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patients may present with features of
Wernicke-Korsakoff syndrome as a
result of thiamine deficiency. Other
patients may present with hepatic
encephalopathy.14

Common cognitive features include
problems with executive function and
autobiographical memory, and patients
may confabulate. Brain imaging is 
non-specific, often showing generalised
cerebral atrophy with prominent frontal
changes. 

IDENTIFYING PATIENTS 
WHO NEED REFERRAL
Priority should be given to diagnosing
treatable causes for cognitive
complaints, which include depression,
hydrocephalus, hypothyroidism, alcohol
and drugs including prescribed
medication e.g. opioids. Obtaining 
a detailed history remains the most
important part of the workup and
usually requires corroboration by 
a third party. Data from secondary care
indicate that a patient attending clinic
alone is a specific sign of the absence of
dementia.15 In those attending with 
a caregiver, a positive head turning sign,
that is turning towards the caregiver to
provide information about the reason for
attending the appointment, is again 
a specific but not sensitive sign of both
dementia and mild cognitive
impairment.16

After obtaining details of memory
complaints, a useful approach is to
attempt to falsify significant amnesia.
This can be done, for example, when
patients are able to give a detailed
account of their everyday memory
symptoms, see table 3, right, and what
they have forgotten. Such complaints
are more characteristic of depression or
anxiety than of degenerative brain
disease. The ability to give a detailed
account of daily activities or of specific
interests such as the fortunes of a
favourite football team can assist in
falsifying a sinister cause of impaired
memory and has the advantage of
inducing less anxiety than more formal
assessment of orientation.

Undertaking a basic neurological
examination is important. Hard
neurological signs such as parkinsonism,
apraxia or fasciculations significantly raise
the index of suspicion that cognitive
problems are neuropathological in
origin. 

Physical examination should be
supplemented by brief cognitive
assessment such as the Addenbrooke's
Cognitive Examination ( www.neura.edu.au/
frontier/research/test-downloads). This
tool is more useful, though more time

consuming, than the General
Practitioner Assessment of Cognition,
which is not sensitive to non-memory
presentations that are common in YOD.
However, results obtained from brief
cognitive screening tests in patients
suspected of YOD should be viewed
with caution as they necessarily examine
a restricted number of cognitive
domains and have limited sensitivity to
detect mild cognitive impairment which
may only be identified following
comprehensive neuropsychological
assessment.

Quick additional assessment of
cortical functions can be undertaken by
the clock drawing task, see figure 1,
below. Diagnosing PCA is particularly
difficult as visual symptoms often
fluctuate and patients may make
repeated visits to opticians or seek an
ophthalmological referral. 

A set of screening blood tests that
includes full blood count, urea and
electrolytes, liver function tests, thyroid
function tests and glucose level should
be carried out in all patients. Those with
suspected YOD should be referred to a
neurology-led cognitive disorders clinic
where available as the differential
diagnosis is considerably broader than
in older adults and requires specialist
investigation. 

FIGURE 1
Examples of clock drawing from patients with PCA

limb or bulbar muscles. Progression 
is rapid, and average survival time is 
1.4 years, making early diagnosis even
more crucial. 

Dementia with Lewy bodies
Dementia with Lewy bodies (DLB) is a
less common cause of dementia in
younger people. Cognitive impairment
is characterised by difficulties with
visuospatial and executive function,
worse than that seen in early AD.
Memory may be relatively spared early
on. Progression is slow. Core clinical
features include fluctuating cognitive
impairment, vivid and sometimes
disturbing visual hallucinations, and
parkinsonism. Many of the clinical
characteristics of DLB overlap with
those seen in Parkinson’s disease and
evidence supports a DLB/Parkinson’s
disease continuum rather than distinct
entities. 

Other suggestive features include
REM sleep behaviour disorder,
sensitivity to neuroleptics, repeated falls
and syncope, unexplained loss of
consciousness, and autonomic
dysfunction.13

Alcohol-related dementia
The label of alcohol-related dementia is
not well defined and presentation is
heterogeneous. For example, some

Table 3

Common memory complaints

Non-worrying memory complaints
•Forgetting why you have gone into 
a room
•Misplacing glasses, keys, wallet
• Inability to remember names of
people you have just met
• Infrequent word finding 
‘tip of the tongue’ problems
•Complaints of stable, poor memory 
for many years

Red flag memory symptoms
• Inability to recall recent events
•Loss of employment due to cognitive
errors
•Lack of insight into third party
concerns
•Disorientated or lost in familiar
environments
•Forget names of relatives
• Inability to recognise everyday
objects
•Word finding difficulties disrupting
language evident in interview
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