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incidentally following a review of
vascular disease or risk factors e.g. atrial
fibrillation, hypertension, diabetes
mellitus and hypercholesterolaemia.
Patients may have multiple
cardiovascular risk factors, including
previous transient ischaemic attacks
(TIAs) or strokes and, on examination,
may have focal neurological signs.
It is worth noting that the presence of

vascular risk factors increases the risk of
vascular dementia, mild cognitive
impairment,9 and Alzheimer’s disease.10
Given the significant overlap in these
conditions, the presence of multiple
vascular risk factors should prompt
clinicians to review cognition, even if the
presentation is not typical for vascular
dementia.

ASSESSMENT
A thorough clinical history and physical
examination, together with collateral
history is vital. Any pertinent areas of
concern, particularly in relation to
driving, home safety or finances, need to
be identified. If there are significant
concerns, this will help guide onward
referrals.
Brief cognitive screening should be

performed using a validated tool that
rapidly assesses multiple cognitive
domains. Screening tools form only part
of the cognitive assessment process,
and should be supplemented by history
taking and further investigations. 
The General Practitioner assessment

of Cognition (GPCOG), Mini Mental State
Examination (MMSE) and Montreal

Table 1

Summary of diagnostic criteria for vascular dementia

1 Cognitive impairment in at least two domains e.g. aphasia, apraxia, agnosia and
executive dysfunction
2 Cognitive changes cause significant impairment in social or occupational
function
3 Evidence of a temporal relationship between the clinical symptoms and
cerebrovascular disease e.g. focal neurological signs and symptoms,
neuroimaging changes
4 No evidence of delirium

UNDERLYING MECHANISMS
The pathology and mechanisms
underlying vascular dementia are yet to
be fully understood. Clinical signs and
symptoms may vary depending on the
cause and type of the vascular
dementia, as well as site and size of the
infarction or damage.6
Onset may occur following a single

(major) stroke, a series of multiple small
strokes (multi-infarct dementia)
including silent strokes, small vessel
disease, CADASIL, and also in
combination with other dementias,
particularly Alzheimer’s disease, 
where the vascular component may
exacerbate the symptoms.7
Vascular dementia occurs when

chronic hypoperfusion, hypoxia and
oxidative stress trigger inflammatory
responses and an ischaemic cascade.
The periventricular white matter, basal
ganglia, and hippocampi are highly
susceptible to hypoperfusion-induced
lesions. If the resulting damage is
significant and leads to disruption of the
prefrontal-basal ganglia circuitry, this
may induce cognitive deficits.6

PRESENTATION
Presentation in primary care may be
very varied, given the range of
pathophysiological processes (e.g.
haemorrhages in single or multiple areas
of the brain) that are relevant to the
aetiology. The most common cognitive
symptoms are changes in language
(particularly nominal aphasia), executive
function (planning) and visuospatial
skills. Vascular dementia should be
suspected if there is a decline in 
at least two cognitive domains over at
least six months, particularly if there 
is a characteristic stepwise progression
in symptoms. 
There may be associated clinical

symptoms such as: early gait
disturbance, history of unsteadiness or
falls, urinary frequency or urgency,
pseudobulbar palsy, personality change
and mood changes.3,8 
Cognitive changes may be detected

Cognitive Assessment (MoCA)11,12 are all
good screening tools. The GPCOG has a
positive predictive value of 71.4% and a
misclassification rate of 14%.13 The MoCA
has been developed particularly with
stroke populations in mind and covers
more domains of cognition, so is
therefore preferable.  
Cognitive impairment can be caused,

or exacerbated, by depression or
anxiety. A brief review of mental health 
is therefore important; screening for
depression and anxiety can be
supported by use of common tools such
as the PHQ9 or GAD7.14 If these indicate
significant symptoms, then patients
should be treated according to standard
guidelines.15
It is important to rule out acute or

reversible causes of cognitive
impairment with simple investigations.
Routine blood tests including a full
blood count, thyroid function, B

12
, folate

and calcium levels along with a
midstream urine test can help identify
reversible causes of cognitive decline
(e.g. delirium, hypothyroidism and
vitamin deficiencies).
A brief medication review is vital to

ensure that cognitive decline is not
iatrogenic, see table 2, p13. Common
medications known to affect cognition
include: anticholinergics (e.g. oxybutynin
and amitriptyline), antiemetics 
(e.g. cyclizine and metoclopramide) and
opiates; alternatives should be sought
where possible.16
Neuroimaging can help distinguish

the type of dementia and exclude other
cerebral pathologies. A CT head is
generally the most cost effective, well
tolerated and easily accessible scan,
though not all GPs are able to obtain
this, and it is more commonly requested
in secondary care. CT head scans are
primarily used to exclude a treatable
cause for dementia (e.g. hydrocephalus)
and may also provide supportive
evidence for a diagnosis of vascular
dementia (e.g. old stroke, or white
matter changes which are evidence of
small vessel ischaemia). 

REFERRAL
Patients may require referral for
assessment, management of complexity
in vascular dementia, or  palliative care.17
In general, there should be a low

threshold for referral to a memory clinic
for assessment for possible dementia.
GPs should consider a referral if patients,
their families, or other professionals have
raised concerns, particularly if these are
having an adverse impact on the
patient’s ability to live independently. 
It is important that GPs seek the

‘Vascular risk
factors increase 
the risk of 
vascular dementia,
Alzheimer’s disease
and mild cognitive
impairment’


