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Dementia and Complications
By Richard Schamp, MD

Background and Relevance to Geriatric Care

In the US, dementia increases from a prevalence of 3.2% in the 65-74 year-old group to 29.3% in persons over 85 years
old, with an average of 8.8% of all > 65 year olds. The Diagnostic and Statistical Manual of Mental Disorders (DSM-5)
replaces the term dementia with neurocognitive disorder (NCD). However, ICD-10 continues to recognize dementia,
which remains in common parlance among clinicians and patients. Most dementia (60%) is caused by Alzheimer’s
disease, with cerebrovascular disease (20%) and Lewy body disease (15%) being other chief causes. Frontotemporal
and other types of dementia make up about 5%. Dementia is now the overall leading cause of death in the United
Kingdom, and Alzheimer’s disease ranks as the sixth leading cause of death in the United States.

Dementia diagnoses contribute to value-based payments in the Center for Medicare & Medicaid Services Hierarchical
Condition Category (CMS HCC) model Version 21: HCC 52 (Dementia without complication) and HCC 51 (Dementia
with complications). Dementia will also impact payments under the new Alternative Payment Condition Count (APCC)
in CMS HCC Version 23, starting in 2020.

Diagnosis

Making a clear and early diagnosis of dementia or NCD allows:

1 The patient and family to learn about the disease

1 Time for future planning while the patient is still capable (e.g., update will, appoint health care proxy)

1 Medication, patient education, and family and lifestyle interventions, which may slow disease progression or delay
onset in family members

A variety of screening tests, such as those listed below, assist in case-finding for dementia:
Folstein Mini-Mental State Exam (MMSE)

Brief Interview for Mental Status (BIMS)

Montreal Cognitive Assessment (MoCA)

St. Louis University Mental Status Exam (SLUMS)

Clock-drawing test, Mini-Cog®©, and others
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However, screening tools do not determine a dementia diagnosis; a clinical assessment is required. The classic definition
of dementia is impairment in two domains of cognitive function, typically amnesia (memory loss), plus impairment in at
least one more domain: Apraxia; Agnosia; Aphasia; or Executive Function (e.g., instrumental activities of daily living
[IADLs]). In addition, the cognitive deficits must be sufficient to interfere with IADLs and are not primarily attributable
to delirium or another mental disorder.

While cognitive impairment is not a specific term in ICD-10, mild cognitive impairment (MCI) is and has diagnostic
criteria. For practical purposes, a diagnosis of MCl is roughly equal to minor neurocognitive disorder and has a strong
correlation with progression to dementia. Using vague terminology such as non-specific “cognitive impairment” is
not helpful.

— A bi-monthly bulletin supporting Primary Care Providers with informative guidance on documentation and coding. —


https://www.capstoneperformancesystems.com/

f%oi X

Once a diagnosis of dementia or NCD is made, the clinician may attempt to further elucidate the type or cause of
dementia (Alzheimer’s, vascular, Lewy body, FrontoTemporal Dementia [FTD], etc.). In many cases, multiple etiologies
are present, but below are salient points to help differentiate the entities that may cause dementia.

Alzheimer’s Disease
1 Memory loss (nearly always present):
1 Recent memory: most profoundly affected
(hippocampus)
1 Immediate memory (recall): spared early in
disease (prefrontal cortex)
1 Procedural memory: affected late in disease
(subcortical)
1 Semantic memory (vocabulary, concepts)
(neocortex): affected late
1 Long-term memory: affected late (non-
hippocampal storage)
1 Executive functioning: early subtle to profound
effects
Behavioral issues: middle to late onset
Apraxia: late in course
Sleep Disturbance: very early
Seizure Disorder: 9-16% of patients experience
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Vascular Dementia (VaD, sometimes called
Binswanger’s or Sub-cortical Dementia)
1 Difficulty in mental manipulation
1  Affects flow processing speed
1 Psychomotor slowness
1 Difficulty with executive functioning
1 Muscle ataxia, slowness of movement
1 Clumsiness, prone to falls
1 Changein posture
1 Incontinence
1 Memory loss (not as severe as in Alzheimer's)
1 Personality/emotional change - apathy, irritability,
depression
1 Hachinski Ischemic Score helpful: score > 7 has 90%
sensitivity and specificity for VaD.

Lewy Body Disease - Two Types: Dementia with
Lewy Bodies (DLB) and Parkinson’s Disease with
Dementia (PDD)
Significant Features of DLB
1 Initially deficits in executive functioning, attention,
and visual-spatial domains
1 Memory loss not prominent initially
9 Fluctuations in cognition and consciousness can last
seconds to days (60-80%)
9 Visual hallucinations: well formed (67%)
9 Parkinsonism: (later, eventually 70-90%)
1 Bradykinesia, rigidity, falls
9 Less tremor than typical Parkinson’s

DSM-5 details six cognitive domains which may be affected
in both Minor and Major NCD.
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Complex attention: Involves sustained, divided, or
selective attention and information processing speed.
Clues: Patient experiencing difficulty in environments
with multiple stimuli (TV, radio, conversation); has
difficulty holding new information in mind (recalling
phone numbers or addresses just given, reporting what
was just said).

Executive ability: Involves planning, decision-making,
working memory, responding to feedback, error
correction, overriding habits, and mental flexibility.
Clues: Patient unable to perform both familiar and
complex tasks and projects (at work and at home).
Patient needs to rely on others to plan IADLs or make
decisions; has problems with abstract thinking, displays
loss of initiative, and exhibits poor/decreased
judgement.

Learning and memory (amnesia): Involves immediate,
recent (free recall, cued recall, and recognition) or long-
term memory. Clues: Patient repeats self; cannot keep
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