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Typically, it takes four years to diagnose
Alzheimer’s disease (AD) from the time the

family first notices a memory problem.1,2 The
correct diagnosis of Alzheimer's at the initial
physician consultation occurs in only 38% of
cases.3

Assessment of functional status

The assesment of functional status assists in
determining stage-specific interventions. There
are a number of tools available to clinicians for
the screening and diagnosis of Alzheimer’s
Disease. Most patients diagnosed with
Alzheimer disease (AD), require the Folstein
Mini Mental State Examination (MMSE) to
receive provincial coverage. The MMSE score
must fall between 10 and 26. A patient’s age,
education and language skills effects the MMSE
score and must be considered in the
interpretation of the final score.4,5,6 The MMSE
can also be used to assess serial cognitive
changes in AD. On average, a patient’s MMSE
score declines at a rate of about four points per
year. The MMSE is a useful tool for detecting
mild to severe AD; however, without reports
from the family, it has been criticized for a lack
of sensitivity in detecting mild dementia. A per-
fect MMSE score does not exclude minimal
cognitive impairment (MCI) or mild AD.
The MMSE does not evaluate executive

function, nor does it capture impairments in the

activities of daily living (ADL). These
factors can confound the primary care physi-
cian’s ability to accurately diagnose Alzheimer’s
disease in a timely fashion.
In addition to the MMSE, some provincial

formularies are now requiring that the
assessment of functional disability be included
in the clinical evaluation.7

Simon’s Situation

• Simon, 70, was
accompanied to the clinic
by his wife with a two year
history of reduced short
term memory.

• He repeatedly questions
his wife about, and then
forgets his regular doctor’s
appointment.

• His son has been assisting him with his taxes
and banking for the last nine months.

• He is no longer doing wood-working and in
the past four months he has stopped playing
his violin.

• He has gotten lost on several occasions
while driving the car to the neighbourhood
hardware store.

How can you help Simon? Go to page 81 to find
out.
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Table 1

MMSE and FAST scoring system

Do MMSE
MMSE ≤ 10
Not covered

MMSE 10-30

Do Functional Assessment Straging (FAST)
FAST 1-3
Not covered
FAST 1: No difficulties, subjectively or

objectively.
FAST 2: Forgetting location of objects;

subjective word finding
difficulties.

FAST 3: Decreased organizational
capacity.

FAST 4-5
Mild to moderate AD

FAST ≥ 6
Not covered

FAST 4: Decreased ability to perform complex tasks (e.g., cooking, finances).
FAST 5: Requires assistance in cloosing proper clothing.

What is the cause of the dementia?

Is it AD Is it something other than AD

- probable AD
- possible AD with Vascular Component
- possible AD with Lewy Bodies
- possible AD other -specify:

Goal Attainment Scaling (GAS):
1.Choose goal areas
2.The present level of function = 0
3. Set level of better & worse outcomes
than present level.

4. Attainment score determined at
follow-up

Establish Target Symptoms And
Set Treatement Goals.
1. Cognition: judgment & safety.
2. Memory: repetition > 5

times/day.
3. Function: no longer plays violin.

3 months- evaluate for effectiveness using
target symptoms.
6 months- evaluate for effectiveness using tar-
get symptoms , MMSE, FAST.
If tolerated and effective, continue ChEI
- every 6 months–monitor target symptoms.
- every 12 months– do MMSE and FAST

Change cholinesterase inhibitor if:
- not tolerated.
- important deterioration in target
symptoms (patients covered for two different
cholinesterase inhibitors).

Moderate to severe AD:
consider memantine as monotherapy or in addition to donepezil hydrochloride if:

1. MMSE 3-14;
2. FAST 5-6; (assistance in dressing, bathing, toileting)
3. FAST ≥ 6a

Discontinue cholinesterase inhibitor when patient moves into severe category. Indicators are:
1. No target symptoms are met; loss of clinical effect.
2. MMSE < 10.
3. FAST ≥ 7 (ability to speak limited to six words or fewer in an average day).
4. Patient deteriorates to point of having no meaningful social interactions or quality of life as

determined by caregiver and health care providers.



The gradual cognitive and functional decline
of Alzheimer’s disease occurs over a period of
five to eight years and is divided into the three
stages of mild, moderate and severe.8 Functional
assessment staging (FAST) with the global dete-
rioration scale (GDS) is a validated seven-stage
rating instrument that allows a full characteriza-
tion of AD from normal to the terminal
stages.9,10 FAST and GDS are based on a pro-
gressive need for assistance in activities. Taking
into account all available information from the
caregiver report and from patient assessment,
the clinician must rate the patient’s ADL from
one to two (normal) to six to seven (severe dys-
function).
Simon (who you have diagnosed with mild to

moderate probable AD) would be categorized
with an MMSE of 22 and a FAST score of four.
(Table 1)
When initiating treatment with a

cholinesterase inhibitor, it is necessary to
establish at least three target symptoms that will
be monitored and reassessed in 90 days. This
will assist in a determination of the clinical
meaningfulness of the response to the therapy.

Goal attainment scaling

Goal Attainment Scaling (GAS) is a clinimetric
measure based on clinical judgments about
individual patients. It uses a five point scale,
individualized to the patient’s needs, to capture
individual treatment effects and it allows for
problems identified by patients and caregivers to
be the focus of treatment goals.
The scale (baseline zero) represents the

pre-treatment status for individual patient
problems. Three months after the initial
assessment, a patient can be assessed to have
symptoms which are a lot better (+2), a little bet-
ter (+1), no change (0), a little worse (-1), and a
lot worse (-2). Thus, specific problems identi-
fied by patients and their caregivers become the
goals of treatment.

Good goals should be relevant, observable,
attainable and distinguishable from other goals.
The problem area is often identified by a
question, such as, "Please tell me what it is like
to haveAD?” Or, how isAD a problem for you?"
For example, Simon’s wife may describe the
memory problem as, "My husband asks me the
same question more than five times a day.”
Using this question as the baseline level of per-
formance (score of zero), a worse outcome
might be that he repeats questions more than ten
times per day, while a better
outcome is that he asks the question less
frequently.
Another area that can lead to observable goal

setting and detectable treatment effects includes
interest and ability in hobbies and chores. In
Simon’s case, the problem may be identified as
“My husband no longer plays his violin.” A
better outcome may be that he picks up his vio-
lin and plays music once again.
When Simon returns to your office 90 days

later, you reassess the MMSE and evaluate for
effectiveness of treatment using the target symp-
toms. He and his wife tell you that the repetitive
questioning has stopped and that he is now play-
ing his violin. This allows you to
continue treatment and monitor target symp-
toms, MMSE and FAST at six and 12 months.
When you initiate treatment with a

cholinesterase inhibitor, you can expect to see
about 25% of patients who derive an obvious
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Back to Simon
• Simon’s medical history includes a

cholecystectomy and well controlled
hypertsion.

• Physical examination and laboratory
investigations are normal.

• On a mini–mental state examination he
scored 22/30 with reduced short-term
memory (0/3), diminished orientation to time
(date, day and year) and poor performance
on serial seven’s (3/5).

• He is diagnosed with Alzheimer’s disease.



benefit and 50% who are usually no worse after
a year of followup. Families often report
improvement in both social connectedness (i.e.
the patient is more “tuned in” and like their “old
self ”) and behaviour (i.e. there is diminished
apathy, agitation, and anxiety).

Switching cholinesterase

Switching cholinesterase inhibitors is a
consideration at the follow-up appointment.
There is no reliable method to predict potential
responders from non-responders. For the 25%
of patients you determine to be non-responders
(at the three month followup), it is advisable to
consider switching to a different cholinesterase
inhibitor. Switching regimens have been
developed and are easy to use. There is evi-
dence that cholinesterase inhibitors can be help-
ful in patients with severe dementia. It is for this
reason that it is recommended that patients
remain on them if they are admitted to a nurs-

ing home. The abrupt withdrawal from a
cholinesterase inhibitor upon entering a nursing
home could worsen behavioral issues and
increase the need for psychotropic medications.
If a cholinesterase inhibitor is stopped, it is
important to monitor for functional and cogni-
tive decline so treatment can be restarted
promptly if needed.

The benefit of memantine

Memantine, an N-methyl-D-aspartate (NMDA)
antagonist, is available for use in Canada as
monotherapy or in addition to donepezil
hydrochloride for moderate to severe dementia
of the Alzheimer type (MMSE 3 to 14; FAST 5
to 6; FAST ≥ 6a). Challenging behavioural
symptoms, including agitation and aggression,
have recently been reported to be positively
influenced by therapy with memantine.

The restriction of memantine

Patients with GDS ≥ 7 do not benefit
from cholinesterase inhibitors or memantine.
Consideration should be given to discontinue
pharmacotherapy with cholinesterase inhibitors
and memantine when the patient moves to the
severe category (no target symptoms are met;
loss of clinical effect; MMSE < 10; FAST ≥ 7)
and the patient deteriorates to a point of having
no meaningful social interactions or quality of life.
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Take-home
message
1. The typical four-year delay between

symptom onset and the diagnosis and
treatment of Alzheimer’s disease can be
improved.

2. Functional Assessment STaging (FAST) with
the Global Deterioration Scale (GDS) are a
useful adjunct to the Folstein mini mental
state examination (MMSE) to assess
functional disability in the clinical evaluation
of Alzheimer’s disease.

3. Goal attainment scaling (GAS) assists in
focusing treatment goals at follow-up
appointments.

4. For the 25% of patients who do not respond
to the chosen cholinesterase, switching
cholinesterase inhibitors should be a
consideration at the follow-up appointment.

5. Memantine can be used as monotherapy or
in addition to donepezil hydrochloride for the
moderate to severe stages of Alzheimer’s
disease.


