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Table 3

Information to be included when referring patients to a memory clinic

•Patient’s consent to the referral
•Named carer and consent to contact the carer if available
•Any special communication needs e.g. interpreter, sign language
•A short description of the history and impact on functioning of the presenting
memory problem
•A full physical screening
•Blood and urine tests as per dementia protocol
•Mental health check: screen for depression and anxiety, and consider using an
appropriate measure (e.g. PHQ9, GAD7)
•Cognitive screen (e.g. MMSE or GPCOG)
•Physical and mental health history and current medication
•Any known risk factors, for example relating to driving

Table 2

Common medications known to impair cognition

Condition

Urinary frequency

Nausea/vomiting

Irritable bowel

Pain

Allergy

Drug class

Anticholinergics

Antiemetics

Antispasmodics

Analgesics

Antihistamines

Drugs to avoid in 
cognitive impairment

Oxybutynin
Tolterodine

Cyclizine
Metoclopramide
Prochlorperazine

Atropine sulphate

Codeine
Tramadol
Fentanyl patches

Chlorpheniramine

Recommended
alternatives

Darifenacin
Trospium
Solifenacin

Domperidone
Serotonin 5-HT3
antagonists

Mebeverine

Paracetamol
Topical NSAIDs
Buprenorphine

Cetirizine
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patient’s consent prior to referral, and
that relevant background information in
relation to their physical and mental
health is included, see table 3, below. 
There are circumstances when a

referral to a memory clinic may not be
appropriate, and other services may be
better placed to meet the patient’s
needs. For patients with comorbid
depression, anxiety or alcohol
dependence, treatment of these
conditions should be the priority, before
a more detailed memory assessment. 
If there is a physical explanation for
cognitive changes (e.g. infection in the
context of delirium) or if there are new
neurological signs then a referral to
neurology or another medical specialty
may be needed. Patients with learning
disability or a history of head injury may
be better served by a referral to
specialist learning disability/head injury
services.
As vascular dementia progresses,

many patients will develop noncognitive
and behavioural symptoms such 
as anxiety, psychosis, and agitation.18
If these symptoms cause concern then a
referral (back) to specialist services
should be made to assist with
management. If there are significant risk
issues, then a referral to social services
may also be needed. 
If there is concern that the patient is

severely disturbed and could be an
immediate danger then an urgent
referral to mental health services may be
needed, with a view to possible
inpatient admission. 
Finally, GPs should ensure that

patients with dementia and their
families have access to palliative care
services, for example to discuss artificial
feeding and cardiopulmonary
resuscitation. This alone may be a
reason for referral to old age psychiatry.

MANAGEMENT
A timely diagnosis of vascular dementia
provides the opportunity to assess and
treat comorbidities, provide information
and support, and help to maintain an
individual’s independence.1NICE
recommends that people with mild to
moderate cognitive symptoms should
be offered a place on a group cognitive
stimulation programme, although the
current evidence base for cognitive
interventions is poor.17,19,20 There are
currently no nationally recommended
pharmacological treatments to improve
cognitive function in vascular dementia.17
Small improvements have been noted
using the acetylcholinesterase inhibitor
galantamine21,22 and the calcium channel
blocker nimodipine,23 however neither

improved functioning. A randomised
placebo-controlled trial of amlodipine
for vascular dementia has recently
completed recruitment.24
For the management of noncognitive

and behavioural symptoms, NICE
recommends an individual care plan and
trials of nonpharmacological
interventions such as cognitive
stimulation therapy,25 structured
exercise26 and animal-assisted therapy,27
although the evidence base is weak.
Patients should be offered treatment for
comorbid anxiety or depression, which
are more common in people with
dementia. If patients become severely
distressed or a risk to themselves or
others, they should be reassessed to
exclude any new physical symptoms
(e.g. infection, pain, constipation).
Sometimes a short course of
antipsychotic medication may be
required if the risk of such behaviour is

high. While atypical antipsychotics, such
as risperidone and olanzapine, reduce
aggression and psychotic symptoms in
dementia, these should be prescribed
cautiously following a discussion about
the risks and benefits including the
increased risk of cerebrovascular events
and mortality.28 Initial doses should be
low and the need for medication
reviewed regularly.  

PREVENTION
Vascular dementia is both modifiable
and preventable. Diagnosing and
treating comorbidities and risk is the
mainstay of prevention and treatment
strategies. This should focus on
modification of risk factors such as:
obesity, smoking, cardiovascular
disease, hypertension, atrial fibrillation,
hypercholesterolaemia, diabetes (type 1
or 2) and chronic kidney disease.
Modifying risk factors in midlife will help


