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Does a diagnosis of Dementia mean the patient has
to stop driving?
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Not necessarily-75% of patients with early dementia
can be safe to drive
A diagnosis does not mean denial of insurance
Moderate to severe dementia is a contraindication
to driving
Patients with mild dementia deemed fit to drive
should be assessed every 6-12 months

Dr. Diana Rucker and Dr. Lesley Charles

Skills needed for driving
Quick reactions
Divided attention
Judgement
Recall of rules of road
Way finding
Adequate eyesight and hearing

Slow response times
Traffic violations
Taking too long to reach a
destination/getting lost
Driving too slow or too fast
Driving through stop signs/red lights
Slowing/stopping at green lights
Difficulty merging
Risky left-hand turns
Accidents or near misses, unexplained
damage to car
People beep at you

Red Flags

Who decides? Road tests and training

Permanent
Dementia
moderate to
severe
Vision e.g. Age-
Related Macular
Degeneration
etc
Hearing
Musculoskeletal
– shoulder
checking

10 minute Office Based Checklist for
Dementia and Driving

Reasons to stop driving

Temporary
Psychiatric –
psychosis
Syncope
Epilepsy
Sleep disorders
Myocardial
Infarction
Arrhythmia
Delirium
Traumatic Brain
Injury

Behaviours & Psychological Symptoms of Dementia (BPSD)
90% of patients with Alzheimer’s disease will have at least one
symptom:

>50% agitation/depression
45% anxiety
30-40% apathy, sleep disorder, psychosis

Consider using MyL3Plan, a free online tool developed by the Office of Lifelong Learning (L3)
that can be used to meet and support the 3 activities/action plans required by the PPIP-CPSA
and earn up to 36 Mainpro+ certified credits. 

Learn more
here!

https://www.ualberta.ca/medicine/programs/lifelong-learning/index.html
https://brainxchange.ca/Public/Files/Driving-eModule/10_Minute_Office-Based_Dementia_and_Driviing_Check-en.aspx
https://brainxchange.ca/Public/Files/Driving-eModule/10_Minute_Office-Based_Dementia_and_Driviing_Check-en.aspx
https://myl3plan.web.app/
https://www.ualberta.ca/medicine/programs/lifelong-learning/my-l3-plan.html
https://www.ualberta.ca/medicine/programs/lifelong-learning/my-l3-plan.html
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Presents before cognitive symptoms:
Apathy (1/2)
Irritability 1/3)
Depression (1/4): 
Agitation (1/4)
Anxiety (1/4)
Sleep disturbance (1/4)

Dr. Diana Rucker and Dr. Lesley Charles

Non-Pharmacological ideas:
Exercise, music, art, massage
Identify triggers: alcohol, travelling
Repetitive montion activities are soothing
Identify self and others if patient cannot recall
Structured daily routines, optimize sleep

Avoid high Ach load drugs: paroxetine, olanzapine
Minimize number of psychotropic drugs
Choose drugs that help with multiple symptoms (e.g
mirtazapine can help with sleep and appetite)
Start low and go slow, revise

1/8 of adult dose and revise every week
After 3  months try to reduce dose of antipsychotic
by at  least 25%

If no effect after 6 wks trial different drug rather than
adding on

Look for cause of stressor

Psychosis/Agitation:
LBD: AChEi 1st line, can trial memantine (EBIXA)
SSRI:

Citalopram at higher dose of 30mg help with agitation 
Sertraline also good choice, can dose as high as 150-
200 mg

Atypical antipsychotics: try to use atypical antipsychotics
Solid indications are  

visual hallucinations that are distressing
resistance to care

Risperidone and Aripiprazole have the most efficacy,
Seroquel the least DA blocking
For LBD/PDD:  Seroquel the only choice
Dose accordingly: if sundowning may give a small
dose 2 hrs before sx start.
Always try to reduce antipsychotics every 12 weeks,
as they ↓ cognition/function, and ↑ stroke/falls/
mortality

Pharmacotherapy in Neuropsychiatric
Disorders

Behaviours & Psychological Symptoms of Dementia (BPSD)
Psychosis is more frequent in moderate stage
Disinhibition in earlier stages
Hallucinations in Lewy Body Dementia (LBD)

Adapted from McShane R. Int Psychogeriatr 2000;12(suppl 1):147

Depression
Can diagnose with 9 item PHQ, ask for
collateral info from family

SSRIs choices: sertraline,
escitalopram, citalopram
SNRI: duloxetine preferred over
Effexor
Above can be used in combination
with Mirtazapine at bedtime
Bupropion often too activating in
higher doses

Apathy
Stimulants such as methylphenidate have
been shown to help, modafinil is
inconclusive
In LBD AChEi often used

https://www.ualberta.ca/medicine/programs/lifelong-learning/index.html
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Recommended for moderate to severe
dementia, for cognitive & behavioral
symptoms
5-20 mg po, divided into BID dosing
Side effects: sedation, confusion, HA,
constipation
Relative contraindications: CKD GFR<30;
RTA or UTI, severe liver disease
In US always combined with AChEI; in
Canada not covered (~100$/mo)

Dr. Diana Rucker and Dr. Lesley Charles

Home Care helps people who live at home
and need support such as: Bathing, Dressing,
Managing Medications
Respite care: 1-2 x 2-3 hrs a week
Refer to day program, offers both
socialization and also respite for caregiver
Environmental hazard check (done by an OT)
Assess for self-managed care

Assign number of hours family can have
to hire private home care 
AHS then manages payment etc. Max ~38
hrs/week). 
Patient not eligible for day program
anymore
Invoicing: caregiver/agency can bill AHS

Home Care Referral

Caregiver Burnout

Glutamate Receptor Antagonism: 
Memantine (Ebixa)

Always ask family how they are coping, and
expectations 
Many fear the unknown, don’t know when it will be
time to have parent in an institutionalized care
Forms of respite care:

2-3 hours a week through HC
Day program referral 
Some LTC/SL offer week-long stays for vacation
purposes

Would recommend Alzheimer first link for group
support and education

Take home message
Cessation of driving should be considered for moderate dementia
In early mild dementia patients can drive but should undergo frequent on-road driving tests
Driveable is better at detecting cognitive limitations to drive safely; the on-road driving test is better at
detecting the functional abilities of driving
BPSD of dementia can occur early before dementia and should treated, SSRIs are usually the mainstay.
Antipsychotic use should be considered in refractory BPSD or VH, and should be attempted to be
tapered every 12 weeks.

Drug Flow in BPSD
Sleep: Trazodone/Mirtazapine/Melatonine
Constipation: PEG and Senna
Medication flow for BPSD:
1.- SSRI: (sertraline/escitalopram preferred in elderly)
Trazadone can be used to augment behaviours
2.- Mood enhancers AChEi: Aricept/Rivastigmine 
(never use AChEi in frontotemporal dementia)
3. Antipsychotic: Rivastigmine most effective, Zydis
(olanzapine if patient refuses);  earlier if VH or if very
agitated as bridge to SSRI/trazadone. Always aim to wean
or at least ↓q 3-6 mo
In Lewy Body Dementia (LBD) prioritize these: Melatonin
for sleep (avoid Mirtazapine), and AChEi used before SSRI
(class 1A recc’d). ONLY use Seroquel as antipsychotic,
avoid Maxeran
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