
INTRODUCTION
Caring for people with dementia requires a
holistic approach, including the
management of cognitive symptoms,
behavioural and psychological symptoms of
dementia (BPSD), the provision of
necessary social care, communication, and
addressing carers’ needs.1 High-quality
care, including regular monitoring and
appropriate symptomatic treatment, is
essential to maintain quality of life for
individuals with dementia.2 For example,
treatment of BPSD with antipsychotic
medication is linked to a greater risk of
stroke with associated negative outcomes
for people with dementia;3,4 in spite of this,
quality of care has been found to be
suboptimal in several areas, including low
detection rates for dementia,5 inappropriate
management of BPSD,6,7 and under-
recognition and diagnosis of depression.8

Primary care services are the first point of
contact and main healthcare service for
people with dementia.9–11 In 2006, the
annual dementia review was first
introduced as a quality indicator to the UK
Quality and Outcomes Framework (QOF)
pay-for-performance guidelines for general
practice.12 This review, along with an
indicator relating to a register of all people
diagnosed with dementia in each practice,
requires that there is a record of an annual

dementia review from the previous
15 months for all patients on the dementia
register. It covers an appropriate physical
and mental health review for each patient,
and coordination with secondary care
services, if applicable, as well as the impact
on any carer(s) and any carer’s needs for
information. The evidence base for a
dementia review in the QOF guidance
includes evidence from the National
Institute for Health and Clinical Excellence
and Scottish Intercollegiate Guideline
Network guidelines, the Audit Commission,
and published papers.12 Two QOF indicators
on depression were also included, in
relation to case finding for depression, and
severity where applicable, as part of an
augmented focus of the dementia mental
health review. To the authors’ knowledge,
there have been no studies that have
evaluated the quality of dementia care, as
covered by the QOF dementia indicators, to
date.

The aim was to measure the quality of
care provided to people with dementia in
general practices using routinely collected
data, including the annual dementia review
and the management of cognitive,
behavioural, and psychological symptoms.
The patient and practice factors associated
with the overall quality of care were also
explored.
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Abstract
Background
Primary care services are often the main
healthcare service for people with dementia; as
such, good-quality care at this level is important.

Aim
To measure the quality of care provided to people
with dementia in general practice using routinely
collected data, and to explore associated patient
and practice factors.

Design and setting
Observational, cross-sectional review of medical
records from general practices (n = 52) in five
primary care trusts.

Method
A total of 994 people with dementia were
identified from dementia registers. An
unweighted quality-of-care score was
constructed using information collected in the
annual dementia review, together with
pharmacological management of cognitive and
non-cognitive symptoms. Multilevel modelling
was carried out to identify factors associated with
quality-of-care scores.

Results
In total, 599 out of 745 (80%) patients with
dementia had received an annual dementia
review; however, a social care review or
discussion with carers was evident in just 305
(51%) and 367 (61%) of those 599 cases,
respectively. Despite high prevalence of vascular
disease, over a quarter (n = 259, 26%) of all
patients with dementia were prescribed
antipsychotics; only 57% (n = 148) of these had
undergone medication review in the previous
6 months. Those with vascular dementia who
were registered with single-handed practices
received poorer quality of care than those
registered with practices that had more than
one GP.

Conclusion
Although the number of people with dementia
with a record of an annual dementia review is
high, the quality of these reviews is suboptimal.
The quality score developed in this study could be
used as one source of data to identify
weaknesses in practice activity that need to be
corrected, and so would be of value to
commissioners and regulators, as well as
practices themselves.

Keywords
dementia; general practice; health care; quality
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METHOD
Sample
Five primary care trusts (PCTs) in the
Greater Manchester region took part in the
study: Ashton, Leigh and Wigan; Bolton;
Bury; Oldham; and Stockport. Each
participating PCT provided a list of all
general practices in their area together with
the practice’s list size, population aged
>65 years, patients on the dementia
register, and the number of GPs working at
the practice. Using these characteristics for
stratification, this study aimed to include a
stratified random sample of 53 practices
from the five PCTs.

A sample of 71 practices was generated
initially to cover potential refusals. Practices
were sent invitations to take part and, if they
refused, another practice with similar
characteristics was chosen at random to
participate. Participation was secured from
52 practices; the refusal rate was low
(overall 27%, range for PCTs 20–33%),
representing 21% (52/249) of all practices
existing in the five PCTs at that time.

Patients with a dementia diagnosis were
identified if they were listed on the dementia
register at each practice. Information from
1006 patient records was collected in total.
From this, 12 patients were excluded
because they were deceased, or their
dementia diagnosis was clearly disputed or
revoked in their patient records; the final
sample consisted of 994 patients with
dementia.

Data collection
For each patient, information was collected
by trained staff from electronic and paper
records that were held by the general
practice; this was done using a pro forma
tool, designed in collaboration with a
steering group of representatives from
primary care and old age psychiatry. The
process was piloted on patients in one
general practice to resolve any ambiguities,
and included patient demographics (age,
sex, and living situation), dementia subtype,
current medication use, and comorbid
medical conditions.

Information used to determine
adherence to the dementia quality indicator
in the UK pay-for-performance QOF
2008/2009 guidelines for primary care,
which specifies that people with dementia
have a record of dementia review from the
previous 15 months, was obtained. If
present, details were extracted for each of
the four components of the annual review
contents, as described in QOF guidelines,
covering discussion with carers,
medication, mental health, and social care
reviews (Figure 1). Additional mental-health
review data were also extracted in terms of
adherence to two QOF indicators for
depression:

• Patients with diabetes and/or coronary
heart disease, for whom a case finding for
depression had been undertaken using
two standard screening questions in the
previous 15 months; and

• Patients with a new diagnosis of
depression (preceding 1 April until 31
March from 2007–2008), with an
assessment of severity at outset of

How this fits in
Current guidelines require GPs to annually
review people with dementia who are
registered at their practice. This study is
the first, to date, to evaluate the quality of
this review, together with more specific
care provided in the management of
cognitive and non-cognitive symptoms. The
quality-of-care score presented here could
be utilised to identify weaknesses in
practice activity that need to be corrected,
and provide information to help expand
quality indicators for dementia.
Improvements in care should particularly
target the care for people with vascular
dementia and those with dementia who
continue to be prescribed antipsychotic
medication.
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Annual Dementia Review -- Yes/No?
Conducted: as face-to-face review with patient and carer. Practice reports on clinical
systems the percentage of patients on dementia register who have a record of completion
Content: Should focus on support needs of patients and carer, and there should be a
record that key issues have been addressed in patient notesa

Includes the following issues:

• Discussion with carers, including need for information, carer’s health, and
social care needs, impact of caring on caregiver

• Social care review

• Mental health review including • Medication review
consideration of depression

Review of antipsychotic medication
Depression screen for patients with
diabetes and/or coronary heart disease Antipsychotic medication prescription

Assessment of severity for newly Patients with Alzheimer’s disease
diagnosed depression case. checked for eligibility to recieve

medication to slow cognitive decline
DEPRESSION 
 MEDICATION FOR COGNITIVE AND

NON-COGNITIVE SYMPTOMS

aVerified at random by primary care trusts, selecting a number of case records of patients in

which the review has been recorded, to confirm the key issues have been addressed.

Figure 1. Overlap between annual dementia
review and other quality indicators.



treatment. In accordance with national
guidance,13,14 for those being prescribed
antipsychotic medication at the time of
the study, the date of initiation, the reason
for it, and evidence of medication reviews
were recorded, along with the
consideration of cognitive-enhancing
medication (cholinesterase inhibitors or
memantine) in those diagnosed with
Alzheimer’s disease.

Quality of annual dementia review and
overall dementia care
For those patients diagnosed with dementia

>15 months previously (n = 745), the quality
of their annual dementia review was
measured by whether or not it and its four
components had been completed. The
quality rating ranged from 0 points (no
evidence of annual review) to five points
(annual review was done and included all
four components) for each patient. The
quality of care was examined in further
depth by assessing specific care processes,
such as use of medications to slow cognitive
decline in Alzheimer’s disease;13 reasons
for, and review of, prescribing antipsychotic
medications;15 and screening and treatment
for depression.12

Figure 1 illustrates the areas of overlap
between measures in the annual dementia
review and specific care processes. All
indicators for dementia review and specific
care processes were summed for each
patient. The overall quality of care was equal
to the number of relevant measures for
which care was provided, divided by the
number of measures for which the patient
was eligible. Patients differed in the
applicable number of measures; two
examples of this variation are presented in
Table 1.

The score represents the proportion of
indicators adhered to for each patient, with
0% indicating poor care and 100%
indicating best-recorded care. This
approach has been used in similar studies
of overall quality of care for other major
chronic diseases16 and gives each patient
equal weight, regardless of how many
indicators apply.16,17

Statistical analysis
All descriptive statistics were performed
using SPSS for windows (version 16.0). For
accuracy purposes, patients who had been
diagnosed with dementia in the previous
15 months (n = 249) were excluded from the
analysis of annual dementia review. For
overall care, patients who were eligible for
at least one of the other care processes
were included, even if they were not eligible
for dementia review (Figure 2).

Multilevel ordinal regression and
multilevel linear regression were used to
investigate the factors associated with
quality of dementia review and overall
quality of dementia care, respectively.
Multilevel analysis is a method for dealing
with a lack of independence within clusters;
for instance, here there were three levels:
patient, practice, and PCT.18,19 Initially,
univariate associations of patient- and
practice-level independent variables that
may affect quality of care were explored.
Patient-level variables included:
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Table 1. Computation examples of denominator for quality-of-care
score

Eligible for indicator?
Quality-of-care indicator Example Aa Example Bb

Annual dementia review in previous 15 months No Yes
Contents of annual dementia review

Mental health review No Yes
Medication review No Yes
Social care review No Yes
Discussion with carers No Yes

Patients with Alzheimer’s disease checked for cognitive Yes No
enhancers eligibility

Reason for prescription of antipsychotics Yes No
Review of antipsychotics Yes No
Case finding for depression in patients with diabetes No Yes
or coronary heart disease

Assessment of severity at outset of treatment for patients No No
with a new diagnosis of depression

Total number of indicators for which patient is eligible 3 6
(that is, denominator of quality-of-care score)

aPatient with Alzheimer’s disease, diagnosed 10 months previously, and currently prescribed antipsychotic

medication. bPatient diagnosed with vascular dementia 18 months previously, who has comorbid diabetes but

not depression.

1006 people with
dementia identified from

52 practices

83 not eligible for
any care indicators

911 patients with
dementia includedb

994 patients with
dementia, records 

reviewed

Dementia diagnosed
<15 months in 249

patients

Dementia diagnosed
<15 months in 745

patientsa

166 eligible for
other indicators

Figure 2. Sample in analyses to
assess quality of care in dementia.

aPatients included in annual dementia review analyses. bPatients included in overall dementia care analyses.



• age;

• sex;

• dementia duration;

• living situation (in nursing/care home
versus community);

• comorbid physical conditions;

• medications; and

• dementia subtype of Alzheimer’s disease
including mixed dementia, vascular
dementia, and other dementia.

Practice-level variables were:

• whether the practice was run by one GP
(single-handed) versus several (multi-
handed);

• socioeconomic deprivation of practice
location, as measured by the Index of
Multiple Deprivation 2007;20 and

• size of population aged ≥65 years.

Multivariate models, adjusting for age,
sex, and all other independent variables
were then analysed. A normalising
transformation could not be applied to the
non-normally distributed dependent
variable used in these analyses. Although
regression analysis has been found to be
reasonably robust to some degree of non-
normality,21 sensitivity of the main analyses
were assessed for overall care by using a
multilevel ordinal logistic model. No
differences in significance were identified
between the main and sensitivity analyses;
as such, results are reported from the main
analysis. All multilevel modelling analyses
were performed using Stata (version 11.0).

RESULTS
Demographics
The demographic characteristics of all
patients (male 32%, mean [SD] age 81.6 [8.7]
years] and general practices (n = 52, mean
[SD] list size 7461 [1416]) are shown in Table
2. The median years’ duration of dementia
(that is, since diagnosis) was 2.8
(interquartile range [IQR] 1.3–4.9), and the
majority (51%) of the sample lived in the
community. A total of 883 (89%) patients had
at least one comorbid (physical) condition
(data not shown) and 565 (57%) had
multimorbidity (≥2 comorbidities). The most
prevalent comorbid vascular-related
disease was hypertension (44%), followed by
coronary heart disease (20%),
stroke/transient ischaemic attack (TIA)
(17%), and diabetes mellitus (14%). A total of
745 patients were diagnosed ≥15 months
prior to the study and were eligible for
inclusion in the analyses to assess quality of
care.

Quality of dementia care
Table 3 shows that, in 599 (80%) patients,
there was a record of an annual dementia
review being completed; however, less than
two-thirds of patients had a record of
discussion with carers and just over a half
had their social care reviewed.

Eligibility checking for cholinesterase
inhibitors or memantine for patients with
Alzheimer’s disease was relatively high
(86%). Although 259 (26%) of all 994 patients
were prescribed antipsychotic medication at
the time of the study, the presence of
hallucinations and/or delusions was the
reason for prescription in only 69 (27%) of
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Table 2. Characteristics of patients with dementia and general
practices included in the study
Characteristic n (%)a

n 994
Mean age, years (SD), range 81.6 (8.7), 43–102
Males 313 (31)
Median dementia duration, years, (IQR) 2.8 (1.3–4.9)
Dementia subtype

Alzheimer’s disease 422 (42)
Vascular dementia 271 (27)
Mixed 71 (7)
Lewy body dementia 27 (3)
Fronto-temporal 20 (2)
Other 13 (1)
Unspecified type 170 (17)

Living situation
Nursing/care home 383 (39)
Nursing home 182 (18)

Community 506 (51)
At home with carer 222 (22)
Home alone 85 (9)
Unknown 200 (20)

Unknown 105 (11)
Number of medications prescribed, mean (SD, range 0–25) 6.8 (3.9)
Comorbid conditions

Median number of physical conditions (IQR) 2 (2)
Patients with multimorbidity (≥2 conditions) 565 (57)
Cardiovascular related
Hypertension 440 (44)
Coronary heart disease 195 (20)
Stroke/transient ischaemic attack 169 (17)
Diabetes 137 (14)
Atrial fibrillation 99 (10)
Heart failure 46 (5)

Other physical
Arthritis 313 (31)
Cancer, current or past 118 (12)
Respiratory disease 129 (13)
Kidney disease 162 (16)

Practice characteristics (n = 52)
Mean number of GPs, (SD) 5.2 (3.2)
Mean practice deprivation, (SD) 28.3 (18.3)
Mean list size, (SD) 7461 (1416)
Mean population aged ≥65 years, (SD) 1243 (637)

aUnless otherwise specified. IQR = interquartile range. SD = standard deviation.



these. The median duration of antipsychotic
prescription was 23 months (IQR 8–42) and,
of those prescribed antipsychotics for
>15 months (n = 129), half (n = 66; 51%) had
their medication reviewed in the previous
6 months, and 99 (77%) in the previous
15 months.

The proportion of patients meeting the
quality indicators for depression screening
and assessment were low — 55% and 11%
respectively.

Predictors of quality of dementia review
and overall care
Table 4 shows the univariate and
multivariate predictors for dementia review
and overall care quality. Patient
characteristics that were significantly

associated with better quality of dementia
review in univariate analyses included living
in the community compared with living in a
care home, and having a diagnosis of
Alzheimer’s disease compared with
vascular and other dementia. The only
predictive practice-level characteristic was
having more than one GP. In the
multivariate model, multi-handed practices
and patients with Alzheimer’s disease,
compared with those with vascular
dementia, remained predictors of better
quality of dementia review.

The characteristics univariately
associated with better overall care were the
same as those for dementia review, but also
included shorter duration of dementia.
Patients with Alzheimer’s disease,
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Table 3. Indicators of quality of care provided to patients with
dementia
Measure of care n (%)
Annual dementia review (n = 745)a

Received review 599 (80)
Completed by:
GP 263 (44)
Old age psychiatrist 153 (26)
Other health professional 25 (4)
No record 158 (26)

Mental health review 513 (86)
Medication review 419 (70)
Discussion with carers 367 (61)
Social care review 305 (51)
Median (IQR) for annual review quality score % 60 (20–100)
Management of cognitive symptoms
Patients with Alzheimer’s disease (n = 422), prescribed cholinesterase inhibitors 325 (77)
Plus checked for eligibility 364 (86)

Management of depression
Patients with diabetes mellitus and/or coronary heart disease (n = 146) for whom case 81 (55)
finding for depression has been undertaken using two standard screening questionsa

Patients with a new diagnosis of depression (n = 89), with an assessment 10 (11)
of severity at outset of treatment

Management of BPSD with antipsychotics (n = 994)
Patients prescribed antipsychotics
Current 259 (26)
Median duration of use (IQR), months 23 (8–42)
For >15 months 129 (13)

Reviewed in last 6 monthsb 66 (51)
Reviewed in last last 15 monthsb 99 (77)

Reason for prescription
Hallucinations and/or delusions 70 (27)
Other (without hallucinations/delusions)
Agitation 72 (28)
Aggression 69 (27)
Confusion 51 (20)
Wandering 45 (17)

Median (IQR) number of applicable indicators for the calculation of 5 (2–6)
the overall care score

Mean (SD) overall care score, % 62 (33)
aExcludes patients diagnosed with dementia within the previous 15 months. bExcludes those who initiated

current antipsychotic medication within the previous 15 months. BPSD = behavioural and psychological

symptoms of dementia. IQR = interquartile range. SD = standard deviation.



compared with all other dementia subtypes,
and multi-handed practices, remained
factors significantly associated with better
quality of care in the multivariate model.

DISCUSSION
Summary
The findings of the current study show that
although, according to their medical
records, the majority of people with
dementia had a received their annual
dementia review, the quality of that review
varied and, for many, did not include social
care review and discussion with carers.
Inappropriate prescription and monitoring
of antipsychotic medication was also
apparent, despite the high prevalence of
vascular comorbidity in the sample. People
with Alzheimer’s disease and those in
multi-handed practices received better
quality of care, while those with vascular
dementia and those in single-handed
practices received a poorer quality of care.

Strengths and limitations
To the authors’ knowledge, this is the first
study to date that has evaluated the annual
dementia review, as specified by the QOF in
primary care. The data used in this study
were collected before the national dementia
strategy was published in 2009, and, hence,
before most PCTs started to implement
dementia education. As such, the multilevel
methodology of this study could be used to
compare the performance of the new GP
consortia and to capture the potential

effects of PCTs’ educational interventions.
As the practices in this study were also
selected through a random stratified
sampling process, there was a broad
representation of practice characteristics;
these are, therefore, likely to be reflective of
general practices in other areas in the UK.

There are, however, several limitations
that deserve comment. Information on all
measures of care for patients with dementia
were derived from medical records, which
may not necessarily represent the actual
care received. Although incomplete medical
records may underestimate care quality,
documented care can be, in itself, a
measure of quality;22 the findings may
highlight areas in which documentation
needs improvement.

Care for somatic comorbidities (for
example, hypertension) which have been
found to be equally well controlled in
patients both with, and without, dementia
were not included in the study.23 Quality
indicators — even bundled indicators that
emphasise the importance of individual
specific review — cannot reflect or assess
the complexities of primary health care and
the uniqueness of individual patients24,25 but,
rather, involve making and assessing
generalisations about individual patients.
The quality of a dementia review will also
depend on the continuity of care,
interpersonal care, and trust between
health professional, patient and, where
appropriate, carer. QOF indicators, by their
definition, can only ever address isolated
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Table 4. Multilevel regression analysis results showing univariate and multivariate predictors of quality of
annual dementia review and overall care

Dementia reviewa Overall careb

Univariate Multivariate Univariate Multivariate
Odds ratio Odds ratio Coefficient Coefficient
(95% CI) P-value (95% CI) P-value % (95% CI) P-value % (95% CI) P-value

Patient level factors
Age, years 0.9 (0.9 to 1.0) 0.239 –2.1 (–4.5 to 0.4)c 0.105
Males 1.1 (0.8 to 1.5) 0.567 1.1 (–3.5 to 5.8) 0.632
Nursing/care home (compared 0.7 (0.5 to 1.0) 0.038 –9.4 (–14.1 to –4.7) <0.001
with community)

Duration of dementia, that is since 0.9 (0.9 to 1.0) 0.100 –1.4 (–2.4 to –0.5) 0.004
diagnosis, in years

Subtype Alzheimer’s disease, reference category
Subtype vascular dementia 0.7 (0.5 to 0.9) 0.010 0.7 (0.5 to 1.0) 0.031 –17.8 (–22.7 to 12.8) <0.001 –18.2 (–23.9 to –12.4) <0.001
All other subtypes 0.6 (0.5 to 0.9) 0.014 –15.2 (–20.7 to –9.7) <0.001 –13.6 (–19.8 to –7.4) <0.001
Comorbid physical conditions (number) 1.0 (0.9 to 1.1) 0.632 –0.8 (–2.3 to 0.7) 0.310
Number of medications 1.0 (0.9 to 1.1) 0.998 –0.3 (–0.9 to 0.3) 0.317
Practice-level factors
Multi-handed practice 2.2 (1.2 to 4.0) 0.011 2.2 (1.1 to 4.5) 0.030 11.3 (2.7 to 19.9) 0.010 9.9 (0.03 to 19.7) 0.049
List size of patients aged >65 years 1.0 (1.0 to 1.0) 0.415 2.5 (–3.1 to 8.0)d 0.386
Socioeconomic deprivation (IMD 2007) 1.0 (0.9 to 1.1) 0.194 –0.2 (–0.4 to 0.01) 0.054
aOrdinal outcome variable (six categories, 0–5). bContinuous outcome variable (range 0 to 1). cPer 10 year. dPer 1000 patients. IMD 2007 = Index of Multiple Deprivation 2007.20
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and measurable aspects of this wider
complexity.

In addition, although equal weighting of
quality indicators is a conventional
statistical approach that has been used in
similar studies,16,17 it may not accurately
reflect differences in their clinical
significance. It was not possible to assess
whether patients were also under the care
of a secondary care professional and
reviewed in more detail by them, rather than
their GP. If this is the case, this study’s
findings may indicate that communication
and coordination between these services
needs improvement. However,
responsibility for continued prescribing of
medications, such as antipsychotics, and,
hence, medication reviewing is a
responsibility that lies with the GP. Finally,
adequate and timely dementia care requires
recognition by GPs, which, particularly for
those with mild dementia, is only met in
approximately half of cases.26

Comparison with existing literature
In contrast with the management of
cognitive symptoms in people with
Alzheimer’s disease, the provision of care
received for non-cognitive symptoms was
poor. This is consistent with ongoing
evidence of suboptimal management of
BPSD,7 including high antipsychotic
prescription and misuse.27,28 A recent study
of 315 general practices in Scotland also
found increased and prolonged use of
psychotropic medications in people with
dementia compared with the general
population of older people.29

Differences between dementia subtypes
may facilitate or hinder attendance to
appointments with GPs or other health
professionals, which may help to explain the
poorer care received by those with vascular
dementia; for instance, some studies have
shown those with vascular dementia to be
more functionally impaired and to
experience more difficulties in activities of
daily living than those with Alzheimer’s
disease.30,31 As well as slowing the
progression of symptoms, the prescription
of cognitive-enhancing medication to those
with Alzheimer’s disease provides the need
to review, by either primary or secondary
care services, in accordance with the
guidance,13 and may provide an opportunity
to address other care needs. Also, in terms
of research that has been undertaken,
vascular dementia falls behind that for
Alzheimer’s disease and other common
conditions affecting the brain; as such, little
is known regarding its prevention or
treatment.32 As those with vascular

dementia cannot be prescribed cognitive-
enhancing medication13 and there is no
other such treatment currently available,
they may be less likely to be followed up and
less likely to receive higher levels of care.

Practices that were run by more than one
GP were associated with better quality of
care compared with those run by one GP.
Although there is no definitive evidence that
suggests one practice type is superior, lack
of time for consultation has been identified
as a barrier that prevents GPs from doing as
much as they would like in caring for
patients with dementia and their
families.33,34 This is, perhaps, even more of
an issue for practices run by one GP, as
opposed to those run by several GPs where
workload may be shared, such as through
delegating a special interest GP responsible
for dementia patient management or
dementia clinics.35

Implications for practice
As well as identifying potential weaknesses
in practice activity that need to be corrected,
the quality-of-care score developed in this
study may be valuable to commissioners
and regulators to use as a quality marker
and in performance management. In
addition, it includes information that could
be used to expand the QOF dementia
domain in the future. For example, adding
more specific indicators covering
management of medication, as well as
mental health and social care, for patients
with dementia may allow for improved
assessment of quality. This would also be
useful in light of the commitment to reduce
antipsychotic use in people with dementia
by two-thirds by November 2011.36

This study’s findings indicate that
research leading to improved care for
people with vascular dementia should be
made a priority. This supports the goals set
out by the 2007 Alzheimer’s Society
workshop on research priorities for
vascular dementia, including research
programmes to find new therapeutic
interventions.32 While such research is
taking place, quality indicators that
specifically target people with vascular
dementia may help to ensure that
symptoms of dementia and their effect on
the management of comorbid vascular
diseases are monitored regularly.
Addressing the deficiencies in dementia
care is important to maintaining the quality
of life for all people with dementia, not just
those with vascular dementia; this is
particularly the case given that disease-
modifying strategies are not yet available.
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