
1Biogen | Confidential and Proprietary
Veeva ID: Biogen-80099

Date of preparation: January 2021 For Clinical and Medical Use Only | Do Not Distribute

Highlights:
Recommendations of the 5th Canadian Consensus 
Conference on the diagnosis and treatment of dementia
Alzheimers Dement. 2020 Aug;16(8):1182-1195. 

doi: 10.1002/alz.12105

Ismail Z, Black SE, Camicioli R, Chertkow H, Herrmann N, Laforce R Jr, Montero-Odasso M, Rockwood K, Rosa-Neto 

P, Seitz D, Sivananthan S, Smith EE, Soucy JP, Vedel I, Gauthier S; CCCDTD5 participants

CCCDTD: Canadian Consensus Conference on the Diagnosis and Treatment of Dementia 
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History of CCCDTD recommendations

1. Committee O. CMAJ. 1991;144:851-853. 2. Patterson C, et al. CMAJ. 1999;160: S1. 3. Chertkow H. CMAJ. 2008;178:316-321. 
4. Gauthier S, et al. Can Geriatr J. 2012;15:120. 5. Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

AD: Alzheimer’s disease; CCCDTD: Canadian Consensus Conference on the diagnosis and treatment of dementia 
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Methodology

• Guided by the AGREE II collaboration1

• Working groups represented by:

– Neurology

– Psychiatry

– Geriatric medicine

GRADE: Grading of Recommendations, Assessment, Development and Evaluation

1. Brouwers MC, et al. CMAJ. 2010;182:E839-842. 2. Patterson C, et al. CMAJ. 1999;160:S1.

Needs assessment Advances in the field

Topics

• The GRADE system was followed (when possible)2

– Primary care 

– Experienced researchers 
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Methodology (cont’d)

• Semi-structured consensus building methodology: Based on the Delphi process1

• Recommendations were endorsed or rejected, with comment boxes for participant 
feedback 

1. AGREE Collaboration. Qual Saf Health Care. 2003;12:18-23.

Working groups Recommendations and 

background documentation

Voted on by >50 diversified 

Canadian experts
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Methodology (cont’d)

Recommendations with:

• Organizations relevant to the care of people with dementia could appoint nonvoting 
delegates as observers 

• At the conference, each topic was summarized along with the results of the online voting 

≥80%

Endorsed

60–80%

Revised and re-voted with               

2 delegates/working group

<60%

Dropped

≥80%

Endorsed
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Topics

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

NIA research framework for AD diagnosis1

Diagnosis and treatment of vascular cognitive impairment (VCI)2

Dementia case finding and detection3

Use of neuroimaging and fluid biomarkers4

Non-cognitive markers of dementia5

Risk reduction6

Psychosocial interventions7

Deprescription of anti-dementia drugs8

AD: Alzheimer’s disease; NIA: National Institute on Aging



Recommendations



1. NIA research framework for AD 
diagnosis
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Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

1. NIA research framework for AD diagnosis

Key point

• The ATN classification for AD is intended for research

– NOT for routine clinical care especially in asymptomatic persons

NIA: National Institute on Aging; AD: Alzheimer’s disease; ATN: Amyloid beta (Aß) deposition, pathologic tau, and neurodegeneration

Clinical implications 

In practice

• These recommendations are relevant to individuals with minimal symptoms and 
requesting diagnostic imaging

– Can lead to discussion of the value of diagnostic imaging in cognitively normal 
individuals as well as relevant screening and prevention topics
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1. NIA research framework for AD diagnosis (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

1. 
Adopt the criteria for the biological (ATN) definition of AD only for observational 

and interventional research
1B (94%)

2.
Add other pathological factors as soon as there are validated instruments to 

reliably measure their levels
1C (87%)

NIA: National Institute on Aging; ATN: Amyloid beta (Aß) deposition, pathologic tau, and neurodegeneration; AD: Alzheimer’s disease
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NOT recommended
GRADE

(% endorsement)

3.
Do NOT use amyloid and tau imaging without memory decline, outside of the 
research setting  

1A (100%)

1. NIA research framework for AD diagnosis (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

NIA: National Institute on Aging; AD: Alzheimer’s disease
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NIA-AA: National Institute on Aging and Alzheimer's Association; AD: Alzheimer’s disease; TDP-43: Transactive response DNA binding 
protein 43 kDa

Gauthier S, et al. Alzheimers Dement. 2020;6(1):e12036.

1. Research diagnostic criteria for Alzheimer’s Disease

Clinical implications 
The NIA-AA framework extends the neuropathological definition of AD (abnormal amyloid-ß and tau) to 

individuals living with the use of in vivo amyloid-ß (A) and tau (T) biomarkers

Compendium

Key points
• We recommend adopting the criteria for the biological definition of AD proposed by the NIA-AA 

working group in 2018 only for observational and interventional research.

– Given that the presence of brain amyloid and/or tau in cognitively normal people is of uncertain 
significance, we discourage the use of amyloid and tau imaging without memory decline, 
outside of a research setting. 

– We recommend adding to this biological definition other pathological factors such as vascular, 
inflammatory, synuclein and TDP-43 as soon as there are validated instruments to reliably 
measure their levels.
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1. Research diagnostic criteria for Alzheimer’s Disease

Clinical implications 

In practice

• The medical community should be clear in its discussion with patients, the media and the general 

public that the presence of brain amyloid and/or tau in cognitively normal people is of unclear 

significance at the present time.

Compendium

Gauthier S, et al. Alzheimers Dement. 2020;6(1):e12036.



2. Diagnosis and treatment of 
vascular cognitive impairment 
(VCI)
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Key point

• Persons with cognitive decline associated with vascular risk factors should have a brain 
MRI and tight control of their BP and other risk factors

In practice

• Important considerations for managing patients presenting with vascular risk factors

• Reinforces the use of all available drugs for VCI

– May be challenging because of possible provincial restrictions for VCI vs. AD

2. Diagnosis and treatment of VCI

Clinical implications 

What’s new in these recommendations

• Update and harmonize previous guidance

• Clarified aspirin use

Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

VCI: Vascular cognitive impairment; MRI: Magnetic resonance imaging; BP: Blood pressure; AD: Alzheimer’s disease 
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2. Diagnosis and treatment of VCI

Clinical implications 

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

1. MRI over CT for investigating VCI 2C (98%)

2.
Use standardized criteria (i.e., VAS-COG, DSM5, VICCCS, or AHA) for the diagnosis 

of vascular MCI and VD 1C (100%)

3a.
Treatment of HT may reduce risk of dementia

• Assess, diagnose, and treat HT according to guidelines 
1B (98%)

3b.

For patients with cognitive disorders in which a vascular contribution is 

known/suspected:

• Strongly consider antihypertensive therapy for average diastolic 

BP ≥90 mmHg and for average systolic BP ≥140 mmHg 

1B (96%)

3c.

In middle-aged/older persons being treated for HT with associated vascular risk 

factors:

• A systolic BP treatment target of <120 mmHg may be associated with a 

decreased risk of developing MCI and should be considered when deciding 

on the intensity of therapy 

2C (83%)

AHA: American Heart Association; BP: Blood pressure; CT: Computed tomography; DSM5: Diagnostic and Statistical Manual of Mental Disorders; 

HT: Hypertension; MCI: Mild cognitive impairment; MRI: Magnetic resonance imaging; VAS-COG: Vascular behavioural and cognitive disorders; VCI: 

Vascular cognitive impairment; VD: Vascular dementia; VICCCS: Vascular Impairment of Cognition Classification Consensus Study
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

2. Diagnosis and treatment of VCI (cont’d)

Recommendations
GRADE

(% endorsement)

4. 
All patients with cognitive symptoms or impairment: 
• Should receive guideline-recommended treatments to prevent first/recurrent stroke 

1B (98%)

5.
Cholinesterase inhibitors and the NMDA receptor antagonist memantine may be 

considered for the treatment of VCI in selected patients

2B (89%)

NMDA: N-methyl-D-aspartate; VCI: Vascular cognitive impairment
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

2. Diagnosis and treatment of VCI (cont’d)

NOT recommended
GRADE

(% endorsement)

Do NOT use aspirin for patients with MCI or dementia who have brain imaging 
evidence of covert white matter lesions of presumed vascular origin without history of 
stroke or brain infarcts 

2C (96%)

6b.

The effects of aspirin on cognitive decline in patients with MCI/dementia 
who have covert brain infarcts detected on neuroimaging without history of 
stroke has not been defined 
• The use of aspirin in this setting is reasonable, but the benefit unclear 

2C (86%)

6a.

VCI: Vascular cognitive impairment; MCI: Mild cognitive impairment 
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2. Guidelines for management of vascular cognitive                               
impairment (VCI)

Smith EE, et al. Alzheimer’s Dement. 2020;6:e12056.

Key points
• Strongly recommended: Standardized diagnostic criteria; neuroimaging with MRI instead of CT 

(where available); management of hypertension to conventional blood pressure targets; and risk 
reduction for stroke.

• Slightly or conditionally recommended: Intensive blood pressure lowering in middle-aged adults 
with vascular risk factors; use of ASA in persons with VCI and covert brain infarcts but not if only 
white matter lesions are present; and use of cholinesterase inhibitors.

Clinical implications 

MRI: Magnetic resonance imaging; CT: Computed tomography; ASA: Acetylsalicylic acid

Compendium
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In practice

• Aspirin use: It seems reasonable to investigate and treat individuals with covert brain infarcts and 

VCI as is commonplace with symptomatic brain infarcts and VCI, including providing ASA

− The use of ASA should be reserved for patients who are likely to tolerate it, and who do not have 

an excessive risk of bleeding

ASA: Acetylsalicylic acid

Expert opinion provided by Dr. Eric E. Smith.

Compendium
2. Guidelines for management of vascular cognitive                               

impairment (VCI)

Clinical implications 



3. Dementia case finding and  
detection
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Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

3. Dementia case finding and detection: Clinical implications

What’s new in these recommendations

• Initial assessment flowchart (see next slide)
• Including informant-based information is important to get a clear picture
• SCD formally a research construct but very important for capturing pre-clinical disease for 

early intervention, especially with the arrival of DMAs

DMAs: Disease modifying agents; SCD: Subjective cognitive decline

Key point 
• Clinically significant patient/informant-reported memory concerns should lead to questions on 

changes in mood, behaviour and function, as well as a psychometric test

In practice 
• Some scales/tools are not suitable for some situations

– The focus is the integration of measurement-based assessment, regardless of the tool used 
• Informant-based assessment of cognition, behaviour and function is important, in addition to 

patient-based assessment 
• Guidance on identifying SCD to help put people on track early to receive appropriate tests 

and plan of action
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TANG-WAI DF, et al. Alzheimer's & Dementia: Translational Research and Clinical Interventions. 2020. DOI: https://doi.org/10.1002/trc2.12057

CCCDTD5: Initial assessment flowchart
START

Does the patient and/or 

informant complain of 

behavioural and/or 

cognitive changes?

Are there 

objective changes 

in behaviour 

and/or cognition?

Is additional 

detailed cognitive 

testing required?

NO

YES

YES YES

NO

Refer to “Is there a role for screening at-

risk patients without clinical concerns? In 

what context is assessment for dementia 

appropriate?” recommendations 

Refer to “What tools can be 

used to evaluate patients in 

whom cognitive decline is 

suspected?” 

recommendations 

Refer to “What is the approach to 

those with cognitive concerns 

but without objective changes 

(i.e. recommendations for SCD?”

recommendations 

Refer to “How do we track 

response to treatment and 

change over time?”

recommendations 

SCD with/without 

behavioural changes (MBI)

MCI with/without 

behavioural changes (MBI)

Dementia with/without 

behavioural changes

Diagnostic possibilities based on:

1) patient complaint

2) informant information

3) presence or absence of early behavioural

symptoms 

4) performance on cognitive testing

Refer to “What important 

information can be 

gained from an informant 

using which measures?”

recommendations 

Refer to “What 

instruments can be 

used to get more in-

depth information to 

diagnose MCI or 

dementia?”

recommendations 

CCCDTD: Canadian Consensus Conference on the diagnosis and treatment of dementia; MBI: Mild behavioural impairment; 

MCI: Mild cognitive impairment; SCD: Subjective cognitive decline

Continue to 

Compendium Key 

messages

https://doi.org/10.1002/trc2.12057
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Dementia case finding and detection: Screening at-risk patients

Recommendations
GRADE 

(% endorsement)

2.
Primary care HCPs should be vigilant for potential symptoms of cognitive disorders in 
older or at-risk individuals

1C

If there is clinical concern for a cognitive disorder (patient may not share due to 
anosognosia):
• Validated assessments of cognition, ADL, and neuropsychiatric symptoms are 

indicated

1A (95%)

3.
In persons at elevated risk for cognitive disorders: 
• It is reasonable to ask the patient/informant about concerns regarding memory 

2C

If clinically significant memory concerns are elicited:

• Further evaluation using validated assessments of cognition, behaviour, and 

function is appropriate

1B (98%)

ADL: Activities of daily living; HCP: Health care professionals 
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NOT recommended
GRADE 

(% endorsement)

1.
Do NOT use cognitive testing to screen asymptomatic adults for the presence of MCI 

or dementia, including persons with risk factors

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Dementia case finding and detection: Screening at-risk patients
(cont’d)

Back

MCI: Mild cognitive impairment
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Dementia case finding and detection: Tools 

Recommendations
GRADE

(% endorsement)

2.
Primary care HCPs should stay vigilant for potential early symptoms of cognitive 
disorders in older individuals who may be less likely to report, and in older individuals 
with warning signs

1C

If there is a clinical concern for a cognitive disorder (patients may not always share 
due to lack of insight):
• Validated assessments of cognition, ADL, and neuropsychiatric symptoms are 

indicated 

1A (95%)

3. 

In persons with elevated risk for cognitive disorders or with medical conditions 
associated with cognitive disorders:
• It is reasonable to ask the patient/informant about concerns regarding cognition and 

behaviour 

2C

If clinically significant cognitive concerns are elicited:
• Further evaluate using validated assessments of cognition, behaviour, and function 1B (93%)

ADL: Activities of daily living; HCP: Health care professionals 
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Dementia case finding and detection: Tools (cont’d)

Recommendations
GRADE 

(% endorsement)

4.

The distinction between MCI and dementia is important and is currently based on 
clinical assessment of cognition and function 
• For screening purposes, examine the complaint with the patient/family member and 

proceed with an objective assessment of cognition and functional impairment 

1A (88%)

5. 

An objective assessment of the patient’s cognitive function could be achieved by using 
rapid psychometric screening tools
• E.g., the MIS + CDT, the Mini-Cog, the AD-8, the four item version of the MoCA, 

and the GPCOG

2B (93%)

6.

If more time is allowed, a more comprehensive psychometric screening tool is 
preferred
• MMSE is recommended in many countries but lacks sensitivity for the diagnosis of 

mild dementia or MCI

• The MoCA is more sensitive to MCI than the MMSE and its use is recommended 
when MCI is suspected or in cases where there is suspicion of cognitive impairment 
or concern about the patient’s cognitive status, and the MMSE score is in the 
“normal” range (24+ out of 30)

1B (93%)

AD-8: Ascertain Dementia 8; CDT: Clock drawing test; GPCOG: GP Assessment of Cognition; MCI: Mild cognitive impairment; 

MIS: Memory impairment screen; MMSE: Mini-Mental State Examination; MoCA: Montreal Cognitive Assessment 
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Dementia case finding and detection: Tools (cont’d)

AD-8: Ascertain Dementia 8; BPSD: Behavioural and psychological symptoms of dementia; DAD: Disability Assessment for 
Dementia; FAQ: Functional Activities Questionnaire; IQCODE: Informant Questionnaire on Cognitive Decline in the Elderly; MBI-C: 
Mild Behavioural Impairment Checklist; NPI-Q: Neuropsychiatric Inventory; PHQ: Patient Health Questionnaire-9 

Recommendations
GRADE

(% endorsement)

7. 
The use of longitudinal serial cognitive assessments (e.g., QuoCo curves) might 
optimize accuracy for distinguishing participants with dementia from healthy controls 1C (80%)

8.

To obtain information in addition to that provided by the other psychometric screening 
tools, or if the patient is unable to answer questions on the screening tools, have the 
caregiver complete a questionnaire for identifying a cognitive and/or functional change 
(e.g., AD-8 or IQCODE) 

1B (93%)

9.
Combining cognitive tests with functional screens and informant reports may improve 
case-finding in people with cognitive difficulties

1A (95%)

10.
Rapid screening of functional autonomy should be completed by an objective 
assessment with the patient and family member using the Pfeffer FAQ or the DAD 

1C (89%)

11.
If a personality, behaviour, or mood change has been observed, an objective 
assessment of the BPSD with the patient and family member using the short version of 
the NPI-Q, MBI-C or if a mood change has been observed with the PHQ

1A (93%)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.



29Biogen | Confidential and Proprietary
Veeva ID: Biogen-80099

Date of preparation: January 2021 For Clinical and Medical Use Only | Do Not Distribute

NOT recommended
GRADE 

(% endorsement)

1.

Routine screening of asymptomatic individuals has no evidence

• Do NOT use cognitive testing to screen asymptomatic adults for the presence of 

MCI or dementia

1C (95%)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Dementia case finding and detection: Tools (cont’d)

MCI: Mild cognitive impairment

Back
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Dementia case finding and detection: Informant-based information

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

1. 
Due to variability in insight into cognitive, functional, and behavioural changes, reports 
from a reliable informant is an essential component for the assessment of patients with 
suspected neurocognitive disorders at all settings 

1C (91%)

2.
The use of standardized tools to obtain informant report on changes in cognition, 
function, and behaviour is recommended
• They increase diagnostic accuracy when combined with patient-related measures

1C (93%)

3.
≥1 informant-based tools that cover cognitive, functional, and behavioural aspects is 
recommended 

1C (86%)

4.

There is ongoing development of informant-based tools, and based on current 
evidence use tools that measure informant’s report of: 
• Cognitive changes 
• Cognitive and functional changes
• Functional changes combined with cognitive assessment as an alternative
• Behavioural changes

1B (86%)

Back
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Dementia case finding and detection: Instruments to diagnose 
MCI or Dementia

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

In addition to neuropsychological testing, the following are recommended with regard to the instruments 
available for more in-depth cognitive evaluation of MCI and dementia:

Recommendations
GRADE

(% endorsement)

1. 

A number of well-validated instruments exist to help in the process of MCI or dementia 
diagnosis 
• BUT diagnosis of MCI or dementia should NOT be solely based on an impaired 

result on cognitive screening tests

1B (100%)

2.
Cognitive screening tools exist specifically for the early identification of MCI
• MoCA offers strong normative data
• TorCA has just been recently published

(87%)
1C
2B

3.
Consider the DCQ, a new cognitive screening tool developed based on updated 
criteria for atypical syndromes

2B (84%)

4.
Innovative new tools exist to allow longitudinal cognitive evaluation based on serial 
cognitive assessments

1C (80%)

Back

DCQ: Dépistage Cognitif de Québec; MCI: Mild cognitive impairment; MoCA: Montreal Cognitive Assessment;

TorCA: Toronto Cognitive Assessment
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Dementia case finding and detection: SCD

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

1. 
Patients presenting with consistent subjective cognitive complaints, with normal 
cognitive testing, in absence of obvious impairment in IADLs:
• Should undergo an appropriate diagnostic workup 

1B (93%)

2.
Obtaining corroborative history is essential and has prognostic significance. 
• Reliable informant information should be obtained for changes in cognition, 

function, and behaviour/neuropsychiatric symptoms
1B (95%)

3.

Use of structured scales for: 
• Objective and subjective cognition
• Informant reported cognition/function
• Behaviour and self

1B (95%)

4.
For patients with a negative corroborative history, reassurance should be provided, 
and follow-up offered if the patient or informant sources note deterioration in the future 
in any of the domains of cognition, function, or behaviour

2C (89%)

IADL: Instrumental Activities of Daily Living; SCD: Subjective cognitive decline
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Dementia case finding and detection: SCD (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

5. 
For patients with a positive corroborative history:
• Annual follow-ups are recommended 

1B (91%)

6.

For patients with a positive corroborative history the following might be considered:
• Referral to a primary or specialty care memory clinic
• Further investigation with lab testing, neuroimaging, detailed neuropsychiatric 

testing

2C (86%)

7.
Patients with SCD and significant psychiatric symptoms could be referred for 
psychiatric assessment and/or treatment, depending on the clinician’s expertise

1B (95%)

8.
All patients presenting with SCD should be provided with information on the WHO 
recommendations for the prevention of dementia

1C (98%)

SCD: Subjective cognitive decline; WHO: World Health Organization

Back
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Dementia case finding and detection: Tracking treatment 
response and change over time

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

1. 

Tracking response to treatment and change over time should be individualized, and 

requires a multi-dimensional approach

• Should NOT rely on a single tool or clinical domain

• Requires caregiver or reliable informant input

• Base clinical response on assessment of: cognition; functional autonomy; 

behaviour; caregiver burden

• Visits typically vary between 6–12 months 

– Patients with dementia may need more frequent reassessment 

• Not all domains need to be assessed at every visit, but all domains must be 

evaluated at least annually

1C (95%)
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Dementia case finding and detection: Tracking treatment 
response and change over time (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

NOT recommended
GRADE

(% endorsement)

2.
Commonly used scales in clinical trials of dementia (e.g., ADAS–Cog, SIB) are not 
familiar to most clinicians and are NOT recommended for clinical practice

1C (91%)

3MS: Modified MMSE; ADAS–Cog: Alzheimer’s Disease Assessment Scale–Cognition; MMSE: Mini-Mental Status Examination; 

MoCA: Montreal Cognitive Assessment; RUDAS: Rowland Universal Dementia Assessment Scale; SIB: Severe Impairment Battery

Recommendations
GRADE 

(% endorsement)

2. 

Folstein’s MMSE is recommended as one of the primary tools for tracking cognitive 
response and change over time

1A

Alternate tools (e.g., standardized MMSE, 3MS, MoCA, RUDAS, Clock Drawing Test) 
can be reasonable options for follow-up 

1C



36Biogen | Confidential and Proprietary
Veeva ID: Biogen-80099

Date of preparation: January 2021 For Clinical and Medical Use Only | Do Not Distribute

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

ADCS-ADL: Alzheimer’s Disease Cooperative Study Activities of Daily Living; ADL: activities of daily living; DAD: Disability Assessment in 

Dementia; FAQ: Functional Activities Questionnaire; FAST: Functional Assessment Staging Scale; IADL: instrumental activities of daily 

living; OARS: Older Americans Resources and Services Multidimensional Functional Assessment; PDS: Progressive Deterioration Scale 

Dementia case finding and detection: Tracking treatment 
response and change over time (cont’d)

NOT recommended
GRADE

(% endorsement)

3.
Commonly used scales in clinical trials of dementia (e.g., ADCS-ADL, PDS) are not 
familiar to most clinicians and are NOT recommended for clinical practice

1C (95%)

Recommendations
GRADE 

(% endorsement)

3. 

Assessing performance on IADLs and ADLs is integral in the follow-up of treated 
patients 

1C

Functional assessment can be done with validated and more familiar tools (e.g., DAD, 
FAST, FAQ, the OARS, the Barthel Index Score) 

• In specialty clinics, more detailed assessments may be considered
1C (95%)
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Dementia case finding and detection: Tracking treatment 
response and change over time (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

NOT recommended
GRADE

(% endorsement)

4.
Commonly used scales for assessment of BEHAVE-AD and the NPI are not familiar to 
many clinicians and are NOT recommended for clinical practice

1C (95%)

BEHAVE-AD: Behavioural Pathology in Alzheimer’s Disease Rating Scale; GDS: Geriatric Depression Scale; 

NPI-Q: Neuropsychiatric Inventory; PHQ-9: Patient Health Questionnaire

Recommendations
GRADE 

(% endorsement)

4. 
Assess behaviour with validated, familiar, and simpler tools (e.g., NPI-Q, the GDS, the 
Cornell Scale for Depression in Dementia, the PHQ-9) 
• In specialty clinics, more detailed assessments may be considered

1C (95%)
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NOT recommended
GRADE

(% endorsement)

5.
Commonly used scales for global assessment in clinical trials of dementia 
(e.g., CIBIC-Plus, ADCS–CGIC, CDR) are not familiar to most clinicians and are NOT 
recommended for use in clinical practice

1C (98%)

Recommendations
GRADE

(% endorsement)

5. 

Global assessment can be done with validated and simple tools that integrate input 
from the caregiver (e.g., IQCODE, HABC-Monitor) 
• In specialty clinics, more detailed assessments may be considered, depending on 

site, familiarity, availability, and preference

1C (98%)

6.

Caregiver burden is a major determinant of hospitalization and nursing home 
placement
• Regularly assess in the follow-up of patients with dementia with structured scales 

(e.g., Zarit Burden Interview) 

1C (91%)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

ADCS–CGIC: The Alzheimer’s Disease Cooperative Study–Clinical Global Impression of Change; CDR: Clinical Dementia Rating scale; 

CIBIC-Plus: Clinician’s Interview-Based Impression of Change Plus Caregiver Input; HABC-monitor: The Healthy Aging Brain Care Monitor; 

IQCODE: Informant Questionnaire on Cognitive Decline in the Elderly 

Back

Dementia case finding and detection: Tracking treatment 
response and change over time (cont’d)
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3. Early and timely assessment of neurocognitive disorders 
using cognitive, behavioral, and functional scales

Key points
• Routine cognitive screening is not recommended; however, further investigation is required 

in these situations:

• In order to conduct a proper dementia risk assessment, you need to have information on cognition, 
function and behaviour from two sources:

Clinical implications 

Tang-Wei DF, et al. Alzheimer’s Dement. 2020;6:e12057.

• Change in cognition

• Emergence of behavioral or 

psychiatric symptoms 

• Decline in function or self-care 

• Victimization by financial scams

• Decline in driving abilities

• New rambling or tangential 

history

• Difficulty following medical 

instructions or organizing 

medications

• Missing appointments with 

increasing frequency

1. The patient 2. An informant/caregiver/family member

Compendium
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In practice
• A thorough dementia assessment requires information on cognition, behaviour and function from 

the patient and an informant/caregiver/family member

– There are a number of self and informant-rated scales that can be used to gather this information

Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

Compendium
3. Early and timely assessment of neurocognitive disorders 

using cognitive, behavioral, and functional scales (cont’d)

Clinical implications 



4. Use of neuroimaging and 
fluid biomarkers
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In practice

• In Canada, scans are not done for everyone and other tests (e.g. CSF biomarkers) are 
not widely accessible

• Tests done can differ between general practice and specialty clinics

• This is an evolving area as new biomarkers are discovered (e.g., blood biomarkers) and 
access improves

CSF: Cerebrospinal fluid; CT: Computed tomography; FDG-PET: Fluorodeoxyglucose-positron emission tomography; 
MRI: Magnetic resonance imaging

4. Use of neuroimaging and fluid biomarkers 

Clinical implications

Key points

• Brain MRI or CT is recommended for most persons with cognitive decline

• Additional diagnostic tests (e.g., FDG-PET, CSF analysis) may be required after 
evaluation by a cognitive disorder specialist

Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.
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NOT recommended
GRADE 

(% endorsement)

2.

In clinical practice do NOT use advanced MR sequences (e.g., rs-FMRI, MR 
spectroscopy, DTI, and ASL)
• These sequences are promising research tools that can be incorporated in a 

research setting or if access to advanced expertise is present

2C (98%)

4. Use of neuroimaging and fluid biomarkers: Structural imaging

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

1. Even in older subjects, anatomical neuroimaging is recommended in most situations 1C (76%; 93%)

2. MRI is recommended over CT 2C (87%)

If available, and in the absence of contraindications, 3T MRI should be favoured
over 1.5T 

2C (91%)

If MRI is performed, use of the following sequences: 
3D T1 volumetric sequence, FLAIR, T2 (or if available SWI) and DWI

1C (98%) 

ASL: Arterial spin labelling; CT: Computed tomography; DTI: Diffusion tensor imaging; DWI: Diffusion-weighted imaging; FLAIR: Fluid-

attenuated inversion recovery; MRI: Magnetic resonance imaging; rs-FMRI: Resting-state functional MRI; SWI: Susceptibility-weighted 

imaging 
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NOT recommended
GRADE 

(% endorsement)

5.
In clinical practice, do NOT routinely use quantification software 
• This is a rapidly evolving field; this recommendation could change in the future

2C (93%)

4. Use of neuroimaging and fluid biomarkers: Structural imaging (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

3.
If CT is performed, non-contrast CT and coronal reformations are encouraged to 
better assess hippocampal atrophy

1C (100%)

4.

Use semi-quantitative scales for routine interpretation of both MRI and CT scans 
including:
• MTA scale for medial temporal involvement
• Fazekas scale for white matter changes
• GCA to qualify global atrophy

1C (96%)

CT: Computed tomography; GCA: Global cortical atrophy; MRI: Magnetic resonance imaging; MTA: Medial temporal lobe atrophy
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4. Use of neuroimaging and fluid biomarkers: Functional and 
ligand-based imaging

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE 

(% endorsement)

3a.

For a patient with a diagnosis of a cognitive impairment who has undergone the 
recommended baseline clinical and structural brain imaging evaluation and who has 
been evaluated by a cognitive disorder specialist but whose underlying pathological 
process is still unclear, preventing adequate clinical management:
• An [18F]-FDG-PET scan is an effective and accurate tool for differential diagnosis 

purposes

1A (88%)

3b.
If such a patient cannot be practically referred for an FDG-PET scan:
• Perform a SPECT rCBF study for differential diagnosis purposes 1B (86%)

4a. Ordering PET amyloid imaging tests should be limited to dementia experts 1A (98%)

4b.
Because of cost issues, it is preferable to obtain an [18F]-FDG-PET scan before 
proceeding to amyloid imaging 

1A (90%)

FDG-PET: Fluorodeoxyglucose positron emission tomography; SPECT rCBF: Single-photon emission computed tomography –

regional cerebral blood flow 
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4. Use of neuroimaging and fluid biomarkers: Functional and 
ligand-based imaging (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

FDG-PET: Fluorodeoxyglucose positron emission tomography; SPECT: Single-photon emission computed tomography 

Recommendations
GRADE

(% endorsement)

4c.

Follow The Amyloid Imaging Task Force of the Alzheimer’s Association and Society for 
Nuclear Medicine and Molecular Imaging as well as The Canadian Consensus 
Conference on the Use of Amyloid Imaging appropriate use criteria 
• Will result in improved diagnostic classification and management

1B (93%)

5a.

[123I]-Ioflupane and SPECT (DaTscan) can be useful to establish a diagnosis of 
cognitive impairment linked to Lewy body dementia in cases where such a diagnosis 
is suspected but remains unconfirmed after evaluation by a specialist with experience 
in the evaluation of neurodegenerative disease, thereby preventing adequate clinical 
management 

2B (93%)

5b.
Because of cost issues, it is preferable to obtain an [18F]-FDG-PET scan before 
proceeding to [123I]-Ioflupane SPECT (DaTscan)
• This has a high probability of establishing the diagnosis 

1A (93%)
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NOT recommended
GRADE

(% endorsement)

6.
CSF analysis is NOT recommended routinely
• It can be considered in dementia patients with diagnostic uncertainty and onset at 

an early age (<65) to rule out AD pathophysiology 
1B (93%)

4. Use of neuroimaging and fluid biomarkers: Fluid biomarkers

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE 

(% endorsement)

7.

CSF analysis can also be considered in dementia patients with diagnostic uncertainty 
and predominance of language, visuospatial, dysexecutive, or behavioural features to 
rule out AD pathophysiology 

1C (78%; 100%)

AD: Alzheimer’s disease; CSF: Cerebrospinal fluid
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In practice: Neuroimaging
Structural imaging is recommended in most situations, using the following list of indications: onset of 
cognitive signs/symptoms within the past 2 years, regardless of the rate of progression; unexpected 
and unexplained decline in cognition and/or functional status in a patient already known to have 
dementia; recent and significant head trauma; unexplained neurological manifestations (new-onset 
severe headache, seizures, Babinski sign, etc.), at onset or during evolution (this also includes gait 
disturbances); history of cancer, in particular if “at risk” for brain metastases; subject at risk for 
intracranial bleeding; symptoms compatible with normal pressure hydrocephalus; significant vascular 
risk factors.

4. Clinical role of neuroimaging and liquid biomarkers
in patients with cognitive impairment

Clinical implications 

MRI: Magnetic resonance imaging; CT: Computed tomography; FDG PET: Fluorodeoxyglucose positron emission tomography; 
CSF: Cerebrospinal fluid  
Brisson M, et al. Alzheimers Dement. 2020;6:e12098.

Compendium

Key points: Neuroimaging
• MRI or CT is recommended for most people with cognitive decline

– Additional tests such as molecular imaging with FDG-PET or a CSF analysis may be required 
after evaluation by a cognitive disorder specialist
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Brisson M, et al. Alzheimers Dement. 2020;6:e12098.

Compendium
4. Clinical role of neuroimaging and liquid biomarkers

in patients with cognitive impairment (cont’d)

Key points: Liquid biomarkers

• If indicated, a lumbar puncture is a safe procedure that can lead to useful information for specific 

etiologic diagnosis

Clinical implications 

In practice: Liquid biomarkers

• CSF examination is not recommended routinely, but can be considered in dementia patients with 

diagnostic uncertainty and onset at an early stage (<65 years) to rule out AD.

• There are circumstances where CSF biomarkers may have an impact on the management of 

subjects with cognitive impairment.

CSF: Cerebrospinal fluid  



5. Non-cognitive markers 
of dementia
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Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

5. Non-cognitive markers of dementia

Clinical implications

What’s new in these recommendations

• Recommendations on gait impairment and frailty; previously a focus only in geriatric 
medicine

Key point 

• Gait impairment, frailty, new neuropsychiatric symptoms and changes in sleep pattern 
may be predictors of dementia

In practice

• Awareness that non-cognitive markers (e.g., gait, olfaction, sleep), can predict future 
cognitive impairment
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5. Non-cognitive markers of dementia

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations

GRADE

(% 

endorsement)

1a.

There is strong evidence that slower gait speed is associated with future dementia 
• When gait speed (<0.8m/s) is coupled with cognitive impairment the risk is higher 

Test gait speed in clinics in patients with cognitive complaints/impairments if 
time/resources are available

1B (62%, 100%) 

1b.

Dual-task gait impairment (lower speed or high cost) is associated with future incident 
dementia
• In MCI samples, dual-task gait was shown to predict time to progression to 

dementia

Dual-task gait test may be used in specialized clinics (memory clinics) to help identify 
MCI older adults at higher risk of progression to dementia if time/resources are 
available

2B (60%, 100%) 

MCI: Mild cognitive impairment
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5. Non-cognitive markers of dementia (cont’d)

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE 

(% endorsement)

2.
The presence of parkinsonism may increase the risk of dementia by 3X
• Routinely assess parkinsonism as a marker of risk of dementia in memory clinics 

1B (91%)

3a. Assess frailty as a marker of future dementia in primary care and memory clinics 1B (87%)

3b.
Include/or adjust for frailty in prediction models of dementia in clinician researcher 
settings 

1B (83%)

4a.

Assess older adults presenting with NPS; with respect to the natural history of 
symptoms
• Those with first episode psychiatric symptoms in later life should be assessed for a 

psychiatric condition, but with a high index of suspicion for a neurocognitive 
disorder

1B (96%)

4b.
Corroborative information from a reliable informant is recommended 
• Using a validated informant-rated scale (e.g., NPI-Q, MBI-C) will operationalize 

assessment of NPS, especially in primary care

1B (91%)

4c.
Consider referral to a memory clinic for those with later life emergent and sustained 
NPS, for additional investigation and work up

2B (94%)

MBI-C: Mild Behavioural Impairment Checklist; NPI-Q: Neuropsychiatric Inventory; NPS: Neuropsychiatric symptoms
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

5a.

A careful sleep history, including assessment of sleep time, insomnia, daytime 
sleepiness, napping, and REM sleep behaviour disorder, may facilitate identification of 
pre-clinical dementia, or high risk of developing dementia
• Include assessments in both the primary care and specialized memory clinics

1A (91%)

5b.

Objective assessment of sleep using actigraphy or polysomnography may facilitate 
identification of individuals at high risk of developing dementia 
• Individuals, in whom a careful sleep history, taken in the context of a workup for 

cognitive impairment or dementia, suggests the possibility of a sleep abnormality, 
should be referred to a specialized sleep clinic for further assessment 

1C (70%, 91%)

6.
There is enough observational evidence that hearing impairment is associated with 
the development of dementia 
• Assess and record hearing impairment in primary clinics as a dementia risk factor 

1B (87%)

7.

There is insufficient evidence to support assessment of vision impairment for 
dementia risk 
• Vision assessment and correction outweigh burden and vision correction could 

improve cognitive functioning

1C (87%)

REM: Rapid eye movement

5. Non-cognitive markers of dementia (cont’d)
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Key points
• Cognitive impairment is the hallmark of Alzheimer’s disease and related dementias.

– However, non-cognitive markers can assist in identifying people at risk for cognitive decline or 
dementia 

▪ These non-cognitive markers may represent prodromal symptoms and several of them are 
potentially amenable to treatment that might delay the onset of cognitive decline

• These non-cognitive markers include: 

Montero-Odasso M, et al. Alzheimers Dement. 2020;6:e12068.

• Gait speed

• Dual-task gait

• Grip strength

• Frailty

• Behavioural symptoms

• Sleep

• Hearing loss

Compendium
5. Recommendations on early non-cognitive markers 

of dementia

Clinical implications
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Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

In practice
• Depending on the setting and time clinicians can consider in assessing these non-cognitive markers 

Non-cognitive markers Example

Gait speed • 6-meter walk (average speed)

Dual-task gait • Walking + counting aloud backwards from 50 subtracting serial 1’s (one by one) or while 

reciting animals

Grip strength • Using a certain caliper

Frailty • Subjectively or objectively measured frailty assessment scales

Behavioural symptoms • Using a check list (e.g., informant-administered instruments like the MBI-C)

Sleep • Subjectively or objectively measured with a sleep scale or a polysomnography test

Hearing loss • Subjectively or or objectively measured with an audiometric test

Compendium
5. Recommendations on early non-cognitive markers 

of dementia (cont’d)

Clinical implications



6. Risk reduction
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6. Risk reduction

Clinical implications

What’s new in these recommendations

• Consolidation of previous guidelines on risk reduction with the addition of recommendations related 
to hearing and sleep

Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

Key point 

• Improvements in nutrition, physical activity, hearing acuity, sleep, social engagement, and use of 
medications with anticholinergic side-effects may improve cognition and/or slow the rate of cognitive 
decline

In practice

• Increased awareness on risk reduction, as there is always something that can be done for 
prevention

– This discussion can be part of annual visits (with nurses or physicians)
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6. Risk reduction: Nutrition

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

1a. Adhere to a Mediterranean diet to decrease the risk of cognitive decline 1B (91%)

1b.
To reduce the risk of cognitive decline consume:
• High level of mono- and polyunsaturated fatty acids 
• Low level of saturated fatty acids 

1B (92%)

1c. Increase fruit and vegetable intake 1B (88%)
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6. Risk reduction: Physical exercise

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

To improve cognitive outcomes among older adults

2a. Physical activity interventions of at least moderate intensity 1B (96%)

2b. Aerobic exercise and/or resistance training of at least moderate intensity 1B (94%)

2c.
There is promising evidence for dance interventions and mind-body exercise         
(e.g., tai chi, Qigong) of moderate dose 

2B (84%)

To improve cognitive outcomes among people with MCI

3a. Physical activity interventions involving aerobic exercise 2B (94%)

3b. Aerobic exercise 2B (94%)

3c.
There is promising evidence for resistance training and mind-body exercise          
(e.g., tai chi, Qigong)

2C (83%)

4. Physical activity interventions to reduce the risk of dementia, including AD and VD 2B (96%)

AD: Alzheimer’s disease; MCI: Mild cognitive impairment; VD: Vascular dementia



61Biogen | Confidential and Proprietary
Veeva ID: Biogen-80099

Date of preparation: January 2021 For Clinical and Medical Use Only | Do Not Distribute

6. Risk reduction: Hearing

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

5a.

Persons with cognitive complaints, MCI, or dementia (and their care partner, if there is 
one) should be questioned about symptoms of hearing loss to improve cognitive 
outcomes and risk reduction 
• Ask if they have any difficulty hearing in their everyday life 

1B (93%)

5b.

If symptoms of hearing loss are reported:
• Hearing loss should be confirmed by audiometry 
• If confirmed, audiologic rehabilitation may be recommended 

– May include behavioural counselling and techniques and may or may NOT 
include the recommended use of a hearing aid or other device 

1A (98%)

6.

Follow the WHO 2019 guidelines for risk reduction of cognitive decline and dementia:
• Audiological examination and/or otoscopic examination
• Review of medications for potential ototoxicity
• Referral to otolaryngology for persons with chronic otitis media or who fail otoscopy

1A (93%)

MCI: Mild cognitive impairment; WHO: World Health Organization
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6. Risk reduction: Sleep

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

7a.

A careful sleep history, including assessment of sleep time, and symptoms of sleep 
apnea, should be included in the assessment of any patient at risk for dementia
• Patients in whom sleep apnea is suspected should be referred for 

polysomnography and/or sleep specialist consultation for consideration of 
treatment 

1C (96%)

7b.
Adults with sleep apnea should be treated with CPAP: may improve cognition and 
decrease risk of dementia 

1C (96%)

7c.
Avoiding severe (<5 hours) sleep deprivation, and targeting 7–8 hours of sleep/night: 
may improve cognition and decrease risk of dementia 

1C (94%)

7d.

Although associated with incident cognitive decline and dementia, there is insufficient 
evidence to recommend treatment of insomnia, long sleep time, daytime napping, 
sleep fragmentation, circadian irregularity, or abnormal circadian phase with a goal of 
improving cognition and decreasing risk of dementia 

3C (90%)

CPAP: Continuous positive airway pressure 
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6. Risk reduction: Cognitive training and stimulation

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

8a.

When accessible, empirically supported individual computer-based and group 
cognitive training should be proposed to people at risk, and those with a diagnosis of 
MCI or mild dementia 
• Additional studies should be conducted to optimize effective delivery of training, 

and evaluation of their cost effectiveness 
• No specific program can be endorsed at this time

• 1B (83%)

8b.

Individuals should be advised to increase or maintain their engagement in cognitively 
stimulating activities such as cognitively stimulating pastimes, volunteering, and long-
life learning
• No particular activities can be suggested at this time, but data suggest that 

engaging in a variety of cognitively stimulating activities is preferable

• 1C (96%)

Social Engagement and Education

9a.
Attention should be paid to social circumstances and support across the life course, 

including poverty reduction strategies and opportunities for social engagement 
1B (90%)

9b. Support educational attainment, particularly in early life 1B

but also for ongoing educational experiences in mid and later life 1C (98%)

MCI: Mild cognitive impairment
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6. Risk reduction: Frailty and medications

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE 

(% endorsement)

Frailty

10. Use interventions for frailty to reduce the overall burden of dementia in older adults 1B (81%)

Medications

11

a.

Minimize exposure to medications known to exhibit highly anticholinergic properties in 

older persons 

• Alternative medications should be used for specific indications where medications 

with anticholinergic properties are indicated

• 1B (100%)

11
b.

Multidimensional health assessment for older adults, including medication use, with 
the aim of identifying reversible or modifiable health conditions and rationalizing 
medication use

1B (92%)
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6. Reducing the risk of later-life dementia 

Clinical implications 

Rockwood K, et al. Alzheimers Dement. 2020;6:e12083.

Compendium

Key points
• Improvements in nutrition, physical activity, hearing acuity, sleep, and social engagement may 

reduce the rate of cognitive decline, as well as medication adjustments

• Although different disciplines approach health in aging differently, many of the factors addressed are 
bound up in each other 

– For example, addressing hearing loss in older adults can improve communication and reduce 
social isolation and depression, which in turn can increase the likelihood that someone will 
engage in physical activity, thereby enriching social activities



66Biogen | Confidential and Proprietary
Veeva ID: Biogen-80099

Date of preparation: January 2021 For Clinical and Medical Use Only | Do Not Distribute

In practice
• People of all ages should be encouraged to follow these risk-reduction strategies, especially if they 

have symptoms:

– adhere to a balanced diet, modeled on the Mediterranean diet where feasible

– engage in at least moderate energetic physical activity

– improve disordered sleep

– encourage cognitive training and intellectually stimulating activities

– pay attention to social circumstances and supports across the life course

– improve the degree of frailty

– minimize anticholinergic medications

▪ Medications (prescribed and over-the-counter) should be re-assessed at every visit for need 
and dose level

• This is an ongoing process that will require interactions with primary care; set reasonable outcome 
expectations for patients and/or caregiver/family member

6. Reducing the risk of later-life dementia (cont’d)

Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

Compendium

Clinical implications 



7. Psychosocial interventions
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7. Psychosocial interventions

Clinical implications

What’s new in these recommendations

• Psychosocial intervention topic as a whole

Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

In practice

• At the individual and community level various interventions can improve care and well-
being of persons living with dementia and their caregivers

Key points

• Physicians have to pay as much attention to caregivers as patients

• Important to promote “prescription of care”
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7. Psychosocial interventions: Individual level

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE 

(% endorsement)

1.
Exercise (group or individual physical exercise) for people living with dementia 
• No specific exercise duration or intensity is recommended at this time 

1B (93%)

2.
Consider group cognitive stimulation therapy for people living with mild to moderate 
dementia

2B (96%)

3.
Consider psychosocial and psychoeducational interventions for caregivers of people 
living with dementia 

2C (96%)

4.
Consider the development of dementia friendly organizations/communities for people 
living with dementia 

2C (91%)

5. Considering the use of case management for people living with dementia 2B (93%)
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Vedel I, et al. Alzheimers Dement. 2020;6:e12086.

Expert opinion provided by Dr. Isabelle Vedel.

7. Individual and community-based psychosocial and other 
non-pharmacological interventions to support people living 
with dementia and their caregivers 

Key points 
• We recommend the following for people with dementia:

– Exercise 

– Group cognitive stimulation therapy 

– Psychosocial and psychoeducational interventions for caregivers 

– The development of dementia-friendly organizations/communities

– The use of case management

• Implementing these interventions will:

– Allow health care practitioners to provide holistic care to their patients 

– Help decrease the stigma associated with the disease 

– Increase engagement of patients in their community and health care organizations

– Maintain health (particularly cognitive health) and improve well-being

Clinical implications 

Compendium
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In practice

Expert opinion provided by Dr. Zahinoor Ismail, Dr. Serge Gauthier and Dr. Isabelle Vedel.

Interventions Examples

Exercise • Encourage/suggest your patients to:

• Take regular walks around the neighbourhood or in local public buildings, such as the mall

• Take up active hobbies, such as gardening

• Do most basic types of house work

• Take up active play with grandchildren (if they have any)

• Join community-based programs, such as a dance class or a walking groups

Group cognitive stimulation 

therapy 

• Encourage your patients to participate in:

• Chess, memory card matching games, puzzles

• Games that promote remembering the past, evoking knowledge (e.g., naming animals or 

songs), or problem solving

• Read your clients: If they seem uninterested or frustrated by one activity, switch to a new activity

Compendium7. Individual and community-based psychosocial and other 
non-pharmacological interventions to support people living 
with dementia and their caregivers (cont’d)

Clinical implications 
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In practice

Expert opinion provided by Dr. Zahinoor Ismail, Dr. Serge Gauthier and Dr. Isabelle Vedel..

Interventions Examples

Psychosocial and 

psychoeducational interventions 

for caregivers 

• Suggest a program that trains caregivers on how to provide adapted, therapeutic activities in the 

home

• Recommend interventions that best match the needs of the caregiver

The development of dementia-

friendly organizations/communities

• Know and understand dementia

• Inform and inspire your patients

• Encourage your patients living with dementia and caregivers to live life to the fullest. Maybe they 

would like to volunteer? Assist them in seeking a purpose—a reason to get out of bed in the 

morning.

• Be empathetic

• Be aware of local and provincial support services available for people living with dementia and 

caregivers

• Involving the local Alzheimer Society is important

The use of case management • Pro-active follow-up to ensure that the people living with dementia are coming to their appointment

• Have regular contact with people living with dementia and the caregiver to address questions and 

concerns, and to ensure their full engagement in care and care decisions

• Pay specific attention during healthcare transitions

Compendium7. Individual and community-based psychosocial and other 
non-pharmacological interventions to support people living 
with dementia and their caregivers (cont’d)

Clinical implications 



8. Deprescription of 
anti-dementia drugs
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In practice 
• For those with severe dementia, these recommendations can be used by physicians when 

discussing long-term care options with family
– Discussion around optimal end-of-life care, and providing the best QoL in severe dementia

• Always weigh the benefits of stopping medications and the risks of re-emerging symptoms that may 
require other medications (e.g., antipsychotics for agitation)

• For MCI, there is no evidence suggesting that early initiation of symptomatic drugs is beneficial, 
thus education is recommended for patients and family on alternative methods to improve mood 
and cognition

Key point
• Cholinesterase inhibitors and memantine can help cognition, function and behaviour, but at some 

point the clinical benefit vs. risk can be assessed using a gradual withdrawal

Expert opinion provided by Dr. Zahinoor Ismail and Dr. Serge Gauthier.

8. Deprescription of anti-dementia drugs

Clinical implications

What’s new in these recommendations
• Fine tuning of earlier recommendations

MCI: Mild cognitive impairment; QoL: Quality of life
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8. Deprescription of anti-dementia drugs

Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE 

(% endorsement)

1.

Decisions related to deprescribing of cognitive enhancers should take into 
consideration the patient’s preferences, their prior expressed wishes, and in 
collaboration with family or substitute decision makers for individuals who are 
incapable of providing informed consent 

1C (98%)

2.

For individuals taking ChEI for AD, PDD, DLB, or VD for >12 months, discontinuation 
should be considered if: 
• Clinically meaningful worsening of dementia over the past 6 months in the absence 

of other medical or environmental factors
• No clinically meaningful benefit at any time during treatment.
• Individual has severe or end-stage dementia 
• Intolerable side effects 
• Medication adherence is poor and precludes safe ongoing use of the medication or 

inability to assess the effectiveness of the medication 

1B (98%)

3.
For individuals prescribed ChEI for indications other than AD, PDD, DLB, or VD, ChEI
should be discontinued 

1B (93%)

AD: Alzheimer’s disease; ChEI: Cholinesterase inhibitors; DLB: Lewy body dementia; PDD: Parkinson’s disease dementia; 

VD: Vascular dementia 
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE

(% endorsement)

4.

For individuals taking memantine for AD, PDD, DLB, or VD for >12 months, 
discontinuation should be considered if: 
• Clinically meaningful worsening of dementia over the past 6 months in the absence 

of other medical conditions or environmental factors
• No clinically meaningful benefit at any time during treatment
• Individual has severe or end-stage dementia 
• Intolerable side effects
• Medication adherence is poor and precludes safe ongoing use of the medication or 

inability to assess the effectiveness of the medication 

1C (96%)

5.
For individuals prescribed memantine for indications other than AD, PDD, DLB, or VD, 
memantine should be discontinued 

1C (91%)

6.

Deprescribing of ChEI or memantine should occur gradually and treatment reinitiated 
if the individual shows clinically meaningful worsening of cognition, functioning, 
neuropsychiatric symptoms, or global assessment that appears to be related to 
cessation of therapy 

1B (98%)

AD: Alzheimer’s disease; ChEI: Cholinesterase inhibitors; DLB: Lewy body dementia; PDD: Parkinson’s disease dementia; 

VD: Vascular dementia 

8. Deprescription of anti-dementia drugs (cont’d)
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Ismail Z, et al. Alzheimers Dement. 2020;16:1182-1195.

Recommendations
GRADE 

(% endorsement)

7.

Dose reduction during deprescribing should follow general guidelines with a dose 
reduction of 50% every 4 weeks until the initial starting dose is obtained 
• After 4 weeks of treatment on the recommended starting dose, the cognitive 

enhancer could be discontinued 

2C (96%)

8.

ChEI should not be discontinued in individuals who currently have clinically 
meaningful psychotic symptoms, agitation, or aggression until these symptoms have 
stabilized 
• Unless these symptoms appear to have been worsened by the initiation of a ChEI

or an increase in ChEI dose 

2B (78%, 100%)

9.

Individuals who have had a clinically meaningful reduction in neuropsychiatric 

symptoms with cognitive enhancers should continue to be treated even if there is 

evidence of cognitive and functional decline 

2B (96%)

10. ChEI and memantine should be deprescribed for individuals with MCI 
1B (89%)

ChEIs: Cholinesterase inhibitors; MCI: Mild cognitive impairment 

8. Deprescription of anti-dementia drugs (cont’d)
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8. Optimal use of anti-dementia drugs

Herrmann N, et al. Alzheimer’s Dement. 2020;6:e12099.

Key points 
• The decision to deprescribe cognitive enhancers should take into account patient and family 

member preferences.

• Cognitive enhancers should be deprescribed in individuals with dementia for whom benefits of 
therapy are unclear or for which risks of ongoing treatment outweigh benefits.

• The presence of neuropsychiatric symptoms needs to be considered in deprescribing decisions.

• Cognitive enhancers should be deprescribed in individuals with mild cognitive impairment.

Clinical implications 

Compendium

In practice

• Cognitive enhancers should be continued in individuals whose neuropsychiatric symptoms improve 

in response to treatment 

• Clinicians should not deprescribe cognitive enhancers in individuals with significant neuropsychiatric 

symptoms until symptoms have stabilized
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AD: Alzheimer’s disease

These recommendations provide an overview 

of different complementary approaches to the 

prevention, diagnosis, and management of 

AD in Canada
Overall theme:

Earlier detection and prevention

Ongoing areas of interest/future directions:

Biomarkers, treatment-based on patient profiles, and 

psychosocial interventions

Overall Key Points 

and Future Directions


