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Objectives
1.  Use the AWV to evaluate for cognitive changes

2.  Understand measures of cognition

3.  Review initial steps in a dementia work-up

Medicare Annual Wellness Visit (AWV)

• The Annual Wellness Visit is a yearly preventative visit for traditional 
Medicare, Medicare Advantage,  and MMAI (Medicare-Medicaid Alignment 
Initiative) beneficiaries

• Can be done every 12 months at no additional cost to the patient.

• The Health Risk Assessment questionnaire covers preventative care and 
screening for health and safety

• The AWV does not include a comprehensive physical exam

• An E/M visit may be attached but co-pay charges may apply; use 25 
modifier

Medicare Annual Wellness Visit (AWV)

• Patients continue to be very confused by the concept of an Annual 
Wellness Exam

• They are expecting a head-to-toe physical 
 The AWV does not require a physical (other than vital signs)
 Medicare does not pay for physicals

• Consider a hand-out in the waiting room or a brochure about why we 
do AWVs

Annual Wellness Visit Case

• Janet D.  is an 82-year-old, left-handed married female with 16 years of 
education. She worked as at teacher for 3 years, then raised her children 
when they moved back to the farm.  When her children were in high school, 
she worked as Director of Donor Relations for the area university.

• Focused Problem List:  Paroxysmal afib, primary hypertension, hyperlipidemia, 
type two diabetes, stage 3b chronic kidney disease; anemia of chronic disease 

• Focused Family Hx:  Brother committed suicide age 25 (maternal grandfather 
also committed suicide); sister died of brain tumor, age 35;  Mother, maternal 
great grandmother and maternal great-great grandmother all  had 
Alzheimer’s
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Memory Loss: Initial Evaluation Strategies:

• Be alert to the possibility of dementia in your older patients
 Especially in established patients
 Dementia starts with subtle changes
 Social skills are typically intact
 Patient may minimize or be unaware

• Interview the family member/caregiver

Individuals Over Age 85 Are The Fastest Growing 
Segment Of Society

Percentage of the U.S. Population
Age 65 and Older,  1900 to 2050

ALZHEIMER’S DISEASE PREVALENCE:  INCREASES WITH AGE

3%

19%

47%

45-74 75-84 Over 85

Incident Rates of Dementia
By Age Group

Why bother screening?

Thus, recognition of a dementia syndrome is not a 
cause for nihilistic despair; rather it is a diagnostic 
challenge that demands thorough evaluation of the 
patient for potentially treatable processes that may 
be producing or exacerbating the intellectual 
impairment. 

(Cummings & Benson, 1992, p. 2)

Cognitive  Screening Improvement Goals

• Older Black and Hispanic Americans more likely than older White 
Americans to have Alzheimer’s Disease (AD) and other dementias

• Studies show poorer rates of  detection of AD in racial and ethnic minorities

Opportunity for Education: Decrease Risk of Dementia

• Be aware of the factors that potentially can reduce risk of cognitive decline. 
• The Lancet Commission (Livingston et. al., 2017) identified the following 

nine potentially modifiable risk factors, a combination of which likely 
contributes to 35% of dementias.  These include: 
 hearing loss
 social isolation
 physical inactivity
 late-life depression
 midlife obesity
 midlife high blood pressure
 diabetes
 smoking
 low education attainment (no high school)  
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Medicare Annual Wellness Visit

• Depression Screen (PHQ2/9)
• Hearing/Vision
• Alcohol Use Screening (Audit-C)
• Opioid Screening
• Fall Risk
• Home Safety 
• Advance Planning:  Does the patient have an advanced 

directive?

Portions of Exam relevant to Cognition
HRA:  Psychosocial Risks and Cognition

• Depression (Late-Onset Depression)
 Prevalence 5.7% over age 60; 27% over-85
 Executive dysfunction 

• “I don’t know” answers
• Slowed processing of information (e.g. word-finding)

 Memory
• Retrieval memory problems 

 Disrupted Sleep (see below)
• Anxiety (often occurs with depression in older adults)
 Executive dysfunction 

• Attention/concentration difficulties

• Neurodegenerative changes may precede dementia by as much as 20 
years

including, but not limited to, depression, life satisfaction, stress, anger, 
loneliness or social isolation, pain, suicidality, and fatigue

HRA:  Psychosocial Risks and Cognition

• Loneliness
 discrepancy between one’s desired and perceived quality of social 

relationships
 Wilson et al. (2007, 2015) found impairment in perceptual speed, 

semantic memory, and visuospatial ability.
 How often have you experienced the following feelings over the last 

week: I felt lonely?” 

• Response options were: 1 = Almost all of the time; 2 = Most of 
the time; 3 = Some of the time; 4 = Almost none of the time. This 
item was reverse scored in the direction of greater loneliness 
(Luchetti, 2020)

including, but not limited to, depression, life satisfaction, stress, anger, 
loneliness or social isolation, pain, suicidality, and fatigue

HRA:  Psychosocial Risks and Cognition

• Fatigue
 Sleep Disorder

• 1/3 Americans has a sleep disorder

 Evaluating sleep issues 
• STOPBang (https://www.mdcalc.com/stop-bang-score-obstructive-sleep-apnea)
• Epworth Sleepiness Scale (https://epworthsleepinessscale.com/about-the-ess/)

 Use of anticholinergics to treat sleep problems

including, but not limited to, depression, life satisfaction, stress, anger, 
loneliness or social isolation, pain, suicidality, and fatigue

Instrumental Activities of Daily Living Activities of Daily Living
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KEY STEPS IN THE OFFICE SETTING 

• Family/Caregiver Report
 For patients who are unaware of their issues, family member must 

accompany them. 
 Have family members fill out a packet of questionnaires either mailed out to 

them before hand or while in the waiting room.  We use the following:
• Lawton Instrumental Activities of Daily Living
• Katz Independence of Activities of daily Living
• Eight-item informant Interview to Differentiate Aging and Dementia (AD8)
• Zarit Caregiver Burden  21 - 40 mild to moderate: 41 - 60 moderate to severe 61+ severe

• Review the above
 This quickly identifies issues that need your attention (nurse can review)
 You can scan into the Media tab of Epic or your EMR so can review yearly

Memory Concerns in the office are a call for action
Family/Carepartner Forms
AD8 Screening Tool (≥2 positive for cognitive impairment)

https://www.alz.org/media/Documents/ad8-dementia-screening.pdf

Family/Carepartner Forms
(Zarit et al., 1980)

Family/Carepartner Forms
Zarit

AWV Case

• Janet D.  completes her screening:
 PHQ-2  0  
 IADLs 8/8  
 ADL 6/6

• However,  her family has concerns about forgetfulness, misplacing 
items (keys, phone), word finding (names of familiar objects and 
places), using the wrong words.
 AD8= 1
 Zarit=  3 (little or no burden)

Measures of Cognition
Screening for cognitive impairment
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What percent of seniors receive regular cognitive 
assessments?

Alzheimer’s Association (2019)

How does this compare to other screening?

Getting ready for the Cognitive Screening

• Health Risk Assessment gives you context

• What is your pre-test probability that this patient may have memory issue?

Difficulties in screening for/diagnosing Alzheimer’s?

• Misattribution:  Memory loss is misattributed to normal aging by physician and 
family. Until problems arise (e.g. unpaid bills, not taking medicines), family 
assumes patient is functional

• Loss of insight:  “La belle indifference,” is typically early, so patients will not 
complain of memory problems

• Social skills:  Can be preserved through moderate dementia, so interviewing the 
patient may not reveal problems

• Barriers to screening:
 Lack of confidence in own skills
 Fear of offending patient by asking mental status questions
 Limited sensitivity of screening tests

Screening Measures

• Remember, we are screening for cognitive impairment with the AWV. 

• Any abnormalities will require further workup; just like an abnormal CXR

• Keeping a screening measures at hand (Mini-Cog©, Clock Drawing Test, 
MMSE©, MoCA©, SLUMS)

Screening Cognitive Function at the AWV

• Time efficient (~ 4 minutes)
• Detects early dementias 
• Can be used to differentiate dementias
• Less language/culture/education bias
• High yield True Positives
• Establishes baseline for repeated screening
• Target Population:  65 years and older  with new patients or annual visit
• Public Domain

“The Mini-Cog ” 

http://mini-cog.com/
Mini-Cog (3 words, Clock Drawing) ~ 2 minutes
• 3 word test – initial presentation
• Clock Drawing
• 3 word test – delayed recall
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The Clock Drawing Test in Action:  Scoring
Longitudinal follow-up: 82-year-old man with 18 years of education 
(teacher) with Alzheimer’s, essential tremor, anxiety.

06-25-2020 07-02-2021

The Clock Drawing Test in Action: 

06-25-2020: 07-02-2021; one year later

Longitudinal follow-up: 82-year-old man with 18 years of education 
(teacher) with Alzheimer’s, essential tremor, anxiety.

20

The Clock Drawing Test in Action: 

06-25-2020: 07-02-2021; one year later

Longitudinal follow-up: 82-year-old man with 18 years of education 
(teacher) with Alzheimer’s, essential tremor, anxiety.

Vertex (graphical),  planning/spatial, 
perseveration of 9      0

Original hands (graphical), 
planning/spatial, conceptual – hand 
length; corrected (process)      2

What to do with the Mini-Cog

• If possible, scan the Mini-Cog into your EMR (Media in Epic; Images in 
Cerner)

• With the Haiku phone app, you can take a photo of the CDT (and other 
tests) and scan immediately in. Can also copy and paste into your note!

• In addition to the score for the Clock portion of the Mini-Cog, scanning 
documents the following:
 Allows identification of change over time
 Visuospatial and executive functioning
 Differentiation of likely type of dementia

32 33

34 35

36 37



1/18/2024

7

Clock Drawing Test 

• Comprehension (auditory)
• Planning
• Visual memory
• Visuospatial (e.g. visual neglect)
• Numerical knowledge
• Abstract thinking
• Inhibition
• Concentration

What are the skills needed to draw a clock?

Shulman (2000)

Errors: Graphical 

• Numbers difficult to read
• Hands do not connect at the vertex

Errors:  Stimulus Bound

• Patient does not re-code the “10” in “10 after 11” as a 2 (lack of abstraction)

• A one is written near or between the 10 and 11.  Hands may be absent or 
pointed toward 10 and/or 11.

Errors: Conceptual 

• Loss/impairment of ability to access knowledge of the attributes, features 
and meaning of a clock.

• Include:  does not look like a clock, hands do not communicate a time or 
absent, time written on the clock

• Likely due to impairment of semantic memory (i.e. our stored conceptual 
and factual knowledge not related to any specific memory, the latter being 
episodic memory.

Errors:  Planning and/or Spatial 

• Errors in layout of the numbers (neglect of left hemisphere, planning 
deficits resulting in gaps in number spacing, deficits in spatial layout of 
numbers, numbers written outside clock face, numbers written in 
counterclockwise.
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Errors:  Perseveration

• Continuation or recurrence of activity without a stimulus”
 Hands  more than two hands
 Writing numbers beyond 12

Errors:  Proactive Interference
A special type of perseveration

Issues with the MMSE

• Takes10-15 minutes to administer

• Language and cultural bias
(e.g.  no ifs, ands, or buts)???

• Highly educated individuals can score 28/30
or higher and  still have dementia

• Does not assess executive function and can miss frontotemporal dementia

• Copyrighted; now enforced by PAR $1.36/administration

Some benefits…
• Everyone is trained in it
• Helpful for tracking decline (>3 pt. decline clinically significant)
• Some facilities request an MMSE score

FolsteinMF et al, J PsychiatrRes. 1975; 12:189-98.

MOCA

• Now requires training ($125 2  years)
• ~ 15 minutes vs. 10 minutes
• Executive function (clock is too small)
• Valid confrontation naming
• Recall and recognition memory
• 3 alternate forms minimize practice
• ~60 languages
• Blind, but not deaf (English & Spanish)
• Physical disability

Montreal Cognitive Assessment

InterpretationScore

Intact27+

MCI18-26

Mod Cog Imp10-17

Severe<10

SLUMS

• Available  in the public domain

• Has good  validity, sensitivity, and 
specificity for cognitive impairment

VAMC Saint Louis University Mental Status Examination 
http://www.drarmandohernandez.com/uploads/1/9/7/4/1974701/slums_with_instructions.pdf

Janet’s Mini-Cogs Over Time

1/3 words, 2/2 Clock
2019

1/3 words, 2/2 Clock
2021

1/3 words, 0/2 Clock
2023
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Conceptualization of Cognitive Screening

Janet’s IADLs are intact, her Mini-Cog is impaired and so your screening would 
suggest Mild Cognitive Impairment (MCI).

Normal Aging
Intact IADLs
Intact screening

Dementia
Impaired IADLs
Impaired screening

Mild Cognitive Impairment
Intact IADLs
Impaired screening

Next Steps

Workup for Dementia

Adapted from  Am Fam Physician. 2011 Oct 15;84(8):895-
902

WHY IS EARLY IDENTIFICATION KEY?

• Behavior Management:  Many neuropsychiatric symptoms are treatable
(e.g. depression, sleep)

• Advance Care Planning:  Helps families plan for the future, making living 
arrangements, take care of financial and legal matters, educate about 
behavior strategies and develop support networks – hopefully reducing 
caregiver burden. Powers of Attorney:  Health, Finances

• Safety Issues:
 forgetting to turn off stove or other appliances,
 forgetting to pay bills,
 getting lost when driving,
 forgetting they are taking care of minor children/impaired adults,
 forgetting emergency phone number 911.

No disease modifying medications available yet.

The History:  Looking for Moderating Factors and 
Reversible Causes

• Physical Problems:  Pain, OA 

• Impaired attention:  Hearing & Vision Loss

• Sleep problems ( sleep apnea)

• Habits (Alcohol consumption)

• Depression, Anxiety, Stress

DEPRESSION IN DEMENTIA

• 15-27% of individuals >65  living in the community have depressive symptoms.
• Seniors have 50% higher health care costs if depressed

• Look for change in appetite, sleep and energy level.
• Look for crying, tearfulness, hopelessness, self-deprecating comments.
• “The time seems to drag on” and this altered perception of time may lead to feelings  

of helplessness, or the feeling that one is not in control of their lives

• Prevalence in women over 60  may be twice that of men of same age.

• Depression can amplify cognitive deficits
 Executive dysfunction
 Slowed processing of information
 Retrieval memory problems
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• Deprescribing

• Avoid anticholinergics (Incontinence and Sleep)
-e.g. Oxybutynin (brand name Ditropan)

-Diphenhydramine (brand name Benadryl;  13.5 hrs half-life in elderly) 
• This is in Tylenol PM, Excedrin PM, Advil PM, Unisom 

SleepGels/Melts/Minis, and Bayer Nighttime.
-Doxylamine succinate (100-12 hrs half-life in adults, longer in elderly) 
found in Unisom Sleep Tabs, Kirkland Sleep Aid).

• Three years of daily diphenhydramine is associated with about a ten 
percentage point increase in the probability of experiencing dementia 
or Alzheimer's compared to no use (Gray et al., 2015 JAMA Intern Med. 
2015;175(3):401-407)!!

Dementia Resources

Websites
• Alzheimer’s Association (https://www.alz.org/).  The 24/7 HELPLINE is 

excellent for general questions, support, crises. You can call the 24 hour/7 day 
a week Helpline (800-272-3900) for general questions, support, or crises that 
arise.  I use them all the time when I have a question.

• Alzheimer’s Society Canada (http://alzheimer.ca/en/Home)
• Dementia Australia (https://www.dementia.org.au/)
• Alzheimer’s Society (https://www.alzheimers.org.uk/) 
• UCSF’s Tips for Daily Life (https://memory.ucsf.edu/tips-daily-life)

Publications
• https://order.nia.nih.gov/publication/caring-for-a-person-with-alzheimers-

disease-your-easy-to-use-guide (free)

FREE PUBLICATIONS
National Institute on Aging (https://order.nia.nih.gov/)

More Information?
CME; AAFP prescribed credits

Objectives
1.  Use the AWV to evaluate for cognitive changes

2.  Understand measures of cognition

3.  Review initial steps in a dementia work-up

Questions?

William Utermohlen 1933 -2007 (diagnosed 1995)
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