of patients with clinically significant structural lesions
that would otherwise be missed.




