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Role of the family physician in dementia care 
Ainsley Moore MD MSc CCFP Christopher Frank MD CCFP(COE) FCFP 

Dementia is a neurodegenerative condition affect-
ing many areas of life at the same time. It is often 
associated with medical and social complexi-

ties for those living with the condition and is becoming 
increasingly widespread as the population ages.1 

Dementia care in Canada is characterized by frag-
mentation of care across sectors,2 inadequate num-
bers of specialists caring for persons with dementia,3,4 

and lack of a national dementia strategy. In part, such 
challenges lead to delays in diagnosis and active man-
agement,3 as well as uncertainty in clinical roles; such 
uncertainty contributes to the already extensive strain 
on individuals, families, clinicians, the health care sys-
tem, and society. 

As family physicians are generally patients’ first 
point of contact with the health system, they are ide-
ally positioned to provide care for individuals living with 
dementia from early to end stages of the illness. They 
possess a full and long-term understanding of the medi-
cal, social, and psychological situations of these patients 
and their families. There is a long-standing Canadian 
consensus that timely detection, diagnosis, and care of 
those living with dementia are mainly the responsibil-
ity of primary health care practitioners, particularly fam-
ily physicians.5,6 Family physicians have been involved 
in developing, leading, and implementing models of 
care in Canada that meet the needs of frail older adults, 
including those living with dementia.7-9 

This article, which we developed in conjunction with 
the College of Family Physicians of Canada’s Health Care 
of the Elderly Program Committee, describes family phy-
sicians’ roles in key aspects of dementia care, from pre-
vention of dementia to its management after diagnosis. 
In Box 17,10,11 we also offer suggestions regarding future 
directions in dementia care for family physicians. 

Defning the role 
The key aspects of dementia care include prevention, the 
diagnostic process (including timely diagnosis, dementia 
staging, and differentiating dementia subtypes), commu-
nication of the diagnosis to the patient, and postdiagnosis 
management, and family physicians should be involved 
in all of these aspects. People with dementia, as well as 
their families and caregivers, should expect the follow-
ing functions from their family physicians. 

Contributing to the prevention of dementia. Family 
physicians can have an effect on dementia rates 
by working with patients to reduce risk factors.12,13 

Dementia is not an inevitable consequence of aging. 
Reducing or stopping smoking and alcohol consumption, 
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managing hypertension, diabetes, obesity, depression, 
and hearing loss, and maintaining social engagement 
and increasing exercise are all factors that contribute to 
the prevention or delay of dementia.12,13 

Providing a timely diagnosis. Family physicians are 
optimally positioned to detect changes in thinking and 
behaviour that might indicate dementia, as reported by 
the individual or by family members (the term family 
includes anyone in the supportive network of the per-
son) and other caregivers.14 

A timely diagnosis might reduce uncertainty about what 
the patient is experiencing and help him or her and the 
family come to terms with often confusing and stress-
ful changes.15 It provides time to organize and plan for 
the future, and might have an effect on reducing institu-
tionalization rates.16 

National recommendations and others advise family 
physicians not to screen for dementia when there are 
no symptoms.17,18 

Excluding other conditions that might look like 
dementia. Family physicians need to consider and 
exclude conditions such as depression, thyroid disease, 
vitamin B12 defciency, electrolyte disturbances, and glu-
cose level abnormalities. With dementia care, family phy-
sicians also need to determine if there are brain problems 
such as tumours and vascular disease.19 They must also 
recognize and evaluate abrupt confusional states (delirium) 
that are caused by underlying conditions such as infection, 
uncontrolled chronic diseases, or medication side effects. 

Box 1. Future directions for dementia care 

Further actions for dementia care by family physicians 
should include ... 

• advocating for a national dementia strategy in 
alignment with other G7 countries; 

• continuing to develop and lead innovative models for 
the delivery of primary care to individuals living with 
dementia7; 

• exploring roles in evolving areas of technology and 
dementia care, and collaborating with other physicians 
and service providers; 

• having primary care practices intervene in ways that 
recognize individuals with room for improvement in 
well-being (higher well-being enables patients to 
adapt to numerous impairments and diseases10,11); and 

• continuing to lead and participate in professional 
development initiatives 

G7—Group of Seven. 

https://disease.19
https://rates.16
https://changes.15
https://caregivers.14
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Determining the stage of dementia. Normal age-
related memory changes or mild cognitive impairment 
occurs when there is mild memory loss that does not 
interfere with usual activities or functions.5 Family 
physicians are well placed to evaluate whether a per-
son has normal age-related memory loss, mild cogni-
tive impairment, or early, middle, or late dementia so 
that appropriate treatment and planning options can 
be considered.20 

Diagnosing the type of dementia. Family physicians 
determine the presence and the type of dementia. They 
rely on using validated office-based tools to assess 
memory, performing a physical examination, and ask-
ing the affected patient, as well as the family members 
and caregivers, questions about changes in personal-
ity, behaviour, thinking, problem solving, and language 
abilities. They also evaluate an individual’s ability to 
perform basic and more complex tasks required for 
independent living. 

Brain scans (computed tomography or magnetic res-
onance imaging) are recommended in some but not all 
individuals who have dementia, as evaluation can often 
be done without a scan as per Canadian guidelines.5 

Communicating a diagnosis of dementia with dignity. 
Effective family medicine practice is founded on relation-
ships. Knowing each patient as a whole person allows 
family physicians to provide a person-centred approach 
that supports the integrity of the individual. Diagnosing 
dementia evolves and occurs over time. When physicians 
are certain about the diagnosis, individualized, honest, 
and sensitive disclosure should occur.21 Communicating a 
diagnosis of dementia should take place (with permission 
from the individual) in joint discussion with the person, 
family members, and other caregivers.21 

Providing postdiagnosis management and person-
centred, integrated care. Postdiagnosis management 
of dementia involves various facets of care, such as sup-
porting nonpharmacologic and pharmacologic inter-
ventions, ensuring caregiver support, and participating 
in continuing professional development (Box 17,10,11); 
and practising a person-centred approach is important 
in delivering these facets of care. Here we present the 
many facets involved in dementia care and describe 
family physicians’ roles in supporting them. 

Advocacy: Family physicians are strong advocates 
for their patients within the health care system and else-
where. They must support strategies of inclusion, con-
tact, respect, and attention to the individual in order to 
mitigate stigmatization and marginalization. 

Treatment with medication: In many cases family phy-
sicians will offer treatment of dementia with memory-
enhancer medications. These treatments will not change 
the course of disease, but they might improve symptoms 

for a period of time.22 Memory enhancers should not be 
prescribed for persons with mild cognitive impairment 
because harms outweigh benefts in this situation.22 

Continuity and coordination of care: Family physi-
cians coordinate care across health sectors, com-
munity services, and health professionals. They also 
consider solutions to individuals’ and caregivers’ prob-
lems across the stages and transitions of dementia, 
including advance care planning.3,6 Family physicians 
are not expected to provide comprehensive dementia 
care independently9,23; caring for persons with dementia 
requires a collaborative, multiprofessional approach in 
addition to community and family support. 

Management of other conditions: Family physicians 
are experienced in dealing with multiple co-occurring 
conditions and providing ongoing evaluation of a per-
son’s status. 

Detection and management of behavioural symptoms of 
dementia: Family physicians are positioned to detect and 
address early changes in behaviour such as wandering, 
aggression, and resistance, which can lead to extensive 
caregiver strain.24 

Caregiver burden: Caregiving of persons with 
dementia has been associated with negative effects on 
the health of caregivers and early nursing home place-
ment for individuals with dementia.24 Family physicians 
evaluate strain on caregivers and facilitate a diversity of 
services to decrease burden, improve quality of life, and 
enable caregivers to provide at-home care.9 

Referral to specialists: Family physicians selectively 
refer individuals for specialty care when an affected 
person has rapidly progressing dementia, has unusual 
features of dementia, has more complicated types 
of dementia (eg, Lewy body disease, frontotemporal 
dementia), or is younger (age <65 years).5 

Referral to community services: Family physicians refer 
patients and their families and caregivers to community 
service organizations such as the Alzheimer Society of 
Canada for information, support, and education about 
dementia; caregiver support and respite; home assess-
ments for safety; friendly volunteer visitors; and strate-
gies to reduce the risk of unsafe walking (eg, registering 
for programs such as MedicAlert Safely Home).23 

Driving assessment: Although it might be safe for 
the person with dementia to drive for some time, fam-
ily physicians are obliged to consider driving safety in 
anyone who might have dementia. This might involve 
referral for an on-road driving test.25 This is one area 
where referral to an external physician might be rel-
evant to help maintain an ongoing relationship with 
the patient. 

Goals of care: Family physicians have opportunities to 
initiate conversations with patients’ families to focus on 
a shared understanding of the values and preferences of 
those living with dementia. It is important to guide care 
while patients are still able to communicate their wishes.26 

https://wishes.26
https://Home).23
https://dementia.24
https://strain.24
https://situation.22
https://caregivers.21
https://occur.21
https://considered.20


Vol 64: OCTOBER | OCTOBRE 2018 | Canadian Family Physician | Le Médecin de famille canadien 719 

Role of the family physician in dementia care COMMENTARY

    

  
 

 
  

  

 

 
 

 

 
 

 
 

 
 

 

 

 

  

 
 
 

  
 

 

  

  

 
 

 
 

 

 

 

 

 

 

  

 

 

 

 

 

 

 
 

 

Functional assessment: Family physicians should 
assess or coordinate assessment for changes in their 
patients’ ability to perform both basic and instru-
mental activities of daily living (including decision 
making regarding finances, driving, health care, and 
independent living) to make timely interventions to sup-
port function and limit disability.19,27 

Pain assessment: Identification and treatment of 
pain is an important aspect of dementia care within the 
scope of family practice.28 

Conclusion 
Family physicians are essential to effective dementia 
care in Canada. We have described what patients with 
dementia should expect from their family physicians and 
have identifed their role in key aspects of dementia care. 
We hope that our clarifcation of the family physician 
role in dementia care serves as a guide for clinicians, 
patients, families, and caregivers, and facilitates under-
standing of the role and organizing expectations during 
clinical interactions. 
Dr Moore is Associate Clinical Professor in the Department of Family Medicine at 
McMaster University in Hamilton, Ont. Dr Frank is Professor in the Department of 
Medicine at Queen’s University in Kingston, Ont. Dr Chambers is Professor Emeritus of 
Research Methods, Evidence and Impact at McMaster University and Research Director 
of the Niagara Regional Campus of the Michael G. DeGroote School of Medicine at 
McMaster University. 

Competing interests 
None declared 

Correspondence 
Dr Ainsley Moore; e-mail amoore@mcmaster.ca 

The opinions expressed in commentaries are those of the authors. Publication does 
not imply endorsement by the College of Family Physicians of Canada 

References 
1. World Health Organization [website]. Global dementia observatory. Geneva, Switz: 

World Health Organization; 2018. Available from: www.who.int/mental_health/ 
neurology/dementia/Global_Observatory/en/. Accessed 2018 Aug 13. 

2. Parmar J, Dobbs B, McKay R, Kirwan C, Cooper T, Marin A, et al. Diagnosis and 
management of dementia in primary care. Exploratory study. Can Fam Physician 
2014;60:457-65. 

3. Hum S, Cohen C, Persaud M, Lee J, Drummond N, Dalziel W, et al. Role expecta-
tions in dementia care among family physicians and specialists. Can Geriatr J 
2014;17(3):95-102. 

4. Reppas-Rindlisbacher CE, Fischer HD, Fung K, Gill SS, Seitz D, Tannenbaum C, et 
al. Anticholinergic drug burden in persons with dementia taking a cholinesterase 
inhibitor: the effect of multiple physicians. J Am Geriatr Soc 2016;64(3):492-500. 

5. Moore A, Patterson C, Lee L, Vedel I, Bergman H. Fourth Canadian Consensus Confer-
ence on the Diagnosis and Treatment of Dementia. Recommendations for family 
Physicians. Can Fam Physician 2014;60:433-8 (Eng), e244-50 (Fr). 

6. Villars H, Oustric S, Andrieu S, Baeyens JP, Bernabei R, Brodaty H, et al. The primary 
care physician and Alzheimer’s disease: an international position paper. J Nutr 
Health Aging 2010;14(2):110-20. 

7. Frank C, Wilson RC. Models of primary care for frail patients. Can Fam Physician 
2015;61:601-6. 

8. Moore A, Patterson C, White J, House ST, Riva JJ, Nair K, et al. Interprofessional 
and integrated care of the elderly in a family health team. Can Fam Physician 
2012;58:e436-41. Available from: www.cfp.ca/content/cfp/58/8/e436.full.pdf. 
Accessed 2018 Aug 13. 

9. Lee L, Hillier LM, Stolee P, Heckman G, Gagnon M, McAiney CA, et al. Enhancing 
dementia care: a primary care-based memory clinic. J Am Geriatr Soc 
2010;58(11):2197-204. Epub 2010 Oct 26. 

10. Jopp D, Rott C, Oswald F. Valuation of life in old and very old age: the role of 
sociodemographic, social, and health resources for positive adaptation. Gerontolo-
gist 2008;48(5):646-58. 

11. Steptoe A, Deaton A, Stone AA. Subjective wellbeing, health and ageing. Lancet 
2015;385(9968):640-8. Epub 2014 Nov 6. 

12. Livingston G, Sommerlad A, Orgeta V, Costafreda S, Huntely J, Ames D, et al. Dementia 
prevention, intervention, and care. Lancet 2017;390(10113):2673-734. Epub 2017 Jul 20. 

13. Norton S, Matthews FE, Barnes DE, Yaffe K, Brayne C. Potential for primary preven-
tion of Alzheimer’s disease: an analysis of population-based data. Lancet Neurol 
2014;13(8):788-94. Erratum in: Lancet Neurol 2014;13(11):1070. 

14. Dubois B, Padovani A, Scheltens P, Rossi A, Dell Agnello G. Timely diagnosis for 
Alzheimer’s disease: a literature review on benefts and challenges. J Alzheimers Dis 
2016;49(3):617-31. 

15. Robinson L, Tang E, Taylor JP. Dementia: timely diagnosis and early intervention. 
BMJ 2015;350:h3029. 

16. Pimouguet C, Le-Goff M, Rizzuto D, Berr C, Leffondré K, Pérès K, et al. Effect of early 
referral to specialist in dementia on institutionalization and functional decline: 
fndings from a population-based study. J Alzheimers Dis 2016;49(3):819-28. 

17. Pottie K, Rahal R, Jaramillo A, Birtwhistle R, Thombs BD, Singh H, et al. Recommen-
dations on screening for cognitive impairment in older adults. CMAJ 2016;188(1):37-
46. Epub 2015 Nov 30. 

18. Chambers LW, Sivananthan S, Brayne C. Is dementia screening of apparently healthy 
individuals justifed? Adv Prev Med 2017;2017:9708413. Epub 2017 Aug 8. 

19. Lee L, Weston WW, Heckman G, Gagnon M, Lee FJ, Sloka S. Structured approach to 
patients with memory diffculty in family practice. Can Fam Physician 2013;59:249-54 
(Eng), e129-34 (Fr). 

20. Feldman HH, Jacova C, Robillard A, Garcia A, Chow T. Diagnosis and treatment of 
dementia: 2. Diagnosis. CMAJ 2008;178(5):825-36. 

21. Aminzadeh F, Byszewski A, Lee L, Molnar FJ. Disclosing a diagnosis of dementia: 
recommendations for a person-centred approach. CGS J Contin Med Educ 2012;2(3):27-31. 

22. Herrmann N, Lanctôt KL, Hogan DB. Pharmacological recommendations for the 
symptomatic treatment of dementia: the Canadian Consensus Conference on the 
Diagnosis and Treatment of Dementia 2012. Alzheimers Res Ther 2013;5(Suppl 1):S5. 
Epub 2013 Jul 8. 

23. Pleog J, Denton M, Hutchison B, McAiney C, Moore A, Brazil K, et al. Primary care 
physicians’ perspectives on facilitating older patients’ access to community support 
services. Qualitative case study. Can Fam Physician 2017;63:e31-42. Available from: 
www.cfp.ca/content/cfp/63/1/e31.full.pdf. Accessed 2018 Aug 14. 

24. Yahya A, Chandra M, Anand KS, Garg J. Behavioral and psychological symptoms in 
dementia and caregiver burden. Clin Med Res 2015;4(2-1):8-14. 

25. Lee L, Molnar F. Driving and dementia. Effcient approach to driving safety concerns 
in family practice. Can Fam Physician 2017;63:27-31 (Eng), e9-14 (Fr). 

26. Sinuff T, Dodek P, You JJ, Barwich D, Tayler C, Downar J, et al. Improving end-of-life 
communication and decision making: the development of a conceptual framework 
and quality indicators. J Pain Symptom Manage 2015;49(6):1070-80. Epub 2015 Jan 24. 

27. Institute of Medicine. Cognitive aging. Progress in understanding and opportunities 
for action. Washington, DC: The National Academies Press; 2015. 

28. Husebo BS, Achterberg W, Flo E. Identifying and managing pain in people with 
Alzheimer’s disease and other types of dementia: a systematic review. CNS Drugs 
2016;30(6):481-97. 

This article has been peer reviewed. 
Can Fam Physician 2018;64:717-9 

La traduction en français de cet article se trouve à www.cfp.ca dans la 
table des matières du numéro d’octobre 2018 à la page e418. 

www.cfp.ca
www.cfp.ca/content/cfp/63/1/e31.full.pdf
www.cfp.ca/content/cfp/58/8/e436.full.pdf
www.who.int/mental_health
mailto:amoore@mcmaster.ca
https://practice.28



Accessibility Report



		Filename: 

		717.pdf






		Report created by: 

		


		Organization: 

		





[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 3


		Passed manually: 0


		Failed manually: 0


		Skipped: 1


		Passed: 28


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Needs manual check		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Needs manual check		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Needs manual check		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top


