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Presentation Objectives 

1. Understand the Common Types of Cognitive Impairment 

and Dementia, their Staging and Features. 

 

2. Review a Practical Framework to Discuss the Diagnosis, 

Prognosis, Goals of Care, Considerations for the Future 

and Driving in less than 10 Minutes with a Patient and 

their Family and Caregivers.  

 

3. Introduce an Approach to Discuss Available Treatments 

for Dementia and BPSD Symptoms. 

 

 
 
 



Cognitive Domains 

Cognition 

Attention 
Judgment 

Visuospatial 

Language 

Memory 

Executive 
Function 

Abstraction 

Orientation 



Reversible Cognitive Impairment? 

1. Severe Anemia 

2. B12 Deficiency 

3. Hypothyroidism 

4. Anticholinergic Use (Detrol, Gravol etc.) 

5. Acute Delirium 

6. Cerebral Hypoperfusion (Aggressive HTN Mx) 
 

 Allow at least 3-6 Months after a complete resolution 

of results or symptoms before reassessing to 

consider a diagnosis of dementia.  

 

 
 

 

 

 

 



Defining Dementia  

DIAGNOSTIC CRITERIA FOR DEMENTIA 
 

1. Presence of acquired memory impairment associated 
with one or more cognitive domains  

2. Cognitive impairment is severe enough to interfere with 
social/occupational function. 

 

DIAGNOSTIC CRITERIA FOR                                         

MILD COGNITIVE IMPAIRMENT (MCI) 
 

1. Presence of acquired memory impairment associated 
with one or more cognitive domains  

2. Cognitive impairment doe NOT interfere with 
social/occupational function. 

 

 

 

 



Defining Dementia  

DEMENTIA SEVERITY IS BASED ON              

FUNCTIONAL STATUS 
 

1. MILD – Minor IADL Impairments / ADLs Usually Intact  

2. MODERATE – Major IADL and Minor ADL Impairments 

3. SEVERE – Major IADL and ADL Impairments 
 

IADLS INCLUDE: 
 

Housework; Medications Management; Managing Money; Shopping; 
Using Transportation, Telephones and Technology 

 

IADLS INCLUDE SELF CARE TASKS: 
 

Transferring; Ambulating; Toileting, Bathing, Personal Hygeine, Dressing 
and Eating  

 

 

 

 

 



Dementia Types 

1. Alzheimer Disease 

2. Vascular Dementia 

3. Mixed Dementia 

4. Frontotemporal Dementia 

5. Dementia associated with Parkinson disease or with 

Lewy bodies 

6. Other (HIV, CJD, NPH, etc.) 
 

 

 
 

 

 

 

 



Alzheimer’s Diseases 

1. Dementia established clinically with cognitive testing 

2. Progressive worsening memory and other cognitive 

domains 

3. No disturbance of consciousness 

4. Absence of systemic disorders / other brain diseases that 

could account for progressive cognitive decline 

5. Supportive features: altered behaviour, family history 

6. Less likely if sudden onset, focal neurological findings, early 

gait disturbance or early seizure 
 

 

 
 

 

 

 

 



Vascular Dementia 

KEY DIFFERENTIATING FACTORS 
 

1. Typically stepwise or sudden onset, but can also progress 

insidiously 

2. Dysexecutive syndrome (Cognitive/Emotional/Behavioural) 

3. Focal neurologic findings early in disease course 
 

 

 
 

 

 

 

 



Frontotemporal Dementia 

KEY DIFFERENTIATING FACTORS 
 

1. Younger age of onset than Alzheimer disease 

2. Prominent behavioural changes (Classic FTD) 

3. Prominent language impairment (Semantic 
Dementia) 

 

 

 
 

 

 

 

 



Dementia with Parkinson’s Disease or 

Lewy Bodies 

KEY DIFFERENTIATING FACTORS 
 

1. Extra-pyramidal symptoms like parkinsonism with gait 

instability and therefore falls 

2. Visual hallucinations 

3. Fluctuations in disease course 

4. Neuroleptic hypersensitivity 
 

 In DLB – Dementia Preceded Parkinsonian Features 

 In Parkinson’s Dementia – Dementia is Preceded by PD 
 

 

 
 

 

 

 

 



To CT or NOT to CT: That is the Question. 
Cranial computed tomography scanning is recommended if one or more of 

the following criteria are present: 

– Age < 60 years 

– Rapid (e.g., over 1–2 months) unexplained decline in cognition or function 

– Short duration of dementia (< 2 years) 

– Recent and significant head trauma 

– Unexplained neurologic symptoms (e.g., new onset of severe headache or 

seizures) 

– History of cancer (especially types that metastasize to the brain) 

– Use of anticoagulants or history of bleeding disorder 

– History of urinary incontinence and gait disorder early in the course of dementia 

(as may be found in normal pressure hydrocephalus) 

– Any new localizing sign (e.g., hemiparesis or a Babinski reflex) 

– Unusual or atypical cognitive symptoms or presentation (e.g., progressive 

aphasia) 

– Gait disturbance 
 

There is fair evidence to support the use of structural neuroimaging with 

computed tomography or magnetic resonance imaging to rule in 

concomitant cerebrovascular disease that can affect patient management. 

 
 

 

 

 

 



Dementia Management 

NON-PHARMALOGICAL APPROACH 
 

1. State Diagnosis and Prognosis (What to Expect) 

2. Start Goals of Care Discussions Early                                 

…a good offence is a great defense. 

3. Establish Advance Directives, POAs etc. 

4. Establish Links to Community Supports  

1. Alzheimer Society (First Link Program) 

2. Home Care (CCAC) Case Management and Services 

3. Community and Caregiver Support Services 

 
 

 

 
 

 

 

 

 



Dementia Management 

DRIVING IN DEMENTIA 
 

1. Establish Driving Status and Determine if an           

Intervention is Required 
 

ABSOLUTE CONTRAINDICATIONS 

1. Severe Dementia 

2. Inability, for cognitive reasons, to independently perform 

multiple IADLs or any basic ADLs 

3. Lewy Body Dementia (with hallucinations and visuospatial 

impairment) 

4. Frontotemporal Dementia, behavioural variant 

 

 
 

 

 
 

 

 

 

 



Dementia Management 
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Candrive.ca 

No single brief 

cognitive test or 

combination of brief 

cognitive tests has 

sufficient sensitivity 

or specificity to be 

used as a sole 

determinant of 

driving ability. 
 



MOT Form 

It is a requirement 

that this be 

completed if a real 

concern around 

driving exists. 
 



Dementia Management 

PHARMACOLOGICAL Mx: CHOLINESTERASE INHIBITORS 

 

 
 

 

 
 

 

 

1. Cochrane Meta-Analysis results showed a 2.7 point improvement in 

the ADAS-Cog  (70 Point Scale) in treated Alzheimer’s Disease . 

2. 4 point improvement is considered clinically significant). 
 

3. NNT – 7-12 (Stabilization, Cognitive Improvement) 

 

 

 

 

Donepezil Galantamine Rivastigmine 

Trade Name Aricept Reminyl ER Exelon 

Starting Dose 5 mg po od 8 mg po od 1.5 mg po bid 

Optimal Dose 10 mg po od 24 mg po od 6 mg po bid 

Other Features available as a patch 



Dementia Management 

CHOLINESTERASE INHIBITORS: SIDE EFFECT PROFILE 
 

 Nausea (5-47%),  

 Diarrhea (6-19%),  

 Vomiting (3-31%),  

 Anorexia (3-17%) 

 Headache (3-17%) 

 Fatigue (3-8%) 

 AbN dreams/Insomnia (5-14%) 

 Dizziness (2-21%) 

 Muscle Cramps (3-8%) 

 Syncope (2-10%)  

 

 

 



Dementia Management 

BEHAVIOURAL AND PSYCHIATRIC SYMPTOMS  
 

 

 
 

 

 
 

 

 

 

 

Symptoms Which Respond to 
Behavioural Approach 

Symptoms Which MAY Respond to 
Pharmacological Intervention 

Wandering Depression 

Pacing Apathy 

Repetitive Questioning Paranoid and Delusional Ideation 

Inappropriate Defecation/Urination Hallucinations 

Inappropriate Undressing Aggression 

Repetitive Vocalization Sleep-Rhythm Disturbance 

Hiding/Hoarding Anxiety 

Eating Unedibles 



Dementia Management 

BEHAVIOURAL AND PSYCHIATRIC SYMPTOMS  
 

 

 
 

 

 
 

 

 

 

 

AchE inhibitors 

Antidepressants 

Antidepressants 
Antipsychotics 

AchE inhibitors 

Antipsychotics 

Anticonvulsants 

Benzodiazepines 

Antidepressants 

Psychosis (ACh, 5-HT, DA) 
Depression (5-HT) 

Apathy (ACh) 

Psychomotor Agitation (5-HT, GABA) 

Aggression (5-HT, GABA) 

Antipsychotics 

Anticonvulsants 

Antidepressants 



BPSD Management 

RISKS ASSOCIATED WITH ANTISPYCHOTICS 
 

1. Death OR 1.7 

2. Cerebrovascular Event OR 3.6 

3. Extrapyramidal Symptoms OR 1.8 

4. Somnolence OR 2.4 

5. Falls OR 2.4 
 

Tapering and discontinuation should be tried at least q 3months or 
whenever a new baseline is established. 

 

 

 

 

 

 



BPSD Management 

IF MEDICATING…START LOW AND GO SLOW 
 

TYPICALS ARE FINE IN THE SHORT TERM 

1. Atypicals  are  no more effective than Typicals 

2. If long-term use or high doses use Atypicals 

3. Match Dosing with Timing of Symptoms! 

1. ie qhs prn 0.5 mg  Haldol or 12.5 mg Quetiapine for night time agitation 

2. ie. bid standing 0.5 mg  Haldol or 12.5 mg Quetiapine  for consistent agitation 
 

Tapering and discontinuation should be tried at least q 3months or 
whenever a new baseline is established. 

 

 

 

 

 

 



When and Who to Consult 

GERIATRIC MEDICINE / NEUROLOGY 

 If unsure of the diagnosis, or there are atypical features, or a 
complex interplay of health and social care issues 

 

GERIATRIC PSYCHAITRY 

 If significant  BPSD Issues that need a more tailored approach to 
their management. 
 

SOCIAL WORK / HOME CARE CASE MANAGER 

 To provide support for the Patient and Caregiver  around decision 
making and understanding the community supports available. 

 

 

 

 

 



Question 1 

Are Cognitive Enhancing Medications Effective in 

Treating Mild Cognitive Impairment? 

 

A. Yes 

B. No 

C. Maybe 

 

 
 

 

 
 

 

 

 

 



Question 2 

Does a Diagnosis of Dementia Mean a Person Should 

Have their License Suspended?  
 

 

A. Always 

B. No 

C. In Specific Cases 

 

 

 

 

 



Question 3 

The Side Effect Profile is Quite Minimal with 

Acetylcholinesterase Inhibitors. 

 

A. True 

B. False 

 

 

 

 

 



Question 4 

The Evidence Tell Us That It Is Best to Withhold the 

Diagnosis of Dementia From A Patient to Prevent 

Worse Outcome. 

 

A. True 

B. False 
 

 



Questions? 

 

 

Samir K. Sinha MD, DPhil, FRCPC 
Director of Geriatrics  

Mount Sinai and the University Health Network Hospitals 

 

416-586-4800 x7859 

ssinha@mtsinai.on.ca 

 

 


