
»

17

These should be commenced soon
after diagnosis, following a discussion
with the patient, and their family 
or carers.

Other proposed interventions, such
as vitamin E, nimodipine, folic acid and
ginkgo biloba are ineffective or have
adverse effects which outweigh any
potential benefit.13

Psychosocial interventions for
Alzheimer’s disease lack a robust
evidence base. NICE recommends
cognitive stimulation, which involves
activities with some degree of
cognitive processing, often in a social
context, for those with mild to
moderate Alzheimer’s disease.7, 14

There is insufficient evidence to
recommend more structured,
individually tailored therapies such 
as cognitive training or cognitive
rehabilitation.13

Behavioural and psychological
symptoms of dementia (BPSD) cover
a variety of symptoms, and therefore
require diverse management
strategies. With the exception of
comorbid affective disorders, the
primary management strategies
recommended for BPSD are
behavioural, environmental or
psychosocial.7

Evidence from case series and small
non-randomised trials supports the
use of: aromatherapy, multisensory
stimulation, animal-assisted therapy, 
massage, and therapeutic use 
of music and/or dancing. 

It is important to make a thorough
physical assessment of any patient
with dementia presenting with
behavioural disturbance, and to search
for triggers and maintaining factors. 
A study of patients with dementia in
nursing homes found a significant
reduction in agitation in the group
started on analgesia, suggesting that
some patients may be agitated in
response to physical pain.15

Pharmacological interventions for
BPSD have become a source of
contention, with the recognition that
antipsychotic drugs, which are
prescribed for agitation and psychosis
in dementia without strong cost-
benefit evidence,16 may not be quite so
clinically effective as once believed.17

Furthermore, they can significantly
increase the risk of cerebrovascular
events and death.18 NICE recommends
reserving antipsychotics for psychosis
or agitation in dementia only after a
number of precautions, including a
careful risk-benefit analysis, discussion
with the patient and carers, and careful
monitoring.7 Other psychotropic

medication has been proposed for
BPSD, including memantine,19 but
evidence of efficacy in a clinical
population is, at present, lacking.20

RECENT DEVELOPMENTS 
The neuropathology of Alzheimer’s
disease is relatively well described,
however, disease modifying
treatments have not yet been
successful. A vaccine against beta-
amyloid peptide in Alzheimer’s
plaques was designed with the
intention of boosting amyloid
clearance and therefore slowing
disease progression. Although animal
models suggested this would be a
fruitful strategy, unfortunately in
humans, the phase ll trial had to be
stopped because some participants
developed meningoencephalitis,
although there had been some
response in those with higher
antibody levels.21

Other immunotherapies are being
considered in the light of this trial, with
the hope that using smaller fragments
of beta-amyloid or direct administration
of antibodies will lead to fewer adverse
events.22 The aggregation of tau has
been proposed as a further target for
disease modifying treatments and a
phase lll trial of methylthioninium
chloride (methylene blue), which
interferes with the aggregation of tau
has been launched, after positive
results from the phase ll trial.23

Other symptomatic treatments
considered include latrepirdine, an
antihistamine with cholinesterase
inhibitory and possible
neuroprotective properties, which
produced promising results in phase ll
trials in Russia, but these results were
not replicated in phase lll trials.24 Trials
of huperzine A, a plant extract with
acetylcholinesterase inhibitory
properties, as well as potentially
shifting metabolism of the 
amyloid precursor protein to 
a non-amyloidogenic pathway, 
are underway.24

Further research is warranted to
compare and combine psychological
approaches, such as cognitive
stimulation therapy, with
acetylcholinesterase inhibitors.13

PRIMARY CARE TEAM 
Dementia is a growing problem, partly
because people are living longer and
also because the baby boomer
generation is entering old age.
Therefore, any advances in the
treatment and management of
dementia are likely to be devolved
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GPs should consider a diagnosis of dementia when 
a patient presents with functional impairment in addition
to at least two changes in cognitive function e.g. short-
term memory, language, reasoning, spatial orientation, or
personality change. The patient, friends, family or
professional carers should have noticed these changes
for at least six months. Patients should be referred to a
memory clinic to make a formal diagnosis of probable or
possible Alzheimer’s disease and to exclude other types
of dementia.

Key to assessment is a careful history of cognitive and 
functional changes, medical conditions and past psychiatric
history. An objective cognitive assessment is important, and
in primary care screening tools such as the General
Practitioner Assessment of Cognition provide a useful
adjunct to justify referral to specialist services. Patients
should have a physical examination and a dementia screen
to exclude treatable causes of cognitive impairment.

Treatment targets are the maintenance of cognitive
and functional abilities, management of behavioural and
psychological symptoms of dementia (BPSD), and
treatment of comorbid affective disorders. Additionally, 
all carers should receive a specific assessment of their own
needs. Acetylcholinesterase inhibitors and memantine both
slow the progression of cognitive decline and extend
independence in activities of daily living. NICE recommends
donepezil, rivastigmine or galantamine for mild to moderate
Alzheimer’s disease, and memantine for severe Alzheimer’s
disease.

With the exception of comorbid affective disorders, 
the primary management strategies recommended for
BPSD are behavioural, environmental or psychosocial. 
It is important to make a thorough physical assessment of
any patient with dementia presenting with behavioural
disturbance, and to search for triggers and maintaining
factors. Pharmacological interventions for BPSD have
become a source of contention, with the recognition that
antipsychotic drugs may not be quite so clinically
effective as once believed and can significantly increase
the risk of cerebrovascular events and death.

Primary care is optimally placed to screen for 
cognitive impairments, to provide essential longitudinal
information that will make a diagnosis of dementia safer.
Primary care also has a crucial role in primary and,
particularly secondary, prevention programmes to tackle
excessive weight, lack of activity, smoking, and other
lifestyle risk factors for dementia, including Alzheimer’s
disease, as well as the treatment of medical conditions
which increase dementia risk.




