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WHY IS AN EARLY DIAGNOSIS OF
ALZHEIMER’S IMPORTANT AND HOW
DO WE ACHIEVE IT?

Frederick A. Schmitt
University of Kentucky
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The Dementia Screening ‘Controversy’

» 1996 U.S. Preventive Services Task Force finds insufficient evidence to
recommend for or against dementia screening

BUT the evidence is evolving........

@ Brief screening tools can detect some persons with early
dementia

® Screening tests can detect undiagnosed dementia (mild to
moderate Alzheimer’s).

® Among primary care patients 65+ years of age 3.2% to 12%
met criteria for dementia without dementia documentation or
physician knowledge of dementia

(Boustani et al, Ann Intern Med, 2003)
® Note: Freund 3 Am Geriatr Soc, 2006) estimates that missed
diagnoses exceed 25% of the dementia cases (might be
as high as 90%).



Benefits and Harms From
Early Dementia Recognition

@ Psychological and social benefits
® Medical benefits

® Harms from failure to recognize early
dementia

® Harms that might occur do to:
e Positive screening result
e Negative screening test result

(Ashford et al, Alzheimer’s & Dementia 2007)



Psychological and Social Benefits

1. Early education of caregivers on patient care

2. Advance planning while patient is competent

e establishing a will, proxy, power of attorney, advance directives

3. Reduced patient / family anxiety, uncertainty, and stress

e Improve family understanding of dementia symptoms & course
4. Reduce caregiver burden, blame, denial

5. Promote safety in driving, medication compliance,
cooking, and other daily activities

6. Patient’s and family’s right to know (genetic risks)

7. Promote advocacy for research and development of
more effective treatment(s)



Medical Benefits of Early Detection

® Treatments and appropriate interventions
may improve overall disease course

* lessens disease burden on caregivers and society

® Current symptomatic therapies:
e Temporarily improve cognitive function
e Temporarily improve function (ADLS)
» Decrease development of behavior problems
e Delay nursing home placement



Harms: Failure to Recognize Early Dementia

@ Dangerous behaviors: cooking,
operating machinery, driving problems

® Missed opportunities for:
e application of available treatments
e participation in research
e advance care planning
e support of caregivers

@ Impact of Positive and Negative
screening results



Screening Outcomes

@ False negative result might wrongly
diminish concern and motivation to
participate in future evaluation

@ Clinical error of equating positive screen
with diagnosis

® Anxiety resulting from screening (also by
further workup and treatment)

® Costs and inconvenience incurred
during additional diagnostic workup



ADS CI Treatment Trial
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Real-World Diagnosis of AD

Table 1. Steps inthe diagrosis and assessment of 2 patient with suspected AD in primary care,

Step Purpase Tookfinformation reguired

Step 1: Prediagrostic tests Ideritify risks for nevrocognitive disarders * Risk factor assessment
* Medical histarny
* Labomtary tests to identify risk factors and define
comorbidities and early warning sigrs of preclinical dementia

Step 2 Assess perfamance Copnithe assessment * Cognitive tests .g., MMSE " Mini cog, ™ maCa,

iy

* Informant rated took e.g., ADE'*®

Step 3 Assess daily Determire kevel of independence and “ Daily function assessment toal g, ADCS ADL
furectio nimg deres of disability
Step 4 Assass behavioml Determire presence and degree * Behavioral assessment toal e, NPIG
ST PLarTs of behavioral symptans * Amsess far other potential cavses of behavias
fe o, drug toxicity, medical or psychiatric comarbidity

132

Step 5 Identify caregiver Ideritify primany caregiver and assess « ldertify caregiverisy and establish collabaration
and assess needs adeguacy of family and other support * Assess health of primany caregiver
systerms * Refer to psychalogist, social worker, or ather healtheare
reEIUrces as needed

Galvin & Sadowsky, J Am Board Fam Med, 2012
Cummings, et al, Ann Clin Transl Neurol, 2015




of Clinical and Translational Neurology

A practical algorithm for managing Alzheimer’s disease:
what, when, and why?

Jeffrey L. Cummings®, Richard 5. Isaacson?, Frederick A. Schmitt® & Drew M. Velting®

"Cleveland Clinic Lo Ruwo Center for Brain Health, Las YWegas, Mevada and Cleveland, Chio
2yl Carrell Medical Colkege, Mew vark, Mew vork

*anders Brown Center on Aging, University of Kertucky Medical Center, Lexingtan, Kentucky
awartis Pharmaceticals Corporation, East Hanawer, Mews Jersey

Is dementia present? i.e. cognitive and behavioral {(neuropsychiafric) symptoms that

1. Interfere with the ability to function at work or at usual activities; and
2. Hepresent a decline from previous |levels of functioning and performing; and
3. Are not explained by delirium or major psychiatric disorder.

* Cognitive impaiment is detected and diagnosed through a combination of {1) history-faking
from patient and a knowledgeable informant and (2} an objective cognitive assessment
* The cognitive or behavioral impairment imwolves =2 of the fallowing domains:
Impaired ability fo acquire and remember new information
Impaired reasoning and handling of complex tasks, poor judgement
Impaired visuospatial abilifies
Impaired language functions
Changes in personality, behavior, or comportment

l




Medicare Annual Wellness Visit
ALZHEIMER'S ASSOCIATION

Medicare Annual Wellness Visit Algornithm for Assessment of Cognition

A Review HBA, clinician observation, self-reported concerns, responses to queries

Informant available ta confirm

B * Conduct brief structured assessment
¢ Patient Assessment: Mini-Cog or GPCOG or IS
¢ [nformant assessment of patient: Short IGCODE, ADB or GPCOG ]

Follow-up during Lent A

Brief assessment(s] triggers conce atient: i ]
_--.--. - 'C ro B e o wit - ; :

=}

. Refer OR Conduct full Dem entia Evaluation

Cordell et al., Alzheimer’s & Dementia, 2013
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Subjective memory complaints (SMC)
are self-identified deficits in memory

HAGAR THE HORRIBLE Read Hagar The Horrible in The Sunday Dispatch

Y1 WAS ToLD THAT -.~ T CAN'T
NOLR MEMORY : REMEMBER
IS THE FIRST :
THING TO GO

SMC are common among adults aged 60+
Nurses Health Study: 56% Rotterdam: 19%
PREADVISE: 22% BRAINS: 56%



AD Pathologies in SMC

SMC with Impairment SMC NO Impairment

 Intermediate
61%




SMC & Cerebrovascular Disease

Infarcts

B Nolmpair ™ Dementia




SMC & Other Brain Disorders -

Non-AD Pathologies

Lewy Body CAA HS-Aging

M Nolmpair ™ Dementia




Implications of SMC

@ Over half of volunteers have Subjective Memory
Complaints during follow-up

® SMC accounts for most MCl/dementia transitions
(OR =2.8)

® SMC is no guarantee MCl/dementia will occur

@ ldentified risks affect the time and probability for
transitions to occur

® Autopsy results indicate a subset of individuals
(but not all) have AD type pathology

® Can inform the design of future prevention trials



Control ADNI Scans

PiB PET SCANS

B University of Pittsburgh

L4




Are More Effective AD Therapies On
The Horizon?

www.alz.org (Alzheimer’s Association)
www.nia.nih.gov/alzheimers (ADEAR)
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