
observed, but there has been a continuing 

increase in referrals from primary care. To 

date, the increased availability of dementia 

drugs consequent upon NICE217 has not 

been associated with any evidence for clo-

sure of the dementia diagnosis gap. 

Although it is too early for definitive con-

clusions, this study does further highlight 

the gap between policy intent and what 

happens in practice.

AJ LARNER

Consultant neurologist

Cognitive Function Clinic,

Walton Centre for Neurology and Neurosurgery,

Liverpool, UK
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(82.7% vs 73.5%). The null hypothesis that 

the proportion of new referrals from pri-

mary care was the same in the cohorts 

referred before and after NICE217 (equiva-

lence hypothesis) was rejected (�2 � 5.12, 

df=1, p�0.05). However, there was no 

change in the percentage of patients 

receiving a diagnosis of dementia (DSM-

IV-TR criteria; �2�0.17, df�1, p�0.5).

The proportion of patients deemed can-

didates for treatment with ChEI or meman-

tine was examined. Exclusions included 

patients with frontotemporal lobar degen-

erations, vascular dementia or subcortical 

ischaemic vascular dementia, dementia 

with Lewy bodies, Huntington’s disease, 

Down syndrome, alcohol-related dementia, 

and prion disease, since these conditions 

fall out with the drug licence, although 

ChEIs have sometimes been used.3 This 

analysis showed no change in the propor-

tion of patients suitable for these medica-

tions, examining either the whole cohort 

(�2�0) or those patients with dementia 

only (�2�0.56, df�1, p�0.5).

Previous UK national dementia direc-

tives, NICE and the Social Care Institute for 

Excellence (SCIE) guidelines of November 

2006, and the National Dementia Strategy 

(NDS) of February 2009, were associated 

with increased referrals to a neurology-led 

memory clinic; although much of the 

increase was due to individuals without 

evidence of dementia – and hence not can-

didates for drug treatment – being referred 

from primary care.4,5 In the year since 

NICE217 became effective, no similar 

increase in referrals to the clinic has been 
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Impact of the 2011 NICE guidance on 
dementia drugs in a neurology-led 
memory clinic

The most recent guidance published by the 

National Institute for Health and Clinical 

Excellence (NICE) on the use of the anti-

dementia drugs cholinesterase inhibitors 

(ChEI) and memantine in Alzheimer’s dis-

ease (AD) and other dementias (NICE217)1 

made these drugs available as per licence, 

effective from 1 June 2011. The guidance 

made these drugs more easily accessible 

than had previously been the case following 

previous NICE guidance published in 2006 

(NICE111). It was anticipated that one 

effect of this liberalisation of drug availa-

bility would be that more people who 

might be candidates for licensed use of 

these medications (ie mild to moderate AD 

and Parkinson’s disease dementia) would 

be referred to dementia/memory clinics, 

with a possible diminution in the recog-

nised dementia ‘diagnosis gap’ resulting 

from too few people being diagnosed with 

dementia and too few of those diagnosed 

being diagnosed early enough.2

The possible impact of NICE217 in a 

neurology-led memory service was exam-

ined by comparing referral numbers, 

sources, patient diagnoses and candidacy 

for treatment with cholinesterase inhibi-

tors in the 12-month periods immediately 

before (1 June 2010–31 May 2011) and 

after (1 June 2011–31 May 2012) publica-

tion of the NICE217 guidance (Table 1).

These data showed no change in the 

number of new referrals between the two 

time periods, but did show an increase in 

the percentage of referrals coming from 

primary care in the second time period 

Table 1. Referral numbers, sources, patient diagnoses and candidacy for ChEI/memantine 
treatment before and after NICE217 effective.

Before NICE217 effective
(1 June 2010–31 May 2011)

After NICE217 effective
(1 June 2011–31 May 2012)

New referrals seen 230 225

Male:female ratio (% male) 122:108 (53.0) 99:126 (44.0)

Age range (median) (years) 19–88 (61.5) 18–93 (61)

New referrals from primary 

care (% of total new referrals)

169 (73.5) 186 (82.7)

New diagnoses of dementia

(% of total new referrals)

68 (29.6) 62 (27.6)

Candidacy for treatment with 

ChEI/memantine (% of total 

new referrals; 

% with dementia)

44 (19.1; 64.7) 44 (19.6; 71.0)
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