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Documentation of vascular risk
factors in vascular dementia
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The diagnosis of vascular dementia may often be made
on the basis of structural neuroimaging, this may not
always be reliable. In view of this, a retrospective study
of 30 case notes with diagnosis of vascular dementia
was undertaken to examine the documentation of
vascular risk factors and presence of cerebrovascular
disease. Specific recommendations were then made for
the future case note documentation. Nine months later,
10 case notes were examined to assess the impact of
the recommendations. A noticeable improvement in the
documentation of most risk factors was observed. The
wider implications of these findings are discussed.

The definition of vascular dementia has under
gone dramatic changes during the past 50 years.
Stroke remains the most consistent risk factor
for this disorder, and the currently accepted
clinical guidelines for the diagnosis of vascular
dementia according to classificatory systems
such as DSM-iV (American Psychiatric Associ
ation, 1994) are synonymous with that of stroke.
Although structural neuroimaging is a useful
adjunct in the detection of vascular lesions, the
temporal relationship between radiological evi
dence of infarction and cognitive decline is not
always clear (Brust, 1988). As such, the docu
mentation of risk factors for cerebrovascular
disease (vascular risk factors) may aid the
diagnostic process.

The study
In May 1996, case notes were obtained for
patients aged over 65 on the Maudsley dementia
case register (n=15) and for in-patients admitted
between April 1995 and March 1996 (n=15), all
patients having a primary ICD-10 diagnosis of
vascular dementia. In each case, notes were
examined for documentation of the following:

(a) The presence/absence of recent event(s)
suggestive of cerebrovascular disease (e.g.
neurological symptoms/acute deteriora
tion in cognitive function).

(b) The presence/absence of the following risk
factors: hypertension, diabetes mellitus,
smoking, alcohol intake, history of ar
rhythmia and past history of transient
ischaemic attack/stroke.

(c) Physical examination for the following
clinical signs: hypertension/hypotension,
valvular disease, carotid bruits, retinopa-
thy, gait abnormalities, and focal neurolo
gical signs (pyramidal/extrapyramidal/
cerebellari.

(d) That the following investigations had been
requested: full blood count, plasma
viscosity, blood glucose, serum cholesterol,
syphilis serology (venereal disease research
laboratory/Treponema pallidum haemag-
glutination test), chest X-ray, electro
cardiogram and computerised tomography
scan.

After the first stage of the audit loop, a letter was
sent to all medical staff with modified recom
mendations for the future documentation of
vascular risk factors in cases where a diagnosis
of vascular dementia is suspected. The letter was
sent out again a week after the change-over in
junior medical staff. Nine months later, 10 case
notes were examined for patients with a diag
nosis of vascular dementia admitted during the
nine-month period between May 1996 and
January 1997, and the documentation of the
modified recommendations re-examined.

Findings
First stage of the audit cycle
During the year from April 1995-March 1996,
there were 16 finished consultant episodes for
in-patients with a diagnosis of vascular demen
tia. One set of case notes could not be traced,
the remaining 15 were included in the study.
Thirty-five patients with vascular dementia were
on the case register, but only 18 case notes
could be traced, 15 of which were chosen at
random for inclusion in the study. Results for
the case note documentation of the above
variables are shown in Table 1. Serum choles
terol levels of more than 6.5 mmol/1 were found
in six of the 15 in-patients, but in none was any
comment made in the clinical notes about these
results. As admissions for 10 of the 30 case
notes were not first assessments, the documen
tation of the presence/absence of symptoms
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Table 1. Vascular risk factor documentation in
primary and secondary phases of audit

Risk factordocumentedHistory

ofhypertensionHistory
of diabetesmellitusSmokingAlcohol

intakeHistory
ofarrhythmiaHistory
of transientischaemicattack/strokeExamination

ofarrhythmiaBlood
pressuremeasurementHeart
sounds(murmurs)Carotid

bruitsExamination
offundiGait

abnormalitiesPyramidal
signsOther

focalsignsFull
bloodcountPlasma

viscosityBlood
glucoseSerum
cholesterolSyphilis
serologyChest
X-rayElectrocardiogramCT

scann<%)

(First
phase)11

(37)2
(7)15
(5)15(50)13(43)13(43)26

(87)27
(90)23
(77)9(30)18(60)14(47)23

(77)7(23)27

(90)26
(87)26
(87)16(53)'24

(80)18(60)14

(47)25
(83)n(%)

(Second
phase)6

(60)4
(40)10(100)10(100)4

(40)6
(60)6

(60)10(100)10(100)6

(60)8
(80)4
(40)8
(80)4

(40)10(100)8

(80)10(100)10(100)8

(80)8
(80)8

(80)10(100)

1. Serumcholesterol > 6.5 mmol/l in sixcases.

suggestive of cerebrovascular disease was not
considered valid for inclusion in criteria to be
laid down for the second stage of audit. The
other modification for future documentation
was that a CT scan was not considered
necessary if this had been carried out during a
previous assessment, unless there was clear
evidence from the notes that there had been an
acute cognitive decline.

Completing the audit loop
Thirteen finished consultant episodes were re
corded between May 1996 and January 1997. All
case notes were traced and 10 selected at
random. None of these case notes had been
examined during the first part of the audit loop,
the results of the re-audit are also shown in
Table 1. Documentation of most of the recom
mended criteria were higher in the second stage
of case note examination. The exceptions to this
were a history of and examination for arrhythmia
and examination of gait.

the most consistent association with this demen
tia, this study was confined to risk factors known
to be associated with stroke (Drachman, 1993).
During the first phase of the audit loop, there
was a lack of historical information relating to
risk factors for cardiovascular disease in more
than 50% of cases. On physical examination,
there was no documentation of either gait or
fundal examination in 40% or more of cases. This
is relevant, as changes in gait are known to be
more common in vascular dementia than in
Alzheimer's disease (Kotsoris et al, 1987). Sev

enty per cent had no record of examination for
carotid bruits and 53% had no electrocardiogram
performed, which is striking in view of carotid
stenosis and arrhythmia both being strongly
associated with vascular dementia and poten
tially remediable (Skoog. 1994). The other
notable finding was of hypercholesterolaemia in
nearly half the in-patient sample, especially as
serum cholesterol had not been performed in
47% of all cases. The results of the second phase
are encouraging, with a case note documentation
of 100% for important risk factors such as
smoking/alcohol intake, blood pressure and
blood glucose/serum cholesterol.

The findings from this study are relevant in
two respects. First, with the rising elderly
population and the frequent requests from
general practitioners for the assessment of
cognitive impairment, the role of psychiatrists
in the diagnosis of vascular dementia should
not be understated. Second, it is known that the
presence of vascular lesions seen on compu
terised tomography does not per se indicate
causality, particularly where the onset of de
mentia occurs several weeks or months after a
stroke (Lopez et al, 1994). For example, in one
longitudinal study of dementia occurring three
months after stroke, the development of demen
tia at this stage was attributed to stroke in only
26% of cases (Tatemichi et al, 1993). Therefore
overemphasis on computerised tomography
findings may be misleading and the documen
tation of recognised vascular risk factors may
improve the reliability of the diagnostic process.
The documentation of vascular risk factors also
has implications for both the prevention of
cognitive decline where treatable risk factors
(such as hypertension) are discovered and for
use in epidemiological studies of dementia. The
use of larger projects may seek to clarify these

Comment
Vascular dementia remains a potentially treat
able disorder, particularly in terms of secondary
prevention (Hachinski, 1992). As stroke shows
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