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Getting a Diagnosis
and

Talking to Your Physician

With special guest: Dr. Douglas Drummond
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Dr.Douglas C. Drummond, MD, FCFP.
Specialized Seniors Clinic, New Westminster, BC
Clinical Associate Professor, UBC Department of 
Family Medicine

� How does a practitioner make the diagnosis 
of Alzheimer’s disease.

� How can a patient and family ensure that a 
timely diagnosis is made.

� How to present information to health 
practitioners.

� How to come away with the information you 
need.

Dr.Alois Alzheimer

Amyloid accumulation> Neurodegeneration

� Alzheimer’s disease is 
caused by the build-up in 
the brain of a protein 
“amyloid”.

� Amyloid accumulation 
becomes toxic and brain 
cells start to die.

� The disease is progressive 
and has already been 
present for 10-15 years 
at the time of diagnosis.
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Normal >> MCI >> >> Alzheimer’s

� Stages 1-2: For the 1st 10 years, no 
symptoms.  Only autopsy would show 
changes.

� Stage 3: Mild Cognitive Impairment 
(MCI).  Lasts 1-2 years.  Definite 
memory changes but don’t meet 
diagnostic criteria for AD; and can’t be 
differentiated from other causes of 
memory loss.

� Stage 4: Diagnosis can be made by 
clinical diagnostic criteria.

Normal
Cognition

Mild 
Cognitive
Impairment 
(MCI)

Early 
AD

More forgetful than 
expected for age...
But no impairment 
due to memory 
decline.

Cognitive decline 
that interferes 
with one’s ability 
to manage life’s 
demands.

� The diagnostic criteria for AD require:

� Deficits in two areas of cognitive function.
◦ Short-term memory
◦ Speech (e.g. word-finding, verbal fluency)
◦ Executive functions (problem-solving, planning, 
reasoning, multitasking, insight, judgment,&c)

� At least some loss in the ability to 
independently perform activities of daily 
living:
◦ Working, driving, managing finances, household 
management, etc.
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� CT scans and MRI scans show 
no definitive changes in early 
AD.

� In research settings, certain 
“biomarkers” such as findings 
on spinal taps and PET scans 
can identify AD earlier.

� The diagnosis remains a 
“clinical” one.

� Marj is a widow who lives in an 
apartment.

� She is quite well for her age and 
independent, doing all her own 
shopping, finances, driving a car, etc.

� Her daughter Barbara lives nearby with 
her husband and children.

� Barb expresses concern to her mother 
that she is getting forgetful and either 
asks the same questions repeatedly or 
tells the same stories over and over.

� Barb makes her mother promise 
to see her doctor about it.

� Marj says she has an 
appointment next week to have 
her BP checked and prescriptions 
renewed and she will mention it.

� She sees her doctor.
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� Marj presents her home BP readings and 
discusses them with the doctor.

� The doctor reviews some blood tests 
that were just done.

� She renews her prescriptions.

� Marj mentions she is still bothered by 
her knee pains.  The doctor orders x-
rays.

� As the doctor moves to end the visit, Marj 
adds: “Is there anything you can do about my 
memory?”

� Doctor: “What sorts of problems are you 
having?”

� Marj: “I go to another room to get something 
and I can’t remember what I came for.  
Sometimes I  bump into an old neighbour on 
the street and I can’t remember their name; 
and sometimes I get stuck for a word”.

� Doctor: “What sort of mistakes have 
you made because of poor memory?  
Have you made any serious errors such 
as getting lost while driving?”

� Marj: “Oh, nothing like that.  It’s just 
annoying.”

� Doctor: “Well, I shouldn’t worry.  It all 
sounds quite common and normal.  Let 
me know if it gets worse.”
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� Barbara: “Mom, I am really concerned 
about your memory.  Would it be OK if we 
make a special visit to your doctor to 
discuss it?”

� Marj: “Well...I suppose...but you mind what 
you say!”

� Barb senses mother’s resentment at her 
interference.

� Barb wants the doctor to know some things 
about mother but also knows mother might 
get angry if she brings them up.

� She drops off a note at the doctor’s office the 
day before the visit explaining that she won’t 
be able to speak freely.

� The note details some of Barb’s observations.

� Mom has had to have her bank card’s PIN reset 3 
times because she forgets it.

� She had trouble keeping track of bills so Barb 
had them all put on automatic payment.

� She has had 2 minor fender-benders this year 
and Barb won’t let her drive the grandchildren 
now.

� Barb invited her for dinner and she showed up on 
the wrong day.

� She tried to bake cookies for the kids but they 
turned out wrong because she had left out some 
ingredients.
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� The doctor asks questions like:
◦ Have you been having trouble managing bills and 
banking?  Handling medications?  Problems in the 
kitchen...burning pots...trouble with recipes?  Any 
trouble with driving?  Any accidents or mishaps? 

� Marj admits to some of the failings in Barb’s 
note but dodges others.

� Doc:  “Well Marj, let’s give you a little 
screening test for memory”.  [She administers 
the MoCA – Montreal Cognitive Assessment 
and Marj scores 21/30]. 

� The doctor books Marj to come back for a full 
physical exam and orders some blood tests to be 
done in the meantime.

� She suggests that Barb accompany her mother on 
the visit following that to discuss the final 
outcome.

� The doctor discloses a diagnosis of Alzheimer’s 
disease to Marj and Barb; gives them some 
written literature; and refers them to the 
Alzheimer’s Society First Link program for further 
education and support.

� She discusses options for treatment and referral.

� Getting the best outcome:
◦ If you want the doctor to take a problem seriously, make 
a special visit.
◦ Go prepared.  Think about what the doctor might ask 
and have your thoughts organized.  If you think you 
might forget some important points, take some notes –
short, point form.

� In the case of cognitive disorders (dementia, 
MCI), it is very difficult to make a diagnosis 
without the observations of an insightful family 
member.
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� Seniors fear loss of independence:
◦ Especially they fear loss of driving privileges and 
going into nursing homes.

◦ They don’t like the world to see their failings.

◦ They feel humiliated by an appearance of 
regression.

� People with early dementia commonly lack 
insight into their condition (“Denial”).
◦ Insight is recognizing one’s strengths and 
weaknesses.

◦ Insight is a form of “executive function”.  

� We need to differentiate benign forgetfulness 
from serious forgetfulness, i.e. forgetfulness 
with consequences or loss of independence.

� Everyone is forgetful in small ways!
◦ But normal forgetfulness should not result in 
trouble managing daily affairs.

� We need to know about a pattern of failings-
◦ And often seniors are embarrassed to tell us.

� If you feel you can’t speak in front of your 
elder, find a way to get us the information. 

� What if your elder refuses to acknowledge your 
concerns or won’t go to the doctor?
◦ Forcing a diagnosis on some people is not productive. 

◦ The drugs we have are not so effective that lack of 
treatment will have a major impact.

◦ If they drive, they may be forced to have medical 
assessment in order to keep their driving privileges.

� The family can still get themselves educated 
about AD and learn ways to keep their elder safe:
◦ Examples: electric kettles with automatic shut-off, 
smoke detectors, regular visits and phone checks.
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YES NO

� YESYESYESYES, if –

� Limited time.

� Limited knowledge.

� Complex case –
uncertainty about 
diagnosis or treatment.

� Not able to offer 
ongoing management.

� Walk-in clinic setting?

� NONONONO, if –
� Good background in 
dementia and elder care.

� Familiarity with 
community resources: 
home support, adult day 
programs, etc.

� Able to spread initial 
assessment over several 
visits.

� Lack of specialist 
resources.

� Like other chronic diseases, we recommend 
periodic dedicated dementia visits.
◦ No other issues should be discussed.
◦ The practitioner should have a check-list (mental or 
physical)

� Frequency: minimum every 6 months.
� Additional visits as required.

� Preparation is key:
◦ Know what you need to say.  Write it down.
◦ If you can’t speak openly, drop off a note in 
advance.

1. Medical status.  Are there any medical 
issues or medication changes that may 
impact the dementia care?

2. Cognitive changes.  Impression of change.
3. Functional changes.  Needing more 

assistance with self-care activities? Losing 
independence?

4. BPSD.  Behavioural and psychological 
symptoms of dementia.  Agitation, 
delusions, mood changes, etc.

5. Caregiver stress.  
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� I weigh the patient.
◦ People living alone with dementia often lose weight.
◦ AD drugs may reduce appetite in some people.

� Do an MMSE test (mini-mental state exam).
◦ To track progression of the disease.

� If on a cholinesterase inhibitor, renew the 
Special Authority for Pharmacare.

� Review what community resources are being 
used or might help:
◦ Home support workers, respite care, adult day 
programs, residential care, etc. Involvement of 
Alzheimer’s Society.  

� Appoint a family spokesperson to be the 
consistent point of contact with the doctor.

� Respect for the patient with dementia.
◦ We depend on input from family members.

◦ We must still involve the patient in discussions.

� Don’t be afraid to say “dementia” or 
“Alzheimer’s disease”.   Be open but not 
blunt.

� Try the echoing technique: “So what you’re 
saying is that I have...and I should...”

30

Programs  & Services

� Education
� Healthy Brain

� Getting to Know Dementia

� Shaping the Journey 

� Family Caregiver Series

� Additional Workshops

� Tele-Workshops

� Support Groups
� for people with early 

symptoms

� for caregivers

� Alzheimer Resource 
Centres
for information, education, 
support and referrals.

� Dementia Helpline
1-800-936-6033

604-681-8651 (Lower Mainland)

Monday to Friday

9 a.m. to 4 p.m.

supportline@alzheimerbc.org
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Newsletter & Bulletins

Contact and eContact
Provide general information about brain health, 

upcoming events, and other news. 

In Touch
Educational bulletin for caregivers

Insight
Educational bulletin for and by people with dementia

To subscribe, visit:

www.alzheimerbc.org/News-and-Events/Newsletters.aspx

Or call 604-681-6530 or 1-800-667-3742 (toll free)

Provincial Office (to order handouts/bulletins)

1- 800- 667- 3742  or  (604) 681-6530

Website
www.alzheimerbc.org

Dementia Helpline
1- 800- 936- 6033
(604) 681- 8651


