Guideline for management of cognitive impairment and dementia

Please refer to reference document: Review_Dementia_SVUH_MedEl_2008 for further information
Mild cognitive impairment (MCI) is defined as cognitive decline greater than expected for an individual’s age and education level that does not interfere notably with activities of daily living (ADLs). Not all patients with MCI progress to dementia, but more than 50% will.

Dementia is a clinical diagnosis made when acquired cognitive deficits in more than one area of cognition interfere with ADLs and represent a decline from a previously higher level of functioning.

Types of dementia 

	Type of dementia
	Frequency

	Alzheimer's dementia (DAT)
	50-60%

	Vascular dementia (VaD)
	15-20%

	Frontotemporal dementia
	5-10%

	Dementia with Lewy Bodies (DLB)
	5-10%

	Mixed dementia 
	20-30%


Often, later in the disease course it becomes more difficult to reliably identify the particular dementia syndrome. Manage patients with mixed pathology according to the likely dominant condition.

History/Signs

Subjective memory complaints should be taken seriously as these have been shown to be predictive of dementia. A collateral history from family/carer is crucial. Detailed history to include

· Mode of onset (when, where noticed)

· Course of progression (rate, fluctuation)

· Pattern of cognitive impairment (disorientation, new memory learning, language, executive function)

· Non-cognitive symptoms (insight, behavioural disturbance, hallucinations, wandering)

· Presence of depression and anxiety (consider performing depression assessment)

· Medications review

Detailed general physical examination to look for focal neurology, signs of parkinsonism and any secondary causes of cognitive decline.

Investigations
· MMSE OR Addenbrooke's Cognitive Examination Revised (ACE-R) cognition screening tool

· Phlebotomy - FBC, biochemistry, thyroid function, vitamin B12 and folate as a minimum screen

· Strongly suspect the co-presence of delirium in your diagnosis and investigate accordingly

· Brain Imaging - MRI Brain (preferred for MCI and early dementia) OR CT Brain

· Electrocardiograph (ECG) - if acetylcholinesterase inhibitor (AChEI) treatment is considered

· Neuropsychological testing (via psychiatry services) remains the diagnostic “gold standard”, refer if dementia is mild or questionable

Management and Treatment

· Treatment of vascular risk factors if present

· Consider acetyl cholinesterase inhibitor (AChEI) treatment (donepezil, galantamine and rivastigmine) if diagnosis is DAT, with MMSE between 10 to 20, DLB or Parkinson’s disease with dementia

· AChEI treatment effect reviewed 6 monthly – by interview & repeat cognitive assessment

· AChEI are not recommended routinely for MCI

· Consider Old Age Psychiatry referral or antipsychotic use for behavioural problems

· Patient & family education (prognosis, treatments, support services, financial and legal advice, driving)

Useful Contacts

· SVUH Dept of Geriatric Medicine, Ms. Lorraine Murray, Tel: 01- 2094549   Fax: 01-2094609
· Carew House Day Hospital, SVUH, Tel: 01- 2094122    Fax: 01-2094026
· The Alzheimer Society of Ireland Tel: 1800 341341 http://www.alzheimer.ie
· The Carer's Association Tel: 057-9322920 http://www.carersireland.com
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