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Introduction 
• The prevalence of dementia is increasing 

worldwide 
• Dementia causes a high burden of suffering for 

patients, their families and society 
• 50-66% have never been diagnosed by a 

physician, 66% not diagnosed at early stage 
• Underdiagnosed dementia was reported to be 

95.6% in Thailand 
• The possibility of screening tests to identify 

people with undiagnosed dementia? 
 

 Jitapunkul S, et al. Geriatr Gerontol Int. 2009;9(1):47-53. 



Ballard C, et al. Lancet 2011. 
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Cognitive domain 

• Visuospatial function 

• Executive function 

• Language 

• Memory 

• Attention 

• Social cognition 

 วรีศกัดิ ์เมอืงไพศาล 

VELMAS 

Apraxis 
Agnosia 
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Subject/family: no complaint, 
Normal cognitive test, 

Intact function,  
Biomarker+ve 



Comparison of Clinical, Cognitive, Structural, Metabolic, and 
Biochemical Changes as a Function of Estimated Years from Expected  
Symptom Onset (Bateman RJ, et al. N Eng J Med 2012) 



A simple framework for comprehensive diagnosis preclinical 
Alzheimer’s disease (AD) 

Khan TK. Front. Neurosci. 2018 



Identifying AD prior to  
Alzheimer’s dementia 

• Episodic type memory impairment 

– Progressive 

• Biomarker indicative of AD 

– Medial temporal atrophy on MRI 

– Biparietal hypometabolism on FDG-PET 

– (+) amyloid signal on PIB-PET 

– CSF: A 42, tau/p-tau 

– Presenilin mutation (self or family) 

 

 





Alzheimer disease 

Early onset: onset before 

65 years 

1-6% of the AD cases  

60% +family history of AD 

Late onset: onset after 65 

years 
95% of the AD cases 



Lane CA, et al. Eur J Neurol 2018 

Gene implicated in AD  



Scope  

• History taking 

• Physical examination 

• Measurements in dementia 

• Cognitive screening test 

• Investigation 

• Discussion about the diagnosis and plan of 
management 

• Care plan 



History taking 

• No reliable informant 
• Self report : not correlate with actual 

performance 

• Informant report might be inaccurate 
– Awareness 
– Slow progression 

• Not emphasize in short term memory impairment 
• Decline in activities of daily living  

– Multifactorial  
– Older people might not do any complex function 

 



History taking 
• Personal Hx: education, previous career, presence of caregivers, 

healthcare access, etc 

• Recent illness and hospitalization, delirium 

• Availability of reliable informants 

• Onset, duration, progression 

• First symptom 

• Cognitive domain 

– Memory  

– Attention  

– Visuospatial   

– Language  

– Executive function 

– Social cognition 



History taking 
• Other symptoms: motor signs, headache, 

seizure, associated features 

• reversible causes of dementia 

• Behavioral and psychological symptoms 
in dementia (BPSD) 

• Function decline from..? 

• Risk factors of dementia: vascular, head injury, 

malignancy, family history, drug/toxin/ alcohol, etc 

 



• Tone 

• Reflex 

• Gait 

• Movement 

• Dysarthria 

Cortical or subcortical? ...motor signs 

Extrapyramidal system 

Corticobulbar tract 

Corticospinal tract 



Cortical  
• Alzheimer disease (AD) 

• Frontotemporal 
dementia (FTD) 

Subcortical  
• Parkinson disease (PD) 

• Vascular dementia 
(VaD) 

• Normal pressure 
hydrocephalus (NPH) 

• Dementia with Lewy 
Body (DLB) 

• etc 

Cortical vs subcortical dementia 



History taking 
• Other symptoms: motor signs, headache, 

seizure, associated features 

• reversible causes of dementia 

• Behavioral and psychological symptoms 
in dementia (BPSD) 

• Function decline from..? 

• Risk factors of dementia: vascular, head injury, 

malignancy, family history, drug/toxin/ alcohol, etc 

 



Potentially reversible dementia 

D  Drugs 
E  Emotional disorders 
M Metabolic and endocrine disorders 
E  Eye and ear dysfunction 
N  Nutritional deficiencies, Normal pressure 

 hydrocephalus 
T  Tumors, trauma 
I  Infections 
A  Alcohol, (Atherosclerotic risk factors) 

 



History taking 
• Other symptoms: motor signs, headache, 

seizure, associated features 

• reversible causes of dementia 

• Behavioral and psychological symptoms 
in dementia (BPSD) 

• Function decline from..? 

• Risk factors of dementia: vascular, head injury, 

malignancy, family history, drug/toxin/ alcohol, etc 

 



• Agitation:  

– aggression 

– irritability 

– restlessness 

– pacing  

• Psychosis:  

– visual hallucinations 

– auditory hallucinations  

– delusions 

• Mood disorders 

– depression 

– anxiety 

– euphoria  

– apathy 

• Sleep disorders 

 

 

Aalten P, et al. Dement Geriatr Cogn Disord. 2003. 

BPSD 80-90% 
of dementia 



Factors for BPSD 

Biological 

Psychosocial Environment 

Weerasak Muangpaisan 



Environmental factors  
• Excessive noise/over-understimulation 

• Overcrowding  

• Lack of daily structure/routine 

• Inadequate lighting 

• Confusing surroundings 

• Excessive demands 

• Distressing behaviors of others 

• Loneliness/boredom 

• Sundowning phenonmenon 

• Management: correct and void these factors 



When there is a new BPSD…. 

•Find a cause 
Underlying 

medical/physical 
precipitant 

• What, when, who, where, etc 

Assess the 
circumstance of 

BPSD 

• Environmental management, caregiver, 
music, aroma, cognitive stimulation therapy, 
education of healthcare personnel, etc 

Nonpharmacologic 
management 

• Targeting the most important 
symptom 

Pharmacologic 
management 



History taking 

• Safety issues: medication management, 
wandering, cooking, driving, etc. 

• Living status 

• Family and caregivers 
– Burden/ attitude/knowledge/skill/availability 

• Financial issue/ health insurance 



Follow up of people with dementia 

• A: ADLs 
• B: BPSD  
• C: Cognitive function 
• D: Disease (comorbid), Drug 

(adherence, interaction, side effect esp 
BW, HR) 

• E: Events of concerns/safety 
• F: Family/caregiver 
 



Dementia redflags for non-Alzheimer’s 
dementia 

• Age < 60 years 

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

• Motor symptoms/signs 
(corticospinal/corticobulbar/extrapyramidal system) 

• Unexplained neurologic symptoms (e.g., new onset of 
severe headache or seizures) 

• Any new localizing sign (e.g., hemiparesis or Babinski’s 
sign) 

• Unusual or atypical cognitive symptoms or presentation 
(e.g. progressive aphasia) 

 



• Recent and significant head trauma 

• History of cancer (especially in sites and type 
that commonly metastasize to brain) 

• Use of anticoagulants or history of bleeding 
disorders 

• History of urinary incontinence and gait 
apraxia early in the course of dementia 
(normal pressure hydrocephalus ?) 

Dementia redflags for non-Alzheimer’s 
dementia (cont.) 



VITAMINS mnemonic for RPD 
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VITAMINS mnemonic for RPD 

Vascular 

Infectious 

Toxic-metabolic 

Autoimmune 

Metastases/neoplasm 

Iatrogenic 
Neurodegenerative: CJD, AD, DLB, 
FTD, PD plus 

Systemic 



A 63-year man 
•  1 month: memory decline, could not remember 

recent events 
• Could not switch off his computer, could not 

pick grocery products for his customer, still able 
to give a change  

• Fatigue of his both arms and legs, right sided 
more affected, still able to walk independently, 
intact basic ADLs 

• Headache on his left sided of head around 
parietal area all the times 

• Looked inactive, spoke less than usual  
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• Alert, not pale, no jaundice, no edema, LN-ve 

• CVS+RS+Abdomen: normal  

• Language: impair naming, + impaired 
repetition, fluency and comprehension: OK 

• Cranial nerve: intact 

• Motor power grade V 

• Cerebellar signs: F-N-F: normal 

• Gait: OK  





Steps in clinical approach to cognitive 
impairment 

1. Whom should be suspected? 

2. Fitting in criteria for dementia?  (most 
commonly used: ICD10, DSM-5) 

3. Potentially arrestable or reversible causes? 

4. DDx cognitive impairment 

5. Predominantly cortical vs subcortical 
involvement? 

6. 4 common causes of dementia in practice 

7. Investigations: basic lab, neuroimaging, CSF 

 

 





Cognitive impairment 

Fit in criteria of dementia 

Exclude common dementia mimics 

Normal ageing 

MCI 

Delirium 

Depression 

Amnestic 
syndrome, 
aphasia 

Reversible Irreversible 

Early memory impairment 

Yes No 

Fluent aphasia 
Apraxia 
Agnosia 
No motor signs 
Slow progressive 

Atherosclerotic risk 
factors: DM, HT, 
Smoking, AF, Hx 
Stroke 
Focal neurologic 
signs, motor signs 
 

• Parkinsonism  
• Visual hallucination 

• Fluctuating cognitive 
function 

• REM sleep behavioral 
disorder 

Behavioral 
changes 
Nonfluent 
aphasia 

AD VaD DLB FTD 



Scope  

• History taking 

• Physical examination 

• Measurements in dementia 

• Cognitive screening test 

• Investigation 

• Discussion about the diagnosis and plan of 
management 

• Care plan 



Aims of physical examination 

• R/O treatable causes of dementia  

• Identify signs of stroke or other disorders esp 
Parkinsonism that can contribute to dementia 

• Identify signs of other illnesses, such as heart 
disease or kidney failure, that can overlap with 
dementia 

• Identify subcortical dementia (motor signs) 

• Identify atypical dementia 



Scope  

• History taking 

• Physical examination 

• Measurements in dementia 

• Cognitive screening test 

• Investigation 

• Discussion about the diagnosis and plan of 
management 

• Care plan 



Dementia  

ADLs 

BPSD Cognition 

ADLs: Activities of Daily Living 
BPSD: Behavioral and Psychological Symptoms in Dementia 



• MMSE, TMSE, MMSE-Thai 2002, Chula Mental Test, MoCA 

• CAMCOG, ADAS-COG, DRS, SIB, etc Cognitive function 

• Clinical Dementia Rating Scale (CDR) 

• Global  Deterioration Scale (GDS) 

• CGIS/CGIC,CIBIS/CIBIC 
Global function 

• Bristol Activities of daily living scale 
Activities of daily 

living 

• Neuropsychiatric  Inventory (NPI) 

• BEHAVE-AD 

Neuropsychiatric 
symptoms 

• QOL-AD 

•  Dementia-QOL  
Quality of life 

• Zarit Burden Interview 

• Caregiver Burden Inventory, etc 
Caregiver burden 

Weerasak Muangpaisan 



Overall severity  
• Clinical Dementia Rating (CDR) 

• Global Deterioration Scale (GDS) 

• Clinician’s Interview-Based Impression of 
Change and Clinician’s Interview-Based 
Impression of Change with caregiver input 
(CIBIC and CIBIC-Plus) 

• Clinician’s Global Impression of Change (CGIC) 

• Functional Assessment Staging (FAST) Scale 

Weerasak Muangpaisan 



FAST dementia scale 

Weerasak Muangpaisan 



A 75 year-old man,  
bachelor degree 

• Slow progressive memory decline for 5 years, repeated asking 
and speaking for the same information over and over, refuse to 
bathing, and brushing his teeth, forgot taking his pills 

• Basic ADL: need prompt for bathing/brushing teeth but still 
able to do by himself, able to bath and dress himself but need 
his caregiver to prepare clothes for him   

• IADLs: all impaired  
• More irritability, more verbal aggression,  
• No delusions/hallucinations/depression/apathy/ sleep 

problem  
• Underlying disease: HT, DM, DLP, CKD, BPH 
• FAST:…………………. 
• Expected MMSE:  ………………….. 

Weerasak Muangpaisan 



FAST 5 
TMSE: 
16/30 

Weerasak Muangpaisan 



Scope  

• History taking 

• Physical examination 

• Measurements in dementia 

• Cognitive screening test 

• Investigation 

• Discussion about the diagnosis and plan of 
management 

• Care plan 



Clinical cognitive assessment 

• Wakefulness (level of consciousness) 
• Global functioning 
• Attention and concentration 
• Orientation 
• Short and long-term memory 
• Praxis 
• Language  
• Executive function 
• Visuospatial function 
• Psychomotor function 



การทดสอบการรูค้ดิ  

(cognitive tests) 

การทดสอบเบือ้งตน้  

(less extensive testing) 

ปฐมภูม ิ

ผูป่้วยนอก 

ผูป่้วยใน 

การทดสอบเตม็

รูปแบบ 

 (formal testing) 

ผูป่้วยสมองเสือ่มระยะแรก 

หรอืผูป่้วยทีไ่ม่แน่ใจวา่มภีาวะ

สมองเสือ่มหรอืไม่ 

งานวจิยั 



Assessment  

Patient  

Proxy  

Observation  

Weerasak Muangpaisan 



Ideal cognitive screening instruments 

• Brief 

• Acceptable to patients 

• Independent of education/cultural/language 
confounds 

• Simple to administer 

• Psychometrically robust  

• Broad in its coverage of cognitive domains 

Shulman KI. Int J Geriatr Psychiatry. 2000;15:548-61. 



Cognitive screening instruments for dementia in 
primary care: 3 recommended instruments 

• Mini-cog 

• Memory Impairment Screen (MIS) 

• The General  Practitioner Assessment of 
Cognition (GPCOG) 

Lorentz WJ, et al. Can J Psychiatry 2002, 47: 723-33. 
Brodaty H, et al. Am J Geriatr Psychiatry 2006; 14: 391-400. 
Milne A, et al. Int Psychogeriatr 2008; 20: 911-26. 
Ismail Z, et al. Int J Geriatr Psychiatry. 2010; 25: 111-20. 



Mini-CogTM 

• 3 words 

• Clock drawing 

• Recall 3 words  

 

Trongsakul S, et al. Geriatr Gerontol Int. 2014  



Abnormal 





• Mini-Mental State Examination (MMSE): TMSE, 
MMSE-Thai 2002 

• Clock drawing test (CDT) 

• Abbreviated Mental Test (AMT) 

• Addenbrooke’s Cognitive Examination (ACE) 

• The Montreal Cognitive Assessment (MoCA) 

• Rowland Universal Dementia Assessment Scale 
(RUDAS) 

• Brief Community Screening Instrument for Dementia 
(CSI ‘D’) 

• 7-Minute Screen (7MS) 

• Chula Mental test 

 

Cognitive screening instruments for dementia 
in primary care: other instruments 

Tests were also validated in Thailand 



MMSE  
• The most commonly used and studied test 

• 80% sensitivity and 86% specificity in 
dementia diagnosis 

 

Cherbuin N, et al. Int Psychogeriatr 2008; 20: 431-58. 



Limitations of MMSE 

• Ceiling effect  false negatives 

• Flooring effect: severe dementia 

• Education/language  dependence 

• Limited sensitivity to frontal and subcortical 
changes (executive function) 

• Limited ability to help making diagnosis of MCI 
against healthy controls and AD against MCI 

• Take 10 minutes 



Thai Mental State Examination 
(TMSE) 



Muangpaisan W, et al. J Med Assoc Thai 2015. 



Cutoff point of MMSE-Thai 2002 

Education  cutoff total sens spec PPV NPV 

No formal 
education 
or 
illiterate 

< 14 23 35.4 81.1 69.0 51.3 

Primary 
school 

< 17 30 56.6 93.8 88.9 71.0 

> Primary 
school 

< 22 30 92.0 92.6 91.2 93.3 





Clock drawing test (CDT) 

• Domains included: comprehension, planning, visual 
memory, visuospatial ability, motor programming and 
execution, abstraction, concentration, response 
inhibition 

• Frontal lobe/ executive impairment in CLOX1,2 

• User-friendly visual record of cognitive functioning 

• Take <1 minute 

• High level of acceptibility by patients 

• Rely on education and language less than MMSE 

• Scoring and interpretation still challenging 

 

 



Pinto E, et al. Dement Geriatr Cogn Disord 2009. 

Clock drawing test: many faces 





The Montreal Cognitive Assessment 
(MoCA) 

• short-term memory, visuospatial, 
executive function, attention, language, 
orientation 

• 10 min  

• Differentiate mild cognitive impairment 
from normal/dementia 







Test 
• Not diagnostic 

•  sensitivity, 
specificity  

Subject 

• Age, education  

• Communication, 
language 

• Cooperation  

Assessor 

Limitations of the Cognitive Screening 



Sheehan B. Ther Adv Neurol Disord 2012 



Abbreviated Mental Test Score 

• 10-item scale derived from a longer scale introduced 
previously [Hodkinson, 1972] 

• primary and secondary care nonspecialist settings 
• 3–4 min 
•  It assesses  

– Orientation 
– Registration 
– Recall  
– Concentration 

• < 7 (from maximum of 10): positive  
• low positive predictive: need second stage assessment 



 
 

 

 
 

 
Cognitive complaint 

Normal function (ADLs) Functional decline 

MoCA 

MMSE 

Normal  Abnormal  

Normal  Abnormal  

Normal MCI Dementia  

 
 

 



Scope  

• History taking 

• Physical examination 

• Measurements in dementia 

• Cognitive screening test 

• Investigation 

• Discussion about the diagnosis and plan of 
management 

• Care plan 



Investigations in dementia 

• Recommended: CBC, renal function, thyroid 
function test, B12, folate, blood sugar, 
calcium, LFT?, atherosclerotic risk factors 

• Optional:  

– VDRL, HIV 

– Heavy metal  

– Autoimmune 

– etc 



RPD 

Blood: CBC, chemistry (including Ca, Mg, Ph), LFTs, RPR, rheumatology screen (ESR, ANA, 
RF, CRP), TFTs, B12, homocysteine, anti-thyroglobulin/ anti-thyroperoxidase Ab, HIV, Lyme, 
paraneoplastic Abs, non-paraneoplastic Abs  (eg VGKC, anti GAD65) 
Urine analysis 
CSF: cell count/diff, protein, glucose, IgG index, OCB, VDRL 
Imaging: brain MRI (including FLAIR and DWI)  
EEG 

Further evaluation  

R/O infectious R/O 
autoimmune 

R/O 
malignancy 

R/O vascular 
 

R/O toxic 
metabolic 

If CSF, body and brain imaging finding do not 
allow a definitive diagnosis 

Brain biopsy 
Geschwind MD, et al. 
Neurol Clin 2007 



Neuroimaging 

• Structural imaging:  

–CT 

–MRI  

• Functional imaging :  

–SPECT 

–PET 









MTA-grading 

 < 75 years: score 2 or more is abnormal. 
> 75 years: score 3 or more is abnormal. 

 

77 years, 
clinically 
support 
early AD 







MRI:  Suggestive of moderated degree 
of small vessel disease 



The Fazekas scale  
-amount of white 
matter T2 
hyperintense 
lesions  
-usually attributed 
to chronic small 
vessel ischaemia 



Scope  

• History taking 

• Physical examination 

• Measurements in dementia 

• Cognitive screening test 

• Investigation 

• Discussion about the diagnosis and plan of 
management 

• Care plan 



       Once we make a diagnosis 

Cognitive 
• Pharmacologic 

treatment 

• Nonpharmacologic 
treatment 

Behavioral/ 
psychiatric 
• Pharmacologic 

treatment 

• Nonpharmacologic 
treatment 

General  
• Function 

• General medical conditions 

• Safety/ environment 

• Caregiver 

• Rehabilitation 

• End of life care/ advanced 
directive 

• Legal issue 



Cholinesterase inhibitor (ChEIs) 

Donepezil  

Rivastigmine 

Galantamine 

NMDA receptor blocker 

Memantine 

Antidementia 
drugs 

Weerasak Muangpaisan 
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Mech
anism 

Approved/ 
intended 
indication 

Administration 

Route Dosing Frequency 

Donepezil ChEI Mild-to-
moderate 
AD 

Moderate to 
Severe AD 

PO 
(tablet) 

Titration: 
• Initiate 5 mg/day 
• May increase to 10 mg/day after 4–6 weeks 
• Severe AD: may increase to 23 mg/day after additional 3 months 
(minimum) 
Maintenance: 
• Mild-to-moderate AD: 5 or 10 mg/day 
• Moderate-to-severe AD: 10 or 23 mg/day 

Once daily 

Galantamine 
ER 

ChEI Mild-to-
moderate 
AD 

PO 
(capsule) 

Titration: 
• Initiate: 8 mg/day 
• Increase to 16 mg/day after 4 weeks (minimum) 
• May increase to 24 mg/day after additional 4 weeks (minimum) 
Maintenance:  
• 16 or 24 mg/day 

Once daily, in 
morning, 
with 
food 

Rivastigmine  ChEI Mild-to-
moderate 
AD 

Mild-to 
moderate 
PDD 

PO 
(capsules
/ 
oral 
solution) 

Titration: 
• Initiate: 3 mg/day 
• If tolerated, may increase to 6 mg/day, and further to 9 and 12 
mg/day after 2 weeks (minimum) at previous dose 
(4 weeks for PDD) 
Maintenance: 
• Mild-to-moderate AD: 6–12 mg/day 
• Mild-to-moderate PDD: 3–12 mg/day 

Twice daily 

Rivastigmine 
patch 

ChEI Mild-to-
moderate 
AD 
Severe AD 
Mild-to 
moderate 
PDD 
 

TD 
patch 

Titration: 
• Initiate: 4.6 mg/24 h 
• After 4 weeks (minimum), if tolerated, increase to 9.5 mg/24 h 
• May increase to 13.3 mg/24 h after additional 4 weeks 
(minimum) 
Maintenance: 
• Mild-to-moderate AD: 9.5 or 13.3 mg/24 h 
• Severe AD: 13.3 mg/24 h 
• Mild-to-moderate PDD: 9.5 or 13.3 mg/24 h 

Apply new 
patch 
Once every 
24 h 



Mechani
sm 

Approved/ 
intended 
indication 

Administration 

Route Dosing Frequency 

Memantine NMDA 
receptor 
antagoni
st 

Moderate 
to- 
Severe AD 

PO 
(tablet/or
al 
solution) 

Titration: 
• Initiate 5 mg/day 
• Increase to 10 mg/day, and further to 
15 and 20 mg/day after 1 week 
(minimum) 
at previous dose 
Maintenance: 
• 20 mg/day 

Twice 
daily 

Memantine 
XR 

NMDA 
receptor 
antagoni
st 

Moderate 
to- 
Severe AD 

PO 
(capsules) 

Titration: 
• Initiate: 7 mg/day 
• Increase dose (14, 21, and 28 
mg/day) 
after 1 week (minimum) on previous 
dose 
Maintenance: 
• 28 mg/day 

Once daily 

J.L. Cummings, et al. Annals of clinical and translational neurology. 2015. 



Side effects of ChEIs 
• Gastrointestinal: nausea, vomiting, abdominal 

pain, diarrhea, anorexia, weight loss 

• Cardiovascular: bradycardia, dizziness, 
asthenia, fatigue  

• Nervous system, neuromuscular: cramps, 
fatigue, insomnia, bad dream, agitation, panic-
like state  

• Others: rhinitis, headache, urinary 
incontinence 

 

 



Drug interaction with AChEIs 

• Anticholinergics  

• Cholinergic drug 

• Drug reduce HR 

• Enzyme 
inducer/inhibitor 
CYP2A6/3A4 



Weerasak Muangpaisan 



Maximum recommended 
antipsychotic doses for BPSD 

Drug name  Maximum daily dose (mg) 

Typical antipsychotics 

Chlopromazine 
Fluphenazine 
Haloperidol 
Perphenazine  

75 
4 
2 
8 

Atypical antipsychotics 

Aripiprazole 
Clozapine 
Olanzapine 
Quetiapine 
Risperidone 

10 
50 
5 

150 
2 

Weerasak Muangpaisan 



Problems that may respond to 
medications 

• Anxiety 

• Depressive symptoms 

• Sleep disturbance 

• Manic-like symptoms 

• Persistent and distressing delusions or 
hallucinations 

• Persistent verbal and physical aggression 

• Sexually inappropriate behavior 

Weerasak Muangpaisan 



Inappropriate antipsychotic 
treatment targets 

• Wandering 
• Nervousness 
• Impaired memory 
• Uncooperative without aggression 
• Poor self-care: Inappropriate dressing/undressing 
• Mild anxiety 
• Avoidance of social interaction 
• Inattention to surrounding 
• Any verbal expression or behavior not posing a threat to self or others 
• Inappropriate urination/defecation 
• Annoying repetitive activities (perseveration)  
• Vocalization 
• Hiding/hoarding 
• Eating inedibles 
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Acute illness 

illness 

Time course 
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Recovery  



Scope  

• History taking 

• Physical examination 

• Measurements in dementia 

• Cognitive screening test 

• Investigation 

• Discussion about the diagnosis and plan of 
management 

• Care plan 



Assessment Problems  Diagnosis  Planning  
Interventi

on  
Evaluatio

n  

ADLs 

BPSD 

Cognition 

Drug 

Environment 

Family&  caregiver 

Goal 

Health 

Legal 

Money 

Network 

Care 
plan 

Goal  

indicators 

Responsible 
person 

Follow up 



Decision 
making 
capacity 

Understanding  

Appreciation 

Reasoning 

Expressing 
a choice  

 



Discussion with PWD and family 
• Breaking bad news 

• Discuss natural history and progression 

• Discuss plan of management: risk benefit 

• Goal of care 

• Encourage activities / ADL care 

• Nonpharmacologic management issues eg cognitive stimulating activities, 
exercise, avoid anticholinergic medications 

• BPSD management 

• Safety issues: wandering, etc 

• Communication skills  

• Advance care planning issues 

• Palliative care: pain, delirium, feeding, infection, care of immobility 

• Psychological support 

• Referral to support group/ training course if available  

• Educational materials 

 



Discussion of advance care planning 
issues 

Living will 

Nursing home care 

Living arrangement 

Durable power of attorney 

End-of-life care 

Referral to support groups 

Financial planning 

Future plans 

Driving 


