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 Dementia is widely accepted as 
being a condition that spans bio-
logical, psychological and social 
domains, and is commonly 

referred to as a biopsychosocial condition 
(Kitwood, 1997). The approach advocated 
by Kitwood (1997) focused on findings 
from social psychology that family and 
other people, the environment and culture 
can have a profound effect on the person 
with dementia. When basing dementia 
care on such an approach, issues like 
behaviour are seen as attempts to commu-
nicate a need, and mean care staff have to 
understand a person’s underlying need as 
the basis for any treatment or interven-
tion. This article considers the medical 
aspects of care and treatment of a person 
with dementia; psychosocial interven-
tions will be discussed in subsequent arti-
cles in this series.

From a biological standpoint (medical 
model), dementia is caused by different 
diseases that each result in damage to the 

nerve cells and transmitter pathways. In 
the past, the medical model of dementia 
prevailed, with decline considered inevi-
table and the changes in a person’s behav-
iour and presentation as unconscious, 
neurological events (Sandilyan and 
Dening, 2019). There are three areas of 
importance when considering the medical 
management of dementia – namely, the 
treatment of:
	● Cognitive symptoms; 
	● Non-cognitive symptoms; 
	● Other medical conditions that occur 

alongside dementia.

Treatment of cognitive symptoms
Finding treatments for dementia over 
recent decades has largely concentrated on 
Alzheimer’s disease (AD) (Jones, 2021).  
AD is responsible for approximately 75% of 
all cases of dementia, either on its own or 
mixed with another dementia (Sandilyan 
and Dening, 2019). The disease features the 
abnormal deposition of insoluble ‘plaques’ 
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All AChEIs have an alerting, attentional 
effect, which can give rise to sleep distur-
bance, nightmares or even hallucinations 
(Cooke et al, 2006). There is often a bal-
ance to be struck to try to optimise toler-
ance – as an example, giving an individual 
the medication in the morning, rather 
than in the evening, can mitigate against 
sleep disturbance. However, conversely, 
night-time administration may mitigate 
against other unwanted side-effects, such 
as dizziness. 

AChEIs can slow the heart rate, so 
memory assessment clinics may routinely 
obtain electrocardiograms before pre-
scribing AChEIs. It is important to avoid 
prescribing these medications if a person’s 
pulse is <50 beats per minute, as they may 
experience hypotension and syncope 
(Jones, 2021).

In the early days of the use of these 
drugs, it was proposed that they delayed 
the rate of cognitive decline and transition 
into institutional care, and increased sur-
vival rates, but there is little evidence to 
substantiate this. What is found useful is 
that their alerting, attentional effect 
causes the person with dementia to be 
more focused and spontaneous (Sandilyan 
and Dening, 2019). 

A fourth medication, memantine, has a 
different mode of action; being an 
N-methyl-D-aspartate receptor antagonist, 
it helps to protect against excess action of 
the excitatory transmitter, glutamate. 
Memantine is used for moderately severe 
to severe AD, either alone or in combina-
tion with an AChEI; its side-effect profile 
differs from that of AChEIs (Table 1).

Using AChEIs in clinical practice
Nurses need to be familiar with the pos-
sible side-effects of AChEIs, as they are 
well placed to: 
	● Observe for these;
	● Monitor the efficacy of the medication. 

The most common side-effects are usu-
ally due to cholinergic effects on the gas-
trointestinal system. However, although 
rare, there are more serious side-effects of 
which health professionals should be 
aware, such as heart attack (Sandilyan and 
Dening, 2019).

of a fibrous protein called amyloid and 
twisted fibres called neurofibrillary tangles 
in the brain (Taylor and Underwood, 2021); 
these build up and interfere with the 
normal functioning of brain cells. There is 
also a deficiency of the neurotransmitter 
acetylcholine, which is important for 
learning and memory (Attems and Jellinger, 
2021), and symptoms worsen over time.

Current practice in the treatment of AD 
is guided by the National Institute for 
Health and Care Excellence’s (2018) recom-
mendations. The medications used most 
often are the three acetylcholinesterase 
inhibitors (AChEIs) that are licensed for 
use in mild-to-moderate AD:
	● Donepezil (Aricept) – this may be 

beneficial for people with mild, 
moderate and severe AD, and is 
associated with improvement in both 
cognitive function and activities of 
daily living (Birks and Harvey, 2018). 
The dosage can be increased if it is well 
tolerated. Donepezil is also available in 
an orodispersible form, which is useful 
for people with dementia who develop 
swallowing difficulties as their illness 
progresses;

	● Rivastigmine (Exelon) – this may be 
beneficial in mild-to-moderately 
severe AD. As with donepezil, if it is 
well tolerated, the dosage can be 
increased, although side-effects of 
nausea and vomiting can be more 
frequent (Jones, 2021). Transdermal 
patches are available; these can help 
with compliance and are better 
tolerated than the oral preparation. 
Rivastigmine is also licensed for 
mild-to-moderate stages of dementia 
with Lewy bodies and for Parkinson’s 
disease dementia (Birks et al, 2015);

	● Galantamine (Reminyl) – this may be 
beneficial in mild to moderately severe 
AD. An extended-release preparation is 
available, which enables a regimen of a 
single daily dose, which helps with 
compliance. 
Treatment can switch from one AChEI 

to another, largely where there is an intol-
erance to one (Jones, 2021). While the 
advent of AChEIs in the late 1990s was well 
received by families affected by dementia 
– who often place a great hope on the effec-
tiveness of these medications – it was 
found that they were either not well toler-
ated (Table 1 lists common side-effects) or 
they were not suitable for a significant 
number of people (Sandilyan and Dening, 
2019) – evidence for their efficacy in 
slowing cognitive deterioration was mixed 
(Attems and Jellinger, 2021).
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Table 1. Common side-effects of AChEIs and memantine 
Medication Common side-effects

Donepezila 	● Nausea
	● Vomiting
	● Diarrhoea
	● Loss of appetite
	● Weight loss
	● Frequent urination
	● Difficulty controlling urination
	● Muscle cramps

Rivastigminea 	● Nausea
	● Vomiting
	● Diarrhoea
	● Stomach pain
	● Loss of appetite
	● Weight loss

Galantaminea 	● Nausea
	● Vomiting
	● Diarrhoea
	● Dizziness
	● Headache
	● Decreased appetite
	● Weight loss

Memantine 	● Constipation
	● Headache
	● Hypertension

aAChEI. AChEI = acetylcholinesterase inhibitor.  
Source: Electronic Medicines Compendium

“Families affected by 
dementia often place a great 
hope on the effectiveness of 
acetylcholinesterase 
inhibitors”
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Anxiety is often associated with depres-
sion and may improve with the resolution 
of depressive symptoms. Medical treat-
ments for anxiety are far from satisfactory 
(Kwak et al, 2017). They include: 
	● Benzodiazepines (for example, 

diazepam), which may be effective for 
short-term use; 

	● Antipsychotic drugs, which can cause 
unacceptable side-effects (for example, 
dizziness); 

	● Antidepressants, which may be helpful 
if the person is also moderately to 
severely depressed.

Psychosis
The term psychosis refers to: 
	● Delusions;
	● Hallucinations;
	● Misidentifications. 

Visual hallucinations are characteristic 
of dementia with Lewy bodies, but psy-
chotic symptoms may occur in any form of 
dementia (Aarsland, 2020). They result 
from impaired processing and recall of sen-
sory and other information. For example, if 
a person has moved an item to what appears 
to be a safe place and forget that they have 
done so, they may develop a fixed belief that 
the item has been stolen and/or there have 
been intruders in the house. Alternatively, 
images on television, or reflections from 
mirrors or windows, can be misinterpreted 
as being unwanted people in the room. 

Sometimes hallucinations may simply 
be associated with sensory impairment 
(hearing, vision) without there being any 
significant cognitive impairment. This is 
known as Charles Bonnet syndrome, and is  

Mood and psychological problems
Depression and anxiety are the most 
common mood symptoms in people with 
dementia, and may occur in half or more of 
those who have been diagnosed with the 
disease and cause a lot of distress for both 
the person with dementia and their fami-
lies (Bennett and Thomas, 2014). Depres-
sion may be an early sign of dementia and 
can precede obvious cognitive changes; 
however, it may also arise as a consequence 
of receiving a diagnosis or because of neg-
ative thoughts about the future (Bennett 
and Thomas, 2014). 

Antidepressant treatment is usually 
considered if the depression is: 
	● Of at least moderate severity and is 

persistent, with perhaps feelings of 
hopelessness about the future;

	● Limiting the person’s day-to-day 
functioning. 
The most commonly used drugs are ser-

otonin reuptake inhibitors, such as sertra-
line. However, it appears that antidepres-
sants may be less effective in depression 
associated with dementia than for depres-
sion occurring without dementia (Dudas et 
al, 2018), and people with dementia tend to 
experience more side-effects. Also, depres-
sive symptoms often resolve spontane-
ously without treatment (Banerjee et al, 
2011). However, antidepressants may also 
be useful in treating emotionalism – also 
known as emotional lability; this is when a 
person experiences strong/exaggerated 
emotions and may, for example, be moved 
to weeping for little or no reason at all. This 
state is relatively common in – but not lim-
ited to – vascular dementia. 

Alzheimer’s disease
There is current interest in anti-amyloid 
immunotherapies and two monoclonal 
antibodies – aducanumab and lecanemab 
– have been approved by the US Food and 
Drug Administration for use in the treat-
ment of AD, but not yet in the UK. Of these 
two agents, only lecanemab has been 
shown to have any statistically significant 
effects on cognition (van Dyck et al, 2023). 
However, these effects fall short of being 
clinically relevant  and, at any rate, mono-
clonal antibodies require regular super-
vised infusions and have some potentially 
serious side-effects, so it is hard to see 
them becoming part of routine treatment 
in the near future (Mead and Fox, 2023).  

Rivastigmine is licensed in the UK for 
mild-to-moderately severe dementia in 
people with Parkinson’s disease and AChEIs 
are often used to treat dementia with Lewy 
bodies, though this is not a licensed treat-
ment (Birks et al, 2015). Several other treat-
ments have been proposed, such as immu-
notherapies and monoclonal antibodies, 
but most lack good evidence for their 
claims (Sandilyan and Dening, 2019).

Treatment of non-cognitive 
problems
Dementia may also give rise to a range of 
symptoms affecting a person’s psycholog-
ical state, behaviour and biological func-
tions; these symptoms are often referred to 
as the behavioural and psychological symp-
toms of dementia (BPSD) (Bishara, 2021). 
BPSD may be subdivided into:
	● Mood symptoms;
	● Psychosis;
	● Behaviour changes;
	● Biological symptoms (which include 

sleep and appetite) (Spector and  
Orrell, 2010).   
In discussing the treatment of BPSD, it 

is important to emphasise that non- 
pharmacological approaches should be 
considered first, such as:
	● Trying to understand the cause of  

the problem;
	● Allowing the person to explore  

their feelings;
	● Offering suitable support;
	● Enhancing their social contact and 

activities, wherever possible.
Psychotherapeutic approaches, based 

on improving communication and encour-
aging people to talk safely about their expe-
riences with dementia, are very important 
(Cheston, 2022). Psychosocial approaches 
to supporting and caring for people with 
dementia and their families will be dis-
cussed in later articles in this series.SH
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Symptoms of dementia may be treated with a range of medications
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drug interactions, alongside the possibility 
of their taking the wrong dose or forgetting 
to take any medication altogether 
(O’Mahony et al, 2015; Duerden et al, 2013). 

The principles of managing multimor-
bidity and medications in people with 
dementia include:
	● Having a clear care plan that is 

available to those involved;
	● Keeping matters as simple as possible 

(Welsh, 2019). 
Dementia, multimorbidity and their 

associated medications will be further 
explored in a later article in this series. 
However, nurses are in a prime position to 
support safe, effective care in medications 
management for people with dementia 
and their family carers.

Medication management: the 
nurse’s role
The nurse’s role in medication manage-
ment for people with dementia can be 
varied. It ranges from supporting the 
person with dementia to take their medi-
cations safely (for example, perhaps using 
assistive technology to support taking the 
prescribed dose at the right time), through 
to observing for the efficacy of a medica-
tion or for any negtive side-effects. 

A good working knowledge of medica-
tions, their indications and actions will 
enable nurses to discuss medicines with 
the person who has dementia, as well as 
with their family members and carer, con-
fidently (Lim and Sharmeen, 2018).

Polypharmacy
Polypharmacy (the use of five or more dif-
ferent medications) and potentially inap-
propriate medication use are widespread 
in the older population, and more so in 
people with dementia (Varghese, 2022). 
Polypharmacy can be either appropriate or 
problematic:
	● Appropriate polypharmacy – 

prescription of multiple medicines from 
which the patient derives benefit, that 
is,  the therapeutic effects help them 
maintain an optimal quality of life;

	● Problematic polypharmacy – multiple 
medicines are inappropriately prescribed 
(perhaps with no consideration to the 
effect each has on the other) and a 
person does not derive adequate 
therapeutic benefit (Duerden et al, 2013). 
Nurses are ideally placed to undertake 

regular assessments – enhanced by a med-
ication tool such as the Screening Tool of 
Older Persons’ Prescriptions (O’Mahony et 
al, 2015), as well as involvement of the 
person with the diagnosis, carers and 

psychosocial interventions, especially 
encouraging a person to be as active as 
possible, so medical treatments have a 
limited place (Ruthirakuhan et al, 2018).

 
Biological symptoms
Changes in eating and appetite are most 
usefully managed by supportive interven-
tions, including the input of dietitians and 
speech and language therapists, who can 
provide swallowing assessments (Abdelh-
amid et al, 2016). 

Patterns of sleep change become more 
marked in people with dementia, with day-
time sleepiness and less sleeping at night. 
The management of sleep problems may 
involve simple measures, such as 
increasing the person’s daytime activities, 
reducing daytime naps and avoiding their 
having caffeinated drinks late in the day 
(Zhao et al, 2018). Over-the-counter herbal 
remedies can be tried. Hypnotic drugs, 
such as zopiclone, are effective for short 
periods, but tolerance may develop and the 
drugs may have side-effects, such as over-
sedation and falls; however, zopiclone is 
often a medication that can be inappropri-
ately prescribed (O’Mahony et al, 2015). 

Managing medical illness in 
dementia
It is important to be aware that most 
people with dementia are aged >75  years 
and many of them will have other illnesses 
or long-term conditions. Sometimes, as 
with arthritis, this is merely coincidental 
but, with other disorders, there may be a 
close relationship to the cause of the 
dementia – for example, ischaemic heart 
disease is likely to be found alongside vas-
cular dementia (Snowden et al, 2017). 

Physical health problems and dementia 
can interact in various ways. For example, 
pain can lead to depression, leading to 
lower wellbeing and quality of life (Har-
rison Dening, 2020); this can contribute to 
developing delirium in an acute illness, 
which, in turn, leads to increased morbidity 
and mortality (Koskas et al, 2021). Lastly, the 
more conditions a person has, the more 
medication they are likely to be prescribed, 
which increases the risk of side-effects and 

named after the 18th-century Swiss phi-
losopher who described his grandfather’s 
experiences. It is important because the 
condition is not dementia and it does not 
require drug treatment (NHS, 2022). 

In general, hallucinations  do not 
respond well to antipsychotic treatment, 
and delusions and misinterpretations only 
require medical treatment if they are 
causing a lot of distress or there are associ-
ated risks – for example, of violence if a 
person sees their spouse or children as 
imposters (Bishara, 2021). 

Risperidone and olanzapine are prob-
ably the most commonly used antipsy-
chotic drugs globally (Bishara, 2021). How-
ever, there has been much concern about 
the prescribing of antipsychotic drugs as 
they have many side-effects, such as seda-
tion and falls, as well as increasing the risk 
of stroke or death (Bishara, 2021). In relation 
to these drugs, it is, therefore, important to: 
	● Be cautious when prescribing;
	● Use the lowest possible dosage;
	● Look to discontinue treatment after a 

few weeks, if possible (Bishara, 2021). 

Behaviour changes
Changes in a person’s behaviour com-
monly occur, probably more so with 
increasing severity of dementia (Cloak and 
Al Khalili, 2022). They may include: 
	● Agitation;
	● Apathy;
	● Verbal and/or physical aggression;
	● Walking about;
	● Vocal behaviour, such as shouting;
	● Sexual disinhibition. 

Agitation is a combination of excessive 
– often undirected – motor activity and 
subjective distress, and can be associated 
with aggressive behaviour. The most 
important aspect of managing agitation is 
to try to establish whether there is any 
underlying cause, for example depression, 
pain or other medical condition (Harrison 
Dening, 2020). Drug treatments for agita-
tion are problematic (Carrarini et al, 2021). 
Antipsychotic drugs have modest effec-
tiveness and, as mentioned, side-effects 
limit their usefulness. 

Apathy is common in dementia and 
persists throughout its course. Apathy is 
partly cognitive, partly emotional and 
partly motivational in nature, and its pres-
ence is associated with worse outcomes for 
people with dementia (Dening et al, 2022). 
Apathy is also immensely frustrating and 
distressing for carers, as they may think 
the person with dementia is being wilfully 
inactive. As with most other symptoms of 
dementia, the most useful approaches are 

“Antidepressant treatment is 
usually considered if the 
depression is of at least 
moderate severity and is 
persistent, or if it is limiting 
the person’s day-to-day 
functioning”
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All of these issues can be difficult for 
family members and have the potential to 
cause conflict, as trying to support compli-
ance can cause carer distress if such man-
agement feels onerous (While et al, 2013), 
and often health professionals can be una-
ware of this burden. Nurses can support 
family carers in medication management 
by offering information on medications 
and their actions and mechanisms on how 
to improve compliance.

Conclusion
Medical treatments form an important 
part of a biopsychosocial response to 
caring for people with dementia. Health 
and social care staff must have good 
knowledge about the various medications 
that may be prescribed and their beneficial 
effects, be able to administer them safely 
and look out for for any potential adverse 
effects, and provide information and guid-
ance to achieve compliance. 

Family carers also have a significant role 
to play in safe medication management for 
their relative with dementia. As such carers 
can often feel a great sense of burden and 
anxiety when managing their relative’s 
medication, they need knowledgeable and 
timely support. Nurses are in an ideal posi-
tion to be able to provide this. NT

l The fourth article in this series will 
discuss using a person-centred approach 
to support the management of risks 
associated with dementia.
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family members, and the wider multidis-
ciplinary team – to ensure comprehensive 
medication management.

Compliance and deception
Whether it is ever ethically defensible to 
administer medications covertly to people 
with dementia is a complex and conten-
tious issue. Medicines administered in this 
way may be hidden in food, drinks or given 
through a feeding tube without the knowl-
edge or consent of the person who is 
receiving them. 

When a person has mental capacity to 
make the decision about whether to take a 
medicine, they have the right to refuse it. 
Medication compliance in people with 
dementia requires a good working rela-
tionship between the person with the diag-
nosis, the family carer, prescriber and often 
a nurse who may be assigned to monitor 
the efficacy of any medication. The rela-
tionship involves an open approach and an 
honest discussion about medications, such 
as the administration schedule, the 
intended benefits and any possible side-
effects (Yap et al, 2016). 

In some people with dementia, symp-
toms such as reduced capacity for compre-
hension may mean they fail to take their 
medicines. In cases when it is determined 
that a person does not have capacity to 
make the treatment decision, but it is in 
their best interests to take the medicine, 
health professionals may decide to admin-
ister it in a disguised form, such as crushed 
in food, to support compliance (Yap et al, 
2016). However, such approaches require 
discussion and agreement across all stake-
holders, especially the family carers of the 
person with dementia.

Supporting family carers
Supporting a family member of a person 
who has dementia with safe medication 
management can be challenging for both 
the person with the diagnosis and the 
family carer. The carer may feel challenged 
by a change in their role as dementia pro-
gresses, especially in relation to responsi-
bility for the safe administration of medi-
cines; equally, they may be uncertain about 
when and how to take over medication 
management. It may be borne out of a need 
to maintain safety when the person with 
dementia forgets to take medicines or takes 
more than the prescribed amount. At the 
same time, a family carer may be uncertain 
about how to maintain the independence/
protect the autonomy of the person with 
dementia for a long as possible, while also 
preserving their dignity. 

For more articles  
on dementia, go to  
nursingtimes.net/dementia


