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Case
A woman, 70 years of age, presents to her general practitioner 
(GP) and mentions in passing that she has had some memory 
loss. Her GP excludes common causes of memory problems, 
such as depression or urinary tract infection, and asks the 
practice nurse to perform a mini-mental state examination 
(MMSE). The patient scores 25, which is close to but above 
the cut-off point for probable dementia, which would trigger 
further investigation. The GP decides to take a watch-and-wait 
approach, assuring her that this is not unusual for her age. No 
medication review is undertaken.

The GP sees the patient every few months for routine 
medical care, and the patient denies any further memory or 
functional problems. The GP assumes that she has some degree 
of cognitive impairment, but is functioning reasonably well. 
No further cognitive function test is performed as the patient 
is below the age for the Medicare Benefits Schedule (MBS) 
rebatable 75+ health assessment, which may include cognitive 
function testing in those with symptoms.

After a number of years, the patient’s daughter presents to 
the GP and explains that she has been increasingly involved in 
her mother’s care and is concerned about her mother’s memory 
loss, confusion, anxiety and difficulty managing self-care. It 
becomes apparent that the patient has developed dementia, 
but the GP was unaware of the extent of her symptoms within 
the community. The daughter expresses that she no longer feels 
able to care for her mother, given her mother’s difficult moods 
and behaviour, and asks for advice on the process for admission 
to residential care.

The case presented is a familiar scenario in Australian general 
practice. In this country, almost one in 10 people aged 65 years 
and older has dementia.1 Most people with dementia (84%) first 

Background

Dementia is a national health priority in Australia. Most people 
with dementia are over the age of 65 years, have a number 
of comorbidities and experience a trajectory of functional 
decline. General practitioners (GPs) have an important role 
in the diagnosis and management of people with dementia. 
The Cognitive Decline Partnership Centre’s Clinical practice 
guidelines and principles of care for people with dementia 
(Guidelines) was recently approved by the National Health and 
Medical Research Council (NHMRC).

Objective

This article describes the recommendations within the 
Guidelines that are of greatest relevance to GPs, including 
those addressing diagnosis, living well, managing behavioural 
and psychological symptoms, supporting carers, and the 
palliative approach.

Discussion

The Guidelines synthesise current evidence in dementia care 
and emphasise: timely diagnosis; encouraging the person 
with dementia to exercise, eat well and keep doing as much 
for themselves as possible; supporting and training carers to 
provide care; and reducing prescription of potentially harmful 
medications where possible.
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report symptoms to their GP,2 but a delay 
between the appearance of symptoms 
and diagnosis of dementia is common.1 

It is estimated that 50% of people with 
early dementia are not diagnosed when 
presenting to primary care.3–5

The Cognitive Decline Partnership 
Centre’s Clinical practice guidelines 
and principles of care for people with 
dementia (Guidelines) was approved by 
the National Health and Medical Research 
Council (NHMRC) in February 2016.6,7 The 
Guidelines were developed by adapting 
the UK’s guidelines for dementia8,9 by 
a committee of experts in dementia, 
including carers of people with dementia 
and a GP. The Guidelines were released 
for public consultation and were reviewed 
by many medical colleges, including 
The Royal Australian College of General 
Practitioners (RACGP).

The scope and target audience of 
the Guidelines are broad. This article 
summarises the recommendations 
that are most relevant to GPs. They 
are identified as practice points (PPs), 
consensus-based recommendations 
(CBRs) or evidence-based 
recommendations (EBRs). CBRs are 
those formulated when a systematic 
review of available evidence did not 
identify high-quality evidence to inform 
the recommendation. PPs were outside 
the scope of the systematic reviews and 
were based on expert opinion. Quality 
of evidence was determined using the 
grading of recommendations assessment, 
development and evaluation (GRADE) 
approach10 and indicates the confidence in 
the effect estimate and how likely further 
research is to have an important impact. 
Key evidence-based recommendations for 
GPs are presented in Table 1.

Diagnosis
Although there is often a lengthy gap 
between the onset of symptoms and the 
diagnosis of dementia,11,12 the Guidelines 
state that there is insufficient evidence on 
the relative benefits and harms to support 
general population screening (CBR).13 
Nevertheless, GPs should look out for 

symptoms of cognitive decline, particularly 
in those aged ≥75 years (CBR), and 
investigate symptoms when they are first 
raised (PP; Figure 1).

Dementia is diagnosed on the basis of 
clinical criteria following comprehensive 
clinical assessment (PP; Figure 1), 
including consideration of delirium and 

depression, and a medication review to 
exclude medications with an adverse 
effect on cognitive function. Research 
suggests that GPs may not routinely 
conduct formal cognitive assessments 
when investigating symptoms.14 It is 
recommended that a validated instrument 
is used (refer to the Dementia outcomes 

Presentation: (PP)
Concerns or symptoms should be explored 
when first raised, noted or reported by the 
person, carer(s) or family and should not be 
dismissed as ‘part of ageing’

Practitioners be alert: (PP)
Medical practitioners working with older 
people should be alert to cognitive decline, 
especially in those aged ≥75 years

Initial assessment: (PP) A diagnosis of dementia should be made only after a 
comprehensive assessment, which should include:
• history taking from the person
• history taking from a person who  

knows the person well, if possible
• physical examination 

• cognitive mental state examination 
with a validated instrument

• review of medication
• consideration of other causes 

(including delirium or depression)

Dementia screen: (PP)
A basic dementia screen should be 
performed at the time of presentation, 
including routine haematology, 
biochemistry tests (eg electrolytes, 
calcium, glucose, renal and liver 
function), thyroid function tests, serum 
vitamin B12 and folate levels

Memory assessment services: (EBR)
People with a possible diagnosis of 
dementia should be referred to memory 
assessment specialists or services 
for a comprehensive assessment 
(Recommendations 25–27)

Communication of diagnosis: (PP)
The diagnosis of dementia should be 
communicated to the person with 
dementia by a medical practitioner 
(Recommendations 45–49)

Information and support: (CBR) Information should be provided for the person and their carer(s) 
and families regarding: 
• the signs and symptoms of dementia 
• the course and prognosis of the condition 
• treatments 

Written and verbal information should be provided regarding: Alzheimer’s Australia, Carers Australia, 
Aged Care Assessment Teams and My Aged Care (PP)

• sources of financial and legal advice, and advocacy 
• medico-legal issues, including driving
• how to join a support group

Diagnosis of mild cognitive impairment: 
(CBR)
Memory assessment services or specialists 
that identify people with mild cognitive 
impairment should typically offer follow-up 
either at the memory assessment service 
or with a general practitioner, other medical 
practitioner or nurse practitioner after 6–18 
months to monitor cognitive changes and 
other signs of possible dementia

Assessment for comorbidities: (PP)
At the time of diagnosis of dementia, and at 
regular intervals subsequently, assessment 
should be made for medical comorbidities 
and key psychiatric features associated 
with dementia, including depression and 
psychosis, to ensure optimal management of 
coexisting conditions

Figure 1. The assessment process for dementia diagnosis

CBR, consensus-based recommendation; EBR, evidence-based recommendation; PP, practice point
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measurement suite, available at 
www.dementia-assessment.com.au; PP). 
These include the 'GP assessment of 
cognition' (GPCOG; www.gpcog.com.au), 
a tool specifically designed for use 
in primary care settings. At the first 
assessment, a battery of screening blood 
tests should be performed (PP; Figure 1).

Structural imaging with computed 
tomography (CT) or magnetic resonance 
imaging (MRI) should usually be used 
to exclude other reversible causes (PP), 

but this may not be necessary in people 
with moderate to severe dementia, or 
when otherwise inappropriate. The use of 
18F-fluorodeoxyglucose positron emission 
tomography (FDG-PET) and other newer 
diagnostic technologies, including fluid 
biomarkers, in routine clinical practice is 
considered premature (PP).

Research has shown that attending a 
memory assessment service is associated 
with improved carer psychosocial status;15 
in a study in The Netherlands, there were 

no significant differences in the costs 
of care between attending a memory 
clinic and usual care.16 The guidelines 
recommend that people with a possible 
diagnosis of dementia should be offered 
referral to memory assessment specialists 
or services. GPs should expect that the 
memory assessment specialist or services 
should organise referrals for required health 
and aged care services (PP).

The committee engaged in detailed 
discussions regarding the manner in which 

Table 1. Key evidence-based recommendations for implementation by GP, formulated following systematic review of the 
available evidence

Recommendation 
type Guidance

EBR (low) Offer referral to memory assessment specialists or services

EBR (low) Occupational therapy interventions, including assistive technologies, tailored interventions to improve independence, and 
environmental assessment and modification are useful for those living in the community

EBR (low) Exercise is important for people with dementia; if appropriate, refer to a physiotherapist or exercise physiologist

EBR (low) The impact of behavioural and psychological symptoms of dementia can be reduced by providing person-centred care (care that 
is consistent with the 10 principles of dignity in care)

EBR (low) Carer(s) and families of a person with behavioural and psychological symptoms of dementia should be offered training in 
communicating effectively, managing symptoms, management planning, activity planning, problem solving, and environmental 
modifications

EBR  
(very low  
to low)

People who develop behavioural and psychological symptoms of dementia should be offered involvement in meaningful activities 
that are individually tailored and, ideally, multicomponent. Individual activities that have evidence of benefits include music and/or 
dancing, support and counselling, and reminiscence therapy for depression and/or anxiety; and behavioural management, music 
and/or dancing, massage or reminiscence therapy for agitation

EBR  
(low)

If an observational pain assessment tool indicates a person with dementia is likely to be in pain, analgesic medication should be 
trialled for a set time period in a stepwise manner

EBR  
(moderate)

The role of antidepressants in the treatment of depression in people with dementia is uncertain. Nevertheless, people with 
dementia with a history of major depression (prior to developing dementia) who develop comorbid major depression should be 
treated in the usual way 

EBR  
(moderate)

Antipsychotic medications should not usually be prescribed to people with mild-to-moderate behavioural and psychological 
symptoms of dementia because of the increased risk of cerebrovascular adverse events and death

EBR  
(moderate)

People with severe behavioural and psychological symptoms of dementia (ie psychosis and/or agitation/aggression) causing 
significant distress to themselves or others, may be offered treatment with an antipsychotic medication if the following is followed:

• Discuss the benefits and risks openly with the person with dementia, their carers and family, assessing cerebrovascular risk 
factors and considering the possible increased risk of stroke/transient ischaemic attack and adverse cognitive effects

• Clearly document the target symptoms

• Consider the effect of comorbidities, including depression

• An individual risk–benefit analysis should inform the choice of antipsychotic

• Commence with a low dose and titrate as necessary

• Carefully monitor for side effects including metabolic syndrome

• Discontinue treatment within one to two weeks if not efficacious

• Conduct assessment, recording any changes in symptoms and cognition at 4–12 week intervals, considering whether ongoing 
treatment with antipsychotics is necessary

EBR, evidence-based recommendation
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medical practitioners should communicate 
the diagnosis of dementia. Key principles 
(as outlined in the recommendations) are 
presented in Table 2.

Support for carers
Carers also need to have their health 
regularly reviewed and need to be made 
aware of respite services. There is a large 
body of research showing that providing 
comprehensive training for those who 
provide informal, unpaid support and 
care for a person with dementia (carers) 
can delay functional decline, reduce 
symptoms such as agitation and improve 
quality of life in the person with dementia 
and their carer(s).17–20 Alzheimer’s Australia 
and Carers Australia are good sources of 
information and support programs.

Living well and promoting 
independence
There is an increasing focus on promoting 
good health and independence in people 
with dementia. Consumers have been 
advocating for rehabilitation for people 
with dementia, and the government’s 
home care packages are now underpinned 
by the principles of restorative care and 
re-enablement.21 There is evidence that 

occupational therapy programs22 and 
regular exercise can delay functional 
decline (EBRs, low; Table 1).23 GPs 
should support patients with dementia 
to maintain a healthy, balanced diet 
(PP). An appointment with a dentist is 
recommended after diagnosis to determine 
a long-term treatment plan (PP).

Management of 
cognitive symptoms: 
Acetylcholinesterase 
inhibitors and memantine
Many people with Alzheimer’s disease 
in Australia receive prescriptions for 
acetylcholinesterase inhibitors (subsidised 
by the Pharmaceutical Benefits Scheme 
[PBS]).24 There is evidence that these 
agents can improve cognitive function 
and independence in activities of daily 
living in those with mild to moderately 
severe dementia (EBR, low).25 For a PBS-
subsidised prescription, the condition 
must be confirmed by a specialist. 

Recent evidence has also shown 
benefits of acetylcholinesterase 
inhibitors in people who have dementia 
with Lewy bodies, Parkinson’s disease 
dementia,26 vascular dementia27–30 and 
severe Alzheimer’s disease (EBRs, low). 

In addition, the combination of an 
acetylcholinesterase inhibitor plus 
memantine has been shown to improve 
cognition and reduce symptoms 
such as distress and agitation (EBR, 
low).31 However, these indications and 
combination therapy are not currently 
listed on the PBS. Medication review 
should be conducted within approximately 
one month of commencing therapy, 
assessing possible adverse effects and 
evaluating the appropriate dose, and 
within six months to consider if there is a 
demonstrated improvement in quality of 
life, behaviour and cognitive symptoms 
for prescription to be continued under the 
PBS. 

The Guidelines recommend regular 
medication review that includes 
considering discontinuation (PP). 
Acetylcholinesterase inhibitors are 
not recommended for mild cognitive 
impairment (EBR, low).32

Management of other 
symptoms
Symptoms such as agitation, distress, 
apathy and depression are common in 
people with dementia. These symptoms 
are frequently expressions of unmet 

Table 2. Recommendations addressing communicating the diagnosis of dementia

Recommenda-
tion type Guidance

PP Follow the ‘Talk to me’ good communication guide and Alzheimer’s Australia Dementia language guidelines when communicating 
with people with dementia (www.fightdementia.org.au)

PP Use an individual, gradual, respectful and honest approach when communicating the diagnosis

PP People have the right to know or not know their diagnosis. If the person with dementia indicates that they do not wish to know 
their diagnosis, although this is rare, this desire should be respected. Ensure that the carer(s) and family receive adequate support 
and manage the consequences of this (eg driving). Resolve conflicts, such as when the carer(s) and family request the diagnosis 
not be communicated to the person with dementia, by further discussions over time. Provide information about dementia clearly, 
and emphasise that progression is often slow, treatments for symptoms are available and research into a cure is continuing

PP After diagnosis, those with a history of depression and/or self-harm may be at particular risk in the first few months. While 
instances of self-harm or suicide are believed to be uncommon, support through counselling should be offered

CBR After diagnosis, provide the person with dementia, their carer(s) and family with accessible information in verbal and written forms 
about dementia signs and symptoms, course and prognosis, treatments, medico-legal issues, including driving and sources of 
advice on financial, and legal and advocacy matters

PP Provide information in a verbal and written form on community services, and record the advice and information given. Include 
information on services available through Alzheimer’s Australia, Carers Australia, Aged Care Assessment Teams and MyAged Care

CBR, consensus based recommendation; PP, practice point
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needs (eg lack of interesting activities or 
privacy, pain, need to eliminate, hunger 
or communication problems), and the 
first step is to identify and address these 
needs (PP). People with symptoms should 
be offered comprehensive assessment 
using an ABC approach (antecedents, 
behaviour description and consequence; 
PP). Symptoms should be measured 
using objective, validated tools so that 
the behaviours and effectiveness of 
any treatments can be monitored (PP). 
Non-pharmacological approaches, such 
as engaging the person with dementia 
in activities that are interesting and 
meaningful, should be implemented first 
(PP). 

If someone is suspected to be in pain, 
a trial of analgesic medication should be 
undertaken with a stepped approach33 
(EBR, low; Table 1). Medication, particularly 
opioids, should be used to complement, 
not replace, other options and only be used 
for a specified period (PP). Only if patients 
with dementia have severe behavioural 
and psychological symptoms of dementia 
(eg psychosis and/or agitation/aggression) 
should treatment with an antipsychotic 
medication be considered, given the 
increased risk of death and cerebrovascular 
adverse events associated with such 
medications (EBR, moderate). People 
who have dementia with Lewy bodies 
should not be prescribed antipsychotics 
as there is a high risk of extrapyramidal 
adverse effects (PP). For detailed 
recommendations on antipsychotics and 
other pharmacological treatments, refer 
to the full version of the Guidelines.6 Key 
evidence-based recommendations are 
provided in Table 1.

Ethical and legal issues
It is important to always seek valid, 
informed consent from patients when 
they have capacity, otherwise, the relevant 
laws for the jurisdiction should be followed 
(PP). It is also important to discuss the 
use of an enduring guardianship, enduring 
power of attorney and advance care plans 
with patients with dementia, their carer(s) 
and family while they have capacity (PP). 

Palliative approach
A number of practice points addressing the 
palliative approach are provided in the full 
version of the Guidelines. The key points 
are that a palliative care service should be 
involved, when necessary, and that food 
and drink should continue to be offered. 
Consider referral to a speech pathologist 
for assessment of swallowing and feeding. 
For people with severe dementia, artificial 
feeding should not usually be used and 
any decisions regarding rehydration should 
involve the carer(s) and family.

Conclusions
New Guidelines for dementia provide 
practical recommendations for dementia 
care in Australia. The Guidelines 
emphasise timely diagnosis, living well 
with dementia, non-pharmacological 
management of behavioural and 
psychological symptoms, and supporting 
carers. GPs should refer to the full 
Guidelines for more detail. Work is 
underway to produce a consensus guide 
that addresses complex issues faced by 
GPs in more detail. This is expected to be 
released in 2017.
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