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Community Interest Company

Dementia drugs
Nationally over £48 million is spent annually on anticholinesterase inhibitor drugs (ePACT December 
2013). QIPP projects in this area aim to review donepezil, galantamine and rivastigmine for the 
treatment of mild to moderate Alzheimer’s disease. This bulletin reviews the evidence for dementia 
drugs and aims to provide the rationale for current patients to be switched to different formulations of 
the same drug with a lower acquisition cost.

Recommendations
• Specialists should only initiate anticholinesterase inhibitor drugs (AChE), donepezil, 

galantamine and rivastigmine for the management of mild to moderate Alzheimer’s disease in 
line with National Institute of Health and Care Excellence (NICE) TA217 guidance.

• Ensure that there are locally agreed protocols for shared care in place when prescribing of 
an AChE inhibitor is continued in primary care. In line with local shared care agreements, the 
GP should refer back to the specialist if the patient’s condition significantly deteriorates, or if 
there are concerns over patient compliance. 

• Switch patients on branded Aricept® 5mg and 10mg to generic plain or orodispersible 
donepezil 5mg and 10mg tablets. 

• Review patients currently on rivastigmine patches for switch to capsules if:

 » Capsules have not previously been tried and the patient is able to take solid oral dosage forms.

 » Non-compliance has been identified and the dose has to be re-titrated, e.g. the patient has 
missed 3 days of dosing and they have not previously tried capsules.  

• Ensure that where the switch is appropriate, it is done in agreement and collaboration with 
specialists and mental health teams and the dose is re-titrated. As with all switches these 
should be tailored to the individual patient.

• Switch patients on galantamine once daily dosing to an equivalent dose of Gatalin XL®, a 
branded galantamine product that has a lower acquisition cost. 

Background
Dementia is a progressive and largely irreversible clinical syndrome that is characterised by a 
widespread impairment of mental function. Symptoms may include memory loss, language impairment, 
disorientation, changes in personality, difficulties with activities of daily living, self-neglect, psychiatric 
symptoms and out-of-character behaviour. As the condition progresses, people with dementia can 
present carers and social care staff with complex problems including aggressive behaviour, restlessness 
and wandering, eating problems, incontinence, delusions and hallucinations, and mobility difficulties 
that can lead to falls and fractures.1 Dementia is one of the main causes of disability in later life.1 There 
is increasing concern about the growing burden of dementia which has led to commitment by leading 
nations to develop a cure or treatment for dementia by 2025.2
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Alzheimer’s disease is the cause of most cases of dementia, accounting for about 60% of all cases.1 It 
is a degenerative cerebral disease, with insidious onset, which is characterised by a slow progressive 
decline in cognition and ability to function. Vascular dementia and dementia with Lewy bodies (DLB) 
are responsible for most other cases of dementia (15-20% each), although mixed cases (e.g. Alzheimer’s 
disease and vascular dementia) are commonly encountered, especially in older people.

The severity of Alzheimer’s disease can be assessed using several methods, depending on the setting (for 
example research or clinical practice) and the outcome being assessed. Clinical practice uses a variety 
of measures, often along with clinically based assessments such as biographical interview. Severity is 
frequently defined by the Mini Mental State Examination (MMSE) score: 

Mild: MMSE 21–26
Moderate: MMSE 10–20
Moderately severe: MMSE 10–14
Severe: MMSE less than 10

Vascular dementia usually arises from multiple infarcts or generalised small vessel disease. It has a more 
sudden onset than Alzheimer’s disease. DLB shares many of the features of Alzheimer’s disease and 
Parkinson’s disease, and, like Alzheimer’s disease, is slowly progressive. Dementia also develops in about 
30% to 70% of people with Parkinson’s disease.1

Problems with memory which do not meet the diagnostic criteria for dementia, usually called mild 
cognitive impairment (MCI), can be the first sign of an impending dementia, particularly Alzheimer’s 
disease.

Although vascular dementia is related to cardiovascular (CV) risk factors (e.g. smoking, diabetes, 
hypertension, hyperlipidaemia), the causes of other forms of dementia are unclear.

Dementias have often been regarded as untreatable, with the exception of dementias of uncommon 
aetiology such as that caused by folic acid deficiency.1

There is no cure for Alzheimer’s disease. The aims of treatment are to promote independence, maintain 
function and treat symptoms including cognitive, non-cognitive (hallucinations, delusions, anxiety, 
marked agitation and associated aggressive behaviour), behavioural and psychological symptoms. Non-
pharmacological treatment includes social support, increasing assistance with day- to-day activities, 
information and education, carer support groups, community dementia teams, home nursing and 
personal care, community services such as meals-on-wheels, befriending services, day centres, respite 
care and care homes. 

Current management involves the treatment of cognitive, non-cognitive and behavioural symptoms. 
AChE inhibitors (donepezil, galantamine and rivastigmine) and memantine are the pharmacological 
treatments available specifically for Alzheimer’s disease. 

NICE TA3 recommends and gives guidance on the AChE inhibitors donepezil, galantamine and 
rivastigmine for the treatment of mild (MMSE 21-26) to moderate (MMSE 10-20) Alzheimer’s disease. 
These drugs act by increasing or maintaining levels of acetylcholine within the brain, through inhibiting 
the enzyme acetylcholinesterase.  The NICE TA217 also gives guidance on the use of memantine which is 
not covered in this bulletin.

NICE1 also supports the use of AChE inhibitors in DLB and Parkinson’s disease dementia where there are 
non-cognitive symptoms (e.g. visual hallucinations) causing significant distress or leading to behaviour 
that challenges.

Treatment should only be initiated by specialists in the care of patients with dementia.3 Once the 
decision to prescribe an AChE inhibitor has been taken, NICE recommend the use of a drug with the 
lowest acquisition cost. However, an alternative AChE inhibitor could be prescribed if it is considered 
appropriate when taking into account adverse event profile, expectations about adherence, medical 
comorbidity, possibility of drug interactions and dosing profiles. Patients who continue on treatment 
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should be reviewed regularly using cognitive, global, functional and behavioural assessment.3 An 
appropriate specialist team should review treatment, unless there are locally agreed protocols for 
shared care.3 Carers’ views on the patient’s condition at follow-up should be sought.  When using 
assessment scales to determine the severity of Alzheimer’s disease, healthcare professionals should take 
into account any physical, sensory or learning disabilities, or communication difficulties that could affect 
the results and make any adjustments they consider appropriate. Healthcare professionals should also be 
mindful of the need to secure equality of access to treatment for patients from different ethnic groups, in 
particular those from different cultural backgrounds.3

Areas for review
NICE3 recommends using the drug with the lowest acquisition cost. Generic versions of AChE inhibitors 
are available (see tables 1-4 ,below and on the following page). Donepezil is the most cost effective first 
line option at once daily dosing.

Reserve patches for use when oral formulations cannot be swallowed or cannot be tolerated due to 
serious side effects. Liquid preparations may be suitable. Some patients are unable to take medicines in 
solid oral dosage forms because they have swallowing difficulties or feeding tubes.4 It is not uncommon 
in the care home setting to be asked to prescribe liquid formulations of medication if a patient is having 
difficulty taking tablets or capsules. Should a practice be asked to consider liquid formulations, it is 
important to consider whether the patient is having difficulty with swallowing and, if necessary, a Speech 
and Language Therapy (SALT) swallowing assessment could be sought. The choice of medicine for these 
patients should be made on an individual basis taking into account the patient’s method of feeding, 
the practicalities of administration, product quality and cost.4,5 If a patch is considered suitable ensure 
patients and carers are familiar with instructions as incorrect use has been associated with overdose 6,7 
for example: 

• How to apply the patch – ensure that the skin is clean, dry and hairless.

• Remove the existing patch before applying a new one.

• Apply one patch daily, preferably at the same time of day and rotate the site between the 
recommended areas of application.

• How to remove the patch.

• Disposal of patch.

• Action to take if the patch falls off or is removed early.

• Action to take if more than one patch is applied accidentally. 

In line with local shared care agreements, the GP should refer back to the specialist if the patient’s 
condition significantly deteriorates, or if there are concerns over patient compliance. 

Table 1: Prescribing information 

AChE inhibitor Usual maintenance dosage Formulations Adverse effects

Donepezil8 5-10mg once daily at 
bedtime

Tablets, orodispersible 
tablets Nausea, vomiting, anorexia, 

diarrhoea, fatigue, insomnia, 
headache, dizziness, syncope, 
hallucinations, agitation, 
aggression, muscle cramps, 
urinary incontinence.

Rivastigmine6,7
1.5mg-6mg twice daily

4.6mg -9.5mg/24 hours

Capsules, liquids 

Transdermal patches

Galantamine 9
8-12mg twice daily

8-24mg MR once daily

Tablets, liquid

MR capsules
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Costs
There is a significant difference in cost between the formulations of different AChE inhibitor drugs.  
Tables 2-4 below illustrate the cost differences.

Table 2: Price comparison between Aricept® and generic donepezil formulations10,11

Donepezil strength/form
Aricept®

Cost per 28 days

Generic Drug Tariff costs

Cost per 28 days
5mg plain tablets, 5mg daily £59.85 £1.31

10mg plain tablets, 10mg daily £83.89 £1.71

5mg orodispersible tablets, 5mg daily £59.85 £12.05

10mg orodispersible tablets, 10mg daily £83.89 £15.62

Table 3: Price comparison for galantamine once and twice daily formulations (generic and 
brand)10,11

Strength/formulation and dose Cost per 28 
days 

8mg MR 
daily, cost 

per 28 days

16mg MR 
daily, cost 

per 28 days

24mg  MR 
daily, cost 

per 28 days
Galantamine 8mg plain generic tablets, 8mg 
twice daily £59.29

Galantamine 12mg plain generic tablets, 12mg 
twice daily £74.10

Reminyl® 8mg tablets, 8mg twice daily £68.32

Reminyl® 12mg tablets, 12mg twice daily £84.00

Reminyl® 4mg/ml solution, 12mg twice daily £201.60

Gatalin XL® £25.94 £32.45 £39.40

Acumor XL® £49.26 £61.65 £75.81

Lotprosin XL® £51.88 £64.90 £79.80

Reminyl XL® £51.88 £64.90 £79.80

Table 4: Price comparison for generic rivastigmine formulations10, 11

Strength/formulation Dose Cost per 28 days 

Rivastigmine  1.5mg capsules 1.5mg twice daily £8.76

Rivastigmine  3mg capsules 3mg twice daily £8.88

Rivastigmine  4.5mg capsules 4.5mg twice daily £35.48

Rivastigmine  6mg capsules 6mg twice daily £35.22

Rivastigmine  4.6mg patches 4.6mg /24 hours £72.77

Rivastigmine  9.5mg patches 9.5mg/24 hours £72.77

Rivastigmine  2mg/ml oral solution 6mg twice daily £127.76
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Switching options and savings available
Nationally (ePACT, December 2013), over £48 million is spent on dementia drugs over the course of a 
year. Generically available products are preferred and on average account for 63% of total items.

If all CCGs prescribed the preferred AChE to the same level as the current highest achiever (78%), this 
could result in savings of £29.9 million nationally over 12 months.  

A 40% reduction in prescribing of non preferred products could reduce prescribing costs by  
£17.7 million nationally over 12 months. 

Potential switch options include:
Donepezil
Switch patients on branded Aricept® 5mg and 10mg to generic (plain or orordispersible) 5mg and 
10mg tablets. This could save up to £1,403 per year per 100,000 patients.  Total annual savings are 
approximately £790,000 nationally.

Rivastigmine patches
£9.4 million is currently spent on rivastigmine patches nationally. There is a considerable variation in 
prescribing in areas of a similar list size.  

There may be potential for patients to be re-assessed for suitability to be switched to capsules.  

This could save up to £10,500 per year per 100,000 patients with total annual savings of 
approximately £5.9 million nationally.

Any switch should be done after discussion and collaboration with the mental health specialist and after 
careful consideration of the needs of the patient.

The SPC for the patches6 does not state any dosage recommendations on switching from patches to 
capsules. The SPC for the capsules7 does state a dosage conversion from capsules to patches. It would be 
reasonable to assume an equivalent dose conversion from patches to capsules.

A patient on a dose of 4.6mg/24hr transdermal patches could be switched to 3 or 6mg/day oral 
rivastigmine. 

A patient on 9.5mg/24 hr transdermal patches could be switched to 9-12mg mg/day oral rivastigmine.  

However both rivastigmine patches and capsules need to be re-titrated if there is a gap in treatment of 
three days or more. Consider whether it would be appropriate to change treatment to tablets after a gap 
in treatment: 

• Restart treatment with capsules at 1.5mg twice daily (with food) for at least two weeks. 
Increase in steps of 1.5mg twice daily at intervals of at least two weeks until the previous dose 
is reached (oral) or 

• Restart treatment with patches at 4.6mg per 24 hours by patch increasing if needed after a 
minimum of four weeks to 9.5mg in 24 hours. 

Galantamine
Switch patients on galantamine 8mg, 16mg and 24mg to the equivalent branded version Gatalin XL® 
8mg, 16mg and 24mg, which has a lower acquisition cost.  

This could save up to £11,500 per year per 100,000 patients nationally with total annual savings of 
approximately £6.4 million. 

Gatalin XL®12 and Reminyl XL®9 capsules are bioequivalent to the twice-daily immediate-release tablets.

As with all switches, individual patient circumstances need to be borne in mind, however, with tight 
switching criteria, assistance from practice nurses, support from your local CCG prescribing teams 
and the experiences of CCGs/GPs that have already undertaken this worked, it is hoped that GPs will 
participate in realising the cost savings. 
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Additional PrescQIPP resources

 
             Briefing                    Data pack                                  Patient letter and audit

Available for download here:
http://www.prescqipp.info/resources/viewcategory/236-dementia-drugs
Information prepared by Anita Hunjan, PrescQIPP NHS Programme, April 2014 and reviewed by Katie 
Smith, East Anglia Medicines Information Service, May 2014.
Non-subscriber publication  September 2014.

Information compiled by Anita Hunjan, PrescQIPP Programme and reviewed by Katie Smith, Senior 
Medicines Evidence Reviewer, January 2016. Non-subscriber publication May 2017.

Contact help@prescqipp.info with any queries or comments related to the content of this document.

This document represents the view of PrescQIPP CIC at the time of publication, which was arrived 
at after careful consideration of the referenced evidence, and in accordance with PrescQIPP’s quality 
assurance framework.

The use and application of this guidance does not override the individual responsibility of health 
and social care professionals to make decisions appropriate to local need and the circumstances of 
individual patients (in consultation with the patient and/or guardian or carer). Terms and conditions
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