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Dementia Journey Mrs Mary Smith 

 
 Pointers for effective screening during 

referral 

 Dementia diagnosis in Primary Care 

MASS (Memory Assessment and 
Support Services) – New Service Spec 

 Shared Care 

 Cognitive enhancers – Evidence base 

 Capacity assessment 

 BPSDs  - Antipsychotics in Dementia 

 

 

Overview 

 



Are you aware of the new service specifications for 
Memory Assessment and Support Services (MASS)? 

A. Yes 

B. No 

Yes
No
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14%



“Hub and Spoke” model 
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Trios/Dementia Advisor Function 



Do you know who your Dementia advisor/Trio is ? 

A. Yes 

B. No 

Yes
No

67%

33%



“Hub and Spoke” model 

Integration with Primary Care 
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Service offer 
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Dementia Pathway 

Referral from 

GP 

District General Hospital 

Other health care professionals 
 

 

SPA/Sr Memory Nurse 

Screening 

Demographic details 

Contact details for carers/relatives 

Medical History 

Psychiatric history 

Any recent investigations 

 

 

MPDF (Multi Professionals Diagnostic 
Forum) 

Request further information 

Advice to the referrer 

Referral allocation 
 

Assessment 

Home visit  

Thorough history 

Cognitive assessment 

Functional assessment 

Carers’ stress assessment 

Falls/Depression screening/NPI 

Complete Blood Profile 

ECG 

CT Head 

 

Diagnosis 

 

Pre-diagnosis 

Diagnostic feedback (with a 
consultant) 

Post diagnostic 

Helping patients live well with 
Dementia 

Shared Care 

Patients  living in community 

Patients living in 24 hour care 

 



HISTORY 



Mrs Mary Smith’s Journey - 1  

• Mary, 72 yr, Caucasian, female, widow, living on her 
own - 6 month h/0 memory problems. 

• Daughter more concerned about memory 
problems. 

• Mary does not acknowledge she has any problems, 
attributes minor memory deficits to age 

• h/o AF, HTN, depression, insomnia, over active 
bladder 

• Aspirin, Oxybutynin, Sertraline, Amitryptiline  



History 

• Different perspectives – client, carer, relative 

• Onset, duration, progression 
• Sudden onset – Not always secondary to vascular cause 

• Degenerative dementias often present “suddenly” in new 
environments 

• DLB – Marked fluctuations 

• Several year history – “worried well” 

• Very clear short History – treatable dementia 

• Staging –  
• When did he/she stop going out, shopping himself 

• When did he/she stop performing house hold duties 

• Dementia  - “Spouses gradually take over” 



Four tasks during history 

Task 1 Does the patient have an organic cognitive problem? 

Task 2 Is the disease process static, progressive, vascular, degenerative etc? 

Task 3 Which cognitive domains are involved? 

Task 4 Is the patient depressed and is there any thing else in the history? 



Four tasks during history 

Task 1 Does the patient have an organic cognitive problem? 

Task 2 Is the disease process static, progressive, vascular, degenerative etc? 

Task 3 Which cognitive domains are involved? 

Task 4 Is the patient depressed and is there any thing else in the history? 



Effective referral – Maximising info 

• Implicit sources of information 
– Is the gait abnormal? 

• Gait – Apraxic gait – Vascular cause, NPH 

– Is there any sensory impairment?  
• Deafness, L/O vision 

– How easily does the patient find the seat? 
• “bum” apraxia!! 

– Who plays the primary role during the consultation? 
• Classical “head turning sign” 

– What is the quality of interaction in the consultation? 
• Disinterested in conversation, speech,  

– Any evidence of tremors, visuospatial problems, eye 
movements? 
 
 

 
 
 



Task 1 – Is there an organic problem? 



Task 1 – Is there an organic problem? 

Anecdotes of the patient lapses 
Would you or your parent ever make such a 

mistake? 
Direct questions 
 Worst thing that has happened because your memory has 

let you down? 
 How has life changed? 
 What does your poor memory stop you from doing? 

Memory clinic? 



Task 1 – Is there an organic problem? 

Complaints that are poor discriminators of an organic problem 

Going shopping and forgetting items 

Losing watch, glasses 

Going in to a room and forgetting why 

Forgetting appointments 

Not passing on messages 

Losing the car in the multi-storey car park 

Having to be told more than once 



Task 1 – Is there an organic problem? 

Complaints that are good discriminators 

Asks the same question repeatedly 

Participates in a conversation and then forgets it has ever occurred 

Takes the spouse shopping comes back alone 

Goes to town by car and comes back by bus 

Gets lost every time/most of the time he is in unfamiliar place 

We wanted to have fish for dinner. She just said “what is fish?” 

“She has always done the Christmas cards before but this year was chaos”  

“She can’t find a pencil when it is right in front of her and complains her eyes aren’t 
working. But the optician could not help” 



Task 1 – Is there an organic problem? 

Pointers to organic disease 

Pointer 1 Partner/relative/carer is more concerned than the patient 

Pointer 2 
Partner/relative/carer takes the lead in arranging the referral 
and dominates the interview 

Pointer 3 
Loss of functioning – no longer able to shop, budget, perform 
household duties 

Pointer 4 Episodes of marked disorientation in new environments 



Task 2 – Nature of Dementia 



Age as a discriminator 

Patients under 40 years • Sporadic degenerative dementias are extremely 
rare 

• Usually have a psychiatric disease 
• Usually worried well 
• Rarely will have neurological problems/MS or very 

rare metabolic disease 

Patients 40 – 55 years • Age of the worried well 
• Some degenerative disease – FTD possible 
• Secondary dementias can occur 

Patients 55 – 65 years • Organic disease becomes commoner 
• Typical age for FTD 
• Familial AD 

Patients over 65 • Most will have organic disease 



Task 3 – Which cognitive domains are 
involved? 



Task 4 – Is the patient depressed and is 
there any thing else? 



Depression and other causes 

Depression 
• Most important to establish 
• Treatable 
• Dementia and depression often coexist 

Medical history 
• Vascular risk factors 
• Head injury 
• Seizures 

Drug history 
• Anticonvulsants 
• Lithium 
• Any centrally acting drug 

Family History • Huntington’s , Early onset Alzheimer’s, FTD 

Social History • Alcohol 



Mrs Mary Smith’s Journey - 1  

• Mary, 72 yr, Caucasian, female, widow, living on her 
own - 6 month h/0 memory problems. 

• Daughter more concerned about memory 
problems. 

• Mary does not acknowledge she has any problems, 
attributes minor memory deficits to age 

• h/o AF, HTN, depression, insomnia, over active 
bladder 

• Aspirin, Oxybutynin, Sertraline, Amitryptiline  



Which of these could potentially have 
an impact on Mary’s memory 

problems? 

A. Depression 

B. Amitriptyline 

C. Oxybutynin 

D. All of the above 
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Cognitive Screening Tools 

• 6 CIT (6 item Cognitive Impairment Test) 

• AMT (Abbreviated Mental Test) 

• GPCOG Screening test 

• CLOX 1 & 2 (Executive Clock Drawing Test) 

• MINICOG 

• CAM (Confusion Assessment Method) 

• IQCODE 

 

 

 



 



Confusion Assessment Method 



IQCODE 



Referral 

 
 Contact details for the relative/carer 

Whether referral has been discussed with the patient 

 Brief history 

Medical history 

 Any on going specialist reviews 

 Current medications 

 Allergies 

 Any recent investigations, results 

 Any thoughts on possible causes of cognitive impairment 

 

 



Referral Form on   
BEST website/Emis /System 1  

 



 



 



 



 



 



 



Dementia Pathway 

Referral from 

GP 

District General Hospital 

Other health care professionals 
 

 

SPA/Sr Memory Nurse 

Screening 

Demographic details 

Contact details for carers/relatives 

Medical History 

Psychiatric history 

Any recent investigations 

 

 

MPDF (Multi Professionals Diagnostic 
Forum) 

Request further information 

Advice to the referrer 

Referral allocation 
 

Assessment 

Home visit  

Thorough history 

Cognitive assessment 

Functional assessment 

Carers’ stress assessment 

Falls/Depression screening/NPI 

Complete Blood Profile 

ECG 

CT Head 

 

Diagnosis 

 

Pre-diagnosis 

Diagnostic feedback (with a 
consultant) 

Post diagnostic 

Helping patients live well with 
Dementia 

Shared Care 

Patients  living in community 

Patients living in 24 hour care 

 



What do we share with you? 

• Any significant risks/concerns by the family 

• Diagnosis/Formulation 

• Management plan: 
– Cognitive enhancers 

– Support systems 

– Psycho-education 

– Post diagnostic 

• Cognitive enhancers 
– Titration 

– Stabilisation 

– Monitoring 

 



What do we share with you? 



What do we share with you? 



Diagnosis in Primary Care by GPs 

Nice Guidance  
 Treatment should be under the following conditions:  
 Prescribers should only start treatment with donepezil, 

galantamine, rivastigmine or memantine on the advice of 
a clinician who has the necessary knowledge and skills. 
This could include: 

 secondary care medical specialists such as psychiatrists, 
geriatricians and neurologists  

 other healthcare professionals such as GPs, nurse 
consultants and advanced nurse practitioners with 
specialist expertise in diagnosing and treating Alzheimer's 
disease. [new 2016] 

 
 



DiADeM 

 



Mary has been diagnosed with Alzheimer’s 
dementia and has been titrated  on to Donepezil 
10 mg  a day.  

She has been stable on this medication for 3 
months and a shared care has now been 
requested.  



When to request a shared care? 

The patients meets the clinical criteria within NICE 
guidance (TA217) for the use of acetylcholinesterase 
inhibitors and Memantine 
Medication has been shown to be beneficial 
Patient’s dosage has been stabilised. 

Patient’s condition is amenable to a shared care 
arrangement. 
Suitable arrangements have been made for shared care 
GP has agreed to accept the prescribing and management 
responsibility 

 



 









Anti Dementia Medication 

 

 



What drugs? 



AChI – How do they work? 



Memantine – How does it work? 



What evidence? 
Mild to Moderate Alzheimer’s Dementia 

 



Longer term drug effect 



Measuring clinical worsening 



Time to nursing home admission 



How safe are these medications? 

2006 Cochrane reviewAChI’s in AD - patients in 
treatment arms were more likely than those in 
placebo arms to report a single adverse event  

Number need to harm - 7  

Donepezil was associated with fewer adverse 
events than the other cholinesterase inhibitors. 

Meta-analysis of trials of AChI’s and memantine - 
AChI’s were associated with an increased risk of 
syncope (odds ratio 1.53 (95% confidence interval 
1.02 to 2.30) but not falls. 

Number needed to harm - 143  

 



How safe are these medications? 

Memantine is associated with fewer and less 
serious side effects than AChI’s 

Adverse effects of cholinesterase inhibitors arise 
from increased vagal tone.  

Caution - sick sinus syndrome and 
atrioventricular block 

Caution - COPD or asthma, urinary problems, 
history of peptic ulcer. 

A comprehensive review of the available data on 
cardiovascular adverse events concluded that       
serious events were rare. 

 



Discharging patients from MASS 

• Patients are to be discharged from the service after 
6 months of being stable on cognitive enhancers.  

• Reviews by GP as part of the annual health reviews 

• What to look for  
– General feedback from patient/family on cognitive and 

global decline 

– Any BPSDs – Refer to memory clinic (Rapid access 
clinics) 

– Risks – wandering, self neglect 

– When to stop the medications 

 



Mrs Mary Smith’s journey 

Mary comes to back to annual health reviews and 
the feedback suggests a significant decline and 
the family members request if the medications 
could be reviewed and if Donepezil could be 
stopped. 

 



When do you discontinue cognitive 
enhancers? 

A. No apparent response to therapy  

B. Intolerable side effects  

C. Co-morbidities make continued 
use too risky or futile (eg, 
terminal illness)  

D. Dementia is very advanced and 
terminal care is appropriate  

E. All of the above 
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Discontinuation of Cognitive Enhancers 

  
 Patient and/or proxy decision-maker decide to stop  
 Patient refuses medication or non-adherence is an insurmountable 

problem  
 No apparent response to therapy  
 Note that this is difficult to judge in practice; evidence shows that patients on 

treatment do better than those on no treatment, even in some with severe AD  

 Intolerable side effects  
 Co-morbidities make continued use too risky or futile (eg, terminal 

illness)  
 Dementia is very advanced and terminal care is appropriate  
 Withdraw treatment slowly and consider reinstating if deterioration 

occurs. 

 



Mrs Mary Smith’s Journey 

• Mary continues to decline with her global 
functioning and she no longer is able to manage 
her ADLs and family are concerned about her 
capacity to manage her finances. They come to 
see you if she is capable of executing a Power of 
Attorney for finances.  

• Does she have the capacity to sign a power of 
attorney document? 



Capacity for Power of Attorney 

• Diagnostic threshold 

• Functional assessment 
• Understand, retain, weigh the pros and cons, 

communicate  

• What is the relevant information you discuss? 

– Nature and scope of POA 

– Why She has chosen those attorneys 

– Extent of her affairs, financial responsibilities, 
contingencies 

 

 

 



BPSDs 
(Behavioral and Psychological Symptoms of 
Dementia) 



BPSDs 

• Around 90% of dementia patients experience 
BPSDs 

• Shouting, screaming, agitation, aggression, 
disinhibition, delusions, hallucinations etc 

• Independently associated with  
• poor outcomes 
• distress among patients and caregivers 
• long-term hospitalization 
• misuse of medication 
• increased health care costs 

• Evidence base for effective control of BPSDs is poor 



Mrs Mary Smith’s journey 

Mary was found wandering outside her home and 
she was admitted to a care home. The care home 
staff request a review by GP as they are getting 
increasingly concerned about Mary’s behaviours. 



How do you approach? 

• P – Pain 

• I - Infections 

• N – Nutritional status 

• C – Constipation 

• H – Hydration, check U&E 

• M – Medications 

• E – Environment 



How do you approach? 

• RISK ASSESSMENT – self and others 

• Understand the behaviours 
• Behavior charts – Request the carers to maintain 

• Behavioral analysis – ABC (Antecedent, Behaviour, 
Consequence) 

• Explore any triggers, timings, patterns 

• Glass half full! – What has worked? 

• Refer to Care Home Liaison team (MASS) 

• Role of medication 
• Not first line 

• SSRI/Trazodone/Benzos/Memantine/Antispychotic 



Antipsychotics in Dementia 

 



Some numbers! 
Treating 1,000 people with BPSD for 12 weeks 
would result in  
an additional 91–200 patients with behavioual  
disturbance (or an additional 72 patients of 1,000 
with psychosis) showing clinically significant 
improvement in these symptoms 
an additional 10 deaths 
an additional 18 CVAEs, around half of which may 
be severe 
no additional falls or fractures   
 additional 58-94 patients with gait disturbance 



The process! 

Where medication is considered  
 

– The person should be as involved as possible in 
decision-making 

–  In all cases family carer should be involved in 
discussions 

– Information on the possible positive and negative 
effects of the medication 

– A ‘best interests’ decision  
– Atypical antipsychotic is to be preferred over a typical 

(Risperidone)  



The Process ! 

 If prescribed PLEASE LET US KNOW asap 
Advice adequate fluid intake, mobility, emphasize 

secondary prevention i.e blood thinners etc 
Advice the carers to look for any evidence of 

strokes 
 Risk is highest in the first few weeks 
DOCUMENT, DOCUMENT, DOCUMENT.. 

Target symptoms 
Plans for further review 
Discussions with family 

Attempt to reduce at the earliest opportunity (less 
than 12 weeks) 
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