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The Purpose of the Dementia Model Practice 

The 2014 PACE® Dementia Practice provides relevant management recommendations to PACE ® primary care providers. The Model Practice was adapted specifically for PACE® participant from 
evidence-based, published guidelines for older adults using the collective review of experience PACE® medical directors and primary care physicians and is offered with the belief that shared decisions 
making between individual primary care providers and participants / caregivers is optimal. This Model Practice is not intended to replace the clinical judgment of the individual provider or establish a 
standard of care. 
 
PACE® participants are a heterogeneous group, with differing health profiles, prognoses, preferences, and goals of care. Life expectancy and quality of life issues require an individualized context within 
which to apply practice guidelines that may have been developed from and for a population of non-frail adults. We recommend that whether a PCP follows any of the summary recommendations for 
an individual participant will depend upon factors specific to that participant, including the participant’s preferences, prognosis and life expectancy, co-morbid conditions, functional status, and goals of 
care. PACE ® enrollment starts at age 55, as does this guideline. 
 
This Model Practice assumes that the goals of care for PACE® participants can be divided into three broad categories: promoting longevity, optimizing function, and palliative care. Accordingly, the 
Model Practice suggests different approaches depending on whether the goal is life-extension, function, or palliation. The PCP will need to determine which recommendations are appropriate for each 
individual participant, considering the participant’s preferences, life expectancy, and the expected benefit versus burdens of specific interventions.  
 

Goals of Care: 

Longevity – Participant expresses a preference for life-prolonging treatment. A participant with a goal of longevity typically desires unrestricted use of medically-indicated treatments, 
including CPR, invasive procedures and life-sustaining treatments (ACLS, surgery, ventilator support, dialysis, IV fluids and tube feedings). 

Functional – Participant’s main goal is to maintain function. Participant makes individualized choices to limit some invasive procedures that are not consistent with that goal. Limited 
procedures may include CPR, mechanical ventilation, dialysis, and surgery. 

Palliative – Participant desires treatments aimed at providing comfort only. Treatment choices focus on relieving pain and other symptoms and limiting invasive, life-sustaining treatments 
such as CPR, mechanical ventilation, dialysis and surgery. 

Definitions:         Resources: 

 Consider – seriously deliberate risks and benefits of utilizing the intervention  Guidelines to the Management of Psychotic Disorders and Neuropsychiatric 
 No – do not follow the intervention      Symptoms of Dementia in Older Adults. American Geriatrics Society Executive  
 Yes – follow the intervention at the interval noted    Committee, October 2012. 
 PCP – Primary Care Provider, usually a physician, NP, or PA     
 PSY – Psychiatry         American Medical Directors Association. Delirium and Acute Problematic 
 SW – Social Worker        Behavior Clinical Practice Guideline. Columbia, MD: AMDA 2008. 
 LCSW – Licensed Clinical Social Worker 
 MCI – Mild Cognitive Impairment; MMSE=26 – 30, CDR=0.5, FAST=3   Position Statement of the American Association for Geriatric Psychiatry 
 Mild – Mild Dementia; MMSE=21 – 25, CDR=1, FAST=4    Regarding Principles of Care for Patients with Dementia Resulting from  
 Moderate – Moderate Dementia; MMSE=11-20, CDR=2, FAST=5-6   Alzheimer’s Disease. American Journal of Geriatric Psychiatry 2006; 14:561-72. 
 Severe – Severe Dementia; MMSE=0-10, CDR=3, FAST=7 
 BPSD – Behavioral and Psychological Symptoms of Dementia   Practice Parameter Update: Evaluation and Management of Driving Risk in 
          Dementia: Report of the Quality Standards Subcommittee of the American  
          Academy of Neurology. Neurology 2010; 74:1313-1324. 
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Longevity Functional Palliative

Management of Cognitive Decline

Safety Assessment All Stages Yes Yes Yes IDT

Driving restrictions: MCI No No No

     - Discuss and plan restrictions prior to need Mild Consider Consider Consider

     - Involve family, caregivers, and participant where possible Moderate Yes Yes Yes

     - Utilize third party driving evaluation when indicated Severe Yes Yes Yes

Acetylcholinesterase Inhibitors:

Donepezil: 5 mg daily and increase to 10 mg daily after one month

Galantamine: 4 mg twice daily and increase to 8 mg twice daily after one month

Rivastigmine: 1.5 mg twice daily and increase to 3mg twice daily (minimal effective dose) to

     6 mg twice daily (maximum dose)

Three to six month trial to establish efficacy; stop if there is no benefit

Stop when dementia category is severe or FAST = 7

Monitor for agitation with introduction and discontinuation

Potential ADEs include nausea, vomiting, diarrhea, dyspepsia, anorexia, leg cramps, bradycardia, 

     syncope, insomnia, agitation, and incontinence

Acetylcholinesterase inhibitors are not effective in frontotemporal dementia.

Memantine: 5 mg daily, increase by 5 mg at weekly intervals to maximum dose of 10 mg twice MCI No No No

     daily. If CrCl is < 30 then maximum dose is 5 mg twice daily Mild Consider Consider No

Moderate Consider Consider No

Potential ADEs include dizziness, headache, somnolence Severe No No No

Gingko, estrogen, statins, NSAIDS, Axona, and Vitamin E All Stages No No No

Advanced care planning with particular emphasis on the course of the illness and the inappropriateness of 

artificial nutrition and hydration in advanced dementia.
All Stages Yes Yes Yes PCP / SW / RN

Yes No

MCI No

By Whom

PCP

No No

SW

Medication review focusing on anti-cholinergic burden and other CNS active medications every six months 

and with acute metal changes
All Stages Yes Yes Yes

Recommended Intervention Stage of Dementia
Pathway:

PCP

Severe No No No

PCP

Moderate Yes Yes No

Mild Yes
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Longevity Functional Palliative

Management of Neuropsychiatric Symptoms

     Treatment Strategy for Difficult Behaviors

Evaluate the behavior in terms of potential for harm to the patient or others, interference with

      function, frequency of the behavior

Evaluate for environmental triggers, e.g. overstimulation, unfamiliar surroundings, inadequate 

     lighting, uncomfortable temperature

Evaluate the participant for dehydration, occult infection, untreated pain, fecal impaction

Evaluate the participant for adverse medication effects

Emphasize non-pharmacological treatement strategy for BPSD:

     1) Adjust caregiver approatch focusing on positive regard

     2) Change the social and physical environment

     3) Select person specific intervention (e.g. music, exercise, validation)

     Pharmacological Management

          Do not utilize pharmacological management unless non-pharmacolocial strategies fail

Mood stabilizing agents for mania and/or agitation:

     Lamotrigine

     Divalproex sodium

Agents should be dosed to the therapeutic serum level; monitor CBC with valporic acid

Antipsychotic medications have a limited role only and their use is considered "off label" use in

     this scenario. The risk of death was higher with drug treatment than with placebo in clinical 

     trials. Risk-benefit must be discussed with participants and caregivers and should be 

     documented prior to starting. Dose reduction attempts must be instituted once specific behavior

     is controlled.

     Risperdone 0.25 - 1 mg / day

     Olanzapine 2.5 - 10 mg / day

     Aripiprazole 2 - 30 mg / day

     Quetiapine 25 - 800 mg / day

     Haloperidol 0.5 - 10 mg / day

Yes Yes Consider PCP

All Stages Yes Yes Yes IDT

Moderate No Consider Yes

PCP

Severe No Yes Yes

Recommended Intervention Stage of Dementia
Pathway:

By Whom

MCI No Consider Yes

PCP / PSY

Mild No Consider Yes

All Stages
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Longevity Functional Palliative

     Depressive Symptoms  - In general, anti-depressants are less effective in the elderly; their benefit                   

          must be weighed against potential adverse reactions.

Talk Therapy MCI Yes Yes Yes

Mild Yes Yes Yes

Moderate Consider Consider Consider

Severe No No No

Selective Serotonin Reuptake Inhibitors (SSRIs):

     Citalopram 10 - 20 mg / day

     Escitalopram 2 - 20 mg / day

     Sertraline 20 - 200 mg / day

Serotonin Norepinephrine Reuptake Inhibitors (SNRIs):

     Duloxetine 20 - 60 mg / day

     Venlafaxine 25 - 150 mg / day

Other Anti-Depressants:

     Bupropion 75 - 225 mg / day

     Mirtazapine 7.5 - 30 mg / day

     Trazodone 25 - 150 mg / day

     Methylphenidate 7.5 - 30 mg / day

     Agitation or Agression                 

Agitation in the context of depression - use SSRI All Stages Yes Yes Consider PCP

Mild to moderate anxiety with irritability:

     Buspirone 15 - 60 mg / day

     Trazodone 50 - 100 mg / day

Agitation or aggression unresponsive to first line pharmacological treament or mania:

     Divalproex sodium 500 - 1500 mg / day

Sexual aggression and impulse control in men: MCI No No No

     Conjugated equine estrogen 0.625 - 1.25 mg / day Mild No Consider Consider

     Medroxyprogesterone 100 mg / week IM until behavior controlled Moderate No Consider Yes

Severe No Yes Yes

     Caregiver Issues

Care givers are at risk for depression, physical illness, and burnout

Education and support of caregivers may delay institutionalization of participants

Provide referral for education and social support, widely available resources include:

     Alzheimer's Association and Family Care Giver Alliance websites

Provide day center attendance

Provide institutional respite stays

Consider PCP

All Stages Yes Yes Consider PCP

All Stages Yes Yes Yes IDT

By WhomRecommended Intervention Stage of Dementia
Pathway:

PCP

All Stages Yes Yes Consider PCP

All Stages Yes Yes

LCSW / PSY

 


