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A diagnosis of mild cognitive impairment or dementia
should be followed by establishing a multidisciplinary
care plan that is aimed at risk reduction and
minimising cognitive decline. This care plan must be
reviewed regularly to provide ongoing support to
people living with dementia and family carers.

KEY POINTS

o Mild cognitive impairment (MCI) is a syndrome defined by
cognitive decline without functional decline sufficient to
meet a diagnosis of dementia. People with MCI are at a
higher risk of developing dementia.

« People given a diagnosis of MCI may not understand the
implications of the diagnosis and, therefore, may benefit
from education and support to help reduce their risk of
progression to dementia.

« Regular reviews for people with MCI should emphasise brain

health strategies and monitoring cognition and function.

Immediately after diagnosis, people with dementia and

their families need help to adjust, with the offer of frequent

check-ins to plan holistic care and attend to other issues,
such as legal matters.

Dementia has impacts on multiple domains: cognition,

function, mental health, behaviour, physical health and family

carers. Regular reviews for people with dementia should focus
on areas that matter to the patient and their family carers and
consider the domains affected by dementia. A multidisciplinary
plan should refer to allied health, dementia and aged care
services as needed.
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ild cognitive impairment (MCI) is a syndrome

involving identifiable cognitive decline that does

not have an impact on complex activities of daily

living. A diagnosis of MCI provides opportunities
to minimise factors that might contribute to cognitive impair-
ment, engage in cognitive activities and behaviours that may
reduce the risk of dementia, prevent comorbid complications
and monitor cognition over time. Dementia describes a syndrome
of cognitive decline interfering with daily function. It is usually
progressive and affects physical health, psychological health,
behaviours and social function.

Thisarticle provides an overview of postdiagnostic and ongoing
care for people with MCI and dementia, following on from our
previousarticle in the May 2024 issue of Medicine Today discussing
the assessment and diagnosis of these conditions."

Prevalence of mild cognitive impairment

and dementia

More than 411,100 people in Australia were estimated to be living
with dementia in 2023.> MCl is a relatively new diagnostic entity,
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MILD COGNITIVE IMPAIRMENT AND DEMENTIA continued I

1. MANAGEMENT CHECKLIST THAT
MAY BE USED BY THE PRIMARY CARE
TEAM FOR PEOPLE WITH MCI

Immediate postdiagnostic review (six to
eight weeks)
[J Goals for care*

- Consider person with MCl as well as
family and care partners

[0 Education*

- Answer questions about MCI
diagnosis, prognosis and risk
reduction

- Refer to Dementia Australia (https://
www.dementia.org.au/professionals/
gps-and-other-referrers/refer-someone-
your-care): Thinking Ahead (https://
www.dementia.org.au/get-support/
mild-cognitive-impairment-thinking-
ahead) small group program for MCI

[ Brain health*

- Discuss the importance of exercising,
staying cognitively and socially
active, limiting alcohol consumption
and drug use, ceasing smoking and
consuming a healthy diet

- Ask patients to complete CogDrisk
(https://cogdrisk-tool.neura.edu.
au/), which offers personalised
recommendations for reducing risk

- Recommend BrainHQ (https://www.
brainhg.com/) or Cognifit (https://
www.cognifit.com/) evidence-based
computerised training (payment
required)

[0 Medications

- Review current medications, especially

those with anticholinergic load
[ Legal planning*

- Review will, enduring powers of
attorney (legal or financial, lifestyle,
medical), advance care directives

[0 GP management plan or team care
arrangement*

- Update or develop plan considering
MCI diagnosis

Regular review
[J Reassess cognition and function*

- Update or develop considering MCI
diagnosis
[0 Revisit items on the immediate
postdiagnostic checklist as required

Abbreviation: MCI = mild cognitive impairment.
*Practice nurse may assist with these tasks.

8 MedicineToday | FOCUS ON DEMENTIA MAY 2025

tirst defined in the late 1990s, and officially
recognised in the ICD-101in 2018.> MCl is
a syndrome wherein a person has subjec-
tive cognitive complaints and objective
impairment without functional impair-
ment or difficulties as a result of cognitive
impairment.* It has a prevalence of 15.56%
(95% confidence interval [CI], 13.24-
18.03%) in community-dwelling people
aged 50 years and older based on a system-
atic review and meta-analysis.> People with
MCI are 3.3 times more likely to develop
dementia than people of the same age with
normal cognition. In a study of partici-
pants seen in a specialist clinic, 14.9% of
people diagnosed with MCI developed
dementia within two years.* Similar to
dementia, MCI has many causes. It is
important to understand that in 60% of
people with MCI, the condition will remain
the same or improve.

Postdiagnostic care for people
with mild cognitive impairment
Postdiagnostic care for people with MCI
isaimed at reducing cognitive impairment
and minimising the risk of progression to
dementia. Much of the potential to improve
cognition in people with MCl arises from
management of known contributing fac-
tors of cognitive impairment. These
include polypharmacy (e.g. high anticho-
linergicload), mood disorder (e.g. depres-
sion and anxiety), obesity and its
complications (e.g. poorly controlled dia-
betes), poor sleep (e.g. obstructive sleep
apnoea), cerebrovascular risk factors and
hearing loss. Patients with multiple con-
tributing factors have a clear potential to
improve cognition. The CogDrisk (https:/
cogdrisk.neura.edu.au/) is a validated Aus-
tralian tool that can be used to tailor risk
reduction advice for people with MCL®
The patient completes a detailed online
risk questionnaire, and the tool produces
a personalised report identifying modifi-
able risk factors.

There are many studies of people with
MCI showing that individual interven-
tions can improve cognition. For instance,
multicomponent exercise (combined

aerobic, endurance, balance and flexibility)
improves global cognition and executive
function in people with MCL” Computer-
ised cognitive training improves specific
cognitive domains (e.g. memory, executive
function).® Multidomain interventions
(e.g. combination of physical activity,
socialisation, cognitive training and nutri-
tional advice) are better than individual
interventions in improving cognition.’
Studies evaluating whether multidomain
interventions in people with MCI reduce
the risk of progression to dementia are
ongoing.

Receiving a diagnosis of MCI may be
beneficial for some people, but not for
others. Research suggests that people with
MCI often find the diagnosis confusing
or hard to understand." They may have a
range of reactions. Some people will feel
relief that they do not have dementia,
whereas others will experience fear of
developing dementia in the future. Many
people with MCI do not know what to do
after the diagnosis."! When discussing
MCI, itis important to differentiate it from
dementia and highlight the opportunities
for dementia risk reduction.”?

Dementia Australia offers the “Think-
ing Ahead” program (https://www.
dementia.org.au/get-support/mild-
cognitive-impairment-thinking-ahead)
for people with MCI, which is based on
the Healthy Brain Ageing Cognitive
Training Program.” This involves online
group psychoeducation on cognitive
strategies and modifiable risk factors, as
well as computer-based cognitive training.
A nutritional supplement containing
ingredients (e.g. uridine monophosphate,
choline, omega 3 fatty acids) intended to
support memory and cognitive function
in people with Alzheimer’s disease (AD)
has shown small but inconsistent benefits
in terms of specific cognitive outcomes
without slowing disease progression.
The supplement costs about $150 per
month.

A management checklist for immedi-
ate postdiagnostic and regular review of
MCI is presented in Box 1.
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2. BEST PRACTICES FOR
COMMUNICATING A DIAGNOSIS OF
DEMENTIA®

¢ Show compassion and empathy

Tailor information based on what the
person wishes to know

Instil realistic hope

* Provide practical strategies

Provide education and resources,
including those for carers

¢ Provide written summaries of the
diagnosis

Postdiagnostic care for dementia
Postdiagnostic care for people with
dementia is aimed at effective communi-
cation and enablement. Some people may
say that the diagnosis is a relief, whereas
many people with dementia and their
carers find that being given the dementia
diagnosis is a negative experience and
report being unable to process any
additional information after being told it
is dementia."” Kate Swaffer, a prominent
dementia advocate, described her experi-
ence as ‘prescribed disengagement’, saying
that the way her diagnosis was commu-
nicated led to her withdrawing from work
and society, and developing increased
feelings of fear, defeat and depression.'®
Self-stigma around dementia means that
people with dementia may be at a small
but higher risk of suicide, particularly
immediately after diagnosis; therefore,
offering hope is an important part of the
process of delivering a diagnosis.” GPs
giving the diagnosis can communicate
this over several appointments using
graduated language. Some strategies that
can be used when communicating a diag-
nosis of dementia are listed in Box 2.8
Timely and appropriately targeted
postdiagnostic support can help patients
and family members adjust to the
dementia diagnosis and support access
to additional services. In Australia, post-
diagnostic care services can be difficult
to navigate as there are many different
stakeholders and service providers that
vary enormously across the country.

Some memory clinics have limited capac-
ity to provide postdiagnostic support,
often leaving this to the person’s GP.**!
Community services through My Aged
Care have their own challenges, with long
waiting lists and limited services to sup-
port the needs of people with dementia
and their care partners.

Some people and family carers will
value frequent follow-up appointments
to provide advice and information about
dementia. These visits are an opportunity
to discuss and address concerns that may
be affecting the patient’s and their carers’
quality of life adversely. People often look
to their doctors for this advice. Timely
and ongoing treatment and support in
primary care may improve care and
mitigate some of the negative impacts of
a dementia diagnosis. A management
checklist for people recently diagnosed
with dementia is presented in Box 3.

Ongoing dementia management
Ongoing dementia management involves
addressing multiple domains to maximise
the person’s quality of life. Clinicians
must take a proactive, patient-centred,
evidence-based approach to ongoing
dementia support. Goals of care should
maximise quality of life through main-
taining the person’s independence while
ensuring their safety and comfort as the
condition progresses. Although each
person with dementia and their family
carer is different, this typically involves
the following:
o optimising the management of
comorbidities
 managing risk factors to slow
progression
« supporting function and social
participation in early-stage dementia
o attending to behavioural expressions
of unmet needs and safety in
mid-stage dementia
o ensuring comfort in late-stage
dementia.?
A checKklist of assessments and actions
grouped by the domains impacted in
dementia is presented in the Table.

3. IMMEDIATE POSTDIAGNOSTIC
MANAGEMENT CHECKLIST THAT MAY
BE USED BY THE PRIMARY CARE TEAM
FOR PEOPLE WITH DEMENTIA

(SIXTO EIGHT WEEKS, COVER OVER
MULTIPLE VISITS)

[0 Goals for care*

- Consider person with dementia as
well as family and care partners

[0 Education*

- Answer questions about the
diagnosis, prognosis and treatments

- Refer to Dementia Australia
(https://www.dementia.org.au/
professionals/gps-and-other-
referrers/refer-someone-your-care)
and Forward with Dementia
(https://forwardwithdementia.au/)

- Provide local dementia information
(produced by each primary health
network)

[0 Brain health*

- Discuss the importance of exercising,
staying cognitively and socially
active, limiting alcohol consumption
and drug use, ceasing smoking and
consuming a healthy diet

[0 Medications

- Discuss what to start and what to
stop, possible benefits and side
effects

- Consider starting specific
medications for dementia

- Review and consider stopping
current medications, especially
those with anticholinergic load

[ Driving

- Discuss driving and planning for
driving cessation (refer to: https://
austroads.com.au/publications/
assessing-fitness-to-drive/ap-g56/
neurological-conditions/dementia)

O Legal planning*

- Review enduring power of attorney
and guardianship (legal or financial,
lifestyle, medical), will, advance care
directives

[0 GP management plan or team care
arrangement*

- Update or develop plan considering
dementia diagnosis

[0 Family and care partner support*

* Practice nurse may assist with these tasks.
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MILD COGNITIVE IMPAIRMENT AND DEMENTIA continued I

TABLE. DEMENTIA REGULAR REVIEW CHECKLIST

Social participation
* Hobbies

Meaningful activities

¢ Driving

Domain Assessments Role of general practice team Possible referrals*
Cognition * Memory [0 Encourage physical activity, mental [0 Local dementia activity group
* Planning stimulation and social engagement O Dementia Australia programs for people with
* Judgement [0 Work with Enduring Power of Attorney dementia (https://www.dementia.org.au/
B e unication professionals/gps-and-other-referrers/refer-
someone-your-care)
Function * Daily function O Encourage rehabilitative strategies to O My Aged Care (https://www.myagedcare.gov.au/)

maintain skills and continue usual
activities
[0 Conduct home hazards assessment
O Provide family education

[0 Home medication review - Webster pack

[ Occupational therapy - meaningful
engagement, home safety

[ Speech pathology (communication)

Mental health

¢ Depression

* Anxiety

Hallucinations

[0 Review mental health treatment plan
[J Provide family and carer education
O Consider medications

[ Dementia Australia for family education
(https://www.dementia.org.au/professionals/
gps-and-other-referrers/refer-someone-your-
care)

Frustration

¢ Delusion
" [ Old age psychiatrist
¢ Paranoia
Behaviours * Agitation [ Provide family or carer education on [0 Dementia Support Australia (https://www.

de-escalation, distraction and meaningful
engagement strategies

dementia.com.au/)

» Coordination
¢ Hearing

¢ Vision

¢ Dentition

¢ Swallowing

¢ Continence

o Apathy [0 Dementia Australia for family education
[ Consider psychosocial and psychotropic (https://www.dementia.org.au/professionals/
management gps-and-other-referrers/refer-someone-your-care)
[J Old age psychiatrist
Physical health | ¢ Walking O Manage other chronic conditions [ Exercise physiology and physiotherapy
* Balance [ Review medications [ Local seniors exercise or falls prevention

[0 Review falls risk
O Review dietary habits and monitor weight
[ Assess frailty

program
O Continence aids support
[0 Speech pathology (swallowing)

Carer needs

e Stress
* Mood

Social support

[0 Encourage carer to self-care, take breaks
and consider respite

O Involve extended family

[0 Dementia Australia (https://www.dementia.
org.au/professionals/gps-and-other-referrers/
refer-someone-your-care)

[ Local dementia support groups

[0 Forward with Dementia
(https://forwardwithdementia.au/for-carers/)

[ Carer Gateway (https://www.carergateway.gov.au/)

* Possible referrals to be offered repeatedly. Each primary health network’s dementia pathway will list local services.

Cognition

Decline in cognition is one of the defining
features of dementia. Cognitive decline
precedes functional decline and affects
memory, language, attention, executive
functioning and visuospatial functioning,
with different patterns of deficits seen in

10 MedicineToday

different types of dementias.”®
Cholinesterase inhibitors and meman-
tine result in modest reductions in cognitive
decline in people with AD, mixed AD and
other dementias, although they are not
currently indicated for MCI.>** They
should be considered symptomatic

FOCUS ON DEMENTIA MAY 2025

treatments as opposed to disease-modifying
agents. These agents are listed on the PBS
for specialist-confirmed AD assingle agents
on authority script, and both drug types
cannot be concurrently claimed through
the PBS. To qualify, patients must have a
baseline Mini-Mental State Examination
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score of 10 or higher for cholinesterase
inhibitors and 10 to 14 for memantine.

Cognitive training involves practising
structured cognitive tasks (e.g. a memory
or attention game) usually administered
via a computer or handheld device to
improve or maintain cognition. A Cochrane
review found that, compared with non-
specific activities, cognitive training has
benefits in terms of overall cognition and
some specific cognitive abilities, which last
for at least a few months in people with
early- to mid-stage dementia.*

Cognitive stimulation therapy involves
engagement in a range of activities (e.g.
bowling, memory games) and discussions
(e.g. articles in today’s newspaper, remi-
niscence), usually in a group setting aimed
at general enhancement of cognitive and
social functioning. In people with mild
to moderate dementia, it has small benefits
in terms of cognition, communication,
interaction, daily function and mood,
compared with usual care or structured
activities.”” There remains an evidence
gap in relation to the clinical significance
of the benefits of longer-term cognitive
stimulation therapy. Cognitive stimula-
tion groups are offered by aged care pro-
viders, often as part of day respite.

Physical activity slows the decline in
global cognition and executive function
in people with dementia; however, there
are differences between the findings of
systematic reviews on whether aerobic
exercise, resistance exercise or multicom-
ponent exercise (e.g. combined aerobic,
balance flexibility) may be more benefi-
cial»#3% There are few exercise groups
specifically for people with dementia.
Exercise physiologists and seniors’ gyms
can help people with dementia exercise
safely.

Function

Decline in function is a core feature of
dementia. Occupational therapy and rea-
blement approaches can maintain or
improve function.”*"* Physical activity can
also help maintain activities of daily living
in people with dementia living in the

community and in residential aged care.”**

Occupational therapy interventions
typically involve working with the person
with dementia and carer in their own
home over multiple sessions and may
involve environmental modifications,
development of tailored activities and
education enabling better function.” For
example, the Care of the Older Person in
their Environment (COPE) program
(https://copeprogram.com.au/therapists/)
is ahome-based, structured occupational
therapy program involving the person
with dementia and their carer. The pro-
gram has been shown to improve function
and engagement in people with dementia,
as well as carer wellbeing and confidence
in providing meaningful activities.”® The
COPE program has been adapted and
implemented in Australia and is available
through some health services and home
care package providers.*

Mental health

People with dementia have poorer mental
health than those of the same age without
dementia. A meta-analysis of 20 studies
found pooled prevalence rates of 39% for
depression (95% CI, 34-44%), 39%
for anxiety (95% CI, 33-45%) and 54% for
apathy (95% CI, 47-61%), with no differ-
ences by stage or type of dementia.”” A
Swedish registry study found that people
with dementia are much more likely to be
given a new diagnosis of a psychiatric
disorder (e.g. depression, anxiety, stress-
related disorders, substance use, psychotic
disorders) in the three years before demen-
tia diagnosis and immediately after the
diagnosis.*

It is important to differentiate depres-
sion symptoms that are predominantly
caused by dementia from symptoms that
are caused by a major depressive disorder.
Cognitive behavioural therapy reduces
depression symptoms in people with MCI
and AD who were able to participate in
the trials.”® Clinical trials suggest that
antidepressants are less effective in treat-
ing depression in dementia.*’ Clinicians
should ‘start low and go slow’, monitor

MedicineToday

4. POSTDIAGNOSTIC DEMENTIA
RESOURCES

Care finders (https://www.
myagedcare.gov.au/help-care-
finder#how-do-I-contact-a-care-finder-
organisation) are face-to-face services
that help people who need extra support
to navigate the My Aged Care Portal and
access aged care and other services.
Care finders help older people who do not
have a support person and have cognitive
impairment. They may also qualify for help
if they urgently need services or have poor
literacy or English proficiency

Multicultural aged care connectors
(https://fecca.org.au/updates/
encompass-multicultural-aged-care-
connector/) provide face-to-face aged
care navigation support to culturally and
linguistically diverse communities

Services Australia (https://www.
servicesaustralia.gov.au/aged-care-
specialist-officer-my-aged-care-face-to-
face-services) have face-to-face Aged
Care Specialist Officers that older people
can speak to at some Services Australia
offices

The Dementia Australia helpline
(phone 1800 100 500;
https://www.dementia.org.au/) is a
one-stop shop for telephone advice
including advice on government
services and connections to Dementia
Australia services and programs

Dementia Support Australia
(https://www.dementia.com.au/;
phone 1800 699 799) offers help with
changed behaviours and a GP advice line
(email: gpadvice@dementia.com.au)

A Clinician’s BPSD Guide app
(https://cheba.unsw.edu.au/clinicians-
bpsd-guide-app) provides easy access
to key information relevant to the most
commonly presenting behaviours and
psychological symptoms associated
with dementia

Care4Dementia app (https://cheba.
unsw.edu.au/Care4Dementia-App)
provides information and support for
carers in their role of caring for people
with behavioural changes that can
occur in dementia

Primary health networks have online
local dementia pathways and
accompanying consumer resources
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closely for adverse effects and deprescribe
if the treatment is not helpful.

Behaviour

People with dementia can exhibit behav-
ioural changes. These are often referred
to as behavioural and psychological
symptoms of dementia (BPSD), but the
preference of people with dementia and
family carers is to call them ‘behaviour
changes’ to emphasise that changes can
arise because of unmet needs."

Nonpharmacological measures should
be first-line management, and antipsy-
chotics should only be prescribed to man-
age behaviour changes in people with
dementia as a last resort for symptoms
such as distressing psychotic symptoms,
agitation or aggression that is a direct
threat to themselves or others.*>*>** Non-
pharmacological strategies should be
tailored to meet any unmet needs and may
include environmental changes, engaging
activities, carer education and assessment.
Dementia Support Australia is a national
service offering a GP advice line, 24/7
advice and support for family carers and
aged care staff, and home and facility visits
(see Box 4). A barrier to the use of non-
pharmacological strategies in some resi-
dential aged care facilities is a lack of staff,
high staff turnover and inconsistent train-
ing. GPs might be pressured to prescribe
psychotropics before an adequate trial of
nonpharmacological strategies.**

If antipsychotics are prescribed, then
it should only be for a trial for the short-
term management of behaviour changes
in people with dementia (12 weeks).
Informed consent must be obtained and
documented. The literature suggests
benefits in 20 to 30% of patients in terms
of symptoms of aggression and psychosis.
Antipsychotics are associated with an
increased risk of cerebrovascular events,
falls and mortality. Patients should be
reviewed regularly for efficacy and adverse
events, and treatment should be ceased if
they do not respond.* Antipsychotics
should not be used for symptoms such as
wandering or calling out. Clinicians are
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advised to ‘start low and go slow’. There
are specific guidelines for the use of
antipsychotics in residential care.*?

Physical health and comorbidities
People with dementia have an average of
4.6 other chronicillnesses.* Dementia is
associated with an increased risk of many
conditions including delirium, weight
loss and malnutrition, epilepsy, frailty,
sleep disorders, oral disease and visual
problems.*S Furthermore, dementia has
impacts on gait and balance, increasing
a person’s risk of falls.*” Acute exacerba-
tions of comorbidities, such as cardiac
and respiratory diseases and recurrent
urinary infections, can precipitate
delirium, especially if the condition is
sufficiently severe to require hospital
admission; this can result in an irrevers-
ible decline in cognitive performance even
after the delirium has resolved.
Although people with dementia often
have additional chronic diseases (e.g. car-
diovascular diseases, diabetes), there is
relatively little research or guidance on
managing these intercurrent illnesses.*®
People with dementia should have equiv-
alent access to diagnosis, treatment and
care services for comorbidities to those
for people without dementia.* It is the
functional impact of dementia and patient
wishes that should inform the intensity
of the management of comorbidities. For
example, in late-stage dementia when the
monitoring of treatment or control of diet
is more difficult, simplifying diabetes
medication regimes might be appropriate
to avoid hypoglycaemia and associated
complications in diabetes.”* Management
strategies need to consider the person’s
cognitive abilities and involve family and
professional carers. In addition, with the
permission of the patient, all healthcare
professionals involved in care should be
made aware of the dementia diagnosis so
that care provided can be modified appro-
priately. This includes non-GP specialists,
practice nurses, the pharmacist, the podi-
atrist, the optometrist, the audiologist
and other allied healthcare providers.
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Family carers

The most commonly reported needs of
carers of people with dementia are knowl-
edge and information about the disease
and care options, support from others (e.g.
professionals, friends and family), formal
care, care co-ordination and continuity,
financial support, inclusion in care plan-
ning and training in communication
skills.” Psychosocial interventions, par-
ticularly those with both educationaland
therapeutic components that are delivered
in groups, have positive impacts on
depression and burden, and delay insti-
tutionalisation of the person with demen-
tia.”® Family carers tend to need more
support as dementia progresses and
should be monitored for depression and
burnout. Dementia Australia (https:/
www.dementia.org.au/get-support) offers
carer programs, and other supports can
be accessed through the carer gateway
(https://www.carergateway.gov.au/).

Australian system constraints on
supporting people with dementia
Unfortunately, dementia services in
Australia are fragmented, difficult to navi-
gate and differ by region. For this reason,
primary care plays a crucial role in dementia
support providing ongoing education, care
co-ordination and navigation, and sup-
port.>® Resources to help older people
obtain dementia services arelisted in Box 4.

Conclusion

People with dementia and family carers
require ongoing review and support given
the many domains affected by dementia.
Their primary care team can provide con-
tinuity of care, ongoing information and
advice and referrals to services when
required are listed in Box 4. MT
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