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Summary

With increasing numbers of elderly patients,
general practitioners are uniquely placed to
investigate and treat dementia. Screening

tests can be used, but a thorough history and
physical examination are usually needed to

make the diagnosis. Other conditions such as
delirium and depression should be excluded.
Both pharmacological and non-pharmacological
treatments are important, depending on the
particular problems facing the patient and their
carer. The treatment of concurrent chronic disease
may need to be modified as dementia progresses.
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Introduction

The prevalence of dementia approximately doubles with every
five years of age beyond the age of 65. By 2050, the estimated
number of new diagnoses in Australia will reach 175 000
annually compared with 45 700 in 2001."

General practitioners are often the first point of contact for patients
or families who have concerns about memory and cognitive
function. They are also in a unique position to suspect the diagnosis
of dementia when a patient presents with other problems.

The variation in presentation can make diagnosis of cognitive
impairment or early dementia difficult. However, early diagnosis
may enable planning for the future, decrease anxiety with
appropriate education and allow consideration of treatment.

A multinational survey of carers for people with Alzheimer's
disease showed a delay of 12 months from first symptoms

to diagnosis, including a delay of four months in making an
appointment. In the Australian component of this survey, 30%

of patients were diagnosed by their general practitioners. In 93%
of the Australian cases, general practitioners were the first point
of contact.?

Diagnosis

The diagnosis of dementia is made on clinical assessment
using formal criteria.3 These include a history of the gradual
onset of impairments in two or more cognitive domains, which
cause difficulty in everyday function. These impairments should
not be attributable to another cause, such as a drug effect or
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depression. Cognitive domains which are commonly impaired
include memory, language and decision-making ability.

A detailed history with a collateral history from family and
friends is essential in making the diagnosis, determining a
pattern of progression and assessing any impact on daily living.
As this is a time-consuming process, a screening test is often
used to determine whether this is necessary.

The most commonly used screening test is the Folstein
Mini-Mental State Examination (MIMSE). Its validity has been
demonstrated in many populations, however in patients of
non-English speaking background the Rowland Universal
Dementia Assessment Scale (RUDAS) may be more appropriate.
The Mini-cog and General Practitioner Assessment of Cognition
tests also have reasonable sensitivity and specificity and may
take less time to administer.4

Differential diagnoses

It is worth deliberately excluding other conditions that may
appear to cause cognitive impairment such as delirium,
depression and the adverse effects of some drugs such as
antipsychotics. The clinical features of these conditions are
usually different from those of dementia when considered
closely (seeTable 1). Blood tests to help exclude illnesses
mimicking dementia would include measurement of full blood
count, biochemistry, thyroid stimulating hormone, vitamin B,, and

Table 1

Altemative causes of cognitive impairment

Condition Clinical features
Delirium Disorder of attention
Fluctuation of symptoms over hours
Recent onset (usually days to a few
weeks)
Depression Low mood is predominant feature

May have biological features of mood
disturbance

May be motivated to improve
performance on testing for a short time

Often coexists with dementia
May have history of depression

Common offenders are:

e anticholinergics

e sedatives and hypnotics
e antipsychotics

e analgesics

Usually cause features of delirium, but the
duration of symptoms may be very long

Drug effects
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Table 2

Subtypes and features of dementia

Dementia subtype Important features

Alzheimer's dementia
Vascular dementia
ischaemic attack

Mixed dementia
Dementia with Lewy bodies

Falls common

Parkinson's disease with dementia
worse in 'off' periods

Frontotemporal dementia

Delusions common

Post-traumatic
Not progressive

Toxic encephalopathy (e.g. alcohol)

History of toxin exposure

Clinical diagnosis requires memory impairment and impairment of language,
executive function, motor function (dyspraxia) or agnosia

Stepwise progression, associated with physical signs of stroke or history of transient

Most commonly mixed Alzheimer's disease and vascular dementia

Progressive dementia with at least two of the three features of fluctuating cognition,
visual hallucinations, and Parkinsonism

Severely intolerant of the adverse effects of antipsychotic drugs
Some evidence for benefit from cholinesterase inhibitors

Ability to function can also be related to adequacy of dopa replacement and is often

May be part of a spectrum of disease with dementia with Lewy bodies
Younger patients (less than 65 years of age)

Family history of frontotemporal dementia often found

'Dysexecutive syndrome' with change in behaviour and personality common

Also includes progressive fluent and nonfluent aphasia types
Memory relatively spared

Mini-Mental State Examination unreliable

Deteriorates with use of antipsychotics

History of injury with consistent imaging

Appears to increase the risk of later developing Alzheimer's type dementia

folate. A CT scan of the brain is useful in excluding conditions that
may be amenable to treatment, such as subdural haemorrhage
and normal pressure hydrocephalus. Although there may be
reversible elements for many with abnormal tests, reversible
causes of dementia are extremely rare (less than 1.5%).5

Identify the type of dementia

There is no 'cure' for most dementias. However, if the diagnosis
includes information about the subtype of dementia (seeTable 2)
it allows a patient and their family to:

e access information that may help them deal with functional
difficulties
¢ benefit from specific treatments (for example cholinergic

therapies)

e avoid drugs known to aggravate problems (for example,
anticholinergics, and antipsychotics in dementia with Lewy
bodies)

e make plans for the future.

There is a good correlation between the clinical diagnosis of

Alzheimer's disease and the neuropathology at autopsy. This

association is less certain with other subtypes of dementia, but
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even a putative diagnosis may allow a patient and carer to make
sense of the patient's symptoms. An example is the severe fluent
aphasia seen in a younger patient with frontotemporal dementia.

Assessment and planning

Assess how the patient and their carer are coping and what formal
and informal supports and help are available. This assessment

can be time consuming and a home visit (perhaps by associated
nursing or allied health staff) may be an efficient way of getting
this information. Reimbursement for gaining collateral information
may be included in a comprehensive health assessment which
may be reimbursed under Medicare*. If there are areas of need
identified, an Aged Care Assessment Team (ACAT) evaluation may
enable access to a range of services.

People with dementia may be irritable and aggressive. They can
experience delusions and hallucinations. Look for challenging
behaviours as they are common and burdensome. They warrant
a specific assessment and management approach.®

* Medicare Benefits Schedule - Items 700 and 702
www9.health.gov.au/mbs Search for 700 and 702
[cited 2009 Jan 13]
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Ask about the making of wills, enduring powers of attorney

and advance health directives. If these arrangements are not in
place and the patient is competent to make these decisions they
should be encouraged to do so. If capacity to perform these
actions has been lost, the carer may have to apply for these
powers through guardianship legislation.

Give the patient information about managing their disease and
consider referring them to a local patient support organisation.
Education of the carer can be invaluable.

Ask if the patient is still driving. The ability to drive safely is
affected by many factors including visuospatial attention,
switching of attention between tasks, and judgement. These are
difficult to assess in a routine medical assessment. A specialist
off-road and on-road assessment may be required. There may
be state-funded access to these assessments, but the waiting
lists can be very long and legal requirements vary from state
to state.

Incontinence, increased nocturnal activity, impaired mobility?
and aggressive behaviour increase the burden on carers. These
problems are also predictors of nursing home placement within
one year, independent of the level of cognitive impairment.

Referral

Sending the patient to a memory clinic or specialist (geriatrician,
psychiatrist or neurologist) may be required to access some
treatments or to confirm the diagnosis. Offer referral if the
diagnosis is in doubt, if the patient is young, the presentation is
unusual or if requested by the patient or the family.

Non-drug therapy

Monitor the patient's general health and other chronic
conditions, especially vascular risk factors, to optimise health
and independence. Should there be unexpected changes in
cognition or behaviour, reconsider the possibility of incident
delirium or depression. Other problems that can cause
aggravated behaviours or distress in patients with dementia
include pain, constipation, reduced vision and hearing loss.

Psychosocial interventions for carers, such as teaching them
specific problem-solving skills, are more effective if the patient
is also involved. Other factors that appear to be important
include structured individual counselling, involvement of the
extended family and consistent professional long-term support.
These interventions can help to reduce the psychological burden
and can reduce the need for institutional care of the patient.
However, there is little impact on the carer's overall burden.8
Interventions that do not improve outcomes include single
interviews and interventions not associated with long-term
contact such as short educational programs and support
groups alone.

There is some evidence for the cost-effectiveness of community-
based occupational therapy aimed at improving the patient's
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daily function.? Cochrane reviews have found no supportive
evidence for the use of aromatherapy, music therapy,
transcutaneous electrical nerve stimulation (TENS) or bright
light therapy.

In practice, maintaining cognitive, physical and social activity
appears to help in improving quality of life for the patient and
reducing the burden of care. This burden is also improved by
education about symptom progression, burden management
and enabling appropriate access to services including respite
care. Local patient support organisations can be useful
resources for this. It is also important that carers maintain a
relationship with their own general practitioner so that their own
needs are addressed.

Drug therapy

Dementia is a progressive disease. Drug treatment at best only
slows the decline in cognitive function.

Cholinesterase inhibitors

The drugs available in Australia are donepezil, galantamine
and rivastigmine (also now available in a topical formulation).
Patients must meet specific criteria to be eligible for subsidised
treatment under the Pharmaceutical Benefits Scheme (PBS).

There is a statistical benefit of cholinesterase inhibitors in mild
to moderate Alzheimer's disease, however the clinical benefit
remains uncertain and all the studies are short term."®There
is no evidence that one drug has a benefit over another. Many
specialists switch to another cholinesterase inhibitor if there

is no efficacy or tolerance of the first. If required, a trial of
memantine may then be appropriate.

A study of patients taking one of several cholinesterase
inhibitors (donepezil, tacrine and rivastigmine) showed
improvement in cognition and function at one year and delay
in nursing home placement." However, some randomised
controlled trials have shown the drugs do not delay placement.

There is also some evidence for the efficacy of cholinesterase
inhibitors in vascular dementia and dementia with Lewy
bodies.'213The drugs have not been approved for these
indications.

Common adverse effects include nausea, vomiting and
diarrhoea. These are less troublesome with dose titration. Other
adverse effects include bronchoconstriction (particularly in
patients with asthma), bradycardia, cramps and vivid dreams.

Memantine

Memantine is a non-competitive antagonist of the N-methyl
D-aspartate (NMDA) receptor. It is available on the PBS and
may be an alternative for those patients unable to tolerate
cholinesterase inhibitors.

Placebo-controlled trials have shown benefit in patients with
moderate to severe Alzheimer's disease. Memantine has
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been used in combination with cholinesterase inhibitors in
clinical trials. As with the cholinesterase inhibitor studies, the
outcomes measured do not translate easily into clinical practice.
Memantine requires dose titration over a month to minimise the
adverse effects of agitation, hallucination and headache. It may
also increase the risk of seizure activity. Memantine is excreted
in the urine and is probably not suitable for use in those with

renal impairment.

Other drugs for dementia

Hundreds of different drugs are currently in various stages of
clinical testing including vaccines and monoclonal antibodies
against amyloid protein.There is no consistent evidence of
efficacy or safety for drugs such as vitamin E, selegiline,
vitamin B,, or ginkgo biloba.

Disease progression

While the patient's functional state is still intact, treatment of
chronic conditions can improve symptoms and life expectancy.
As dementia progresses the benefits are reduced and the need
for investigations or therapy should be discussed with the carer.
A previously completed advance health directive can be very
valuable to guide therapy.

Timing of cessation of drug therapy for dementia is
controversial, but should be considered if the patient is
completely dependent in their care needs. Cessation should
be discussed with the patient's family, particularly as they may
notice some deterioration in the patient's functional abilities.

Conclusion

Most cases of dementia are diagnosed on clinical assessment.
Excluding treatable causes of cognitive impairment is vital.
Management of the patient and their care needs should be
individualised. Consider the needs of the carers as well as the
patient themselves. Early education and planning for future

events can assist both the patient and their support network.

Thanks to Dr Shanthi Kanagarajah, consultant geriatrician,
for guidance and editorial assistance. Thanks also to Dr Olivia
Williams, general practitioner, and Dr Georga Cooke, trainee in

general practice, for feedback on earlier versions of this article.
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