
A L Z H E I M E R ’ S  
D I S E A S E  I N  T H E  
C O M M U N I T Y :  
A  G E R I AT R I C I A N ’ S  
P E R S P E C T I V E

L A U R E N  O K A M O T O ,  M D ,  C M D

A S S I S T A N T  P R O F E S S O R ,  U H  D E P A R T M E N T  O F  G E R I A T R I C  
M E D I C I N E

L A U R Y N  A N D O ,  M D

A S S I S T A N T  P R O F E S S O R ,  J A B S O M



E X P E RT  P A N E L  I N P U T  

Sara Leonard, MD
Family medicine and Geriatric Medicine
CentraState Medical center
Homdel, NJ

Robert J. Varipapa, MD
Neurology
Bayhealth Hospital – Kent Campus
Dover, DE 

Kore Liow, MD, FACP, FAAN
Director, Memory Disorders Center
Principal Investigator, Alzheimer’s Research Unit
Neuroscience Chair, Hawaii Pacific 
Neuroscience
Clinical Professor of Medicine (Neurology)
Graduate Faculty, Clinical & Translational 
Research
University of Hawaii John A. Burns School of 
Medicine



D I S C LO S U R E S

Speakers: 
Lauryn Ando, MD reports no financial relationships. 
Lauren Okamoto, MD 

• Geriatrics Workforce Enhancement program, DHHS, HRSA. 7/1/15-Present. Role: Co-investigator
• Geriatrics Academic Career Award, DHHS, HRSA. 7/1/23-Present. Role: Primary Investigator

Expert Panel
Sara Leonard, MD reports no financial relationships
Robert J. Varipapa, MD reports no financial relationships. 

NJAFP Planners/Reviewers/Staff
Theresa Barrett, PhD; Emelyn Falcon; and Charles Goldthwaite, PhD; report no financial relationships. 

The NJAFP course/program was supported by an educational grant from Genentech, Inc. 



L E A R N I N G  O B J E C T I V E S

• Recognize the importance of screening and early detection of 
Alzheimer’s Disease (AD)

• Understand the principles of evaluation, workup, and treatment of 
AD

• Engage in productive dialogue with patients and caregivers
• Utilize an interprofessional team to construct patient-centered care 

plans



A G E - F R I E N D LY  
H E A LT H C A R E  S Y S T E M S



A L Z H E I M E R ’ S  D E M E N T I A

• Affects around 6.5 million (10.7%) US adults aged 65 and older
• Projected to rise to 12.7 million by 2050
• Average lifespan of 8-12 years from diagnosis
• US Prevalence = 6 million cases , >70 years 
• Associated costs= $ 290 Billion
• One-third of Medicare beneficiaries dies with dementia
• 5th leading cause in those over 65
• 7th leading cause of death all adults



C L I N I C  P AT I E N T :  M R .  S AT O

Mr. Sato is an 80-year-old man with HTN, HLD, Diabetes, coming in for a 
follow up on his Diabetes.  He is accompanied by his daughter.

At the end of the appointment, the daughter takes you aside and notes 
concern about her father’s memory.

He forgot to pick up the grandchildren yesterday.  In the past few months, he 
has forgotten conversations and forgets where he parked the car.  



C L I N I C  PAT I E N T :  M R .  S ATO
He lives alone since his wife passed away 1 year ago from cancer.  He has lost some weight. 

He can still drive, make phone calls, take his meds and manage his finances.  He usually 
buys Zippy’s take out, and his refrigerator has a lot of ice cream.   He is still independent in 
his ADL’s.  However, he doesn’t go out on walks anymore and the bushes/shrubs are 
unkempt.  

He is a retired professor in English Literature and doesn’t seem interested in reading 
anymore.  In fact, he has stopped many previous hobbies he used to do. 



W H AT  C O U L D  B E  C A U S I N G  
M R .  S ATO ’ S  S Y M P TO M S ?

• Cognitive Impairment
• Dementia
• Delirium
• Depression
• Metabolic abnormality (Vitamin 

Deficiency, thyroid disorder, other)
• Stroke
• Medication side effect?



D I F F E R E N T I AT I N G  T H E  3  D ’ S ”



D E F I N I T I O N  O F  D E M E N T I A

• Chronic acquired decline in one or more 
cognitive domain (memory + other domain) 

AND  
• Functional deficit that interferes with daily life

• Does not occur in the context of delirium. 
• Not otherwise explained by another mental 

disorder (Depression)



D E M E N T I A  



PAT H O P H Y S I O LO G Y  O F  D E M E N T I A S

Source: National Institute on Aging. Understanding different types of dementia; 2023.

Type Brain Abnormalities Symptoms Typical Age 
at Diagnosis

Alzheimer's 
Disease

Deposits of β-amyloid 
protein and tangles of tau 
protein throughout brain

• Impaired memory, language, visual/spatial 
skills

• Apathy and/or depression

65+; some 
cases mid-
30s-early 60s

Frontotempo
ral Dementia

Accumulation of tau and 
TDP-43 proteins in frontal 
and temporal lobes

• Personality changes
• Issues with language
• Balance issues; palsy
• Lack of emotional/impulse control

45-64

Lewy Body 
Dementia

Deposits of alpha-
synuclein protein (“Lewy 
bodies”) on cortical nerve 
cells

• Hallucinations
• Sleep difficulties
• Impaired thinking and motor skills

50 and older

Vascular 
Dementia

Disrupted blood flow to the 
brain

• Impaired motor skills & judgement
• Memory issues
• Hallucinations/delusions

Over 65



D E F I N I T E  R I S K  FA C T O R S

DEFINITE
• Age
• Down syndrome
• Family History
• Genetics 

• APOE4 ε4 allele (Late onset disease)
• Presenilin 1 or 2  (PSEN-1, PSEN-2) and 

Amyloid precursor protein (APP) associated 
with early onset (less than 1% of all AD 
cases)



M O D I F I A B L E  R I S K  FA C TO R S



W O R KU P
• History:  Collateral history from family
• General Physical exam (Including neurological exam)
• Functional status
• Mental Status
• Lab work & Imaging

• Vitamin B12, Folate, TSH with reflex. 
• Head CT  or MRI

• FDG-PET radiopharmaceutical 
[18F]fluorodeoxyglucose

• Amyloid & Tau PET
• Additional but not required: HIV, RPR, UA, 

CBC, CMP



M I N I - C O G  A S  A  S C R E E N I N G  TO O L

THREE MINUTES TO 
ADMINISTER

• 3-word registration
• Clock drawing (ten 

minutes after eleven)
• 3-word recall



M E N TA L  S TAT U S  E X A M S /
C O G N I T I V E  T E S T I N G

• Saint Louis Mental Status Examination (SLUMS)
• Mini-Mental State Examination (MMSE):

• Need permission to use
• Heavy emphasis on orientation
• Decreased accuracy for certain populations

• Montreal Cognitive Assessment (MOCA):
• Need training/certification/permission
• Different languages and variations (blind, basic)

• Neuropsychological testing
• Costly, timely to administer
• May identify deficits not obvious on other exams



F U N C T I O N A L  D E F I C I T S

Activities of Daily Living
(ADLS) Occupational Deficits



RO A D  M A P  T H E  A P P RO A C H
• Progression of Illness: 

• Cognitive decline = Behaviors (paranoia, refusing)

• Functional decline

• Depression, anxiety

• Treatment options

• Safety:  Driving, home safety, med management, 
wandering, burnout, fraud protection

• Care team involvement: specialists, family/friends/ 
support systems (church, community), support groups

• Maintaining a routine

• Prognostication & Longterm planning



I N T E R P R O F E S S I O N A L  A P P R O A C H



S P E C I A LT Y  C O N S U LT

• Patients under age 65
• Acute or rapidly-progressing 

cognitive impairment
• Individuals with findings suggestive 

of stroke, cerebral hemorrhage, 
or subdural hematoma

• Complicated and atypical cases



E M E RG I N G  T R E AT M E N T  O P T I O N S

• The neuronal damage associated with MCI is 
irreversible (No Cure)

• Pharmacotherapies: 
• Treatments to address underlying disease 

(disease modifying): 
• Aducanumab, Lecanemab

• Medications to lessen symptoms 
(confusion) 

• Cholinesterase inhibitors:  
Donepezil, galantamine, 
rivastigmine

• Glutamate regulator: Memantine 



F D A  A P P R O V E D
S Y M P T O M AT I C  T R E AT M E N T

• Cholinesterase inhibitors (donepezil, 
galantamine, rivastigmine)

• Prevent breakdown of acetylcholine
• Enhance neuronal communication
• Side effects: nausea, vomiting, loss of 

appetite, diarrhea. bradycardia

• Glutamate regulator (memantine)
• Side effects include headache, constipation, 

confusion, dizziness



A D U C A N U M A B  A N D  L E C A N E M A B
M E C H A N I S M  O F  A C T I O N



A D U C A N U M A B  A N D  L E C A N E M A B
S L O W E D  C O G N I T I V E  D E C L I N E



A D U C A N U M A B  A N D  L E C A N E M A B  
R E D U C T I O N  I N  B E TA  A M Y L O I D  L O A D



A M Y LO I D  R E L AT E D  I M A G I N G  
A B N O R M A L I T Y  ( A R I A )



C H A L L E N G E S  O F  M O N O C L O N A L  
A N T I B O D I E S

• Safety concerns
• COSTLY

• Lecanemab annual cost of $26,000
• Aducanumab annual cost of $28,000-$56,000

• Confirm beta amyloid presence (CSF/Amyloid PET)
• Not widely available
• Exclusion criteria may limit who can get it
• Medicare and VA have announced coverage of Lecanemab  
• Aducanumab through clinical trials



P R O G N O S T I C AT I O N



F U N C T I O N A L  A S S E S S M E N T  
S TA G I N G  T E S T  ( FA S T )



A D VA N C E D  C A R E  P L A N N I N G  



C O M M U N I T Y  R E S O U RC E S :

• Project Dana “Caring for the caregiver” 
Program 
https://www.projectdana.org/caregiver 

• Group coaching with QMC Dr. Sarah Racsa 
and LCSW Marisa Sakuda. 3rd Wednesdays 
via zoom

• Insurance:  Medicaid Service coordinators,  
VA (get depends, some DME, and home 
assessments 

Alzheimer’s 
Association www.alz.org

Alzheimer’s 
Foundation of America www.alzfdn.org

National Institute on 
Aging (NIA)

www.nia.nih.gov/alzhei
mers

National Institute of 
Neurological Disorders 

and Stroke (NINDS)
www.ninds.nih.gov

Caring.com
https://www.caring.com
/senior-living/memory-

care-facilities

https://www.projectdana.org/caregiver


T H A N K  YO U !
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