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an MRI scan provides greater
anatomical detail, and can be used to
support a positive diagnosis of
Alzheimer’s disease, see figure 1, p15.

REFERRAL
Referral should be for two purposes:
to clarify diagnosis and to initiate
treatment. A central triage service
should be commissioned which
involves specialties with relevant
expertise, such as psychiatry,
neurology and geriatric medicine. 
This central service can direct referrals
through the most appropriate
pathway depending on the nature of a
patient's presentation, and local
availability of imaging and treatments. 

Specialist treatments are currently
available for Alzheimer’s disease, such
as acetylcholinesterase inhibitors and
memantine. The management and
prophylaxis of cerebrovascular disease
is well within the purview of general
practice; behavioural and family
intervention, community care,
safeguarding, and the organisation of
care packages may require the
involvement of the psychiatric team.

TREATMENT 
Possible treatment targets are the
maintenance of cognitive and
functional abilities, management of
behavioural and psychological
symptoms, and treatment of
comorbid affective disorders.
Additionally, all carers should receive 
a specific assessment of their own
needs.7

Acetylcholinesterase inhibitors and
memantine (an NMDA receptor
antagonist) both slow the progression
of cognitive decline and extend
independence in activities of daily
living.8,9,10,11

NICE recommends donepezil,
rivastigmine or galantamine for mild to
moderate Alzheimer’s disease, and
memantine for severe Alzheimer’s
disease (or those with moderate
disease who are intolerant of
acetylcholinesterase inhibitors).12

cognition can be performed relatively
quickly. The Montreal Cognitive
Assessment (MoCA) and Mini Mental
State Examination (MMSE) can both
be used to assess cognition, although
the MoCA is superior as a global
assessment tool, particularly in
determining the earlier stages of
cognitive decline.6 The accuracy of
both scales is increased if used in
conjunction with a measure of
functional deterioration, such as the

Box 3 

Investigation of suspected dementia7

•Blood tests: routine haematology, electrolytes, calcium, glucose, renal function, liver function, thyroid
function, vitamin B

12
and folate levels

•Mid-stream urine sample, if delirium is suspected
•Chest X-ray and ECG, if clinically indicated
• If there are specific risk factors, consider syphilis serology and an HIV test
• Ideally MRI, or if not available CT,  scan of the brain
•SPECT (HMPAO and DaTSCANTM) if diagnosis is not clear

Bristol Activities of Daily Living Scale
(BADLS). 

Patients should have a physical
examination and a dementia screen to
exclude treatable causes of cognitive
impairment, see box 3, below.
Structural brain imaging is needed to
assist with diagnosis, but more
importantly to exclude differential
diagnoses including tumours and
hydrocephalus. A CT brain scan is
used most frequently, but if available,

Box 1

Clinical diagnosis of Alzheimer’s disease (adapted from McKhann et al 20112)
Possible Alzheimer’s disease
Atypical course, e.g. sudden onset
Insufficient historical detail 
or objective cognitive 
documentation of decline

Aetiologically mixed presentation with 
some evidence of:
• concomitant cerebrovascular disease 
•dementia with Lewy bodies
• relevant active comorbidity or medication

Increased level of certainty, but 
alternative aetiology possible, with:

Initial prominent deficits (>1) are for:
• learning and recall of information
•word finding                                             
•object or face recognition                
• reasoning, judgment, problem solving

Probable Alzheimer’s disease
Insidious onset
Clear-cut history of worsening of cognition

No evidence of:
• substantial cerebrovascular disease
•dementia with Lewy bodies
•behavioural variant frontotemporal dementia
• semantic variant primary progressive aphasia
or nonfluent/agrammatic variant primary
progressive aphasia
•active comorbidity or medication
Increased level of certainty with:
• formally documented decline

• evidence of a causative genetic mutation (in APP, PSEN1, or PSEN2)
•positive evidence of beta-amyloid (PET or CSF)
• evidence of neuronal injury (CSF tau, FDG-PET, structural MRI)

Box 2

Benefits of early diagnosis (adapted from Banerjee and Owens, 20095)
•Enables early, planned intervention
•Allows patients and carers to access good quality information
•Enables access to peer support
•Reduces crisis situations
•Delays planned admission to care homes (and helps prevent unplanned admissions)
•May improve quality of life for patients and carers

‘An MRI scan 
can be used to
support a 
positive diagnosis
of Alzheimer’s
disease’




