CASE CONFERENCE

The Banner Alzheimer’s Institute Case Conference is a weekly
event in which physicians and staff discuss challenging and/

or teaching cases of patients seen at the Institute’s Memory
Disorders Clinic. These conferences are attended by a
multidisciplinary group that includes Banner Alzheimer’s
Institute dementia specialists, community physicians (internal
medicine, family medicine, and radiology), physician assistants,
social workers, nurses, medical students, residents, and fellows.

BANNER ALZHEIMER’S INSTITUTE

The Banner Alzheimer’s Institute located in Phoenix, Arizona, has
an unusually ambitious mission: to end Alzheimer’s disease without
losing a generation, set a new standard of care for patients and
families, and forge a model of collaboration in biomedical research.
The Institute provides high-level care and treatment for patients
affected by Alzheimer’s disease, dementia, and related disorders.

In addition, the Institute offers extensive support services for
families and many unique and rewarding research opportunities.
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When Is It Dementia?

Roy Yaari, MD, MAS;

Adam S. Fleisher, MD, MAS; Anna D. Burke, MD;
Helle Brand, PA; Jan Dougherty, RN, MS;

James D. Seward, PhD, ABPP;

and Pierre N. Tariot, MD

HISTORY OF PRESENTING ILLNESS

A 66-year-old man presented for a new patient evaluation
at the Banner Alzheimer’s Institute with his wife, who
supplemented the clinical history. The chief complaint was
“memory problems.” He had been laid off from work 6 years
before, as his company was downsizing. At that time, there
were no cognitive changes noted, although there were mild
depressive symptoms for which the patient was seeing a therapist.
Approximately 2 years ago, he began having mild word-finding
and name-finding difficulties. He would misplace items including
keys. Previously an avid traveler, he became disinterested in
traveling and even seemed somewhat fearful of doing so.

These issues gradually worsened over time. He began to
repeat questions and stories. At the time of evaluation, the
patient was independent in most activities of daily life. He
continued to manage their personal finances. His wife noted
that he was “slower with numbers” when preparing taxes. He
had recently missed a bill payment, which was unusual for
him. The patient admitted to his wife that he became lost while
driving at least 1 time, and she noted decreased confidence
with geographic orientation. He had some difficulty parking
straight in parking spaces and not fully pulling the car in all the
way. There were no significant safety concerns while driving.
He had some difficulty remembering codes for voice mail and
home security. He remained able to do all his household chores,
operate his computer and e-mail, and exercise regularly.

Within the last 2 years, he developed episodes during which
he would “act out his dreams,” thrashing during sleep and even
falling out of bed. His primary care physician initiated mirtazapine
for sleep concerns, but this made him feel like a “zombie,” and
he “could not function” The mirtazapine was discontinued
with resolution of the undesired effects. These sleep episodes
occurred every 2 weeks, and his wife could no longer share the
bed with him. He had become increasingly irritable and apathetic.
He developed a short temper, which was uncharacteristic.

The patient stated that he was aware of cognitive changes,
specifically with memory and spelling, which caused anxiety.

He had no visual hallucinations or psychosis. There was
no physical aggression or socially inappropriate behavior.

He stated that he would often experience light-headedness
when standing quickly and had “had that for years.” There
was no history of constipation, erectile dysfunction, visual
hallucinations, or gait changes; although, he felt that his
gait might be a little bit more unsteady than in the past.
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CLINICAL POINTS

¢ REM sleep behavior disorder may be idiopathic or may be a harbinger of mild cognitive
impairment (MCI) or other neurodegenerative disorders in older adults.

¢ The diagnosis of MCI can be subjective.

¢ Although cholinesterase inhibitors are widely used for treatment of MCI, there are

insufficient data to warrant their use in MCI.

PAST MEDICAL HISTORY

The patient had a history of hypercholesterolemia
and seasonal allergies. He had what appeared to
be an undiagnosed rapid eye movement (REM)
sleep behavior disorder. The patient had an
appendectomy and tonsillectomy in the past.

ALLERGIES

The patient was allergic to sulfamethoxazole and
trimethoprim (caused hives). He had an adverse
reaction with mirtazapine, as noted above.

MEDICATIONS

The patient’s current medications were rosuvastatin,
cetirizine, and fluticasone nasal spray. He also took fish

oil, aspirin 325 mg, a multivitamin, and vitamin E 400 IU.

SOCIAL HISTORY

The patient completed a PhD in a physical
science and attended prestigious universities for
both undergraduate and graduate school. He worked
as a physical scientist and retired in 2004 when his
company downsized. He lived with his wife. There
was no significant history of alcohol or tobacco use.

FAMILY HISTORY

The patient had a maternal grandmother with
“dementia” The patient’s parents died in their 80s
but were noted to be cognitively intact. His father
had a similar “sleep thrashing” in his later years,
but there was no evidence of a dementia.

—

Based on the clinical history alone, do you think:
A. He meets criteria for dementia
B. He is likely to be cognitively normal
C. He possibly has mild cognitive impairment
D. His cognitive issues are likely due to an
underlying psychiatric disorder

The DSM-1V (American Psychiatric Association,

2000) defines dementia as multiple cognitive deficits
that include memory impairment and at least 1 of the

e2) (doi:10.4088/PCC: 11alz01204
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following cognitive disturbances: aphasia, apraxia,
agnosia, or a disturbance in executive functioning. The
cognitive deficits must be sufficiently severe to cause
impairment in social or occupational functioning and
must represent a decline from a previously higher level of
functioning. A diagnosis of dementia should not be made
if the cognitive deficits occur exclusively during the course
of a delirium (American Psychiatric Association, 2000).
Mild cognitive impairment refers to cognitive
impairment that does not meet the criteria for normal
aging or dementia because the cognitive impairment does
not impair activities of daily living. Several criteria for
mild cognitive impairment have been proposed (Voisin
et al, 2003). Originally, mild cognitive impairment
emphasized memory impairment as a precursor state
for Alzheimer’s disease (Petersen et al, 1999). It then
became apparent that mild cognitive impairment is a
heterogeneous entity that affects other cognitive domains
and includes the prodromal stages of other dementias.
The diagnostic criteria for mild cognitive impairment
are not exact and require subjectivity in determining
whether a cognitive impairment is present or what
constitutes impairment in activities of daily living.

REFERENCES

American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders. Fourth Edition. Arlington,
VA: American Psychiatric Association; 2000.
Petersen RC, Smith GE, Waring SC, et al. Mild cognitive impairment:
clinical characterization and outcome. Arch Neurol. 1999;56(3):303-308.
Voisin T, Touchon ], Vellas B. Mild cognitive impairment: a nosological
entity? Curr Opin Neurol. 2003;16(suppl 2):S43-545.

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:
A. He meets criteria for dementia 60%
B. He is likely to be cognitively normal 0
C. He possibly has mild cognitive impairment 40%
D. His cognitive issues are likely due to an
underlying psychiatric disorder 0

The conference attendees who chose option A
stated that there was a history of a decline in social/
occupational functioning in that the patient stopped
traveling, was having difficulty with codes for voice mail
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and security, possibly needed assistance with directions
when driving, and was showing some subtle changes
with finances. Those who chose C felt that, in general,

symptoms were quite mild and did not interfere with daily

functioning. The treating physician felt that the patient
best met criteria for mild cognitive impairment. This
split demonstrates the subjectivity and thus interrater
variability in diagnosing mild cognitive impairment.

—

Based on the clinical history alone, what would you
expect his Mini-Mental State Examination (MMSE)
score to be?

A. 28-30

B. 25-27

C.22-24

D. 19-21

E. 15-18

A MMSE (Folstein et al, 1975) score generally
correlates with disease severity. Scores <9 can
indicate severe dementia, between 10-20 can indicate
moderate dementia, and >20 can indicate mild
dementia (Mungas, 1991). MMSE scores vary by age
and education. MMSE scores and age have an inverse
relationship, with scores ranging from a median of 29
for people aged 18 to 24 years, to a median of 25 for
individuals over the age of 80. MMSE scores and years
of education have a direct relationship. Those with 0
to 4 years of education have a median MMSE score
of 22, whereas those with at least 9 years of education
have a median MMSE score of 29 (Crum et al, 1993).

REFERENCES

Crum RM, Anthony JC, Bassett SS, et al. Population-based
norms for the Mini-Mental State Examination by age and
educational level. JAMA. 1993;269(18):2386-2391.

Folstein ME, Folstein SE, McHugh PR. “Mini-mental state”: a
practical method for grading the cognitive state of patients
for the clinician. J Psychiatr Res. 1975;12(3):189-198.

Mungas D. In-office mental status testing: a practical
guide. Geriatrics. 1991;46(7):54-58, 63, 66.

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:

A. 28-30 50%
B. 25-27 40%
C.22-24 10%
D. 19-21 0
E. 15-18 0

Most responses from case conference attendees
were in the upper ranges, indicating that the group
felt the patient’s cognitive symptoms were mild on
the basis of clinical history. The patient's MMSE
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score was 29/30. He missed 1 point on delayed
recall. His pentagon copy and written sentence
from the MMSE are shown in Figure 1 and 2.

Figure 1. The Patient’s Mini-Mental State Examination
Pentagon Drawing
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Figure 2. The Patient’s Sentence From the Mini-Mental

State Examination
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—

Based on the clinical history alone, what would you
expect his Montreal Cognitive Assessment (MoCA)
score to be?

A. 28-30

B. 25-27

C. 22-24

D. 19-21

E. 15-18

The MoCA (Nasreddine et al, 2005) is a 30-point
test that assesses several cognitive domains. Because
it is more challenging than the MMSE, it has greater
sensitivity for mild cognitive impairment and early
stages of dementia. With a cutoff score <26, the
sensitivity for detecting mild cognitive impairment
(N '=94) was found to be 90% and the specificity 87%.

REFERENCE

Nasreddine ZS, Phillips NA, Bédirian V, et al. The Montreal Cognitive
Assessment, MoCA: a brief screening tool for mild cognitive
impairment. ] Am Geriatr Soc. 2005;53(4):695-699.

—
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Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:

A. 28-30 50%
B. 25-27 40%
C. 22-24 10%
D. 19-21 0
E. 15-1 0

Most responses from those present at the case
conference were in the upper ranges, indicating
that the group felt the patient’s cognitive symptoms
were mild on the basis of the clinical history.

His MoCA score was 29/30, missing 1 point on
language repetition as shown in Figure 3.

Figure 3. The Patient’s Montreal Cognitive Assessment (MoCA) Test
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Based on the clinical history alone, what would you
expect his Category Retrieval Test score to be?
A.0-5
B. 6-10
C. 10-15
D. 15-20
E. 21-25

In the Category Retrieval Test, the examiner asks
the patient to name as many animals as possible in 1
minute. Performance on this measure is influenced by
age; unimpaired people in their 60s should name about 18
animals, whereas people in their 80s should name about
15 (Mitrushina et al, 2005). There is no hard-and-fast
cutoff for impairment. However, patients who name 4 or
more animals less than expected raise concerns. Note that
bilingual individuals are at a disadvantage on this test and
in other measures of verbal fluency (Gollan et al, 2002).

REFERENCES

Gollan TH, Montoya RI, Werner GA. Semantic and letter fluency in
Spanish-English bilinguals. Neuropsychology. 2002;16(4):562-576.
Mitrushina M, Boone KB, Razani J, et al. Handbook of Normative
Data for Neuropsychological Assessment. Second edition.
New York, NY: Oxford University Press; 2005.

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:

A.0-5 0
B. 6-10 0
C. 10-15 80%
D. 15-20 20%
E. 21-25 0

Again, most responses from case conference
attendees were in the upper ranges, indicating that
the group felt the patient’s cognitive symptoms were
mild on the basis of the clinical history. His Category
Retrieval Test score was 20, with no repetitions.

—

PHYSICAL EXAMINATION

The patient’s vital signs were blood pressure:
120/70 mm Hg, pulse: 68 bpm, height: 5 ft 9
in, and weight: 204.3 Ib. The patient’s general
physical examination was unremarkable.

NEUROLOGIC EXAMINATION

The patient’s neurologic examination was
unremarkable except for bilateral hearing aids,
occasional bilateral upper extremity arrests with rapid
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alternating movements, the presence of a mild snout
reflex, and mild postural instability with the pull test.

NEUROLOGIC EXAMINATION DISCUSSION

Different dementias may be associated with various
physical examination findings. However, most often
the physical examination is normal in the early stages.
Some subtle general findings can include frontal release
signs such as a positive snout, glabellar, or palmomental
reflex (Links et al, 2010). Postural instability is tested
clinically with the pull test, during which the examiner
stands behind the patient and firmly pulls the patient
backward by the shoulders after explaining the procedure.
Patients with normal postural reflexes are able to maintain
balance by stepping backward in 1 or 2 steps. Patients
with impaired postural reflexes, as seen in Parkinson’s
disease and parkinsonian diseases, are prone to fall if not
caught by the examiner or take multiple steps backward.
Initially, a positive pull test may be the only sign of
balance impairment, without evidence of gait changes or
falls (Bronte-Stewart et al, 2002; Smithson et al, 1998).

REFERENCES

Bronte-Stewart HM, Minn AY, Rodrigues K, et al. Postural instability
in idiopathic Parkinson’s disease: the role of medication and
unilateral pallidotomy. Brain. 2002;125(pt 9):2100-2114.
Links KA, Merims D, Binns MA, et al. Prevalence of primitive reflexes and
parkinsonian signs in dementia. Can J Neurol Sci. 2010;37(5):601-607.
Smithson E Morris ME, Iansek R. Performance on clinical tests of
balance in Parkinson’s disease. Phys Ther. 1998;78(6):577-592.

—

The clinical history and examination revealed the
following: cognitive changes, REM sleep behavior
disorder, postural instability, possible orthostatic
hypotension per patient report, and mild extrapyramidal
features. Given these findings, if the patient did have
an early progressive neurodegenerative condition,
what condition would be most likely?

A. Normal pressure hydrocephalus

B. Frontotemporal dementia

C. Lewy body dementia

D. Alzheimer’s disease

E. Progressive supranuclear palsy

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:

A. Normal pressure hydrocephalus 0
B. Frontotemporal dementia 0
C. Lewy body dementia 70%
D. Alzheimer’s disease 30%
E. Progressive supranuclear palsy 0

—
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IMPRESSION AT FIRST VISIT

The treating physician felt that, although the patient
does not meet criteria for dementia, he may be in the
prodromal stages of a Lewy body dementia. In addition
to dementia, features commonly observed in Lewy body
dementia include visual hallucinations, parkinsonism,
dysautonomia, cognitive fluctuations, REM sleep behavior
disorder, and neuroleptic sensitivity (McKeith et al,

2005). Whereas the dementia in Alzheimer’s disease
typically initially presents with memory loss as the
predominant feature, initial cognitive deficits in Lewy
body dementia are usually in visuospatial function
(Salmon et al, 1996). REM sleep disorder may be an
independent, idiopathic condition but could precede other
symptoms of Lewy body dementia or other dementias by
many years (Iranzo et al, 2006). The treating physician’s
overall impression at the first visit was as follows:

The patient is a 66-year-old male who presents for a
cognitive evaluation. The results of the cognitive testing
in conjunction with the clinical history do not suggest

a clear diagnosis. On the basis of the patient’s clinical
history, he may meet criteria for early dementia versus
mild cognitive impairment; however, the patient’s cognitive
testing was essentially within normal limits. It is noted
that his baseline cognition is at a very high level, given
his educational and professional attainment. Further
testing will be initiated. The patient has a recent onset of
REM sleep behavior disorder, what is described as light-
headedness if he stands up too quickly, some difficulties
parking straight, and mild changes with gait stability.
This brings into question whether the patient may have
the prodrome of a possible Lewy body dementia.

REFERENCES

Iranzo A, Molinuevo JL, Santamaria J, et al. Rapid-eye-movement sleep
behaviour disorder as an early marker for a neurodegenerative
disorder: a descriptive study. Lancet Neurol. 2006;5(7):572-577.

McKeith IG, Dickson DW, Lowe J, et al; Consortium on DLB. Diagnosis
and management of dementia with Lewy bodies: third report of
the DLB Consortium. Neurology. 2005;65(12):1863-1872.

Salmon DP, Galasko D, Hansen LA, et al. Neuropsychological deficits associated

with diffuse Lewy body disease. Brain Cogn. 1996;31(2):148-165.
— e

What tests should be ordered at this time?

A. Structural brain scan, thyroid-stimulating
hormone (TSH), vitamin B,,, and rapid plasma
reagin (RPR)

. Structural brain scan, complete blood count
(CBC), comprehensive metabolic panel (CMP),
TSH, vitamin B,,

. Neuropsychological testing

. Positron emission tomography (PET) scan

.Band C

B,C,and D
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Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:
A. Structural brain scan, TSH,

vitamin B,,, and RPR 0
B. Structural brain scan, CBC, CMP, TSH,

vitamin B, 10%
C. Neuropsychological testing 0
D. PET scan 0
E. Band C 70%
E B,C,and D 20%

The treating physician ordered formal
neuropsychological testing, a noncontrast magnetic
resonance image (MRI) scan of the brain, CMP, CBC,
vitamin B,,, and TSH (answer: E). One clinician present
at the case conference suggested ordering an erythrocyte
sedimentation rate test in addition to these tests to screen
for vasculitis or other autoimmune processes. Most in the
case conference group agreed. Those who thought a PET
scan should be ordered felt that it would be interesting to
see if there was objective evidence of a dementia process.
Current dementia guidelines do not recommend routine
fluorodeoxyglucose PET scans in dementia evaluations
(Knopman et al, 2001). It is useful for distinguishing
clinically ambiguous cases of Alzheimer’s disease versus
frontotemporal dementia and is reimbursable under
Medicare for this purpose. The treating physician was not
considering frontotemporal dementia in the differential
diagnosis and did not feel that it was clinically indicated.
Guidelines for a routine dementia workup include CBC,
CMP, vitamin B,,, and TSH tests and structural brain
imaging with either MRI or computed tomography
(Knopman et al, 2001). Neuropsychological testing is
generally indicated in clinically ambiguous cases.

REFERENCE

Knopman DS, DeKosky ST, Cummings JL, et al; Report of the
Quality Standards Subcommittee of the American Academy
of Neurology. Practice parameter: diagnosis of dementia (an
evidence-based review). Neurology. 2001;56(9):1143-1153.

—

Should a cholinesterase inhibitor be started at this time?
A. Yes
B. No

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:
A. Yes 10%
B. No 90%

Most attendees at the case conference did not think a

cholinesterase inhibitor was indicated at this time, but for
different reasons. Some felt that the REM sleep behavior
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issues should be pharmacologically addressed as a higher
priority, and others agreed that the highest priority should
be to address the irritability and anxiety first. Others felt
that in this case, since the diagnosis was most likely mild
cognitive impairment, a cholinesterase inhibitor was not
necessarily indicated (cholinesterase inhibitor treatment
is not FDA approved for this purpose). Several studies
have investigated cholinesterase inhibitors in treatment
of mild cognitive impairment, but they did not show
significant evidence to support their use (Petersen et

al, 2005; Salloway et al, 2004; Doody et al, 2009; Mayor,
2005; Feldman et al, 2007). A donepezil study showed a
lower rate of progression to Alzheimer’s disease during
the first year, but this finding was not sustained over the
3-year duration (Petersen et al, 2005). Despite the paucity
of data, cholinesterase inhibitors are often initiated for
mild cognitive impairment in clinical practice. In this
case, the treating physician, after discussing the data with
the patient, did not initiate a cholinesterase inhibitor.

REFERENCES
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of patients with MCI: a 48-week randomized, placebo-
controlled trial. Neurology. 2009;72(18):1555-1561.

Feldman HH, Ferris S, Winblad B, et al. Effect of rivastigmine on
delay to diagnosis of Alzheimer’s disease from mild cognitive
impairment: the InDDEx study. Lancet Neurol. 2007;6(6):501-512.

Mayor S. Regulatory authorities review use of galantamine in
mild cognitive impairment. BM]J. 2005;330(7486):276.

Petersen RC, Thomas RG, Grundman M, et al; Alzheimer’s Disease
Cooperative Study Group. Vitamin E and donepezil for the treatment of
mild cognitive impairment. N Engl ] Med. 2005;352(23):2379-2388.

Salloway S, Ferris S, Kluger A, et al; Donepezil 401 Study Group.
Efficacy of donepezil in mild cognitive impairment: a randomized
placebo-controlled trial. Neurology. 2004;63(4):651-657.

—

What pharmacologic treatment should be initiated,
if any?

A. None at this time

B. Start a cholinesterase inhibitor

C. Start a selective serotonin reuptake inhibitor

(SSRI)
D. Melatonin
E. Clonazepam

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:

A. None at this time 10%
B. Start a cholinesterase inhibitor 10%
C. Start an SSRI 30%
D. Melatonin 50%
E. Clonazepam 0

Half of the group present at the case conference wished
to address the REM sleep behavior disorder initially
with melatonin. Others felt that an SSRI would be useful
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in treating the patients irritability, apathy, and anxiety.
The treating physician opted to monitor symptoms,

and no pharmacologic agents were initiated. Some data
suggest efficacy of melatonin for treatment of REM sleep
behavior disorder, although clonazepam continues to

be the most useful agent (Kunz and Mahlberg, 2010).

REFERENCE

Kunz D, Mahlberg R. A two-part, double-blind, placebo-
controlled trial of exogenous melatonin in REM sleep
behaviour disorder. ] Sleep Res. 2010;19(4):591-596.

—

Given the issues with driving, what should be done
at this time?
A. No need to discuss driving at this time; the
patient does not have dementia
B. Driving must stop; report to the Department of
Motor Vehicles if patient refuses
C. Advocate for wife to monitor; suggest formal
driving evaluation
D. Restrict driving to within 5 miles from home

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:
A. No need to discuss driving at this time;
the patient does not have dementia 0
B. Driving must stop; report to the
Department of Motor Vehicles if

patient refuses 0
C. Advocate for wife to monitor;

suggest formal driving evaluation 100%
D. Restrict driving to within 5 miles

from home 0

The treating physician advocated that his
wife monitor driving for safety concerns. It
was recommended, but not required, that the
patient have a formal driving assessment.

—

THE TREATING PHYSICIAN’S
PLAN AT THE FIRST VISIT

(1) Order formal neuropsychological testing to
help assess the patient’s relative strengths
and weaknesses and to see if the patient has
a cognitive pattern consistent with an early
progressive neurodegenerative condition, and if
so, which one.

(2) Order an MRI of the brain to rule out
intracranial pathology.

(3) Order CBC, CMP, vitamin B,,, and TSH tests as
part of the cognitive workup.

doi:10.4088/PCC.11alz01204 , -7
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(4) Hold off on initiation of a cholinesterase
inhibitor at this time and discuss further after the
testing has been completed.

(5) The patient has had some increased irritability,
anxiety, and social withdrawal. We will
continue to monitor the mood and consider an
antidepressant in the future if indicated.

(6) The possibility of treating the REM sleep
behavior disorder was discussed, but since
episodes are relatively infrequent, we decided to
hold off at the current time.

(7) The importance of optimizing physical, social,
and mental activities was discussed.

(8) The issue of driving was discussed. The patient
has had some minor issues with parking, and,
therefore, it is recommended at this time that
he should have a formal driving evaluation. The
patient was provided several possibilities wherein
testing could be done. His wife was advised to
continue to monitor the patient’s driving.

(9) The possibility of participating in clinical
research was briefly discussed. The patient and
his wife appeared amenable, and we will discuss
this further in the future.

(10) The patient will return for a follow-up visit 2
weeks after the neuropsychological testing has
been completed.

FORMAL NEUROPSYCHOLOGICAL TEST
ANALYSIS AND CONCLUSIONS

Scores on almost all of the tests given in this
evaluation were within normal limits for his age group.
However, a closer examination of the scores reveals a
pattern of cognitive strengths and weaknesses, which
is consistent with the presence of a mild cognitive
impairment; although, from strictly a test-based
standpoint, the scores may not be low enough to meet
formal criteria for this disorder. Of specific concern
were his difficulties on both the immediate and delayed
recall of a spoken word list, a task which is sensitive
to the presence of mild cognitive impairment.

His performance on an IQ test is of note. This test
revealed an IQ in the average range, which is less than
expected given his stellar occupational and educational
attainment. Examination of the individual subtests
that contributed to this summary score revealed a

group. However, as mentioned, this is judged to

be a decrease from higher premorbid abilities.
Diagnostically, when considered in the context of the

information contained in his chart, the results of this

evaluation are most consistent with the presence of a

multidomain mild cognitive impairment, with deficits in

memory, executive functioning, and speed of information

processing. This pattern of cognitive deficits could be

due to either a Lewy body process or an Alzheimer’s

disease process; the pattern is not specific enough.

LABORATORY VALUES

The CBC, CMP, TSH, and vitamin
B,, tests were all normal.

NONCONTRAST MRI BRAIN SCAN
Unremarkable study.

PRESENTING ILLNESS UPDATE

The patient returned for follow-up 6 weeks after his
initial appointment. The REM sleep behavior disorder
increased in frequency. He has had some episodes of
vocalizations as well. The patient continues to drive
and, per his wife, has had 1 minor incident where he hit
the curb when turning around. The patient denied this.
His wife notes that he may have some slowing down of
his processing speed. His cognitive changes have not
significantly affected his day-to-day activities in any
way. He continues to have anxiety and irritability.

—

Given the results of the neuropsychological testing,
in conjunction with the clinical history, what diagnosis
should be given?

A. Lewy body dementia

B. Alzheimer’s disease

C. Multiple domain amnestic mild cognitive

impairment

D. Depression

E. Cognitively normal

E Not enough data to give a diagnosis

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:

pattern of relative strengths on measures that tapped A. Lewy body dementia 10%
his overlearned, rote knowledge and abilities and B. Alzheimer’s disease 0
relative weaknesses on measures that required novel C. Multiple domain amnestic mild cognitive
problem solving or the mental manipulation of impairment 90%
information. Thus, this “average” score is misleading. D. Depression 0

It is important to stress that although he E. Cognitively normal 0
displayed the previously mentioned pattern of E. Not enough data to give a diagnosis 0
strengths and weaknesses, even his low scores
were generally within normal limits for his age
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The majority of the group agreed with the
interpretation of the neuropsychological testing.
Although all test scores were in the normal range for
age-matched controls, there was a relative weakness in
certain areas, and given his occupational and educational
attainment, his scores were expected to be higher.

Even though his scores were within normal range, they
most likely represent a decline from his baseline.

—

What pharmacologic treatment should be initiated?
A. None at this time
B. Start a cholinesterase inhibitor
C. Start an SSRI
D. Melatonin
E. Clonazepam

—

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:

A. None at this time 0
B. Start a cholinesterase inhibitor 10%
C. Start an SSRI 40%
D. Melatonin 50%
E. Clonazepam 0

The group continued to be split between treating
the irritability/anxiety with an SSRI versus the REM
sleep behavior. The treating physician initiated
citalopram 10 mg for 1 week, and then 20 mg
thereafter. Once the citalopram was stable for 2 weeks,
then melatonin 3 mg qhs would be initiated.

—

Given the new incident with driving, what action should
be taken?
A. Report to Department of Motor Vehicles; patient
should not drive
B. Restrict driving to daytime, within 2 miles
C. Formal driving evaluation
D. Take a driving safety class

Your colleagues who attended the Banner Alzheimer’s
Institute Case Conference answered as follows:
A. Report to Department of Motor Vehicles;

patient should not drive 0
B. Restrict driving to daytime, within 2 miles 0
C. Formal driving evaluation 100%
D. Take a driving safety class 0

Prim Care,CompaniomCNS Disord 2011;13(3)
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Rounds From Banner Alzheimer’s Institute

The treating physician strongly recommended that the
patient have a formal driving evaluation. The patient had
this evaluation through a private company for safety and
liability concerns. He passed this test without difficulty.

—

PRESENTING ILLNESS UPDATE

We received a phone call that citalopram had
made REM sleep behavior disorder “more bizarre”
Melatonin was started 2 weeks after citalopram with
no obvious benefit. Melatonin was increased to 6 mg
with no obvious benefit and discontinued. Although
benzodiazepines are generally not recommended in
patients with cognitive disorders, clonazepam 0.5 mg
ghs was initiated with no cognitive or other adverse
events. Clonazepam 0.75 mg ghs was found to be an
optimal dose, controlling the REM sleep behaviors by
“98%” per the patient’s wife. One year later, the patient
continues to be followed in the Memory Disorders Clinic
at the Banner Alzheimer’s Institute. Although there has
been subtle cognitive worsening, he continues to meet
criteria for a diagnosis of mild cognitive impairment.

—

DISCLOSURE OF OFF-LABEL USAGE

The authors have determined that, to the best
of their knowledge, clonazepam is not approved
by the US Food and Drug Administration for the
treatment of REM sleep behavior disorder, and
donepezil is not approved for the treatment of MCI.
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