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Abstract: Impaired cognition has a significant impact on a person’s ability to manage their 
medicines. The aim of this paper is to provide a narrative review of contemporary literature on 
medicines management by people with dementia or cognitive impairment living in the community, 
methods for assessing their capacity to safely manage medicines, and strategies for supporting 
independent medicines management. Studies and reviews addressing medicines management by people with dementia or 
cognitive impairment published between 2003 and 2013 were identified via searches of Medline and other databases. The 
literature indicates that as cognitive impairment progresses, the ability to plan, organise, and execute medicine 
management tasks is impaired, leading to increased risk of unintentional non-adherence, medication errors, preventable 
medication-related hospital admissions and dependence on family carers or community nursing services to assist with 
medicines management. Impaired functional capacity may not be detected by health professionals in routine clinical 
encounters. Assessment of patients’ (or carers’) ability to safely manage medicines is not undertaken routinely, and when 
it is there is variability in the methods used. Self-report and informant report may be helpful, but can be unreliable or 
prone to bias. Measures of cognitive function are useful, but may lack sensitivity and specificity. Direct observation, using 
a structured, standardised performance-based tool, may help to determine whether a person is able to manage their 
medicines and identify barriers to adherence such as inability to open medicine packaging. A range of strategies have been 
used to support independent medicines management in people with cognitive impairment, but there is little high-quality 
research underpinning these strategies. Further studies are needed to develop and evaluate approaches to facilitate safe 
medicines management by older people with cognitive impairment and their carers.  
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INTRODUCTION 

 Managing one’s own medicines is a skill that is necessary 
for successful independent living [1]. Impaired cognition can 
have a significant impact on a person’s ability to manage 
medicines safely, leading to increased risk of unintentional 
non-adherence and medication errors [2-4], preventable 
medication related hospital admissions [5], and dependence 
on family carers or community nursing services to assist 
with medicines management [6]. Older people with cognitive 
impairment may also experience reduced psychomotor and 
physical abilities [7] further increasing the risk of medicines 
management problems and non-adherence [3]. 
 It is estimated that 12 million people worldwide have a 
diagnosis of dementia, and this is expected to increase to 25 
million by 2040 [8]. Increasing numbers of older people with 
cognitive impairment or dementia are requiring support with 
managing medicines at home (e.g. from family carers or 
community nursing services), as a result of increasing  
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intensity of medical therapy for chronic diseases (leading to 
increasing polypharmacy), and a shift towards home-based 
care in place of residential care. This increased reliance on 
health and aged care services due to cognitive and functional 
decline has led to a pressing need for strategic and cost-
effective measures to manage the impact on those affected 
and the community [9]. In order to develop strategies to 
reduce the associated burden with dementia, in 2012, the 
Australian Federal Government declared dementia a national 
health priority [10]. 

 The World Health Organisation (WHO) report 
‘Dementia: a public health priority’ recommended the 
promotion of dementia friendly societies and investing in 
health systems to improve care and services for people with 
dementia and their carers [11]. There are a number of 
problems with current systems and models for assessing and 
supporting safe medicines management by older people in 
the community [2], particularly where cognitive decline or 
dementia is a factor. Therefore, the aim of this paper is to 
provide a narrative review of contemporary literature on 
medicines management by people with dementia or 
cognitive impairment, methods for assessing their capacity to 
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safely manage medicines, and strategies for supporting 
independent medicines management. 

SEARCH STRATEGY 

 To identify literature about medicines management in 
people with dementia or cognitive impairment, searches of 
EMBASE, MEDLINE and CINAHL were undertaken  
(see Table 1). The search included only articles in English 
and to ensure relevance to current practice only articles 
published between 2003 and 2013. Articles were examined 
for relevance, and articles reporting on medicines for 
treatment of dementia or cognitive impairment rather than 
management of the medicines of people with dementia/ 
cognitive impairment were excluded, as were articles 
focussing on older people residing in institutional care. 
Articles that did not focus on medicines management but 
other activities of daily living were also excluded. 

 To identify tools for assessing older persons’ cognitive 
and physical capacity to manage medicines, we used reviews 
conducted by one of the authors [12, 13], and updated the 
literature search (to December 2013) using the same search 
strategy and inclusion criteria described in the 2009 
systematic review [12]. 

IMPACT OF COGNITIVE IMPAIRMENT ON 
MEDICINES MANAGEMENT 

 As people age most experience some impairment in 
dexterity, mobility, hearing and vision. The presence of 
cognitive impairment compounds these changes, often with 
significant impact on functional status [2] including safe 
self-administration of medicines. For example, in a large 
cross-sectional study of older people (mean age 87 years) it 
was reported that 14% were unable to open a screw 
capbottle, 32% a bottle with a snap lid, and 10% a blister 
pack [7]. Dementia diagnosis and lower mini-mental state 
examination (MMSE) scores were strongly associated with 
reduced ability to open medicine containers. People with 
dementia were at least three times more likely to be unable to 
remove medicines from packaging, even after adjusting for 
other factors such as age, impaired vision and arthritis. 

 As dementia progresses, affecting memory and other 
aspects of cognition, the ability to plan, organise, and 
execute tasks required in the medicines management process 
is impaired. Problems associated with non-adherence to 
medicines regimens in those with dementia include poor 

therapeutic outcomes or therapeutic failure, escalating 
diagnostic and therapeutic measures, increased risk of 
adverse events and hospitalisation or repeat hospitalizations 
[2]. In a 2008 review by Arlt et al., it was reported that there 
is increasing knowledge and insight about the factors that 
influence adherence behavior in older age and its 
relationship to cognitive capacity, memory and executive 
function, but that awareness of non-adherence as a result of 
cognitive impairment is relatively low [2]. 

 There is little quantitative data on the prevalence of 
medication errors, non-adherence and adverse medication 
events in people with dementia or cognitive impairment, 
because few studies have focussed exclusively on these types 
of patients [4]. In one study of people with dementia living at 
home, injury resulting from medication self-administration 
that required emergency attendance was reported to be the 
fifth most common source of harm, with the leading sources 
being failure to eat and drink, and failure to report a medical 
condition [14]. In a Dutch study the strongest risk-factor for 
preventable medication-related hospital admissions was 
impaired cognition (oddsratio, 11.9; 95% confidence 
interval, 3.9-36.3) [5]. 

 Kaasalainen et al., 2011, used a grounded theory 
approach to ascertain the challenges that older adults with 
dementia living in the community face with medicines 
management. Analysis of 57 interviews revealed that 
severity of dementia in older people was associated with 
changes in medicines management behaviours, and a number 
of corresponding facilitators and barriers to safe medicines 
management. Facilitators included interdisciplinary 
collaboration, geriatrician assessment, caregiver respite and 
support, trust between caregiver and patient and patient, 
caregiver and health professional, morning medicines and an 
established routine for managing medicines. Barriers were 
living alone, limited caregiver availability or forgetful 
caregiver, forgetfulness and confusion, lack of insight, 
introduction of new medicines or learning a new medication 
system and the number and frequency of medicines [15]. 

 Other findings reported by Kaasalainen et al., were  
that:  

• Medicines self-administration in early stage 
dementia is characterised by the persons’ desire to 
maintain their independence, their denial of disease 
related issues and anger, sometimes resulting in 
refusal to take medicines [15]. 

Table 1. EMBASE, Medline, Cinahl search strategy*. 

EMBASE/MEDLINE CINAHL 

MESH terms ‘mental competency’ ’prescription drugs’ ‘self medication’ ‘self administration’ ’patient 
participation’ ‘decision making’ ’medication adherence’ ’medication errors ’’medication therapy management’ 
’non prescription drugs’ ‘pharmaceutical preparations’ ‘medications’ ‘cognitive disorders’ ‘memory disorders’ 

‘dementia’ ‘Alzheimers Disease’ (219 articles retrieved) 

Key word search ‘cognitive impairment’ and ‘medicines management’ (67 articles retrieved) 

MESH terms ‘dementia’ ‘cognition 
disorders’ ’Alzheimer’s disease’ 

’medications’ ‘drugs’ ‘self 
administration’ ’medication errors’  

(20 additional articles were retrieved) 

After duplicates were removed a total of 306 articles on medicines management on people with dementia were retrieved and examined for relevance. 

*The search strategy was devised by a librarian with substantial experience in the MESH terms and Keywords appropriate to each particular Database. 
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• In late stage dementia, older adults may refuse 
medicines as an outcome of delusional or suspicious 
thinking, resulting in caregivers assuming 
responsibility for medicines management [15]. 

 While et al., interviewed 34 people with dementia or 
their carers, and reported that other factors affecting self-
management capability included: low health literacy 
impacting on ability to follow instructions, and complexity 
of the medicine regimen (including managing more than one 
medicine and taking medicines more than once a day) [6]. 
Family carers recognised that medical practitioners are in a 
difficult position trying to identify medicine management 
problems and assist people with dementia to manage 
medicines, as they are reliant on carers for feedback, and at 
times they struggle to be inclusive of both the person with 
dementia and their family carer [6]. 

IDENTIFYING IMPAIRED CAPACITY TO MANAGE 
MEDICINES 

 Impaired functional ability may not be detected by health 
professionals in routine clinical encounters [16], and may not 
be reported by patients. In one study, only 27% of people 
who were unable to open one or more containers were 
receiving help with their medicines [7]. In another study, 
lack of assistance in those needing medication support was 
associated with higher risk of hospitalisation and 
institutionalisation [17]. 

 Assessment of patients’ (or their carers’) ability to safely 
manage medicines is not undertaken routinely by health 
professionals, and when it is undertaken there is variability 
in the methods used [6, 13]. How to assess a person’s 
capacity to manage their medicines depends to a large extent 
on the severity of their cognitive impairment and their 
willingness and ability to cooperate [2]. Availability of an 
informant, usually a family member or carer with first-hand 
knowledge about the person’s recent medicines management 
performance, is also an important consideration. The goal 
should be to recognise people who are having difficulties 
with medicines management before significant errors or non-
adherence occur [2]. 
 It is important to note that adherence to a medicines 
regimen may be influenced by many factors, not just the 
person’s capacity to manage medicines. The person’s 
attitudes and beliefs about medicines and health, ability to 
pay for medicines and access to a pharmacy are all 
contributing factors [18]. Methods for identifying medication 
non-adherence and factors that contribute to non-adherence 
have been extensively reviewed [2, 18, 19], and are not 
discussed further here. This section focuses on methods for 
assessing a person’s cognitive and physical capacity to safely 
and accurately manage their medicines. Factors to consider 
when assessing a person’s ability to manage their medicine 
regimen are summarised in Fig. 1. 

Self-report and Informant Report 

 Patient self-report or informant report is a reasonable 
starting point for identifying problems with medicines 
management, but a limitation is that these can be prone to 
bias [16]. Some older people, especially with cognitive 

impairment, have difficulty evaluating their own competence 
or are reluctant to admit their inability to cope, potentially 
leading to over-estimation of performance [6, 20-22].  

 Family members or caregivers may under- or over-
estimate performance, depending on their familiarity with 
the person’s medicines needs and behaviours and the degree 
of caregiver burden experienced, or they may be unable to 
make a determination because of a lack of opportunity to 
observe the person [17, 21, 23]. 

Cognitive Screening Tools 

 Since ability to manage medicines is known to be 
associated with cognitive functioning [13, 24, 25], measures 
of cognition such as the MMSE are sometimes used to 
identify people who may be at risk of medicine management 
problems. Often the focus of assessment is the person’s 
ability to remember to take their medicines, but in those with 
cognitive impairment non-adherence may also be due to 
improper use of medicines or medicine administration 
devices, such as inhalers. Higher MMSE scores are 
associated with better performance on multi-dose inhaler 
devices [26] and use of a simple drawing test (Intersecting 
Pentagons) identified people that were unlikely to be able to 
learn to use a Turbuhaler dry powder device [27]. In 2009, 
Board & Allen reported that in clinical practice most persons 
with an MMSE <24 or inability to copy Intersecting 
Pentagons (IP) will not be able to learn to use a multi-dose 
inhaler effectively. IP had the best overall predictive value 
[28]. 

 Although many studies have reported associations 
between cognitive function screening or cognitive 
assessment tools and patients’ ability to manage medicines, a 
limitation is that these measures may lack sensitivity and 
specificity in discriminating competent from incompetent 
individuals, and it is unclear what scores on cognitive 
screening tools indicate inability to manage medicines [1, 
29-31]. Furthermore, MMSE may be unreliable in people 
with poor literacy or numeracy skills. Measures of cognitive 
function may serve as a useful initial screen, but should not 
be used alone to determine whether a person with mild to 
moderate cognitive impairment can safely manage their own 
medicines. 

Functional Assessment Tools 

 Commonly used functional assessment tools (e.g. the 
Lawton IADL scale) include items relating to medicines 
management [32]. Generally these rely on self-report or 
informant report, and they often include only a single item to 
assess medicines management ability despite this being a 
complex multi-faceted task. These tools also lack clear 
definitions for the skills required and provide little 
information as to the cause of identified incapacity. When 
compared with direct observation, they may over-estimate 
performance [33]. 

Direct Observation 
 Sometimes health professionals judge a person’s ability 
to manage medicines based on informal, unstructured 
observation. This has the advantage of enabling the person’s 



216    Current Clinical Pharmacology, 2015, Vol. 10, No. 3 Elliott et al. 

actual performance to be assessed, and therefore may be a 
more effective approach than relying on self-report or 
cognitive screening tests, but it is of unproven reliability 
[34]. 

 A number of structured, standardised performance-based 
tools designed to assess a person’s ability to manage 
medicines have been developed [12, 13], although few have 
found their way into routine clinical practice [2, 13]. A 2009 
literature review identified 14 tools designed to assess 

cognitive and physical ability to manage medicines [12]. Our 
update of the literature search (to December 2013) identified 
additional tools [31, 35-39], of which three met the inclusion 
criteria of the 2009 review [35, 38]. Published tools fell into 
two broad categories: those that used the person’s own 
medicines as the basis for assessment (n=3) [40-42], and 
those that used a simulated medicine regimen (n=14) [7] [35, 
38, 39, 43-52]. In contrast, most unpublished, unvalidated tools 
used in clinical practice use a person’s own medicines [13]. 

 

Fig. (1). Factors that influence a person’s ability to manage their medicines. 
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 There is considerable variation in the methods used to 
assess medicines management and the range of skills 
assessed by published and unpublished tools [12, 13]. No 
identified instrument included a structured or standardised 
method for assessing ability to use non-oral dose-forms such 
as inhalers, despite the fact that there are examples of such 
protocols in the literature [53]. Several tools assessed ability 
to fill a dose administration aid, but only one included an 
assessment of ability to use a pre-filled dose administration 
aid [12, 13, 39], even though these devices are commonly 
used by people with cognitive impairment and it has been 
reported that some people have difficulty using them [6, 54]. 

 Most instruments took between 5 and 15 minutes to 
administer. Instruments that included an assessment of 
medication knowledge in addition to the medication-taking 
task required more time (15-30 minutes). Administration 
time may be longer in people with cognitive impairment 
[12]. Most instruments have undergone limited evaluation of 
reliability, and although most published tools have 
demonstrated an association with at least one related 
construct (e.g. cognitive function, performance of other 
IADLs) there is limited evidence of their ability to predict 

successful independent medication management [12]. 
Validation studies usually had methodological shortcomings, 
and therefore further studies are required to determine the 
tools’ predictive validity [12]. 
 Two structured medicines management assessment tools 
that have been widely studied and appear to have reasonable 
reliability and validity are the Drug Regimen Unassisted 
Grading Scale (DRUGS) and the Medication Management 
Ability Assessment (MMAA) (see Table 2) [12, 50]. 

Self-Administration of Medicines Programs 

 Another approach to assessing a person’s capacity to 
manage their medicines accurately and safely is through a 
self-administration of medicines program (SAMP) [55]. 
These programs are offered in some hospitals, and enable a 
person to self-administer their medicines under supervision 
prior to discharge. They enable hospital clinicians to 
determine whether a person is likely to be able to manage 
their medicines after discharge and identify barriers to safe 
self-administration. For example, a study of SAMP 
participants at an Australian hospital reported that almost 
20% of patients who intended to manage their own 

Table 2. Examples of structured, standardised performance-based tools medicine management assessment tools [12]. 

  Drugs [40] MMAA [50] 

Medicine regimen 
used for assessment 

The person’s own medicines A simulated medication regimen 

Method The person is asked to perform the following four tasks 
with each medicine: 1) identify the medicine, 2) open the 

container, 3) select the correct dose, and 4) report the 
appropriate timing of doses using a grid marked  

with specific times of the day as a role-play  
of their typical day. 

Four plastic pill bottles with dried beans are labelled with directions. 
The interviewer describes the medication regimen to the subject, then 

45-60 minutes later the subject is asked to walk through their day, 
saying when they would wake up, eat meals, and take each 
medication. They are required to dispense the pills for each  

dose and hand them to the interviewer. 

Scoring Out of 100. Each drug is scored out of 4, with 1 for each 
correct response/action. This is then converted to a 

percentage score. The composite score is the overall 
average score. 

Several scoring methods have been reported, for example: 
A) Total MMAA score (out of 25): One point deducted for each 

deviation from prescribed regimen (i.e. too many or too few pills or 
incorrect timing in relation to food). 

B) Total number of pills correct (out of 21) 
(see reference [12] for more details) 

Reliability Evidence of good inter-rater and test-retest reliability. Evidence of good test-retest reliability but inter-rater reliability 
unknown. 

Validity Construct validity has been demonstrated through 
associations between DRUGS scores and cognitive 
function, health literacy, independent medication 

management and MMAA performance. DRUGS scores 
have also been shown to be responsive to change.  

Construct validity has been demonstrated through associations 
between MMAA scores and cognitive function, observed IADL 

performance, and DRUGS scores. 

Typical 
administration time* 

Approximately 15 minutes. Approximately 15 minutes, plus a 45 minute delay between 
explaining the regimen to the person and task completion. 

Application May be best suited to assessments conducted in patients’ 
homes, with access to their own medicines, or assessment 

as part of a ‘brown bag medicine review’ where the 
person brings their medicines to the clinic or pharmacy. 

May be suited to situations where a person’s ability to manage a new 
medicines regimen needs to be assessed, and/or where the person’s 

own medicines are not available, such as in hospital. 

DRUGS = Drug Regimen Unassisted Grading Scale; IADL = instrumental activities of daily living; MMAA = Medication Management Ability Assessment 
*Administration times may be longer in people with cognitive impairment 
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medicines at home were not safe to do so, and a further 11% 
had barriers to safe medicines management identified that 
needed to be addressed (e.g. difficulty opening containers, 
inability to remember to take their medicines) [56]. Inpatient 
SAMPs have also been reported to increase patients’ 
understanding of their medicines regimens and improve their 
ability to manage their medicines after discharge [55, 57]. 

Application of Medicines Management Assessment Tools 
 It has been suggested that supplementing self-reported 
information with objective functional assessment might 
improve detection of older adults who are experiencing 
functional decline, thus permitting timely and targeted 
interventions to reduce the risk of adverse outcomes [55]. 
Structured, performance-based medicines management 
assessment instruments may therefore be useful in clinical 
practice to identify barriers to self-management and assist 
health professionals to identify patients’ in need of 
education, regimen simplification, medication assistance or 
medication aids [12]. They could also serve an additional 
function as cognitive screening tools, since they have all 
demonstrated associations with performance on cognitive 
screening tests such as the MMSE [12]. In fact some 
medicines management assessment tools were initially 
developed as cognitive screening tools [38, 47]. 

 Whilst performance-based measures provide an objective 
assessment of functional performance, it is important to note 
that they assess what a person is able to do (i.e. capacity), 
which may not reflect what they actually do [16, 58]. 
Additionally, they do not assess what the person wants to do. 
Performance based-measures need to be used as part of a 
comprehensive assessment of the person’s medicines 
management processes, routines and supports, their medication-
related beliefs, goals and preferences, and other factors that 
might impact on medicine use and adherence (e.g. financial 
status, adverse drug reactions). Informant information, if 
available, should also be considered. Taking a strengths-
based, person centred approach is more appropriate than 
focussing on the person’s deficits or making assumptions 
based on a dementia diagnosis or results of global cognitive 
function tests [6]. 

STRATEGIES TO IMPROVE MEDICINES 
MANAGEMENT BY PEOPLE WITH COGNITIVE 
IMPAIRMENT 

 The ability to manage medicines is a continuum, ranging 
from independent self-management through to total 
dependence on others. A person with dementia may adapt to 
their changing cognitive and functional abilities as their 
disease progresses, by using internal and external strategies 
to assist with medicines management (e.g. linking dose-
times to meal-times, using reminder cards or dosing aids) 
and assigning some medicines management tasks to family 
members (e.g. obtaining prescriptions, opening packaging, 
prompting medicine-taking) [6]. 

 Understanding the motivation, beliefs and attitudes of a 
person with dementia are important considerations when 
trying to influence medicine-taking behaviours [6, 59]. 
Adherence to a medicines regimen is more likely when the 
person believes that their medicines are important to 

maintaining well-being, independence and life [6]. An 
awareness of the outcomes of specific medicines and the 
appearance and names of tablets also support adherence to 
prescribed medicines in older people with dementia [6]. 
Health professionals may not always demonstrate insight 
into the information needs of the client in relation to their 
medicines, however, and perceived passivity of the person 
with dementia may influence the amount of information 
provided about medicines resulting in insufficient 
information to optimise the person’s treatment and outcomes 
[6]. When providing medicines information to a person with 
cognitive impairment, the amount and format of the 
information is important, taking into consideration level of 
cognitive impairment and the education level and language 
of the consumer and or their carer [6, 59]. 

 Strategies that simplify medicines regimens are important 
for assisting a person with cognitive impairment (or their 
carer) to manage their medicines [2]. Examples include 
reducing the number of prescribed medicines or reducing the 
number of dose-times [60]. This requires an accurate 
medication history, inspection of all medicines used (including 
non-prescribed and complementary medicines) and review of 
the medicines regimen [2]. 

 Many older people with dementia maintain safe and 
effective medicines self-administration by incorporating a 
range of behavioural strategies into their daily life, relying on 
routines and visual and auditory cues. Dose administration 
aids and reminder alarms are added when specific or 
additional cues are required to maintain behaviours [6, 59]. 

 Although dose administration aids are commonly used 
there has been little high quality research on their effectiveness 
and safety [61]. Most studies have had methodological flaws 
(for example no control group or inadequate randomisation, 
short duration, high loss to follow-up, and confounding due 
to application of multiple concurrent adherence strategies), 
and few have focussed on people with cognitive impairment. 
Most trials have focused on a single health problem, for 
example hypertension, limiting generalisability to typical 
users of dose administration aids (people with multiple 
comorbidities). A recent Cochrane review pooled data from 
several studies (none focussed on older people or people with 
cognitive impairment) and found that dose administration 
aids modestly increased the percentage of pills taken (mean 
difference of 11%, 95% confidence interval 6–17%) [62]. 
Despite a lack of evidence that they improve the percentage 
of pills taken, qualitative studies suggest that in appropriately 
selected people there may be benefits such as fewer 
medicines needing to be stored at home (if the device is 
packed by a pharmacy), fewer duplicated doses (as a result 
of not remembering that a dose was already taken), fewer 
missed or incorrect doses, and less stress for the individual 
or their carer to remember which medicine to take when [6, 
61]. There is evidence that many older people, especially 
those with cognitive impairment, have difficulties managing 
dose administration aids, and that introducing them too early 
can lead to disempowerment and de-skilling of the 
individual, so these devices need to be used judiciously [61]. 

 A systematic review by Campbell et al., published in 
2012, identified only three published studies evaluating 
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interventions to improve medicine adherence in older adults 
with cognitive impairment. The interventions focussed on 
providing reminders and cueing systems, with mixed success 
[63]. The first was a nurse-led intervention in which 
reminder cues and dose administration aids were provided. 
This intervention did not significantly improve medicine 
adherence. In a small controlled study, use of telephone or 
televideo prompting was reported to increase medicine 
adherence. The third study reported that use of refill 
reminder postcards and an illustrated medication schedule 
did not improve adherence [63]. A further small, 
uncontrolled study by Kamimura et al., (2012) demonstrated 
that a medicines reminder device (a dose-administration aid 
that omitted an audible alarm when doses were due to be 
taken) may assist older people with mild cognitive 
impairment to maintain independence with medicine-taking 
and improve adherence [64]. 

 These findings highlight the challenges associated with 
improving medicines management and adherence in older 
people with cognitive impairment, and the fact that there has 
been limited research focussing on this high-risk group of 
people. Prompting and reminding to take medicines as 
prescribed may be more effective when delivered by another 
person than by automated devices or other methods, 
however, further research is needed to confirm these findings 
[6, 63]. 

HEALTH SERVICE PROVISION FOR OLDER 
PEOPLE WITH COGNITIVE IMPAIRMENT 

 In their review of the literature on medicines 
management for individuals who live in the community and 
have both chronic illness and mild to moderate dementia 
Kralik et al., discussed the importance of person-centred care 
co-ordination and consumer partnerships in medicines 
management. Specifically, the authors reported the necessity 
for coordinated, tailored and flexible care processes [64]. 
While acknowledging that in the Australian setting a range 
of services and programs aim to support people living in the 
community (e.g. Home and Community Care Services 
(HACC) and Home Medicines Review - a government-
funded medication review conducted by a pharmacist in the 
person’s home, on referral from their medical practitioner), 
they identified a lack of care coordination, with services 
limited by a lack of collaboration between service providers 
[65]. 

 Acute hospital admission is often a trigger for changes to 
older persons’ medicines regimens. Current hospital 
admission and discharge processes in relation to provision of 
information about medicines and support for returning to 
self-administration and self-management of medicines, has 
been identified as inadequate [66, 67] and may compromise 
the safety of people who have dementia. 

DISCUSSION 

 This review highlights the impact of cognitive 
impairment and dementia on older peoples’ ability to 
manage medicines, methods for assessing people’s ability to 
manage medicines, and the need for older people living with 
cognitive decline or dementia and taking prescribed 
medicines to have access to services providing comprehensive 

medicines management assessment. Comprehensive 
assessment, conducted by a competent health professional, 
would assist in determining the person’s capacity for 
medicines self-administration and contribute to processes 
supporting the older person to maintain the level of 
independence that they desire and are capable of. 
Assessment should include carers involved in the person’s 
medicines management and aim to develop an understanding 
of their goals of treatment, attitudes and beliefs about 
medicines use. Greater understanding of and respect for 
older peoples’ attitudes and beliefs about acceptable levels of 
safety versus autonomy in medicines taking may also 
influence medicines management behaviours’. 

 Assessment of cognitive ability, using instruments such 
as the MMSE, may form part of a medicines assessment but 
is not an adequate substitute for a comprehensive medicines 
assessment and history. Assessments based upon the 
person’s strengths and abilities may assist in facilitating and 
maintain greater levels of independence in medicines 
management. Existing medicines assessment tools limit 
functional assessment of medicines self-administration to 
oral preparations; evidence is presented here indicating that 
this should be extended to any and all forms of medicine that 
an individual uses or that their carer administers, such as 
inhalers, eye drops, patches and other devices. Specific 
assessment of the suitability of dose administration aides 
including pre-packaged systems for older people could also 
assist in supporting independence for people with dementia 
and their carers. 

 Despite the development of validated clinical tools to 
assist in the process of medicines assessment, health service 
providers’ time and economic constraints are barriers to the 
usage of medicines assessment tools in the community 
setting and limit their wider use. Healthcare funders need to 
ensure that health professionals are adequately resourced to 
assess peoples’ medicine management skills, because without 
comprehensive assessment there is insufficient knowledge 
and data gathered to plan appropriate care, support and 
enablement for older adults with cognitive impairment and 
their carers, potentially leading to increased economic and 
health care burden. 

CONCLUSION 

 Impaired cognition affects peoples’ ability to manage 
medicine regimens, and increases the risk of errors and 
adverse events. Impaired ability to manage medicines may 
not be detected in routine clinical practice, and although 
validated tools for assessing a person’s ability to manage 
medicines exist, they are rarely used. When cognitive 
impairment is identified or suspected, increased focus on 
assessing the person’s ability to safely manage their 
medicines is needed, using reliable and valid methods. As 
there has been limited research evaluating strategies to improve 
medicine-taking in people with cognitive impairment, further 
studies in this area are urgently needed. 
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