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® Minor neuroc

® Only requires modest cognitive decline that does NOT interfere with instrumental activities of daily

living




TABLE 2

Cognitive Domains Affected by Dementia and
COG N ITIVE Associated Symptoms

D O MAI N S Cognitive domain Symptoms and observations

Complex attention Normal, routine tasks take longer; difficulty in completing
tasks when multiple stimuli are present; difficulty in main-
taining information while completing task (e.g., completing
mental math calculations, remembering a phone number to
dial); work requires more overview/rechecking than before

Executive function Difficulty in completing previously familiar multistep tasks,
such as preparing a meal; no longer wanting to participate
in activities of the home; difficulty in completing activities or
tasks because of easy distractibility; social outings become
more taxing and less enjoyable

Language Difficulty finding the correct words; using general pronouns
regularly instead of names; mispronunciation of words; prob-
lems with understanding verbal and written communication

Learning and Forgetting to buy items or buying the same items multiple

memory times at the store; repetition in conversations; difficulty in
recalling recent events; relying on lists of tasks to complete;
forgetting to pay bills

Perceptual-motor Difficulty in using familiar technology, tools, or kitchen appli-
ances; getting lost in familiar environments

Social cognition Apathy, increase in inappropriate behaviors, loss of empathy,
impaired judgment

* | hitps://www.aafp.org/pubs/afp/issues/2018 Information from references 23 and 24.
/021 5/p398.h‘rm|#0fp201 80315p398-t1




* Pacing, stamping floor, kicking, , grunting, cursing, screaming

Elation / joy (usually a/w frontotemporal dementia)
Dishinhibition




* If positive, cc /specificity):

®  Mini-Mental State

® Montreal Cognitive Assessment (MoCA)
O ® Saint Louis University Mental Status Examination (SLUMS)




® Delirium (similar to dementia but more sudden)
® Recent hospitalizations
® ® Waxing/waning, fluctuating states of consciousness (sleepy, obtunded, stuporous, etc.)
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®* Normal pressure hydrocephalu
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* Often young

® Vascular Dementia

® After a major cerebrovascular event (stroke, ischemic injury, hypoxic brain damage)
O ¢ Chronic Traumatic Encephalopathy
/ ** All related to protein metabolism (i.e. tau protein deposition, Lewy bodies, etc.)




ysomal dominant pattern,




\

NON-PHARMACOLOGIC MANAGEMENT

TABLE 2. ¢ % Enlarge % Print

Nonpharmacologic Therapies for the Management of Alzheimer ® At FHC, can refer to:
Disease

Table 2. Nonpharmacologic Therapies for the Management of Alzheimer Disease

Modality Type of dementia Evidence

Enjoyable leisure activities (per patient Mild cognitive impairment, Decreased neuropsychiatric symptoms and
preference) mild to moderate dementia functional capacity, slowing of memory loss

Mental stimulation programs (e.g., Mild to moderate dementia Improved cognition and self-reported quality of life
puzzles, word games, past/reminiscence and well-being; no effect on functional status,
therapy, indoor gardening, baking) mood, or behavior

Occupational therapy training in coping Mild to moderate dementia Improved cognition
strategies and cognitive aides

Structured physical exercise programs Mild to severe Alzheimer Improved physical function, reduced neuropsychiatric
disease symptoms (including depression), slower rate of
functional decline, no improvement in cognition

Neurology, Alzheimer

Disease
Neurology
Geriatrics

Geriatric Psychiatry




® Anti-psychotics (quet

® For severe agitation or neurobehavioral problems (if refractory, however increased risk of mortality)

® Technically black boxed and not approved by the FDA
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https://www.prb.org/resources/fact-sheet-u-s-dementia-trends/#:~:text=Estimates%20vary%2C%20but%20experts%20report,nearly%2012%20million%20by%202040
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