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4. In following patients diagnosed with dementia: 
1. Assess function and cognitive impairment on an ongoing basis. 
2. Assist with and plan for appropriate interventions (e.g., deal with 

medication issues, behavioural disturbance management, safety 
issues, caregiver issues, comprehensive care plans, advanced care 
planning, driving safety, placement) in the context of disease 
progression 

3. Manage comorbidities, including mental health problems based on 
the goals of care 

4. Review pharmacotherapy (e.g. side effects, drug interaction, 
polypharmacy) 

 

Patients diagnosed with dementia should be seen in person at least annually. Regular visits will 
allow a general assessment of the patient’s dementia, their other medical conditions, as well as 
their social situation and the caregiver’s status. 
 

As we’ll talk about in Objective 9, if there is concern for driving then these patients will need to 
be seen and more formally evaluated more frequently. 
 

As I think goes without saying, it is extremely important to have good advanced care planning 
conversations with patients with dementia and their family. Ideally this should occur early on in 
the disease process while the patient is able to participate fully in the discussion. This helps 
direct where the patient will live, when that might change, who and how they will be taken care 
of, etc. 
 

Along with this is the actual goals of care designation for the patient. Neurologic outcomes after 
cardiac arrest and similar events requiring resuscitation or intensive care can be poor for those 
with intact cognitive function at baseline, but this is likely worsened in those with preexisting 
cognitive deficits. Patients and their families should be aware of this and gently encouraged to 
explore goals of care that are appropriate to their situation and current status. 
 

Of course this can and should be revisited intermittently, or if there are changes in cognition or 
comorbidities. 
 

Polypharmacy and medication side effects are a problem for our elderly patients, and especially 
so for those with tenuous cognition. Consideration should be given to discontinuing any non-
essential medications, and caution should be used when prescribing neuroleptics for example 
as patients may be prone to side effects. This is especially true for those with frontotemporal 
dementia. 
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5. Assess the needs of and supports for caregivers of patients with dementia. 
 

Caring for patients with dementia can be challenging for clinicians even over short office or ED 
visits. Now imagine a caregiver managing this patient’s needs and behaviours day in and day 
out! This takes an unbelievable amount of energy and compassion. We need to respect this and 
provide as many supports as we can. 
 

First, for information, there are a number of good online resources available to support patients, 
their families and caregivers. These include the Alzheimer's Society, Dementia Friends Canada, 
and the Alzheimer's Association. These are linked in the show notes. 

https://alzheimer.ca 
https://www.alz.org 
https://dementiafriends.ca/ 

 

For more physical things, consider daily home care visits to help with medications and bathing 
for example. Consider OT assessment to ensure the environment is as functional as possible. 
 

Look into long term care before the care requirements become too much for the family as wait 
lists can be long. There may also be respite options in your community so try and find out what’s 
available and offer that to patients’ families when needed. 
 
 

6. Report patients with dementia to the appropriate authorities if you suspect they 
should not be driving. 
 

The CMA provides the definitive guide on fitness to drive from a medical perspective in a 192 
page pdf document available for free to all CMA members. 
 

The CMA guidelines suggest using multiple cognitive scoring tools to assess the level of 
impairment.  Which, as we mentioned before, can include the MMSE, MOCA, clock drawing, or 
Trail Making Test. 
 

The CMA suggests that given the test results and the global impression of the patient classify 
their impairment as mild, moderate, severe. 
 
 

• Severe impairment is an absolute contraindication to driving. 
• Moderate impairment presents a high risk and driving should be seriously discouraged. If 

a patient or family insists that they continue driving further assessment must be 
completed. 

https://alzheimer.ca/
https://www.alz.org/
https://dementiafriends.ca/
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• Mild impairment presents some additional risk from the general population, but is not a 
contraindication to driving. If there is any concern or doubt, further assessment is 
recommended. 

• Patients with mild or moderate impairment that continue to drive are at risk of 
deteriorating driving skills and have increasing risk with time. They should be followed 
closely for further cognitive decline. This means reassessment by the clinician at least 
every 6 to 12 months, sooner if a decline is suspected. 

 

The CMA also suggests asking oneself: Given the results of my clinical assessment, 
• would I let a loved one get into a car that this patient is driving? 
• would I want to have a loved one cross the street in front of a car that this patient 

is driving? 
• For each question, 3 answers are possible: “yes” (meaning there are no concerns that 

would trigger further testing), “uncertain” (meaning that more tests are needed) and 
“absolutely not” (meaning that the risk is clear and too high and the ministry should be 
notified) 

 

Another super helpful document is the Driving and Dementia Toolkit from the Regional Geriatric 
Program of Eastern Ontario. It has an algorithm and checklist to assess severity of impairment. 
This is linked in the show notes and makes this process way easier! 
 

In addition to the pieces included by the CMA, this checklist also includes the type of dementia, 
family concerns, physical ability, drugs/medications, a ruler drop test, and a judgement question. 
If any of the checklist questions are positive this is an alert that driving may be unsafe. 
 

I will definitely be using this checklist for assessing my patients in the future. 
 

For those in whom driving risk is uncertain, there are road safety tests that patients can be 
required to take. Do not feel bad about making a patient take one of these if you are uncertain 
about the safety of their driving. Yes it costs the patient money, but so would an accident. 
 

It is important to note that the requirement to report fitness to drive varies by province. Some 
provinces have mandatory reporting, others are discretionary, and BC has mandatory reporting 
only if the patient continues to drive after being told not to. Link in the notes. 
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https://joulecma.ca/evidence/CMA-drivers-guide 
https://www.rgpeo.com/wp-content/uploads/2020/04/Driving-and-Dementia-Toolkit-3rd-
Ed-pdf-July-2009.pdf 
https://www.cmpa-acpm.ca/en/advice-publications/browse-articles/2019/hit-the-brakes-
do-you-need-to-report-your-patients-fitness-to-drive 
 
 
 

7. In patients with early-onset dementia, consider genetic testing 
 

Inherited Alzheimer’s typically follows an autosomal dominant pattern. Three genes have been 
identified as having a strong link to early development of Alzheimer’s so far. These are: 

• Amyloid precursor protein (APP) 
• Presenilin 1 (PSEN1) 
• Presenilin 2 (PSEN2) 

Those with Trisomy 21 have an additional copy of APP and are likely to develop Alzheimer’s 
before age 50 
 

Testing can be performed for each of these 3 genes either in young symptomatic individuals, or 
preemptively in those with a family history. 
 

Because of the personal and familial implications of gene testing, it is important that the patient 
or their guardian fully understands the risks and benefits of testing and that consent is 
documented. If they are unsure, or you’re not satisfied that they really understand this, refer to a 
genetic counselor to have a further discussion prior to testing. These patients might need 
referral for genetic counseling after testing anyway, so it doesn’t hurt to refer early. 
 

There is also an association between late onset Alzheimer’s and the gene apolipoprotein E 
epsilon 4 (APOE ε4), but testing is not recommended as the predictive value is not great, and 
clinical use is limited. 

 

https://joulecma.ca/evidence/CMA-drivers-guide
https://www.rgpeo.com/wp-content/uploads/2020/04/Driving-and-Dementia-Toolkit-3rd-Ed-pdf-July-2009.pdf
https://www.rgpeo.com/wp-content/uploads/2020/04/Driving-and-Dementia-Toolkit-3rd-Ed-pdf-July-2009.pdf
https://www.cmpa-acpm.ca/en/advice-publications/browse-articles/2019/hit-the-brakes-do-you-need-to-report-your-patients-fitness-to-drive
https://www.cmpa-acpm.ca/en/advice-publications/browse-articles/2019/hit-the-brakes-do-you-need-to-report-your-patients-fitness-to-drive

