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Differentiate between MCI,
Dementia and Delirium

Describe management of
Behavior disturbance with
Dementia

Implement a dementia
screening program in Primary
care office



Aging and Dementia

| may have alzheimer's, "
but at least | don't have
alzheimer’'s.
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Normal Aging vs MCl vs Dementia
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Normal aging of brain

* Intelligence remains intact
* Independence in dalily activities preserved

* Principal changes in “normal” aging:
1. General slowing of cognitive performance

2. Decrease in mental flexibility
« Solving new problems with old solutions

3. Mild word-finding difficulties

« Names of places, objects, people



Normal aging

Mild decrease in working memory

« Manipulating information mentally (working a math problem in your
head)

« “Senior moments”

« Complains about memory but provides considerable detail re:
instances of forgetfulness




Normal aging

 Patient often more concerned than close family
* Recent memory intact for important events
* Normal performance on mental status exam

* It does require a certain level of acceptance and a sense of
humor




MCI

« Mild cognitive impairment (MCI) is the stage between the expected decline
iIn memory and thinking that happens with age and the more serious
decline of dementia

 MCI may include problems with memory, language or judgement

« But these changes aren't bad enough to impact daily life or affect usual
activities.



MCI

* People with MCI have an increased risk — but not certainty- of
developing dementia. Overall, about 1 to 3% older adults develop
dementia every year. Studies suggest that about 5 to 15% of people
with MCIl go on to develop dementia each year.

* MCl is a high-risk factor for developing Post-operative or hospital
delirium



Exciting update: Lecanemab

* Lecanemab ... received FDA approval in 3/2023!!!!
* Medicare will start covering it in July 2023

* Reduces Amyloid protein and plaques

* Infusion q 2wks, 10 mg/kg/dose

* 27% reduction in cognitive decline in the earliest stages of
Alzheimer’s disease (MCl and mild dementia)



Update

* Lecanemab slowed the rate of disease progression by about 20-30%
after 18 months of treatment in patients with early Alzheimer’s
symptoms.

* This effect translated to a roughly 6-month delay in symptom
progression after 18 months of consistent treatment.

* Lecanemab should not be used in patients diagnosed with other
conditions that cause cognitive impairment and dementia (e.g., Lewy
body dementia, vascular dementia, frontotemporal dementia,
Parkinson’s disease)



Monitoring

* Pretreatment MRI, then multiple MRI ( 5t, 7t, and 14t") per protocol.
 ARIA

* Consider genetic testing for ApoE e4 homogyzotes : have a higher risk
of ARIA

* Cost is somewhere between $21,000 to 24,000 per year.



Side effects of Lecanamab

Serious side effects :

Cerebral edema, cerebral micro hemorrhage and hemorrhage, seizures, atrial fibrillation

Common side effects

Transient lymphopenia or neutropenia, infusion reaction, headache, cough, diarrhea atrial
fibrillation, ARIA ( are mostly transient, mostly lasting 3 to 4 months)



Side effects of Lecanemab

* In alarge clinical trial, involving about 2000 patients, about 1-2 in 20 patients stopped lecanemab due to new symptoms that
began after treatment was started.

* Infusion reactions: The most common side effect of lecanemab is an infusion reaction, experienced by a little under 1 in 3
patients, usually after the first dose. Infusion reactions involve immune responses to drugs given through the blood and may
include changes in blood pressure, changes in breathing, skin changes, fevers, and chills. While infusion reactions can be
dangerous, the majority of infusion reactions related to lecanemab have been easily treatable and not severe.

* ARIA: About 2 in 10 people who receive lecanemab develop brain changes called amyloid-related imaging abnormalities (ARIA),
which involves brain bleeding, brain swelling or a combination of the two. People who carry a specific gene version called APOE-
€4 are particularly susceptible to developing ARIA, especially when they have two copies of this gene version. Only 1 in 5 people
who develop ARIA from lecanemab experience symptoms (most commonly headache, visual changes, and confusion).
ARIA changes are detected on brain magnetic resonance imaging (MRI) scans. About 1 in 10 patients with ARIA may have
severe changes on brain MRI scans, though severe symptoms and complications occur in less than 1 in 100 patients with ARIA.
Additionally, the majority (7—8 in 10 cases) of ARIA due to lecanemab resolves within 3—4 months.

* Anticoagulation: Because of the risk of bleeding associated with lecanemab, we currently do not recommend that people on
strong blood thinners (“anti-coagulants”) receive this treatment. To date, there have been a handful of deaths that have occurred
from brain bleeding in patients treated with lecanemab, including at least one person who died after receiving a “clot-busting”
medication to treat a stroke.

» The potential risks and benefits of lecanemab must be thoroughly considered in each person individually. Some patients with
Alzheimer’s disease may not be appropriate for treatment with lecanemab, due to their doctor’s concerns about their individual
balance of possible risks and benefits from treatment. Additionally, before and after lecanemab is started, patients must receive
special monitoring (including brain magnetic resonance imaging [MRI] scans) to screen for ARIA. Lecamemab treatment may be
halted based on MRI findings.



Update: Latest medicine
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Best brain excercise
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Best exercise for the body

AND THUS THE BRAIN

WALKING




How We Define Delirium

A disturbance in consciousness with reduced
ability to focus, sustain, or shift attention that
occurs over a short period of time and tends to
fluctuate over the course of the day.

DSM-5 2013: 596-602



Delirium

Delirium is a geriatric syndrome, known by many
names : Acute confusional states, acute mental
status change, organic brain syndrome,
reversible dementia, toxic or metabolic
encephalopathy

Best way to explain Delirium — its analogous to
AKl on CKD
Acute on chronic CHF

Acute on Chronic COPD
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e manifestations of HYPOACTIVE
um

Reduced facial expressions and speaking.

Reduced responsiveness to changes in your environment.

Apathy and a lack of interest in what’s happening around you. -

Sluggishness, slowed movements or lethargy.

Diminished interest/participation in their care.




Predisposing factors:

* Dementia is the most significant non modifiable predisposing
factor, and the more advanced the dementia, the higher the
risk. Dementia can be identified on admission with a high
degree of accuracy.

* MClI is also a significant predisposing factor for developing
delirium ( odds ratio 8.7 vs 2.6 with P<.001)



Single question in Delirium

‘Do you think [the patient] has been more confused
lately?’ has an 80% sensitivity for detecting delirium.

Sands MB. Dantoc BP. Hartshorn A. Ryan CJ. Lujic S. Single Question in
Delirium (SQID): testing its efficacy against psychiatrist interview, the
Confusion Assessment Method and the Memorial Delirium Assessment
Scale. Palliat Med. 2010;24:561-5.






BPSD is a geriatric syndrome

comprehensive geriatric * Specifically communication
assessment skills training, group activities,
music therapy, massage, pet

_ , therapy visits, and physical
pain, onset of new illness or activity

impairment, side effects from
new or established medications,
and sensory deficits.

caregiver and environmental
factors



BPSD : spectrum of symptoms

Ranging from “nuisance behaviors” that are not necessarily harmful
to the patient or caregivers, such as calling out, repetitive questions,
dysphoric mood, sleep disturbance, agitation, and delusions

to

behaviors that pose immediate potential or actual harm to patients
and caregivers, such as wandering and physical or sexual
aggression/ disinhibition towards others.



Priority in management of agitated patient

e Safety : patients, other residents and staff

e Sedation is not the desired outcome — calming is
* Allows patient to participate in care

* Enables clinician to gather history, initiate a work-up, and begin
treatment of unidentified conditions

* Better therapeutic endpoint — sleep has not shown to improve
psychosis outcomes



Etiology of Agitation: Common Triggers

* Akathisia from antipsychotic or antidepressant use

* Comorbid substance use or intoxication

* Poor impulse control or other comorbid cognitive deficits
* Chaotic or disruptive environment

* Medical illness

* Exacerbation of symptoms of primary illness

* Psychosocial trigger

Garriga, M., Pacchiarotti, |., Bernardo, M., & Vieta, E. (2017). Psychiatric Causes of Agitation: Exacerbation of Mood and Psychotic Disorders. The Diagnosis and Management of
Agitation, 126..



Management of agitation in Dementia

* Try non pharmacological treatment first.

* Music therapy goes a long way

* Gentle touch and walking

* Reduce the psychomotor stimulation

* Weigh the Benefit vs Burden of the treatment.

* All antipsychotics come with a black box warning of great burden



Management of agitation in Dementia

Choice of pharmacological options depend on
1) Patient comorbidities

2) Specific Behavioral presentation

3) Patient tolerance of medication



Fiewchart of considerasions and pharmacological manageret of behavioral and psychological symptoms in dementia.
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Latest Update

* Brexpiprazole 2 mg tablet has been approved for Dementia associated
agitation ( especially Alzheimer’s disease)

 Antipsychotic, 2"? generation

* Partial agonist of Dopamine D2 and serotonin 5-HT1A receptor
* Exact mechanism of action unknown

* Expensive ( S47 per pill )

* Black box warning



No benefit

* Donepezil and Memantine have consistently been shown to have no
benefit in managing delirium symptoms.

* Benzodiazepine: not of any benefit; except in alcohol withdrawal.
May cause Paradoxical disinhibition, and ataxia. Use with caution in
patients with Co2 retention

But if patient is aggressive — 2 mq of Lorazepam IM is
about as effective as parenteral Haloperidol




Monitoring

* Clinicians may find the Abnormal Involuntary Movement Scale
(AIMS) helpful for detecting and monitoring the development of
tardive dyskinesia for patients taking anti-psychotics

 Patients should be monitored for extrapyramidal manifestations
(e.g., tardive dyskinesia, akathisia, medication-induced
Parkinsonism)

* First- and second-generation anti-psychotic agents pose elevated
risk of sudden cardiac death, stroke, and other adverse effects
associated with these medications.



Lowest effective dose, for the shortest
duration

 Combination of antidepressants, Antipsychotic, anti epileptic

* In 2000, a case series described the successful use of gabapentin in
managing the agitation symptoms in dementia.

 Start dose 100 mg po TID and increase every 3 to 5 days, titrating to
response.



Why diagnose Dementia?

Cambridge researchers found patients had
symptoms of dementia for 9 years before diagnosis

Patients with Alzheimer’s had had a fall and had
poorer overall health at baseline

Welcome relief knowing the diagnosis, providing
clarity about the situation

Empower patients and families : they feel ‘listened
to’ and understood

Early diagnosis gives patient time to sort out their
life’s issues and goals



Why diagnose Dementia?

* From diagnosis to death the average medical costs are estimated at
$340,000, and families typically pay 70% of it out of pocket. The cost
can be mitigated by connecting the patient and family with resources
in the community. Medicare advantage, Area agency on aging, PACE,
Life senior services, State health insurance Assistance program (
SHIP). Care Giver education goes a long way

* In the last 5 years of life, total health care spending for people with
dementia was more than any other disease.

* Early diagnosis improves quality of care and quality of life



Dementia screening program

e Part of AWV

e Office —anyone can be trained to do MMSE, SLUMS, MoCA, or mini
cog

* Even the receptionist can administer the cognitive assessment after
training in the office.

* |IQCODE is an informant questionaire tool



Via Telehealth

Loh and colleagues measured the inter-rater reliability between
face-to-face and telehealth administration of the MMSE and the
Geriatric Depression Scale and found a 90% correlation between
direct and remote MMSE scores.

Telemedicine journal and e-health, June 2009



Cognitive assessment tests

MMSE SLUMS
* Easy * Easy
* Fast * Psychometric research is still

e Psychometric strength pending

e Multi domain * Multi domain

* Takes a tiny bit longer ( 10
minutes as compared to 5)

e Does not measure Executive
function

» Ceiling effect * Does assess executive function



What’s included in a Cognitive assessment?

* Detailed H&P

e Corroborated history ( Dyad )

* Conduct a basic Functional assessment: ADL and IADL

* Reconcile and Review for high-risk medications, if applicable

e Standardized Cognitive screening, also screen for Depression and
Anxiety



Cognitive assessment

 Safety evaluation

* |dentify social support including how much caregivers know and are
willing to provide care

* Address Advance Care Planning and any palliative needs after
assessing Medical decision-making capacity.



CPT 99483

* Gives you 60 min Face to face time ( level 5)

e Reimbursement for comprehensive clinical visit and the written care
plan which address the neuropsychiatric and neurocognitive
symptoms

e Reimbursement is same as TOC visit.
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|IQCODE

1. Remembering things about family and friends e.g. occupations, birthdays, addresses?
12345

. Remembering things that have happened recently? 12345

. Recalling conversations a few days later? 12345

. Remembering his/her address and telephone number? 12345

. Remembering what day and month itis? 12345

. Remembering where things are usually kept? 12345

N O 0 B W N

. Remembering where to find things which have been put in a different place from usual?
12345
8. Knowing how to work familiar machines around the house? 12345



|IQCODE

9. Learning to use a new gadget or machine around the house? 12345

10.
11.
12.
13.
14.

15.

Learning new things in general? 12345

Following a story in a bookoronTV? 12345

Making decisions on everyday matters? 12345

Handling money for shopping? 12345

Handling financial matters e.g. the pension, dealing withthe bank?1 2345
Handling other everyday arithmetic problems e.g. knowing how much food

to buy, knowing how long between visits from family or friends?12 345

16.

Using his/her intelligence to understand what's going on and to reason

things through?1 2345



Factors that determine longevity

e 438 pts in the UK

* Factors are : age, gender, and level of disability
* Women lived 4.6 yrs after diagnosis

* Men lived 4.1 yrs

* People diagnosed when under 70 lived 10.7 yrs compared to 3.8 yrs
for people over 90 when diagnosed.



sundowning

Sundowning and circadian rhythms in Alzheimer's disease.
AU

Volicer L, Harper DG, Manning BC, Goldstein R, Satlin A

SO

Am ] Psychiatry. 2001 May;158(5):704-11.

OBJECTIVEThe goal of this study was to determine changes of circadian rhythms induced by Alzheimer's disease
and to explore relationships among rhythm disturbances, sundowning, and sleep disturbances in patients
with Alzheimer's disease. "Sundowning" is the occurrence or exacerbation of behavioral symptoms of
Alzheimer's disease in the afternoon and evening.

METHODCircadian rhythms of core body temperature and motor activity were measured in 25 patients with
diagnoses of probable Alzheimer's disease and in nine healthy individuals. The subjects with Alzheimer's
disease were divided according to the occurrence of sundowning as determined by staff reports.

RESULTSThe subjects with Alzheimer's disease had less diurnal motor activity, a higher percentage of nocturnal
activity, lower interdaily stability of motor activity, and a later activity acrophase (time of peak) than did
the healthy individuals. They also had a higher mesor (fitted mean) temperature, higher amplitude of the
fitted cosine temperature curve, and later temperature acrophase than did the healthy subjects. The
severity of sundowning was associated with later acrophase of temperature, less correlation of circadian
temperature rhythm with a 24-hour cycle, and lower amplitude of temperature curve.

CONCLUSIONSThese data indicate that Alzheimer's disease causes disturbances of circadian rhythms and that
sundowning is related to a phase delay of body temperature caused by Alzheimer's disease.

AD

Geriatric Research Education Clinical Center, Edith Nourse Rogers Memorial Veterans Hospital, MA, USA.

PMID

11329390


https://www.uptodate.com/contents/management-of-neuropsychiatric-symptoms-of-dementia/abstract-text/11329390/pubmed
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