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Diagnosis
Definition
Dementia is a clinical syndrome defined as a cognitive or
behavioral decline that leads to an inability to complete daily tasks
independently. Dementia has many causes, some of which are
reversible, such as metabolic disorders, while some are progressive
such as Alzheimer’s disease. Vascular dementia (VaD) is a common
cause of dementia and it is caused by damage to the brain that is
the result of cerebrovascular disease.1,2

Etiology
VaD may result from a stroke or series of strokes or be the result of
conditions that reduce circulation to the brain such as small vessel
disease. The term VaD is used whether the cause of the vascular
lesion is ischemic or hemorrhagic.3,4,5

Risk Factors
In general, seven risk factors have been identified that are
associated with Alzheimer’s disease and other causes of dementia.
These risk factors can possibly be reduced or adjusted to help
prevent changes in thinking skills and/or memory.6
•
•
•
•
•
•
•

Type 2 diabetes
High blood pressure
Midlife obesity
Smoking
Depression
Little or no mental activity
Little or no physical exercise

There are multiple risk factors that contribute to the development of
vascular dementia that include:7
•
•
•
•
•
•
•
•
•

Hypertension
Atrial fibrillation and other cardiac conditions
High cholesterol
Diabetes
Metabolic syndrome
Smoking
Sleep-disordered breathing
Sedentary lifestyle
Hyperhomocysteinemia

Course
The clinical manifestation of VaD depends on the vessels involved
(large versus small vessel), location of vascular lesions, and the
extent of damage. The term Vascular Cognitive Impairment (VCI)
refers to the spectrum of cognitive disorders ranging from mild
cognitive impairment to dementia, and dementia is considered
the most severe form of VCI.8

Differential Diagnosis
Other things to rule out include side effects of medications,
delirium, reversible metabolic disorders, and neurodegenerative
conditions with similar symptoms (for example, Alzheimer’s
disease). VaD can coexist with other disorders affecting cognition,
especially Alzheimer’s disease.9
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Diagnostic Criteria
There have been different criteria and terminology used over
the years to refer to the cognitive impairment associated with
cerebrovascular disease. Each of the major criteria has used
different definitions of dementia. In 2011, The American Heart
Association/American Stroke Association selected a panel of
experts to review the evidence on vascular contributions to
cognitive impairment.9
The diagnosis of VaD should be based on 2 factors:
1. Demonstration of the presence of a cognitive disorder
by neuropsychological testing and
2. History of clinical stroke or presence of vascular disease
by neuroimaging that suggests an association between
the cognitive disorder and vascular disease5
The present statement proposes to use the term probable to
characterize the most “pure” forms of VaD and the term possible
when the certainty of the diagnosis is diminished or the vascular
syndrome is associated with another disease process that can
cause cognitive deficits.9

Pharmacologic Management
Medications to Use
There are several classes of medications used to treat disease
symptoms or improve cognitive function. Currently, there is no
cure for dementia.
If the patient has vascular disease or mixed dementia, they should
receive management and education regarding modification of
cardiovascular risk factors as listed above.
Cholinesterase inhibitors and memantine do not have FDA
approval for specific use in vascular dementia yet these
medications are often used to treat cognitive symptoms,

especially since many of the people who have VaD may also have
coexisting Alzheimer’s disease.

Medications to Avoid
Medications with strong anticholinergic side effects, such as
sedating antihistamines, barbiturates, narcotics, benzodiazepines,
gastrointestinal and urinary antispasmodics, CNS stimulants,
muscle relaxants, and tricyclic antidepressants should be avoided.
Antipsychotics should be used with caution. If used, carefully
evaluate effectiveness of medication and consider discontinuing if
there is no improvement in six weeks.10,11,12

Non Pharmacologic Management
Vascular risk factor modification
People with vascular disease should be counseled regarding risk
factor modifications7
• Blood pressure should be controlled and kept less
than 140/90
• Weight reduction for people with BMI of 25 to >30
• Cholesterol should be controlled and LDL levels kept
below 100, or below 70 in diabetics.
• Diabetes should be controlled.
• Sleep apnea should be checked for and treated if present.
• Counseling regarding smoking cessation should
be provided.
• Counseling regarding healthy diet and exercise should
be provided as below.

Healthy Lifestyle
There are lifestyle habits that promote health and well-being.
Research suggests that the combination of good nutrition, physical
activity, and mental and social engagement may provide benefit in
promoting health although more study is needed to determine the
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actual mechanisms.13,14 A heart-healthy diet (lower in sugar and
fat and higher in vegetables and fruit) is considered to be good for
both the body and the brain. An example is the Mediterranean diet
that promotes nutrition based on fruit, vegetables, nuts, and grains
with limits on consumption of red meat and saturated fats. Physical
exercise has been associated with improvement of mood and
mobility, and a decrease in the risk for falls.15,16 Physical activities
that are socially engaging (walking or swimming with a friend
and participating in exercise groups) can be especially enjoyable.
Engagement in activities that are mentally stimulating (crossword
puzzles, sudoku, computer games) is encouraged as long as the
activity is enjoyable.
The Alzheimer’s Association has more information on tips for
maintaining your health: alz.org/we_can_help_brain_health_
maintain_your_brain.asp.

Sleep
Disrupted sleep can negatively impact memory and thinking,
though the mechanisms are not well understood.11
Components of sleep hygiene include:
•

Avoid napping during the day

•

Avoid stimulants such as caffeine, nicotine, and alcohol too
close to bedtime

•

Get regular exercise

•

Avoid eating right before sleep,

•

Ensure adequate exposure to natural light

•

Establish a regular relaxing bedtime routine

•

Associate your bed with sleep. It’s not a good idea to use
your bed to watch TV, listen to the radio, or read

For more details on sleep hygiene, you can refer to the
National Sleep Foundation at sleepfoundation.org/ask-the-expert/
sleep-hygiene.

•

Smoking Cessation: nihseniorhealth.gov/quittingsmoking/
quittingwhenyoureolder/01.html

Research and Clinical Trials
The National Institutes of Health maintains an extensive listing of
clinical trials at clinicaltrials.gov. Academic medical centers may be
engaged in research and clinical trials.

Safety
If wandering or getting lost is a concern, refer the patient and
family to the MedicAlert +Alzheimer’s Association Safe Return
program (operated by the Alzheimer’s Association) alz.org/care/
dementia-medic-alert-safe-return.asp.
Other strategies for ensuring safety concerns may include door
alarms and increased supervision.

Driving
Depending on cognitive and motor findings, the patient may be
requested to stop driving, complete test of driving abilities through
the Department of Motor Vehicles (DMV), or be referred to a driver’s
safety course that will assess driving ability. Reporting to the DMV
should be consistent with state laws. Some states have mandatory
reporting requirements: the diagnosis is reported to local health
departments who then report to the DMV. Individual state
requirements can be found at: dmvusa.com.

Living Situation and Environment
It is important to determine if the patient’s residential setting best
meets his or her functional and cognitive abilities. Areas of concern
may include personal safety (ability to manage medications safely,
ability to manage nutritional requirements, ability to manage
personal hygiene) and quality of life (activities and engagement
that match the person’s needs and abilities).Types of living
situations range from living at home alone or living at home
with supervision, to board and care, assisted living, or memory
care units.

Other Considerations

Elder Abuse

Support Resources

Refer to Adult Protective Services (APS) if there is concern for the
well-being of the patient or the caregiver.

•

Alzheimer’s Association: alz.org

•

Family Caregiver Alliance: caregiver.org

•

National Institute of Health/National Institute on Aging:
nihseniorhealth.gov

•

Blood Pressure: nihseniorhealth.gov/highbloodpressure/
whatishighbp/01.html

•

Diabetes: nihseniorhealth.gov/diabetes/diabetesdefined/01.
html

•

Eating Well: nihseniorhealth.gov/eatingwellasyougetolder/
benefitsofeatingwell/01.html

•

Exercise: nihseniorhealth.gov/exerciseforolderadults/
healthbenefits/01.html

Patients with dementia and their caregivers are vulnerable to abuse.

To locate an APS office in your state, see: napsa-now.org/gethelp/help-in-your-area/.

Legal Planning
Provide information about advance directives and durable power
of attorney while the patient is in the early stages of disease and
able to articulate his or her wishes. Make referrals for legal and
financial advice, especially if there are concerns about the patient’s
judgment, decision-making, or vulnerability. A formal evaluation for
capacity may be warranted. The Alzheimer’s Association provides
a brochure that covers legal planning: alz.org/national/documents/
brochure_legalplans.pdf.
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•

Advanced Directives
These documents allow individuals to state their preferences
for medical treatments and to select an agent or person to
make health care decisions in the event they are unable to do
so or if they want someone else to make decisions for them.

•

Power Of Attorney
A Power of Attorney (POA) is a legal document that gives
someone of an individual’s choosing the power to act in their
place. POAs can be for medical or financial matters.

•

Living Will
A living will is a written, legal document that spells out medical
treatments that an individual would and would not want to be
used to keep them alive, as well as other decisions such as
pain management or organ donation.

Teaching Video for Providers
An example of a physician telling a patient she has dementia:
http://www.alz.org/health-care-professionals/dementiadiagnosis-diagnostic-tests.asp#alzheimers_diagnosis.

References

1. Schneider JA, Arvanitakis Z, Bang W, Bennett DA. Mixed brain pathologies account for most dementia cases in community-dwelling older persons. Neurology. 2007;69(24):2197-2204.
2. White L, Small BJ, Petrovitch H, et al. Recent Clinical-Pathologic Research on the Causes of Dementia in Late Life: Update From the Honolulu-Asia Aging Study. Journal of Geriatric
Psychiatry and Neurology. 2005;18(4):224-227. 3. Roman GC, Tatemichi TK, Erkinjuntti T, et al. Vascular dementia: Diagnostic criteria for research studies: Report of the NINDS-AIREN
International Workshop. Neurology. 1993;43(2):250-250. 4. Chui HC, Victoroff JI, Margolin D, Jagust W, Shankle R, Katzman R. Criteria for the diagnosis of ischemic vascular dementia
proposed by the State of California Alzheimer’s Disease Diagnostic and Treatment Centers. Neurology. 1992;42(3):473-473. 5. Erkinjuntti T, Inzitari D, Pantoni L, et al. Research criteria for
subcortical vascular dementia in clinical trials. Advances in Dementia Research. 2000:23-30. 6. Barnes DE, Yaffe K. The projected effect of risk factor reduction on Alzheimer’s disease
prevalence. The Lancet Neurology. 2011;10(9):819-828. 7. Meschia JF, Bushnell C, Boden-Albala B, et al. Guidelines for the Primary Prevention of Stroke. Stroke. 2014;45(12):3754-3832.
8. Hachinski V, Iadecola C, Petersen RC, et al. National Institute of Neurological Disorders and Stroke-Canadian Stroke Network Vascular Cognitive Impairment Harmonization Standards.
Stroke. 2006;37(9):2220-2241. 9. Gorelick PB, Scuteri A, Black SE, et al. Vascular Contributions to Cognitive Impairment and Dementia: A Statement for Healthcare Professionals From the
American Heart Association/American Stroke Association. Stroke. 2011;42(9):2672-2713. 10. Han L, Mccusker J, Cole M, Abrahamowicz M, Primeau F, Élie M. Use of Medications With
Anticholinergic Effect Predicts Clinical Severity of Delirium Symptoms in Older Medical Inpatients. Archives of Internal Medicine. 2001;161(8):1099. 11. Roe CM, Anderson MJ, Spivack B.
Use of Anticholinergic Medications by Older Adults with Dementia. Journal of the American Geriatrics Society. 2002;50(5):836-842. 12. American Geriatrics Society Updated Beers Criteria
for Potentially Inappropriate Medication Use in Older Adults. Journal of the American Geriatrics Society. 2012;60(4):616-631. 13. Barnes DE, Santos-Modesitt W, Poelke G, et al. The Mental
Activity and eXercise (MAX) Trial. JAMA Internal Medicine. 2013;173(9):797. 14. Jedrziewski MK, Ewbank DC, Wang H, Trojanowski JQ. The Impact of Exercise, Cognitive Activities, and
Socialization on Cognitive Function. American Journal of Alzheimer’s Disease & Other Dementias®. 2014;29(4):372-378. 15. Howe TE, Rochester L, Neil F, Skelton DA, Ballinger C. Exercise
for improving balance in older people. Cochrane Database of Systematic Reviews. September 2011. 16. Podewils LJ. Physical Activity, APOE Genotype, and Dementia Risk: Findings from
the Cardiovascular Health Cognition Study. American Journal of Epidemiology. 2005;161(7):639-651. 17. Yaffe K, Falvey CM, Hoang T. Connections between sleep and cognition in older
adults. The Lancet Neurology. 2014;13(10):1017-1028.

5

