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Mild Cognitive Impairment

Dr. Andrew R. Frank, MD, B.Sc.H., FRCP (C) , Coiyeitand Behavioural
Neurologist, Memory Disorder Clinic, Elizabeth Béug Hospital, Ottawa, Ontario

The past decade has seen a clear move towardsatichiaracterization of
patients with mild cognitive concerns who appedatbin the “grey zone”
between cognitive normality and dementia.

While dementia represents cognitive deterioratiamsing loss of daytime
functional independence, the diagnosis of “Mild @itige Impairment” (MCI)
can be made earlier, in the presence of cognigtertbration (confirmed by
objective cognitive testing) withoainy clear loss of daytime functional
independencé.

Case Example: A 67 year-old man living with his wife has had &grear
history of increasing forgetfulness for detailsrfroecent conversations. On
one occasion 2-3 months ago, the patient was gle¢altl to pick up his wife at
the store, but he never did, not recalling he wslsea to do so. The patient is
fully independent for all daytime functioning swashtaking medications and
going shopping, and he drives safely without acuisleHis past history is
notable for hypertension, for which he is treatathwamipril. Family history
is negative for any neurologic disease. Physicah@ration is normal, as is
bloodwork and a CT scan of the head. Mini-Mentat&SExamination
(MMSE) is 28 out of 30, but the Montreal Cognithgsessment (MoCA) score
is 24/30 with 0/5 words recalled after a delay. Mgsychological testing
revealed delayed memory scores below thpecentile for age and gender.
As the patient has cognitive symptoms which ardiegtby formalized
cognitive testing, but daytime functioning is intacdiagnosis of Mild
Cognitive Impairment (MCI) is made.

A diagnosis of MCI indicates a “warning state” winicarries an increased risk
of further cognitive deterioration towards demeriieC| patients have a
~10-15% per year conversion to dementia, while anmabpopulation has
~1-2% per year conversion to demehijaMClI patients and their loved ones
can be informed of this increased risk, and inadadinical follow-up can be
arranged. Furthermore, patients with MCI represantieal target population
for testing of novel “disease-modifying” therapestdesigned to slow the
neurodegenerative processes of conditions suchzagifer’s disease.

(continued on page 2...)
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Mild Cognitive Impairment  (...continued from page 1)

Indeed, the most common form of MClI is one in whmodmory is primarily affected (i.e. amnestic MGlhich
has an increased risk of progressing to the demehthlzheimer’s disease. However, MCI involvingnet
cognitive domains such as language, visuospattahtton, or executive functioning (i.e. non-amieMcCl),
may progress to dementias due to other conditgud) as vascular disease, Lewy body disease, or
Frontotemporal lobar degeneratidn

The diagnosis of MCI involves careful clinical judgnt regarding the nature and severity of cognitive
symptoms, focusing on the presence or absencearf-cut daytime functional impairment. Investigaisuch
as routine bloodwork screening along with thyraiddtion and vitamin B12 levels, as well as a CM&l scan
of the brain, are routinely indicated.

Neuropsychological testing is very helpful in deiteg the objective cognitive deterioration requitednake a
diagnosis of MCI. However, office testing involvitige Montreal Cognitive Assessment (MoCA) can #ilso
evidence of cognitive impairment if the score issl¢han 26/30 Referral to a cognitive specialty clinic can

provide assistance in obtaining in-depth cognitesting.

No pharmaceutical agent has been approved foreagntent of MCI, as clinical trials involving the
cholinesterase inhibitors donepezil, rivastigmined galantamine have been negdtiveHowever, in one trial,
use of donepezil did delay conversion of MCI toldimer’s dementia by 6-12 monththough there was no
sustained delay in conversion by the end of tla &ti 3 years. Therefore, treatment of MCI with eleezil or
other cholinesterase inhibitors is not routinelya@mended unless patients are highly motivateaginb
treatment, or there appears to be imminent conuetsi the dementia stage, at which treatment with
cholinesterase inhibitor therapy is indicated. Mpamaent of vascular risk factors is likely of bené&fithe
preventitl)on of decline in patients with MCI, ashe tmaintenance of mental, physical, and sociaviéies in
daily life™.

Mild Cognitive Impairment (MCI) represents a cliaidiagnostic framework in which patients with mild
cognitive symptoms can be characterized. The dsigrad MCI carries an increased risk of future veoiag of
symptoms, and represents an ideal target populetianich future disease-modifying therapies may be
most beneficial.
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Monitoring Patient Response to Cognitive Enhancers

(Cholinesterase Inhibitors and Memantine)

Dr. Bill Dalziel, Chief, Regional Geriatric Programf Eastern Ontario, Associate Professor,
Geriatric Medicine, University of Ottawa

1. Currently in Canada, only 25% of persons wimentia get a trial of a Cholinesterase
Inhibitor (Aricept, Reminyl ER, Exelon) or MemanginEveryone should receive a
three month trial of one drug and if non-responsivttolerated, a trial with a second
drug. Of course, consideration needs to be givesid® effects and compliance issues.
By the moderate stage of dementia, optimum thewapyd include a trial of a Cl and
a trial of Memantine, either alone or in combinatio

2. Monitor benefit at three months. This has b&®mwn by studies to be generally the timeframefaimum
response. (If you're unsure, go on to six months.)

3. Response is best judged by caregiver/patigmtassion, not MMSE. The expected MMSE decline in
untreated AD for one year is only 1 — 2 pointsyréifiere only 1/2 point maximum change at three m&nth
But the MMSE test-retest variability is two pointherefore, obviously unless there is a big chgsgper
responder: 25%) with > 2 point MMSE improvement, Ml scores are not that helpful.

4. Patient /caregiver feedback is critically dnivey (1) expectations, (2) global impression, é)da(target
symptom checklist approach.

i) Expectations. No change in the person at threeths is a POSITIVE response to drug therapy
because untreated dementia progressively worsadiowe. The average patient response to Cl
therapy is NO deterioration one year post treatm{@&mterms of “clinical meaningfulness”, think of
this in cancer terms. “I have a drug that in onarygour cancer (dementia) on average will be no
worse.”

Expected Response at Three Months:

25%

Super
responder| 50% _
(marked) Responder A non responder should be' switched
No ch to a different Cl or Memantine for a
25% O Change or X
mild effect second three month trial.
Non

responder
(continual\)

It is very important when starting therapy to expldnese expectations so patient/caregivers uratetst
that_no changes a positivetreatment response, demonstrating stabilizatigdghetondition.
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Monitoring Patient Response to Cognitive Enhancers

(... continued from page 4)

i) Global impression by patient/caregiver is jasteat of the pants’: same, better or worse. &reas
factor into global impression:

Same Better Worse

Global Impression

1. Cognition

2. ADL’s (function)

3. Behaviour

4. Caregiver stress/burden
5. Interactiveness

iii) A Target Symptom Checklist approach identiftagse specific symptoms of dementia which are a
“problem” and have changed in the last 6 —12 mofitiexefore more likely to be affected by drug
treatment). We use the same approach in others#isedepression, arthritis, etc. In my opinion, the
most responsive domains are interactiveness, aaregfress/burden, global impression and
behaviour. On the following checklist, pre treatinask the patient and family to identify four to
five target symptoms relevant to the individuagértio monitor and report these back to you at
three months.

The Champlain Dementia Network would like to thank
Janssen-Ortho, Lundbeck, Novartis and Pfizer fppstting
this edition of the Dementia Newsletter for Phyend.

Cognition ADL'’s Behaviour Careqiver Interactiveness
(function)
Forgetfulness Telephone use Apathy Stress Canusfoc
Repetitiveness Set/clear table Anxiety Burden V interaction
Orientation Hygiene Irritability Overwhelmegd “Tunédvs out”
Word finding Bathing Agitation Frustration | \participation
Getting lost Dressing Restlessngss Impact on|jdkinterest
Misplacing things | Appliances use Outbursts Fatigue | \ initiative
Planning problems| Finances Depressipn  Depressia rll,\]/ilgrsv\:::kseeﬂfr/
THANK You @ ) NOVARTIS

JANSSEN-ORTHO Inc.
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Champlain Dementia Network Assessment

and Treatment Services

1. MEMORY DISORDER CLINIC (MDC)

Elisabeth-Bruyére Health Centre Telephone:
75 Bruyere St. 613-562-6322
Room # 298-22

Ottawa ON K1N 5C7 Fax:

- 613-562-6013
*** Physician referral needed***

The main focus is the diagnosis of early dememtigd(to moderate) and the difficult diagnosis of
atypical patients with dementia at any stage armhgpiage.

Typically the patients function at a high level afwinot have significant other psychiatric condisip
complex medical problems, or a history of headrinppr mental retardation.

Neurology, Neuropsychology, and Nursing.

Referral to MDC is appropriate for patients requgrcomplete dementia work-up.

. REGIONAL GERIATRIC ASSESSMENT PROGRAM (RG AP) OUTREACH TEAMS AND DAY

HOSPITALS /CLINIC SERVICES

*** For Patients EAST of Bronson Avenue and the Otawa River ***

2A- East Geriatric Assessment Outreach Team

=] & Telephone:
Elisabeth-Bruyere Health Centre
75 Bruyére Street 613-562-6362
Room 420-Y
Ottawa ON K1N 5C7 Fax:

613-562-6373

*** Eor Patients WEST of Bronson Avenue and the Otawa River *** | 613-820-6659

2B- West Geriatric Assessment Outreach Team Telephone:
Queensway-Carleton Hospital 613-721-0041
3045 Baseline Road
Ottawa ON K2H 8P4 Fax:

The main focus is on diagnostic assessment of dian@nild, moderate or severe) and concomitant
medical problems in patients over age 65. Thea¢sis an emphasis on multidisciplinary assessmept
and management of associated issues such as neladiependency, safety, caregiver stress,
education needs, community services, and futurenpig.

Geriatric Assessment Outreach Teams provide in-hmmngrehensive screening with triage to
geriatric day hospitals (3) for geriatric physicessessment and full multidisciplinary team
assessment or to outpatient clinics (3) for gadathysician assessment.

Patients with common geriatric problems not suffgfirom dementia are also assessed and treateg.
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CDN Diagnostic Assessment and Treatment Services

(...continued from page 5)

3. GERIATRIC PSYCHIATRY COMMUNITY SERVICES OF OTTAW A (GPCSO)
Elisabeth-Bruyére Health Centre Telephone:
75 Bruyére Street 613-562-9777
Room 129Y Fax:
Ottawa ON K1N 5C7 613-562-0259

 The main focus of GPCSO is to provide bilingualvsms to persons 65 years of age and older with
mental health problems including dementia and ts@wes less than 65 years of age who have been
diagnosed with Alzheimer or frontal lobe dementia.

» Case managers will work with the person and faralsggiver in their homes providing assessment,
counselling, behavioural management, educatioradnite regarding community services and future
planning. In addition, capacity assessments fasqreal care/property are available for a fee.

» Geriatric psychiatry consults are available upajuest to treat concomitant depression, behavioural
problems, or other psychiatric problems. This nmegjude doing a home visit, if appropriate.

4. ROYAL OTTAWA MENTAL HEALTH CENTRE

Telephone:
1145 Carling Avenue 613-722-6521 x 6507
Ottawa ON K1Z 7K4
o Fax:
*** Physician referral needed*** 613-798-2999

This program offers a range of services to meentbetal health needs of persons 65 years of age g
older. Patients suffering from dementia with coment depression, psychosis or behavioural probler
are assessed and treated by a bilingual, multpdisary team. Services offered are:

TheOutpatient Clinic is a consultation service offering professionaliegl and psychiatric expertise to
primary care physicians. The clinic provides théahassessment for all patients referred to ttogam.

The Outreach Serviceprovides consultative and educational servicasdst long-term care facilities in
Ottawa. A psychiatrist and nurse work togethemapert staff and patients in these facilities.

TheDay Hospital provides a time limited day treatment for persah® require urgent and intensive
treatment, but can safely live in the communitye Tipatient Service treats patients with complex
psychiatric illnesses that require specialized tiepd care. These two services are available asmeted
by the initial outpatient or outreach consultation.

nd

Dementia Newsletter for Physicians, VoN6, 4



