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 Review the DSM-5 criteria for the diagnosis of 

the types of dementia

Describe “classic” presentations for:

 Alzheimer’s disease

 Microvascular dementia

 Lewy body and Parkinson’s disease dementia

 Frontotemporal dementia

 Recognize the progression through the stages 

of dementia



Has recently become belligerent in clinic 
visits

 States everything is good and gives examples 
of how he is still a pillar of the community 
(wife shaking her head in background?).  

Wife is losing weight and looks exhausted

HTN, CABGx4, angina ongoing

Metoprolol 100 bid, nitro patch 0.6 on 12/ 
off 12, ramipril 5 daily

Mildly obese, rumpled clothes, some odour

MMSE 30/30



 Currently remain clinical diagnoses

 A history of a change in more than one 

domain of cognition 

 Cognitive screening tests support impairment in 

domains of cognition

 The change in cognition is beginning to 

impact functional independence

 Cognitive screening tests do not correlate well to 

functional independence

 Reversible causes have been ruled out



 The NCD category encompasses the group of disorders in 

which the primary clinical deficit is in cognitive function, 

and that are acquired rather than developmental.

 Although cognitive deficits are present in many if not all 

mental disorders (e.g., schizophrenia, bipolar disorders), 

only disorders whose core features are cognitive are 

included in the NCD category. 

 The NCDs are those in which impaired cognition has not 

been present since birth or very early life, and thus 

represents a decline from a previously attained level of 

functioning

copyright 2013



 DSM-IV: “Dementia, Delirium, Amnestic, and Other 

Cognitive Disorders” 

 Begins with delirium, followed by the syndromes of major 

NCD, mild NCD, and their etiological subtypes. 

 The major or mild NCD subtypes are NCD due to: 

copyright 2013

 Alzheimer’s disease; 

 vascular NCD; 

 NCD with Lewy bodies; 

 NCD due to Parkinson’s disease; 

 frontotemporal NCD; 

 NCD due to traumatic brain 

injury; 

 NCD due to HIV infection; 

 substance/medication-induced 

NCD; 

 NCD due to Huntington’s 

disease; 

 NCD due to prion disease; 

 NCD due to another medical 

condition;

 NCD due to multiple etiologies;  

 unspecified NCD. 





 We all have a different 
picture of a person 
affected by Alzheimer’s 
disease 

 I have been told, by a 
person working in a 
responsive behavior 
inpatient unit, “He 
can’t have Alzheimer’s, 
he can talk.”

 Age of onset 45 and up 
(Downs Syndrome 
earlier)!



1.Interfere with the ability to function at work or 
at usual activities; and 

2.Represent a decline from previous levels of 
functioning and performing; and 

3.Are not explained by delirium or major 
psychiatric disorder; 

4.Cognitive impairment is detected and diagnosed 
through a combination of 

(1) history-taking from the patient and a knowledgeable 
informant and 

(2) an objective cognitive assessment, either a 
“bedside” mental status examination or 
neuropsychological testing.

.



5. The cognitive or behavioral impairment 

involves a minimum of two of the following 

domains: 

a. Impaired ability to acquire and remember new 

information

b. Impaired reasoning and handling of complex 

tasks, poor judgment

c. Impaired visuospatial abilities

d. Impaired language functions (speaking, reading, 

writing)

e. Changes in personality, behavior, or 

comportment



 Classically short term memory loss
 Classically memory is not cue-able.  It’s like 

instructions and facts never got into the vault.

 Can tell you detailed stories about the past, 
often quite fluently and on topic.  The family will 
be rolling their eyes in the back ground.  It’s the 
third time you hear the same story within the 30 
minute assessment that you realize there is a 
problem.  May be vague about autobiographical 
facts.

 Three step commands are forgotten.  There is 
lots of searching even after a detailed 
orientation (i.e. to the ADL suite kitchen).  This 
may not be as prominent in their own kitchen.



 Can’t tell you what they would do because of 
word-finding and memory problems

 The practice of getting someone to describe how they 
organize their pills or pay the bills may identify word-
finding problems.  They may substitute words or not 
finish sentences.

 Classically no insight into deficits (not = denial or 
lying)

 Look for a mismatch between what they say and what 
they do.  If you ask, “do you shower or bath?”  They 
may say, “I shower every day”.  Do they look like they 
bath every day?  I follow-up with, “Do you sponge 
bathe?”

 Ask the family about a timeline for changes in their 
standards with personal hygiene, cleaning, cooking 
(independent but not cooking for 12 people)



 Physically can be very robust which can 

cause trouble!

Often not on any pills so the medication 

review may be futile.  Also, dementia 

medication may be first medication and so 

the functional gap may be unrecognized.

 Should definitely not be driving if ADL’s 

impacted and likely should not be driving if 2 

or more IADL’s impacted.



 Classically, under-recognized functional 

impairment

Often on a million pills, have a history of 

heart disease (4 vessel bypass and strokes 

and peripheral vascular disease).



Memory may be pretty good 

 Can remember your name and instructions so 

present surprisingly well

 If recall impaired, often comes back with cue

 Physically may have some balance 

impairment and wide-based gait

 Physically able but apathetic = “doesn’t do 

anything”

 For an assessment, may follow-through but when 

living alone…



No abstract thinking to problem solve around 

things they haven’t experienced

 “What could happen if you fell?”  Response: “I 

haven’t fallen in years.”  “But if you did, what 

bad things could happen?”  Response: “When I 

was a girl I feel off my bike and broke my arm, so 

I could break my arm.”

Driving variable



 Looks like the dementia people with 

Parkinson’s often get years after diagnosis

 If seeing someone with Parkinson’s for function 

and safety at home – think about under-

recognized cognitive problems

 Function impacted by Parkinsonism

 May or may not have tremor

 High falls risk

 Classically visual hallucinations

 May not be distressing



 Have dramatic fluctuations

 Often cognitive slowing

 With enough time the person may complete a task

 Big problems with attention

 Getting them to tell you what they do will not detect 
the problems with attention that actually 
demonstrating will identify

 Visuospatial impairment

 Get lost finding washroom on inpatient unit or even in 
own home.  

 Tiny clock and handwriting!

 Driving scary because of poor upward gaze and 
inattention and slowing



 YOUNG!!!  More likely a significant family 

history.  May have seen psychiatry first.

 Functionally surprisingly good, memory 

pretty good, may have apathy – if not, we 

have trouble!

May be very disinhibited and unsafe in 

assessments so be ready to intervene quickly.

May be volatile or have outbursts of emotion 

(crying and laughing) inappropriately during 

assessment.



May see someone doing a repetitive action 

(perseverating).

May not release a hand-shake.  All very 

helpful if present.

May have food fads!

Driving scary due to impulsiveness and 

disinhibition.



 Primary progressive aphasias

 Non-fluent often ONLY impacts language early on 

so functionally do MUCH BETTER than their 

scores suggest.

 This is the classic dementia for watching what 

people can do rather than what the say they can 

do.  High function despite crappy screening 

scores.

 Helpful to consult a speech language pathologist 

who has comfort with dementia aphasia 

assessments



 In the Brandon area we are very lucky to 

have access to the Westman Aphasia Inc.

 Provide support to patients and families with 

aphasia of any kind

 Offer workshops on Supported Conversation for 

Adults with Aphasia (SCA) which was developed 

by the Aphasia Institute in Toronto. (Roberta 

Bondar)

 http://www.westmanaphasia.ca/



Alzheimer’s Disease
Walks in without a care in the world and tries their hardest.

Microvascular Dementia
Looks older than stated age and a little unkempt.  Does pretty 

well but family says doesn’t do anything at home.

Lewy Body Dementia
Very slow and stiff with no facial expression.  Stains on clothes.  

Needs a lot of redirecting on a bad day.

Frontotemporal Dementia – Behavioral variant
Very angry or laughing inappropriately while doing fairly well 

until questions requiring insight.

Primary Progressive Aphasia
Terrible screening scores but look great and functionally great! Skip 

quiz



Name the clinical dementia sub-type

Answer slide also names further testing that 
might be helpful.



 65 year old woman, thin, energetic, always 

wants to go to for drives with her husband

 States everything is good (several times).  

Husband says losing some weight (so is he!)

No medications
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 65 year old man, thin, energetic, always 

driving his wife around and has had 3 

speeding tickets

 States everything is good.  Wife says gaining 

weight because she is so stressed by his 

inappropriate jokes etc.

No medications

MMSE 29/30
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 65 year old woman, thin, quiet

Husband states she can do everything at 

home but wonders if she had a stroke 

because she can’t talk.  Weight stable

No medications

MMSE 8/30
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 75 year old man, thin, slow and kyphotic

 Seems depressed and seeing things that 

aren’t there.  Daughter states losing weight 

and falling

 ASA 81, eye drops, pantoloc daily, 

domperidone tid

MMSE 20/30
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Alzheimer’s Disease
Walks in without a care in the world and tries their hardest.

Microvascular Dementia
Looks older than stated age and a little unkempt.  Does pretty 

well but family says doesn’t do anything at home.

Lewy Body Dementia
Very slow and stiff with no facial expression.  Stains on clothes.  

Needs a lot of redirecting on a bad day.

Frontotemporal Dementia – behavioral variant
Very angry or laughing inappropriately while doing fairly well 

until questions requiring insight.

Primary Progressive Aphasia
Terrible screening scores but look great and functionally great!



When describing a person with cognitive 

impairment:

 Dementia yes/no

 Clinical subtype

 Stage

MCI is NOT dementia

Mild – IADLs impacted

Moderate – ADLs impacted

 Severe – unable to do any personal care



Getting a diagnosis (dementia, clinical sub-

type and stage) is essential for understanding 

the treatment options 

 The patient and their family/caregivers are 

part of the treatment equation

 A physician referral directly to the Alzheimer 

Society is more effective than suggesting 

they make contact themselves.

www.alzheimer.mb.ca

https://www.alzheimer.mb.ca/we-can-help/programs-and-services/first-link/




 Are not disease modifying treatment, modest 
benefit slowing functional decline
 Importance of setting expectations

 3 cholinesterase inhibitors (donepezil, 
galantamine, rivastigmine)
 Class side-effects: nausea, weight loss, 

bowel/bladder urgency, bradycardia, COPD 
exacerbation, seizure

 Leg cramps, nightmares

 Patch may be better tolerated

 1 NMDA receptor antagonist (memantine)
 Renal dosing



 Risk factor changes are 
starting to pay off
 Life’s Simple 7 (American Heart 

Association)

 Fountain of Health
Step 1: learn about the 5 key 
areas

Step 2: Answer 5 key questions

Step 3: Set goals for the future.  
Use the handbook to get there.

fountainofhealth.ca

https://fountainofhealth.ca/


Has recently become belligerent in clinic 
visits

 States everything is good and gives examples 
of how he is still a pillar of the community 
(wife shaking her head in background).  

Wife is losing weight and looks exhausted

HTN, CABGx4, angina ongoing

Metoprolol 100 bid, nitro patch 0.6 on 12/ 
off 12, ramipril 5 daily

Mildly obese, rumpled clothes, some odour

MMSE 30/30



 Has recently become belligerent in clinic visits

 States everything is good and gives examples of 
how he is still a pillar of the community (wife 
shaking her head in background).  

 With functional inquiry memory sparing 
dementia can be diagnosed.

 Minimal evidence that CI’s or memantine will 
help

 Wife and children (maybe the patient) will 
benefit from referral to Alzheimer Society and 
Fountain of Health



 Alzheimer-type dementia is Major 
Neurocognitive disorder due to Alzheimer disease
 Classically non-cueable short term memory 

impairment

 Subcortical dementias including microvascular 
dementia and Lewy Body dementia may have 
sparing of short-term memory
 Microvascular dementia may do far less than they say 

they do

 Lewy body dementia may have bad times when they 
are unable to organize themselves to do things

 Without a diagnosis patients and families will not 
understand the need to anticipate functional 
decline and there will be an increased risk of 
crisis


