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Assessment Process Summary

• Determine whether there is a history of cognitive 
decline

• Determine whether there is a history of 
functional decline

• Determine whether there are any atypical 
dementia features

• Exclude mimic conditions
• Confirm cognitive impairment
• Diagnose or refer for diagnosis



What is Dementia?

• Decline in multiple areas of higher brain 
function

• Decline in functional independence

• Due to physical brain disease 

Presenter
Presentation Notes
Dementia is a simple clinical syndrome that is easy to recognise.



Clinical Presentations

• Complaint of cognitive or functional decline 
from patient or informant

• Difficulty giving a history, or overt cognitive 
impairment at interview

• Report or evidence of behavioural change

• Decline in appearance or loss of weight

• New onset depression, anxiety or psychosis 

• Decline in illness self-management skills

Presenter
Presentation Notes
Like appendicitis sometimes the presentation can be very obvious with the patient and carer complaining of progressive cognitive or functional decline.However dementia can present in a number of different ways and it is important that the clinician remains vigilant to these possibilities.



Diagnosis is a Simple 4 Stage Process

1. Determine whether there has been a decline 
in higher brain function

2. Determine whether there has been a decline 
in functional independence

3. Determine whether this is likely due to 
physical brain disease

4. Determine likely nature of brain disease

Presenter
Presentation Notes
As there are 3 component to the dementia syndrome, diagnosis is a simple 3 stage process.With an additional step to confirm the aetiology.



Has There Been a Decline in Higher 
Brain Function?

• Is there a history suggestive of decline in 
higher brain function?

• This is usually a decline  in cognition but 
sometimes the change may be behavioural

• The patient can often describe this

• However it is always a good idea to confirm 
with an informant

Presenter
Presentation Notes
Impaired recent memory is the commonest early  symptom, word-finding difficulty is also a frequent problem.In some patients the first symptom is more generalised confusion and disorientation.Rarely, particularly in younger people,  dementia can present as progressive behavioural and personality change.In the early stages of most types of dementia the patient can usually accurately describe their symptoms but insight is lost with increasing severity.However if frontal function is affected early insight may be impaired.It is therefore always a good idea to ask an informant who knows the patient well about what has changed.



Informant Questions for Cognitive 
Decline

• Does  (P) have a problem with their memory?
• Does (P) ever have difficulty finding the right 

word?
• Does (P) ever seem disorientated or confused?
• How did the problem start?
• How long has this been present?
• Is it getting worse?
• Are things getting slowly worse or are there more 

sudden changes?

Presenter
Presentation Notes
Knowledge of the first symptom,  how it developed and how things have changed over time are extremely useful in determining the aetiology of the dementia.Insidious onset impaired memory for recent events which has progressed slowly over time is highly suggestive of Alzheimer’s disease.Sudden onset, associated with as stroke like event, particularly if there is step-wise deterioration is typical of vascular dementia.Confusion as an a presenting symptom suggests problem may be due to delirium or Lewy body disease.



Has There Been a Decline in Functional 
Independence?

• This is an essential requirement   for a 
dementia diagnosis 

• The information  is best obtained from an 
informant

• If there is no significant functional decline the 
descriptor is mild cognitive impairment

• More complex activities such as managing 
finances tend to be affected first

Presenter
Presentation Notes
It is equally important to know whether there has been any deterioration in the patient’s functional ability.Asking about change in function can be particularly useful in people in people with poor education and in those who can not speak English well, when cognitive tests can be misleading.A decline in cognition  without functional impairment is described as mild cognitive impairment (MCI).It is very important to recognise the distinction  as those with MCI may not decline or even improve over time.



Informant Questions for Functional 
Decline

• Do the problems that you have told me about  
interfere with (P)s ability to manage in everyday 
life?

• Are there things that (P) is less good at now?
• Are there things that you need to help with?
• What about: driving, finances, shopping?
• Would you be happy to leave (P) to manage on 

their own for  a couple of weeks?
• Are there any risks?

Presenter
Presentation Notes
Patient’s with dementia are often not fully aware to what extent their function is being affected.It is therefore important to discuss this with an informant who knows the person well.Note always ask about driving and whether there are any other risks.If you think that a patient likely has dementia and may  be unsafe with driving you should immediately instruct them not to drive, do not delay this until you have received specialist confirmation.



Informant Questions for Atypical 
Dementia

• Does (P) ever see things that are not there?
• Does (P) hit out whilst asleep?
• Does (P) seem vacant or sleepy during the day?
• Has (P) started to complain of a headache?
• Has (P) had any fits or seizures?
• Has (P)’s behaviour changed significantly?
• Consider  patient has any neurological 

abnormalities not explained by strokes (e.g. 
parkinsonism, urinary incontinence, gait apraxia)

Presenter
Presentation Notes
Whilst Alzheimer’s disease, vascular disease and mixtures of the two account for most cases of dementia there are many potential aetiologies.Always ask the above questions to screen for atypical causes as they may require a different management strategy.Visual hallucinations, REM sleep behaviour disorder,  fluctuating alertness and Parkinsonism all suggest dementia with Lewy bodies.New headache and neurological signs might suggest a space occupying lesion.Fits and seizures tend not to occur early in the common forms of dementia and may suggest  an atypical cause.Progressive behavioural and personality change not obviously due to mental illness could suggest frontotemporal dementia.Early urinary incontinence  and abnormal gait not explained by other physical factors suggests hydrocephalus.



Is Problem Likely to be Due to
Physical Brain Disease?

• This is a clinical judgement based on what you 
know about the patient

• Ideally you would like to see an image of the 
brain to prove this

• However all you need to do is to sensibly 
exclude other things that can mimic dementia

• The presumption is then that a brain disease is 
the likely cause

Presenter
Presentation Notes
NICE guidelines currently recommend a brain scan as a necessary part of investigation but it is important to exercise clinical judgement.Dementia is very common in those aged over 80, much of this has a mixed aetiology and many patients would not be considered fit for a neurosurgical intervention if a space occupying lesion was found.In primary care the focus should be on identifying remediable conditions that can cause cognitive and functional impairment and thus mimic dementia.



Exclude the 3D’s!

1. Delirium

2. Depression (mental disorder)

3. Drugs (including alcohol)

Presenter
Presentation Notes
Also note poor performance on a cognitive test might be due to poor English, poor education or learning  disability!



Identifying the 3D’s

1. Is patient acutely physically ill? Has problem 
developed rapidly? Does patient appear 
confused or drowsy?

2. Does patient appear depressed? Does 
patient have a past history of severe mental 
illness?

3. Has patient recently started any medicines 
known to impair cognition? Is there any 
evidence of alcohol misuse?

Presenter
Presentation Notes
Development of cognitive impairment in under 3 months strongly suggests that the problem is not due to simple Alzheimer’s disease or indeed dementia.If the patient is physically ill, appears confused, experiences hallucinations  or dozes off during conversation or activities you should diagnose delirium.Ask the patient about their mood particularly if they look depressed or have a past history of depression – suitable questions can be found in the appendix.Good questions are: ‘Have you been feeling sad, depressed or miserable?’  and ‘Have you lost interest or enjoyment in things recently?’If so perhaps consider an 8 week trial of an antidepressant (e.g. citalopram 20mg or mirtazapine 30mg) and re-assess. Always ask about alcohol consumption and review the blood results.Has the patient started any medications known to cause cognitive impairment (e.g. opioid analgesics, benzodiazepines, anticholinergics) around the time of symptom onset?If so consider removal and re-assessment.



Confirm Cognitive Impairment

• There is a history suggestive of cognitive and 
perhaps functional decline which you judge is 
likely to be due to physical brain disease

• You should now confirm that patient is 
actually  cognitively impaired on a test

• We  suggest using 6CIT or Mini-Cog

• Alternative brief tests are outlined in the 
appendix

Presenter
Presentation Notes
6CIT is a standardised test which is suitable for most situations.It will however lack sensitivity in mild dementia in intelligent people.So if you feel you have obtained a clear history of cognitive decline consider referring even if the 6CIT score is in the normal range.Most standardised tests do not work very well in people who do not speak good English, here the history of decline is particularly important.Suggestions about what to do differently in a person who’s English is poor is provided in the appendix.



6-Item Cognitive Impairment Test 
(6CIT)

Question Score

What year is it? Incorrect = 4

What month is it? Incorrect = 3

Remember this name and address
John Smith 42 High Street Bedford.
Please repeat it.

Not scored

About what time is it? Incorrect = 3

Count backwards from 20 to 1 1 error = 2
> 1 error = 4

Say the months of the year in reverse 1 error = 2
> 1 error = 4

What was the  name and address I asked  you
to remember?

1 error = 2
2 errors = 4
3 errors = 6
4 errors = 8
5 errors = 10

6CIT Score /28 (> 7 = abnormal)

Presenter
Presentation Notes
This should take less than 5 minutes to administer and score.Explain to patient why you are doing the test.Try to get them to relax.The memory item may be repeated up to three times if the patient  is unable to recall all 5 items. On the 6CIT errors are scored and summed to give a total score.All correct responses score zero.Look at patients score and determine whether in the abnormal range (8-28).Also make  a judgement whether you feel their test performance is normal or abnormal based on what you know about them.6CIT: Validation of a 6 item cognitive impairment test with a view to primary care usage. Brooke P, Bullock R. Int J Geriatr Psychiatry. 1999 Nov;14(11):936-40.



Mini-Cog

• I want you to remember  3 words. Repeat 
them so I know you have heard me.

• Banana, Sunrise, Chair

• Draw a clock face and put the numbers in the 
right place. Set the hands to 10 past 5

• What were the 3 words I asked you to 
remember?

Presenter
Presentation Notes
This should take around 3 minutes to administer and score.Choose any 3 short, common, unrelated words.For initial 3 item registration allow up to 3 attempts. If the patient can not register the words they are clearly impaired and unlikely to recall them.However still go ahead with the clock drawing as simple dysphasia might account for the repetition failure.Say “Draw a clock face and put the numbers in the right place’”. Once done then say “Set the hands to 10 past 5”.Allow 3 minutes for the clock drawing task, note the 10 past time is particularly sensitive. Borson S, Scanlan J, Brush M, Vitaliano P, Dokmak A. The mini-cog: a cognitive “vital signs” measure for dementia screening in multi-lingual elderly. Int J Geriatr Psychiatry. 2000;15(11):1021-1027. 



Mini-Cog Scoring

• 3 recalled words 

• 1-2 recalled words + 
normal CDT 

• 1-2 recalled words + 
abnormal CDT 

• 0 recalled words 

Negative for cognitive 
impairment 

Negative for cognitive 
impairment 

 Positive for cognitive 
impairment 

 Positive for cognitive 
impairment

Presenter
Presentation Notes
Note the initial registration or repetition of the 3 items is not scored.Regarding the clock rating, simply look at it and make a judgement as to whether it looks normal or not – there is no need to use any complicated scoring here!Alternative  scoring methodAllow one point for each word recalled after delay.Normal clock = 2, Abnormal clock = 0.Interpretation0-3 = impaired, likely dementia4 = impaired,  likely MCI5 = normal McCarten, J.R, Anderson, P., Kuskowski, M., McPherson, S., Borson, S., & Dysken, M. W. (2012). Finding dementia in primary care: The results of a clinical demonstration project. JAGS, 60(2), 210-217. 



Blood Tests

• FBC  

• ESR  or CRP

• U+E / Ca

• LFT (GGT)

• TFT

• HbA1C / Blood sugar

• B12 / Folate

Presenter
Presentation Notes
For all patients presenting with suspected dementia a brief  blood screen should be performed.This is to identify  potentially remediable causes including delirium.For example the combination of a  raised MCV and GGT would strongly suggest alcohol misuse.



Likely Dementia: What to do Next

• You now have a history suggestive of cognitive 
decline and possibly functional decline

• You think this is likely due to brain disease

• Patient has performed below expectation on 
your preferred cognitive  test

• Should you make the  diagnosis?

• If not then where to refer?



Simple Case - GP Diagnosis 

• Older person (> 80 years)
• Clear progressive  decline in cognition 
• Clear progressive  decline in function
• Decline duration longer than 12 months
• Clear abnormal performance on cognitive test
• Not likely to be dementia mimic (3D’s)
• No atypical dementia features
• GP can safely diagnose dementia

Presenter
Presentation Notes
If all of the  above features are present  the  GP  can make a diagnosis  of dementia without requesting a scan or referring to a specialist.Dementia is common in very old people particularly in residential and nursing homes.If typical dementia symptoms  have been present for longer than 12 months, and  there is no evidence of depression, psychosis, delirium or problem drugs then the GP can safely diagnose dementia without necessarily requesting a brain scan.



GP Diagnosis Subtype

• Slow onset, gradual 
progression, initial or 
main symptom 
impaired memory 

• Sudden onset in 
relation to stroke, worse 
in steps related to 
further strokes

• Mixture of above

Diagnosis Dementia due 
to  Alzheimer’s disease 
(EU00)

Diagnosis Vascular 
Dementia (EU01)

Diagnosis Mixed 
Dementia (EU002)

Presenter
Presentation Notes
Dementia in a very old person, without atypical features is likely to be due to Alzheimer’s disease, cerebrovascular disease or a combination of both.



Complex Case - Refer to MAS

• Younger person (<75)

• Uncertain dementia including MCI

• Possible mental illness mimic 

• Atypical dementia

• Apparent dementia in those who do not  
speak good English

• Apparent dementia in those with possible 
learning disability

Presenter
Presentation Notes
If one or more of the  above features are present then consider making  a referral to  MAS.



Risky Case - Refer to 
Neurology / Medicine

• New conspicuous headache!!

• Rapid onset dementia (< 3 months)!!

• Recent onset seizures / myoclonus!!

• Focal neurological signs not likely due to 
stroke disease!!

• Possible delirium!!

Presenter
Presentation Notes
These symptoms are in red as they may indicate serious  medical or  non-neurodegenerative neurological illness requiring  urgent attention.



MAS Referrals

• Inform patient /carer of  the referral

• Provide clear informant contact details

• State main problem and duration of  decline

• Enclose computerised medical history

• Enclose details of current medication

• Enclose recent blood results

• Tell us if an interpreter is needed

Presenter
Presentation Notes
All referrals to MAS  are made via a generic standard form and internally  allocated by  the Trust’s single point of access.In the  ‘Reason for Referral’ space  as a minimum state the  main cognitive or behavioural problem (s) and duration of decline. There is a space to enter the 6CIT  or Mini-Cog score.State clearly that you are asking for a dementia assessment to speed up the allocation process.



Potential Benefits of MAS Referral 

• Timely accurate diagnosis
• Useful information on prognosis
• Functional assessment including safety and RDAC
• Reversal of remediable causes
• Treatment with anti-dementia drugs
• Access to clinical genetics
• Treatment with appropriate non-pharmacological therapies
• Participation in clinical trials
• Information on affairs management
• Access to support services and benefits
• Dementia Advisors
• Admiral Nurses 



Remember

• Diagnosing dementia is easy
• Just 4 questions to answer!

1. Has there been a decline in some aspect of 
higher brain functioning?

2. Has there been a decline in functionality?
3. Is this most likely due to brain disease?
4. What is the likely nature of brain disease?

• Simple case - GP diagnosis
• Complex case – specialist diagnosis



Appendix

Brief Cognitive Tests



Brief Cognitive Tests

• Assess a limited range of functions

• Quick to administer

• Compare performance to Mr or Mrs ‘Average’

• Cut offs  are available

• They are not ‘Dementia Tests’ and should 
simply be used to confirm cognitive 
impairment

• Do not use them as screening tests

Presenter
Presentation Notes
Note many things apart from dementia can lead to a poor test score:Poor educationLow intellect / developmental disabilityPoor EnglishDysphasiaSensory impairmentLow mood or anxietyMedicinesDelirium



Free to Use Cognitive Tests

• 6CIT (www.patient.co.uk/doctor/six-item-cognitive-impairment-test-6cit)

• Mini-Cog (http://geriatrics.uthscsa.edu/tools/MINICog.pdf)

• GPCOG (www.gpcog.com.au)

• MOCA (www.mocatest.org)

• M-ACE (www.neura.edu.au/frontier/research/test-downloads/)

• AMT (www.patient.co.uk/doctor/Abbreviated-Mental-Test-(AMT).htm)

Presenter
Presentation Notes
We recommend 6CIT or Mini-Cog  but all of the above tests are easily available and free to use.Note the MMSE is subject to copyright  and is not free to use.AMT: Qureshi KN, Hodkinson HM. (1974) Evaluation of a ten-question mental test in the institutionalized elderly. Age & Ageing. 3, 152–157.MOCA: Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S, Whitehead V, Collin I, Cummings JL, Chertkow H. The Montreal Cognitive Assessment (MoCA): A Brief Screening Tool For Mild Cognitive Impairment. Journal of the American Geriatrics Society 53:695-699, 2005. GPCOG: Brodaty, H., et al., The GPCOG: a new screening test for dementia designed for general practice. Journal of the American Geriatrics Society, 2002. 50(3):530-4.M-ACE:The Mini-Addenbrooke's Cognitive Examination: A New Assessment Tool for Dementia.  Hsieh S, McGrory S, Leslie F, Dawson K, Ahmed S, Butler CR, Rowe JB, Mioshi E, Hodges JR.Dement Geriatr Cogn Disord. 2014 Sep 11;39(1-2):1-11.



Which  Test to Use?

• General purpose

• High IQ,  Atypical 
presentation

• More severely  
impaired, Nursing home

• Visually impaired

 6CIT, Mini-Cog, GP-Cog

MOCA, M-ACE

AMT

 6CIT, AMT

Presenter
Presentation Notes
6CIT and GP-Cog are good in most situations.For very intelligent people and those with atypical forms of dementia MOCA or Mini-ACE may be more suitable.However for a more impaired patient living in a nursing home  confirmation of cognitive impairment with a simple test such as the AMT may be perfectly adequate and more patient friendly.Confirmation of cognitive impairment in someone who does not speak good English may need a different more flexible approach.



DIY Testing

• Put 3-5 common objects on your desk

• Ask patient to name and remember them

• Put them out of sight

• Ask patient to draw large clock face, put all 
the numbers in and set hands to 10 past 5

• Ask patient to recall the objects

• Make your own judgement on whether 
normal for  patient’s background

Presenter
Presentation Notes
Object  learning and clock drawing.Choose familiar items (pen, watch, cup, book, coin, key).Explain to interpreter what you are going to do.Make note of any naming errors in patient’s own language.Ask yourself does clock look normal – people are naturally very good at judging this.How many items is person able to accurately recall after a delay?List learning is a valid test of memory if objects are familiar even if patient’s education is poor.Most normal older people will recall accurately recall 3/3 objects or at least 4/5.Clock drawing is language and culturally independent and a valid test for cognitive impairment with proviso that person has been to school.An abnormal clock is a very good indicator of cognitive impairment, but can be  normal in people with very mild dementia.So if either the list learning, the clock drawing or both are abnormal there is evidence of cognitive impairment.



Geriatric Depression Scale (GDS)

Question Yes No Score

Are you basically satisfied with your life? 0 1

Do you feel that your life is empty? 1 0

Are you afraid that something bad is going 
to happen to you? 

1 0

Do you feel happy most of the time? 0 1

Total

> 1 = Depressed

Presenter
Presentation Notes
The 4 item short version of the GDS is designed to be self-rated by the patient.However if the patient is cognitively impaired it is often better to read out the questions and score as above.Yesavage JA, Brink TL, Rose TL, Lum O, Huang V, Adey M, Leirer VO:Development and validation of a geriatric depression screening scale:a preliminary report. Journal of Psychiatric Research 17:37-49, 1983.H W van Marwijk, P Wallace, G H de Bock, J Hermans, A A Kaptein, and J D Mulder (1995) Evaluation of the feasibility, reliability and diagnostic value of shortened versions of the geriatric depression scale, British Journal of General Practice, 45:195-199; Almeida OP, Almeida SA (1999) Short versions of the geriatric depression scale: a study of their validity for the diagnosis of a major depressive episode according to ICD-10 and DSM-IV . International Journal of Geriatric Psychiatry. 14(10):858-65.
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