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Abstract
Patients with Alzheimer’s disease and other types of dementia with acute medical problems, who have lost capacity and are without
advance directives, are at risk of being over treated inhospitals. To deal with this growing demographic and ethical crisis, patients
with dementia need to plan for their future medical care while they have capacity to do so. This article will examine the role of each
member of the dementia care triad and how to empower the patient to participate in planning future medical care. A case will be
made that physicians have the same professional disclosure obligations to dementia patients as they do to all other capable patients
with terminal illnesses. Because there is little consensus about what facts should be included in a diagnostic disclosure, this article will
offer a proposal to empower newly diagnosed patients with dementia with capacity to plan for their future medical care.
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Introduction

Alzheimer’s disease is a terminal neurodegenerative disease

for which there is currently no effective treatment to abate its

progression. Persons with Alzheimer’s, depending on their age,

typically live only 3 to 10 years after diagnosis, yet some may

live longer with Alzheimer’s dementia.1,2 Currently, persons

with dementia are 3 times more likely to be hospitalized than

patients without dementia and often need long-term care.3

Upon entering the acute care system, patients who have lost

decisional capacity and lack clear advance directives are more

likely to receive unwanted life-prolonging interventions that

may increase suffering and provide few, if any, benefits. By

contrast, persons with cognitive impairments who expressed

their prior wishes in an advanced directive receive significantly

less aggressive treatments at the end of life compared to similar

persons without them.4

To deal with this growing demographic and ethical crisis,

persons with dementia need to plan for their future medical care

while they have capacity to do so. Most persons with dementia

and caregivers want candid information about what the future

holds for them, but that information is not provided in nearly

half of all cases in which patients still have capacity.5 This is in

part because many physicians are uncomfortable having the

conversation or are uncertain about whether anything construc-

tive can be accomplished.6 The result is that too often capable

persons with dementia who receive some information about

Alzheimer’s disease or other dementias are often not given a

full disclosure of their diagnosis and prognosis that would

allow them to competently complete an advance directive and

plan for an uncertain future.7 It is difficult to avoid the conclu-

sion that the physician–patient–caregiver triad, or the dementia

care triad, is not working nearly as well as it could.8

This paper will examine the role of each member of the

dementia care triad and highlight the obligation of the health-

care provider to disclose the dementia and possible

Alzheimer’s disease diagnosis so as to empower the patient

to participate in planning future medical care. The barriers, real

or perceived, to physicians fulfilling this obligation will be

addressed. A case will be made that physicians have the same

professional disclosure obligations to their patients with

dementia as they do to all other capable patients with terminal

illnesses. Because there is little consensus about what facts

should be included in a diagnostic disclosure, this paper

will offer a proposal to empower newly diagnosed persons
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with dementia and with capacity to plan for their future

medical care.

The Dementia Care Triad:
The Foundation of Support

The dementia care triad—the patients with dementia’s basic

support system includes the patient, the caregiver of the patient,

and a medical professional, usually a physician or other

provider from whom the patient receives primary care.8

Patients

People with Alzheimer’s disease and other types of dementia,

like all others, have the right to receive person-centered med-

ical care. Though persons with Alzheimer’s and other demen-

tias are at considerable risk of losing capacity, that is, the

ability to make their health-care decisions independently, many

retain capacity in the early to moderate stages of their disease

and have a right to participate fully in their medical care plan-

ning within the triad.9 Even in moderate or later stages, persons

“with obviously impaired capacity may still be able to indicate

a choice and show some understanding,”10 which may become

ethically relevant especially when they are resisting a burden-

some treatment with limited efficacy.

Persons with Alzheimer’s and other dementias with capacity

may prefer to complete advance directives on their own. Others

may seek help understanding the implications of the disease

and obtain decision-making support from the physician and the

caregiver or surrogate.11 Still others, for personal or cultural

reasons, may defer receipt of disclosure and decision-making to

another individual.12 Newly diagnosed persons with Alzhei-

mer’s and other dementias may feel frightened, depressed, dis-

traught, or, in rare cases, suicidal.13 Optimal support to these

individuals would allow them to explore and process those

feelings and concerns.

If they are to be empowered, both the person with dementia

and his or her surrogate need to know that their enduring self-

awareness and current, conscious life, including commitments,

beliefs, relationships, work, and so on, will fade as dementia

progresses. However, even after losing decisional capacity, the

person will continue to express natural, experiential interests in

food, social interaction, sex, music, and so on, for an indefinite

period. This will provide some basis for quality of life even in

advanced dementia. Understanding the transition from the for-

mer self, with continuous, coherent interests, to the self in

advanced stages of dementia—what we might call the “now”

self—with fleeting, experiential interests, will provide an

important context for making well-informed decisions regard-

ing life-prolonging treatment.14

Caregivers

Caregivers for persons with Alzheimer’s and other dementias

may be anyone with a close relationship to the patient. They are

individuals who genuinely care about the person for whom they

are caring and are willing to dedicate time to helping the patient

with activities of daily living, from the time the person is rel-

atively independent to the time when he or she may be com-

pletely dependent on others. Most caregivers for persons with

dementia, about two-thirds, are female family members, who

bear considerable emotional, physical, financial, and opportu-

nity costs for the sake of the patients they serve.15 At the same

time, in the right circumstances, the caregiving role can be a

source of satisfaction and personal fulfillment.16

Caregiver stress in dementia has been shown to be influ-

enced by assumptions and beliefs about the caregiving role and

understanding of the course of the underlying disease in the

progression of symptoms.17 If a caregiver does not understand

the progressive nature of Alzheimer’s disease and other demen-

tias, she may believe that the patient’s inevitable decline is a

consequence of her own shortcomings as a caregiver despite

exhaustive efforts, leading to feelings of guilt and frustration.18

Such frustration may lead to redoubling of efforts to control

patient behavior in ways that paradoxically worsen the situa-

tion for the entire triad.

Since the primary caregiver often has the closest relation-

ship with the person with Alzheimer’s or other dementias, that

caregiver is often, but not always, the one appointed by the

person with dementia to serve as agent or surrogate health-

care decision maker in anticipation of losing capacity. This

responsibility requires the individual to process complex med-

ical information about the patient’s condition and understand

the patient’s preferences and goals for medical care, so she or

he can make medical decisions in accordance with the patient’s

wishes as much as possible.19 Advance directives have helped

surrogates make decisions using substituted judgment and thus

are an important part of the process.20 Though it will be impos-

sible to precisely predict the future medical decisions that need

to be made in every situation, advance directives still provide

essential and useful guidance for a surrogate giving voice to the

patient’s preferences and priorities.

Surrogates must deal with their own emotional reactions,

such as grief and loss and not let those reactions cloud their

sense of what is in the best interest of the patient. The emo-

tional and physical well-being of caregivers is also at risk and

so they must also receive the support and care of the health-care

workers who are caring for the patient.8

Primary Care Physicians

Primary care physicians have a key role in determining the

quality of care that a newly diagnosed person with dementia

will receive, as they are often the first point of contact with the

health-care system for patients exhibiting new signs and symp-

toms consistent with dementia.21 When the primary care phy-

sician makes a diagnosis of dementia or likely Alzheimer’s

disease, it is his or her responsibility to assess the patient’s

decisional capacity.22 Assessing capacity in newly diagnosed

persons with Alzheimer’s disease and other dementias can be

challenging, and the determination of capacity may be uncer-

tain; a meaningful discussion of the patient’s diagnosis and
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prognosis in such instances may be not be possible. But in those

situations where capacity is evident to the primary care physi-

cian, the discussion should take advantage of this window of

opportunity.10 The provider must thoughtfully disclose the

diagnosis after exploring the patient’s preferences and vulner-

abilities, including insight and supports for receiving, under-

standing, and responding to potentially devastating news.9

Once the patient and/or surrogate are capable, intellectually

and emotionally, of comprehending and accepting this new

context, the triad should begin the discussion about advance

directives that will culminate in a plan for future medical care,

particularly with respect to invasive life-prolonging options

such as CPR and intubation when the patient reaches advanced

stages of dementia. There is evidence that often this discussion

does not happen.6 Consequently, many persons with Alzhei-

mer’s and other dementias with capacity lose their opportunity

to fully understand their diagnosis and engage in conversations

about future medical care planning and are left at great risk of

receiving inappropriate, burdensome medical care.

Getting Beyond Barriers To Full Disclosure

There are real and perceived barriers to physicians engaging

patients and their caregivers struggling with Alzheimer’s dis-

ease and other dementias in the very necessary process of dis-

closure, education, and medical care planning described above.

We will examine 3 main ones.

Lack of Time

Lack of time is perhaps the most common barrier physicians

cite as a reason for not getting into extended conversations with

patients and caregivers about the complexities involved in

advance care planning.23 There is no question that these con-

versations require ample time free of distractions, a real prob-

lem for busy physicians with a full schedule of patients and

strict time limits allocated for each visit. Ideally, the opportu-

nity for patients and professional caregivers should be built into

all health-care systems so that physicians would be reimbursed

for their time.24 The recent ruling by the Center for Medicare

and Medicaid Services in the United States to reimburse phy-

sicians for having advance care planning conversations with

patients should improve this situation at least somewhat, hope-

fully alleviating previous financial constraints.25 Factors other

than economic considerations, to the extent that they contribute

to time constraints, should also be explored and addressed. For

example, if the need for such a discussion is identified, but the

schedule does not permit time for the discussion during the

current encounter, more time might be allotted for a longer

encounter on a subsequent follow-up visit. This would enable

the provider to address the usual follow-up of comorbid issues

and still leave time to engage in advance care planning. The

time between the 2 encounters can be an opportunity for the

patient and surrogate to frame their thoughts and questions for

the next meeting about the disease and advance care planning.

Moreover, physicians can further save time by fully utilizing

nurses, medical social workers, case managers, and other team

members, to give the patient and caregiver the information they

need to complete an advance directive.

Lack of Comfort and Knowledge

Another barrier is physicians’ lack of comfort and knowledge

about counseling persons with Alzheimer’s and other demen-

tias. In a recent survey of over 700 primary care and specialist

physicians in all 50 states, almost half reported they often or

sometimes felt unsure of what to say in end-of-life conversa-

tions.10 These difficult discussions require that physicians

assess the patient’s capacity, explain advance directives and

viable ways to think about future medical care, and effectively

respond to the natural reactions of grief, doubt, and stress in the

face of uncertainty.26-28 Not surprisingly, there is evidence that

physicians with training in how to have these conversations do

so with greater comfort.10

For those still working to acquire the needed skills and

confidence, community-based resources—such as the local

municipal or county office for aging or a local chapter of the

Alzheimer’s Association—medical social workers, geriatric

care managers, or clergy can be helpful partners in the

discussion.

Just as patients cannot make good informed advance care

decisions without full understanding of their diagnosis and

prognosis, primary care physicians may not be motivated to

foster and lead the advance care planning discussion if they

do not appreciate, through experience or otherwise, the down-

stream harms of delaying advance care discussions beyond the

window of patient decisional capacity. Physicians must realize

that failure to have these discussions robs the patient of auton-

omy and later places perceived and real clinical and moral

burdens on themselves and on surrogates. The need to make

substituted judgments opens the door to false choices regarding

interventions of little or no benefit, leaving the patient exposed

to increased risk of receiving undesired aggressive medical

treatment. When the patient’s wishes are clearly expressed in

an advance directive the primary care physician should keep a

copy in the patient’s medical record and available for future use

as the patient’s disease progresses.

Fear of Overwhelming the Patient With Bad News

The third barrier to be considered is the fear of overwhelming

the patient and caregiver with bad news, which may be partic-

ularly serious in settings with inadequate provision of palliative

care services.24 The dementia diagnosis comes with dire life-

changing expectations, including loss of independence, care-

giving needs and expenses and perhaps the dashing of one’s

late life goals. However, there are far greater risks of harm if

the patient remains in the dark and cannot adequately plan for

the future. Moreover, interview studies have revealed that most

patients favor full disclosure of a dementia diagnosis,29,30 and

beyond that, patients and caregivers want more information

following disclosure.31,32
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However, neither brutal honesty nor sugar-coated euphe-

misms are viable options. Rather, disclosure should be a gentle

unfolding of a planned process in which the caregiver and the

primary care provider assure each other and the patient of

continuous presence and support in the difficult times to come.

The greatest relief for the patient does not come from informa-

tion being withheld, even with the best of intentions, but from

being given every opportunity to retain control of her or his life

while capacity to do so remains and knowing that a surrogate of

her or his choosing will be a faithful representative when that

time has passed.

Sensitive but honest truth-telling is more likely to occur if

the provider employs an interactive, rather than didactic,

approach. By giving the other 2 members of the triad a safe

space to ask questions, receive desired information, examine

options, and express values and preferences, the provider is

given the opportunity to listen, observe reactions and thought

processes and be in a better position to identify and dispel

misunderstandings, unfounded fears, and unrealistic expecta-

tions, good or bad.

In summary, though the barriers cited above cannot be taken

lightly, each can be managed and overcome so patients and

their caregivers are given the quality care they deserve.

A Proposal for Full Diagnostic
Disclosure of Alzheimer’s

In spite of physicians’ track record for not providing disclosure

to newly diagnosed persons with Alzheimer’s disease or other

dementias, there is near universal agreement, including from

physicians, that they should do so.33 However, there are few

specifics in the literature as to what the disclosure should

include, particularly in describing the prognosis. A crucially

important question becomes, what counts as sufficient infor-

mation in a diagnostic disclosure and conversation about the

disease?

As a representative example, the Alzheimer’s Association

recommends covering the following key issues about the

nature of the Alzheimer’s disease: (1) Alzheimer’s disease

is not a normal part of aging but a degenerative disease of the

brain that results in impaired memory, thinking and behavior.

(2) Alzheimer’s disease affects every individual differently,

so there is no exact way to determine how the disease will

progress. (3) Although there is no cure for the disease, some of

its symptoms can be treated by medications and behavioral

approaches.1

Clearly it would represent considerable progress if all newly

diagnosed patients with capacity received this information

from their physician. However, given that patients and their

caregivers want more information, not less, and there is so

much at stake in terms of the patient’s future quality of life

which requires careful planning, we propose the following

more explicit information be made available to newly diag-

nosed persons with Alzheimer’s and other dementia:34

1. Alzheimer’s disease and most other dementias are ter-

minal illnesses for which there are currently no curative

treatments.

2. The person will continue to decline in cognitive func-

tion, unless succumbing to another more life-limiting

condition first.

3. Dementia complicates the management of comorbid

conditions and raises contextual questions about how

to balance the harms versus benefits of future medical

treatments35,36

4. The person will require increasing levels of care and

support and will eventually become totally dependent

on others.

5. However, the person will continue to have many inter-

ests, such as social interaction, music, outdoors, and

more, that can be a source of comfort and maximum

comfort care is available.

6. The more the person is able to clearly state his or her

wishes and goals for future health care in an advance

directive, the more likely it is that health care will be

provided in accordance with those wishes. Without

such planning, they will likely be at considerable risk

of being treated with default aggressive medical treat-

ment, much of which may be burdensome and nonbe-

neficial.18,37-39

Physicians should see disclosure as a process throughout

which they will provide reassurance and a commitment to be

available for ongoing support. We realize this is a lot of infor-

mation for a stressed patient and caregiver to digest and it is

seldom advisable to cover it all in one session. But there is

reason to believe that when patients know their diagnosis and

the types of medical interventions possible when the disease

moves to advanced stages, most of them will want comfort care

to be the primary goal.40 Without full disclosure, patients may

receive care that is contrary to their wishes and values.

The knowledge and skills necessary for a physician to pro-

vide a clinically artful disclosure of diagnosis and to lead a

discussion of future medical care should be considered as much

a core competency as possessing basic medical knowledge and

being able to perform procedures. A shift to ensure that demen-

tia patients receive adequate information about their disease

would be a paradigm shift similar to what happened in the care

of patients with cancer from 1960 to 1979, when physicians

changed their habits from concealing the diagnosis in most

cases to almost always providing full disclosure.41,42 With

respect to Alzheimer’s, there is some evidence that such a shift

has begun,7 but disclosure will not be fully implemented with-

out the development and dissemination of a systematic

approach for primary care physicians and other health profes-

sionals to use when confronting these diseases.

Organizations like the American Geriatrics Society, the Alz-

heimer’s Association, and Health Resources and Services

Administration have produced high-quality educational

resources for medical professionals, as well as for patients and

caregivers to support the discussion of advance directives.43,44
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Conclusion

We have reached the point at which providing full disclosure to

patients with Alzheimer’s disease and other types of dementia

is a fundamental physician obligation. If capable patients do

not receive full disclosure, the dementia care triad is weakened

and patients are left in jeopardy of being treated with burden-

some and unnecessary interventions, which may cause needless

suffering.
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9. Burlá C, Rego G, Nunes R. Alzheimer, dementia and the living

will: a proposal. Med Health Care Philos. 2014;17(3):389-395.

10. Hegde S, Ellajosyula R. Capacity issues and decision-making in

dementia. Ann Indian Acad Neurol. 2016;19(suppl 1):S34-S39.

11. Garand L, Dew MA, Lingler JH, DeKosky ST. Incidence and

predictors of advance care planning among persons with cog-

nitive impairment. Am J Geriatr Psychiatry. 2011;19(8):

712-720.

12. Medina-Walpole A, Pacala JT. Geriatric Review Syllabus.

Mechanicsburg, PA: American Geriatrics Society. 2016.

13. Draper BM. Suicidal behavior and assisted suicide in dementia.

Int Psychogeriatr. 2015;27(10):1601-1611.

14. Menzel PT, Chandler-Cramer MC. Advance directives, dementia,

and withholding food and water by mouth. Hastings Cent Rep.

2014;44(3):23-37.

15. Yang Z, Levey A. Gender differences: a lifetime analysis of the

economic burden of Alzheimer’s disease. Womens Health Issues.

2015;25(5):436-440.

16. Lloyd J, Patterson T, Muers J. The positive aspects of caregiving

in dementia: a critical review of the qualitative literature. Demen-

tia (London). 2016;15(6):1534-1561.

17. Hepburn KW, Tornatore J, Center B, Ostwald SW. Dementia

family caregiver training: affecting beliefs about caregiving

and caregiver outcomes. J Am Geriatr Soc. 2001;49(4):

450-457.

18. Gruffydd E, Randle J. Alzheimer’s disease and the psychosocial

burden for caregivers. Community Pract. 2006;79(1):15-18.

19. Fetherstonhaugh D, McAuliffe L, Bauer M, Shanley C.

Decision-making on behalf of people living with dementia:

how do surrogate decision-makers decide? J Med Ethics.

2017;43(1):35-45.

20. Silveira MJ, Kim SY, Langa KM. Advance directives and out-

comes of surrogate decision making before death. N Engl J Med.

2010;362(13):1211-1218.

21. Fortinsky RH, Zlateva I, Delaney C, Kleppinger A. Primary care

physicians’ dementia care practices: evidence of geographic var-

iation. Gerontologist. 2010;50(2):179-191.

22. Tunzi M. Can the patient decide? Evaluating patient capacity in

practice. Am Fam Physician. 2001;64(2):299-308.

23. Sanders J. Finding the right words at the right time—high-value

advanced care planning. N Engl J Med. 2015;372(7):598-599.

24. Policy in Practice—Our opinion on . . . —Advance directives.

Alzheimer Europe. https://www.alzheimer-europe.org/Policy-in-

Practice2/Our-opinion-on/Advance-directives. 2009. Accessed

October 19, 2018.

25. Advance Care Planning MLN Fact Sheet. Advance Care Plan-

ning. https://www.cms.gov/Outreach-and-Education/Medicare-

Learning-Network-MLN/MLNProducts/Downloads/AdvanceCar

ePlanning.pdf. 2018. Accessed October 19, 2018.

26. Almack K, Cox K, Moghaddam N, Pollock K, Seymour J.

After you: conversations between patients and healthcare pro-

fessionals in planning for end of life care. BMC Palliat Care.

2012;11:15.

27. Parry R, Land V, Seymour J. How to communicate with patients

about future illness progression and end of life: a systematic

review. BMJ Support Palliat Care. 2014;4(4):331-341.

28. Pontin D, Jordan N. Issues in prognostication for hospital special-

ist palliative care doctors and nurses: a qualitative inquiry. Palliat

Med. 2013;27(2):165-171.

29. Pinner G, Bouman WP. Attitudes of patients with mild dementia

and their careers towards disclosure of the diagnosis. Int Psycho-

geriatr. 2003;15(3):279-288.

30. Mastwyk M, Ames D, Ellis KA, Chiu E, Dow B. Disclosing a

dementia diagnosis: what do patients and family consider impor-

tant? Int Psychogeriatr. 2014;26(8):1263-1272.

Shelton et al 135

https://www.alz.org/media/HomeOffice/Facts%20and%20Figures/facts-and-figures.pdf
https://www.alz.org/media/HomeOffice/Facts%20and%20Figures/facts-and-figures.pdf
https://www.alz.org/media/HomeOffice/Facts%20and%20Figures/facts-and-figures.pdf
https://www.alz.org/media/HomeOffice/Facts%20and%20Figures/facts-and-figures.pdf
https://www.alzheimers.net/4-13-15-alzheimers-diagnosis-rarely-disclosed/
https://www.alzheimers.net/4-13-15-alzheimers-diagnosis-rarely-disclosed/
https://www.alzheimer-europe.org/Policy-in-Practice2/Our-opinion-on/Advance-directives
https://www.alzheimer-europe.org/Policy-in-Practice2/Our-opinion-on/Advance-directives
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/AdvanceCarePlanning.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/AdvanceCarePlanning.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/AdvanceCarePlanning.pdf


31. Stirling C, McInerney F, Andrew S, et al. A tool to aid talking

about dementia and dying—development and evaluation. Colle-

gian. 2014;21(4):337-343.

32. Dang S, Badiye A, Kelkar G. The dementia caregiver—a primary

care approach. South Med J. 2008;101(12):1246-1251.

33. Piers R, Albers G, Gilissen J, et al. Advance care planning in

dementia: recommendations for healthcare professionals. BMC

Palliative Care. 2018;17(1):88.

34. Connell CM, Boise L, Stuckey JC, Holmes SB, Hudson ML.

Attitudes toward the diagnosis and disclosure of dementia among

family caregivers and primary care physicians. Gerontologist.

2004;44(4):500-507.

35. Doraiswamy PM, Leon J, Cummings JL, Marin D, Neumann

PJ. Prevalence and impact of medical comorbidity in Alzhei-

mer’s disease. J Gerontol A Biol Sci Med Sci. 2002;57(3):

M173-M177.

36. Maslow K. Dementia and serious coexisting medical conditions: a

double whammy. Nurs Clin N Am. 2004;39(3):561-579.

37. Glaudemans JJ, Moll van Charante EP, Willems DL. Advanced

care planning in primary care, only for severely ill patients? a

structured review. Fam Pract. 2015;32(1):16-26.

38. Cheong K, Fisher P, Goh J, Ng L, Koh HM, Yap P. Advance care

planning in people with early cognitive impairment. BMJ Support

Palliat Care. 2015;5(1):63-69.

39. Vandervoort A, Houttekier D, Vander Stichele R, Van der Steen

JT, Van den Block L. Quality of dying in nursing home residents

dying with dementia: does advanced care planning matter? A

nationwide postmortem study. PLoS One. 2014;9(3):e91130.

40. Givens JL, Shelby K, Goldfeld KS, Mitchell SL. Hospital trans-

fers of nursing home residents with advanced dementia. J Am

Geriatr Soc. 2012;60(5):905-909.

41. Oken D.What to tell cancer patients. A study of medical attitudes.

JAMA. 1961;175(13):1120-1128.

42. Novack DH, Plumer R, Smith RL, Ochitill H, Morrow GR, Ben-

nett JM. Changes in physicians’ attitudes toward telling the cancer

patient. JAMA. 1979;241(9):897-900.

43. Gerontological Society of America. The GSA KAER Online

Toolkit. https://www.geron.org/images/gsa/kaer/kaertoolkitsum

mary.pdf; https://www.alz.org. Accessed October 18, 2018.

44. Health Resources & Services Administration. Training curricu-

lum: Alzheimer’s disease and related dementias. https://bhw.hrsa.

gov/grants/geriatrics/alzheimers-curriculum.Accessed October

18, 2018.

136 American Journal of Alzheimer’s Disease & Other Dementias® 34(2)

https://www.geron.org/images/gsa/kaer/kaertoolkitsummary.pdf
https://www.geron.org/images/gsa/kaer/kaertoolkitsummary.pdf
https://www.alz.org
https://bhw.hrsa.gov/grants/geriatrics/alzheimers-curriculum
https://bhw.hrsa.gov/grants/geriatrics/alzheimers-curriculum


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


