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Abstract

Background: The Wisconsin Alzheimer's Institute (WAI) Dementia Diagnos-

tic Clinic Network is a community of practice formed in 1998 as a collabora-

tion of community-based clinics from various healthcare systems throughout

the state. Its purpose is to promote the use of evidence-based strategies to pro-

vide high quality care throughout Wisconsin for people with dementia. The

purpose of this study is to describe the use of a community of practice to facili-

tate education of healthcare providers on best practices in dementia care, and

the implementation of an interprofessional approach to diagnose and manage

dementia and related disorders.

Methods: Cross-sectional study of the members of the WAI's Dementia Diag-

nosis Clinic Network. Characteristics of clinics and healthcare teams, learners'
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participation in educational events and educational outcomes were collected

from evaluation forms. Number and characteristics of patients seen in the

memory clinics were collected from de-identified data forms submitted by

members to a centralized location for data analysis.

Results: The clinic network currently has 38 clinics affiliated with 26 different

healthcare systems or independent medical groups in 21 of 72 Wisconsin counties.

Most (56%) are based in primary care, 15% in psychiatry, and 29% in neurology.

Between 2018 and 2021, we received data on 4710 patients; 92% were ≥65 years
old, 60% were female, and 92% were white. Network members meet in-person

twice a year to learn about innovations in the field of dementia care and to share

best practices. Educational events associated with the network are shown to be rel-

evant, useful, and improve knowledge and skills of participants.

Conclusion: Communities of practice provide added value via shared best

practices and educational resources, continuing education of the health work-

force, continuous quality improvement of clinical practices, and adoption of

new diagnostic and management approaches in dementia care.

KEYWORD S

Alzheimer's disease, communities of practice, continuing education, dementia care,
primary care

INTRODUCTION

Early detection of Alzheimer's disease and related demen-
tias (ADRD) is critical, but estimates suggest that only 50%
of patients are aware of their diagnosis.1,2 Under-diagnosis
means that individuals with dementia and their caregivers
do not have access to the necessary treatment and care
management options to minimize the disruption caused by
the symptoms.3–6 Under-diagnosis stems from a combina-
tion of factors including lack of dementia awareness,
stigma, misperceptions about illness and aging, lack of ade-
quate diagnostic services, shortage of specialists in dementia
care fields (e.g., geriatric medicine, neurology, geriatric psy-
chiatry, and neuropsychology),1,7,8 inadequate dementia
care training among primary care providers (PCPs), and
low PCP reimbursement rates.1,9,10 These factors dis-
proportionally affect communities of color and worsen exis-
ting health disparities.2,11–13

The vast majority (90%) of PCPs would like more
guidance on which dementia assessment tools to use, and
what follow-up steps to take when cognitive impairment
is noted.14 Yet many feel they cannot keep up with
advancements in dementia care because of barriers
preventing access to training.9 Comprehensive collabora-
tive care models provide an opportunity to address the
above concerns and promote early diagnosis of dementia
in primary care8,15–19 while reducing costs.15,17,20,21

Memory clinics commonly include interprofessional
teams comprised of physicians, social workers, nurses

and neuropsychologists who diagnose dementia and
related conditions, and provide medical and psychosocial
interventions for managing these disorders.22 Recently,
more memory clinics have promoted the use of collabora-
tive models to improve the health of patients and their
caregivers, but their adoption is low.23 This is a result of
lack of funding, few translational studies adapting these
models to real world settings, lack of collaboration with
community organizations, and limited success in
influencing physicians and health systems structure.24

Key points

• Communities of practice around dementia care
improve dissemination of evidence and facili-
tate the adoption of new programs, diagnostic
test, or treatment options.

• Sustainability to communities of practice is
directly associated with dedicated staff that can
provide customized attention to members of
the community.

Why does this paper matter?

Provides practical information that organizations
can use to develop a competent workforce for
dementia care in under resourced settings, such
as rural areas.
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One of the strategies that implementation researchers
use to address some of the barriers mentioned, is the estab-
lishment of a learning collaborative to foster partnerships
between teams and to serve as a platform for exchanging
ideas and sharing best practices.25 Communities of practice
were originally described as a group of people who learn
from each other about a particular topic and who join to
address individual or collective challenges.26 Numerous
examples of communities of practice exist in health care,27

and within dementia care.28

The Wisconsin Alzheimer's Institute (WAI) Dementia
Diagnostic Clinic Network, led by the University of
Wisconsin—Madison (UW-Madison), is a community of
practice which consists of memory clinics across the
state. The group shares a set of common principles, pro-
motes the exchange of ideas, and facilitates the imple-
mentation of evidence-based best practices in dementia
care that align with current state and federal dementia
plans.29,30 The purpose of this paper is to describe the
WAI Dementia Diagnostic Clinic Network's community
of practice, and how it serves as a tool for dissemination
of evidence-based practices across healthcare systems in
urban and rural areas throughout Wisconsin. This infor-
mation is particularly relevant as more states and health
systems seek effective strategies to improve healthcare
professionals' ability to diagnose, disclose, and manage
all types and stages of dementia.

METHODS

WAI Clinic Network—Overview

WAI was established in 1998 as an academic institute in
the University of Wisconsin School of Medicine and Pub-
lic Health (UWSMPH), representing a unique public/
private partnership between the Helen Bader Foundation
of Milwaukee, the State of Wisconsin, and the UWSMPH.
The original concept for WAI came from a coalition of
service providers, community-based organizations, edu-
cational institutions, and advocates organized by the Wis-
consin Bureau on Aging Long-Term Care Resources, and
the Helen Bader Foundation. The goal was to be a
resource to Wisconsin residents to improve quality-of-
care and access to dementia care services. The strategy
chosen to address these goals was the development of the
WAI Dementia Diagnostic Clinic Network, a community
of practice established in Wisconsin to improve the
capacity of primary care and specialty care providers to
diagnose and manage dementia and related conditions.31

Since its creation, the purpose of the Clinic Network
has been to provide education, mentorship and support
to physicians, physician assistants, nurse practitioners,

psychologists, social workers, nurses, and therapists to
promote the necessary skills and knowledge to provide
quality care to patients with dementia and their fami-
lies.32 WAI's staff assist clinics and healthcare organiza-
tions in developing and sustaining multidisciplinary
diagnostic memory clinics. This includes organizing edu-
cational activities, sharing evidence-based research find-
ings and best practices in dementia care, and providing
updates based on the input of its members.

Current structure

WAI employs one full-time program manager (i.e., nurse
or social worker), who reaches out to potential new
memory clinics, engages with interested clinicians and
healthcare administrators, assists memory clinics startup
and implementation, develops new materials, and orga-
nizes educational events for network members. The man-
ager travels around the state to meet in-person with
existing or potential members, and to build relationships
with additional administrative and community stake-
holders. Teleconferences and web-based meetings are
also used to regularly engage with stakeholders across
the state. The program manager works closely with the
Director of the Network (a geriatrician) who assures that
the content shared with the network is current and
evidence-based or evidence-informed. Dementia care
experts are invited to present at educational events to
provide a broad spectrum of practical knowledge for skill
building across wide-ranging aspects of dementia care.

With input from a planning committee from diverse
clinical specialties, the program manager and director
lead the development of educational events, including
the identification of new topics/speakers based on feed-
back from members, and implementation of innovative
approaches to improve the quality of care. Since 2017,
the Clinic Network has had a part-time scientist in
charge of data collection and data analysis.

Setting up a memory clinic

To become an affiliated clinic, interested teams contact
the WAI's Clinic Network manager to discuss the
healthcare team members needed to establish an affili-
ated clinic, training requirements, support services pro-
vided by WAI staff, and the WAI guidelines for affiliated
clinics33–38 (Tables 1 and S1). Ideally, the team should
include a physician, a neuropsychologist, and a social
worker. Based on available expertise, clinics can modify
the structure according to their needs or train other team
members to complete specific components of the
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evaluation. For example, clinics in rural areas might
establish a consulting agreement with a neuropsycholo-
gist at another clinic, other clinics may have a nurse prac-
titioner perform some of the physician's tasks, and others
might train staff members to perform the socio-
behavioral assessment instead of a social worker. Admin-
istrators and/or clinic managers are also considered part
of the team, which reflects the administrative support
that clinics require to function and become sustainable.

During the first interaction, the network manager
learns about the clinic's strengths, challenges, and oppor-
tunities, and uses the diagram in Figure S1 to describe
the administrative, operational, regulatory, and financial
functions that are necessary to have in place for a suc-
cessful clinic launch. This information is used through a
series of meeting to assess the readiness of the clinic and
helps the teams to create a development plan according
to their readiness level. Because memory clinics can be a
part of any health system throughout the state, the net-
work manager works with new clinics to reconcile

institutional regulations and the set of core principles
that characterize the Clinic Network, and provides
coaching on how to develop other aspects that assure orga-
nizational readiness. Once clinics have developed and exe-
cuted a plan that accounts for the elements described in
Figure S1 they are presented to WAI's leadership for
approval and commencement of the official onboarding
process. Once established, the network manager meets with
affiliated memory clinics annually to assist in implementa-
tion, troubleshooting (e.g., replacement of a staff member,
marketing, administrative management), and team training.
Overall, this process of developing a new clinic can take
between 1 and 3 years.

Ongoing education for network members

Clinic teams engage in the following training and educa-
tional opportunities through the year (see Table S2 for
examples on the topics):

1. WAI's Alzheimer's Disease and Related Dementias
Annual Update conference: a 2-day event where
nationally recognized experts present the most up-to-
date information regarding evidence-based demen-
tia care.

2. Building Applied Skills in Dementia Care, and Core
Skills trainings: workshops about basic skills in the
diagnosis and management of dementia, including
behavior management.

3. In-person Clinic Network meetings (twice a year):
Peer education is emphasized at these meetings, with
clinical teams engaging in detailed discussions about
logistical issues that affect the care of patients.

In-person meetings are the primary and preferred mode
of interaction among members. Email communications
are sent on a regular basis to provide reminders about
upcoming events and new opportunities related to
dementia training. Additionally, the WAI's network man-
ager provides ongoing consultation as needed, usually
related to structural or logistical challenges, challenging
clinical cases, or request for connections to other mem-
bers of the network.

Data collection

Standardized information about the affiliated clinics is
updated annually by the network manager through com-
munications with clinic coordinators. Data include a
description of healthcare team members, clinic logistics
(e.g., screening processes), specialized populations served

TABLE 1 Guidelines for WAI-affiliated dementia diagnostic

clinics

Affiliated clinics and team members must agree to:

1. Provide interdisciplinary care (Physician, a neuropsychologist
and a social worker [preferably]; or other team members
trained to complete the cognitive and psychosocial
evaluations)

2. Be affiliated with a medical organization that provides space,
scheduling assistance, laboratory/radiology services, an
electronic health record, and an on-call service

3. Have a relationship with their local Alzheimer's support
agency and other relevant community and government
entities

4. Use standard diagnostic guidelinesa

5. Perform the following evaluationsa

a. Medical evaluation

b. Cognitive test administration that includes: Standard
global cognitive; brief cognitive battery that evaluates key
areas in validated standardized manner

c. Interpretation of cognitive tests should be completed by a
neuropsychologist or a psychologist

d. Psychosocial assessments (Mood and behavior, function,
sleep, safety, caregiver burden, advance directives)

6. Participate in systematic and high-quality data collection.
(Strongly encouraged, but optional)

7. Provide educational and community resource information to
patients and caregivers.

8. Attend twice annual meetings sponsored by the WAI

aSee Supporting Information S1 for details on the diagnostic tools
recommended to providers.
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(e.g., persons with developmental disabilities), and neu-
ropsychology tests performed within the clinic. Although
WAI provides guidelines on recommended tests and pro-
cedures (Table S1), each clinic can independently select a
battery of cognitive tests and can modify the suggested
procedures to account for their own internal protocols or
institutional needs.

Network members submit information about new
patients seen at the clinics using a HIPAA compliant de-
identified form that includes age, gender, education, pri-
mary diagnosis, assessment results, treatment plan, and
process measures that relate to quality of care provided.
Clinic staff submit these forms to a central repository at
WAI via fax or web-based surveys for analysis by WAI
staff. These forms are revised every 3–4 years to assure
that clinically relevant information is collected, and to
include additional questions to capture research topics of
interest to network members. For the purpose of this
study, rurality was assigned using the location of the sub-
mitting clinic and using the 2013 Urban–Rural Classifica-
tion Scheme for Counties.39

Evaluation of the educational events was completed
using evaluation forms distributed at the end of the
events. Until fall 2018, this was done using paper forms,
and since 2019 all attendees receive an email survey,
followed by five reminders. The survey includes demo-
graphics, practice setting information, and statements
that assess satisfaction and usefulness of the event using
a 4-point Likert-scale (Excellent, Good, Fair, Poor). To
assess knowledge increase, participants were asked to
rate their skills/knowledge for each educational objective,
using a before/after side by side table, where individuals
rate their skills levels using a 5-point Likert, where 1 indi-
cated low ability, and 5 indicated high ability (sample
paper-evaluation form in Text S1).

Study data were collected and managed using RED-
Cap (Research Electronic Data Capture) tools hosted at
University of Wisconsin—Madison.40,41 REDCap is a
secure, web-based software platform designed to support
data capture for research studies, providing (1) an intui-
tive interface for validated data capture; (2) audit trails
for tracking data manipulation and export procedures;
(3) automated export procedures for seamless data down-
loads to common statistical packages; and (4) procedures
for data integration and interoperability with external
sources.

Data analysis

Descriptive statistics are used to describe patients' demo-
graphics and attendance of healthcare providers at net-
work events. To compare changes in skill or knowledge

after the program, we described the difference between
the before and after average scores for each topic and
determined statistical significance using the Wilcoxon
signed rank test for not normally distributed samples. A
two-sided p-value of <0.05 was considered statistically
significant. All analyses were performed using SAS ver-
sion 9.4 and Microsoft Excel software. Data collection
and study protocols were approved by the University of
Wisconsin—Madison Institutional Review Board. This
manuscript was redacted to comply with the SQUIRE
guidelines for reporting quality improvement activities.42

RESULTS

Between 2006 and 2021, the number of clinics affiliated
with the WAI Dementia Diagnostic Clinic Network
ranged from 32 to 44. This number has varied due to
multiple factors, as new clinics open, others close due to
a variety of factors such as: physician retirement, mergers
across health systems, changes in workflow, and/or clinic
closure due to financial constraints. Over this time
period, we collected data on 25,000 patients seen by WAI
affiliated clinics (Table S3). This report will focus on
describing the clinic network and its associated outcomes
between 2018 and 2021, as during this time period there
were no changes in data collection forms or protocols.

Clinic characteristics

As of fall 2021, the clinic network was comprised of
38 clinics affiliated with 26 different healthcare systems
or independent medical groups, and located in 21 counties
(Figure 1). Most of Wisconsin is considered rural
(Figure 1), with a larger population density in the south-
eastern corner of the state. However, the rural areas of
the state have a larger proportion of adults older than
65 years old (Figure 2A). Figure 2B shows the location of
the clinics and the driving time from the surrounded
areas. Despite a large proportion of the state being rural,
most of the state's population lives within 1-h driving dis-
tance from an affiliated clinic (Figure 2), which high-
lights the network's commitment to improving access to
dementia care by providing education and resources to
physician across Wisconsin.

The WAI-affiliated clinics are primarily housed
within primary care practices (56%), with the remainder
based in neurology (29%) and psychiatry (15%). Regard-
ing the composition of the healthcare teams, 95% of the
teams have a physician (MD or DO), 76% have a nurse or
nurse practitioner, 63% have a psychologist or neuropsy-
chologist, 59% have a social worker, 12% have an
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occupational therapist, and 24% have other types of staff
members (e.g., administrators).

Patient characteristics

Overall, 92% of patients were age 65 years and older, 60%
were female, and 92% were white (Table 2). Primary care
providers referred 77% of patients to the memory clinics.
Self-referral or word-of-mouth accounted for 21% of
patients, while the rest were referrals from other organi-
zations or healthcare providers.

Educational outcomes

Table 3 shows the distribution by profession and practice
setting and overall satisfaction with the events per year.

In 2020 and 2021, all events were virtual/online due to
the COVID-19 pandemic and public health recommenda-
tions. Learner satisfaction was consistently high, with
most attendees rating the educational programs overall
as excellent or good (>98% each year). Moreover, 98% of
attendees considered the educational programs to be rele-
vant to their work and 82% indicated an ability to apply
most/all of the information in their clinical practice.
Some of the topics that demonstrated larger improve-
ments were related to health disparities in ADRD, ethics,
and care management.

DISCUSSION

The WAI Dementia Diagnostic Clinic Network is a com-
munity of practice that aims to facilitate dementia care
partnerships across healthcare systems and provides

FIGURE 1 Location of the WAI

Dementia Diagnostic Network

Clinics according to population

density in the State of Wisconsin
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ongoing support, peer education, and professional devel-
opment for healthcare teams. This community also pro-
motes collaboration among WAI-affiliated clinics,
Aging & Disability Resource Centers, local support
groups, and the Alzheimer's Association. Our experiences
demonstrate that it is possible to establish and sustain a
community of practice across a variety of clinics and
healthcare systems, and to keep a diverse group of profes-
sionals engaged in interprofessional team-based
approaches to dementia care.

The success of WAI's Dementia Diagnostic Clinic Net-
work is a result of members' participation in a variety of
events and initiatives, which is facilitated by (1) having a
champion within each clinic or hospital; (2) “buy-in”
from clinic/hospital administration; and (3) having a full-
time staff member (i.e., clinic network manager) who
oversees the clinic teams and leads the development of
educational events and resources for use by Network
members. These elements are similar to those described
in other studies involving communities of practice.43

Mayrhofer et al. demonstrated that having champions
at several clinics provided the opportunity to increase the

capacity of the communities of practice to participate and
contribute to the achievement of the goals established by
the community.44 In our network, a champion is not an
official role or position, but rather describes a person
(usually a physician or psychologist) within the organiza-
tion that has the status to influence administration and
has insight to the political/financial dynamics of the
organization. This person usually can advocate for the
clinic by describing the importance for patients and their
support systems, and mobilizing resources to establish/
sustain the clinic. In our experience, institutional buy-in
is achieved by highlighting the indirect financial value of
the clinics to the organization (e.g., downstream revenue,
potential cost avoidance management, cost-effective
management of complex individuals, potential acute care
cost containment, and improvement of patient relation-
ships with providers and organization).

Changing clinician practice patterns is challenging,
highlighting the need for novel educational models to
change physician behavior.45,46 Standardized approaches
alone (e.g., toolkits) have poor efficacy in impacting phy-
sician behavior compared to more interactive models

(A) (B)

FIGURE 2 Area of service of the WAI Dementia Diagnostics Network Clinics based on (A) percent of the population that is 65 years old

or older, and (B) driving time. ADRC, Aging and Disability Resource Centers. Clinics refers to WAI affiliated clinics members of the WAI

Dementia Diagnostic Network
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such as workshops, panel discussions, academic detail-
ing, and Project ECHO® (Extension for Community
Healthcare Outcomes).45,46 Our community of practice
actively works in adopting and implementing interactive
educational tools, which have been shown to be efficient
in engaging individuals and facilitating the adoption of
new dementia care models. In our experience, the limita-
tions to implement collaborative models are related to
costs and change of institutional workflows. This high-
lights the need to include administrative staff and other
stakeholders in the conversations to assure support for
the care models, particularly in the early stages when
budgetary constraints might endanger the sustainability
of the memory clinic. Additionally, participation in train-
ing sessions and educational programs has been facili-
tated by WAI providing free or subsidized events for all
network members, including clinic staff.

WAI Network members have flexibility to participate
in data collection/research endeavors. However, data col-
lection and research capacity to assess health outcomes
remains a challenge, partly due to the highly variable
clinical contexts represented across the network. As
noted in the results, approximately half of the clinics sub-
mit data, mostly due to lack of time to collect data, high
turnaround of staff responsible for data collection, insti-
tutional restrictions, or processes of the clinic not com-
patible with data collection. To address these, the
network has simplified data collection protocols
(e.g., eliminating laboratory/testing variables), designing
data collection tools that can be easily used by new staff,
providing more comprehensive reports for clinics to
incentivize use, and evaluating of clinic-specific
workflows. However, the lack of dedicated staff time
remains the most important barrier. This highlights the
critical need to explore what types of support or incen-
tives might be necessary to facilitate research participa-
tion in studies that measure health outcomes in ADRD in
primary care settings. While WAI supports current and
developing dementia diagnostic clinics that provide
focused care for individuals from African American,
Native American, and Latinx communities (with services
in Spanish), these communities are not well represented
in data collection due to many of the barriers outlined
above.

One of the limitations of our descriptive study is that
we do not include the perspective of patients and care-
givers; however, literature suggests that the use of collab-
orative approaches and specialty clinics such as memory
clinics can improve the knowledge and comfort of care-
givers of patients with dementia.47 Our study also lacks
information regarding the costs associated with multi-
disciplinary care provided by the network clinics, and the
health outcomes experienced by our patients. Evidence

TABLE 2 Demographics at initial visit of patients seen at the

WAI Dementia Diagnostic Clinic Network, September 2018 to

November 2021 (N = 4710)

n %

Age (categories)

20–44 years –a 0.2

45–64 years 384 8.3

65–84 years 3309 71.8

≥85 years 906 19.7

Gender

Female 2752 60.2

Male 1811 39.6

Other/missing a 0.2

Race/ethnicity

African American non-Hispanic 85 1.8

Asian/Asian-American 27 0.6

Latino/Hispanic 172 3.7

Native American/Hawaiian a 0.4

Other non-Hispanic 61 1.3

White non-Hispanic 4344 92.2

Completed education

Elementary 127 2.9

Eight grade 373 8.5

High school 1788 40.9

College or more 2084 47.7

Residence

Lives with other adult 2964 64.4

Alone 1249 27.2

Assisted living 245 5.3

Nursing home 81 1.8

Other 61 1.3

Ruralityb

Non-core (rural) 710 15.1

Micropolitan (rural) 304 6.4

Metropolitan (not rural) 3691 78.5

Duration of cognitive symptoms

Less than a year 184 4.5

One year 1398 34.3

Two years 1029 25.2

Three years 535 13.1

Four years 272 6.7

Five years or more 661 16.2

aCensored due to a value lower than 20.
bAccording to the 2013 NCHS Urban–Rural Classification Scheme for
Counties, where metropolitan refers to counties with an urban core of
50,000 or more people; Micropolitan refers to counties with an urban cluster
population of 10,000–49,999, and non-core refers to nonmetropolitan

counties that did not qualify as micropolitan.
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TABLE 3 Outcomes at the network, provider and community level per year 2018–2021

2018 2019 2020 2021

Network level Number of clinics at the start of the year 32 35 38 40

New affiliates 4 4 3 1

Closed affiliates 1 1 1 3

Number of clinics at the end of the year 35 38 40 38

Provider level Number of attendees to events 560 588 637 629

Survey/evaluations response rate 413 (74%) 444 (76%) 465 (73%) 423 (67%)

Profession of attendees at network events (% of total
attendees)

Physician 19% 19% 13% 11%

Psychologist 11% 9% 7% 4%

Nurse/nurse practitioner 23% 22% 21% 11%

Social worker 21% 19% 17% 21%

Other 16% 15% 24% 20%

Employment location

Primary care setting 42% 44% 30% 28%

Medically underserved community 13% 19% 15% 16%

Rural area 25% 35% 36% 30%

Satisfaction with the eventsa

Program is relevant to attendees work 98% 99% 98% 99%

Would recommend to colleagues 96% 97% 99% 99%

Program met expectations 96% 96% 98% 99%

Knowledge gainedb

Overall 0.95 1.01 0.91 1.18

Core skills (e.g., diagnosis, assessments) 0.85 0.96 0.86 0.88

Disease related topics 0.95 0.89 0.73 1.32

Care management 0.84 0.63 0.90 1.37

Health disparities in ADRD 1.07 1.31 1.09 1.34

Ethics (e.g., amyloid disclosure) 1.07 0.96 1.01 1.17

Dementia risk/protective factors 0.96 1.37 0.88 –

Models of care/health services 0.89 0.94 0.93 0.99

Extent to which attendees can apply what they learned

All of it 23.2% 20% 26% 24%

Most of it 49.1% 60% 55% 46%

Half of it 20.1% 8% 9% 11%

Some of it 7.6% 10.36% 9% 12%

None of it 1%

Community level Number of patient forms submitted 1790 1769 1356 1185

% diagnosed with MCI 506 (28%) 614 (35%) 467 (35%) 453 (38%)

% diagnosed with dementia 656 (36%) 790 (45%) 677 (50%) 500 (42%)

Number of referrals to healthcare services (e.g., imaging,
labs)

631c 1482 1285 1125

Number of referrals to community services 738 581 604 568

aPercentage of attendees that referred that they strongly agree/Agree with the statement.
bParticipants were asked to self-rate their knowledge/skills before and after the program, using a 1–5 scale. This number was calculated using the formula
“After Knowledge – Before Knowledge = Knowledge gained.”
cIn 2018 the data collection form was changed to include referrals to imaging, laboratory, and other healthcare services. This includes only data for August–
December 2018.
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from other programs indicates that multidisciplinary and
coordinated care can increase quality of care,48 and these
can result in cost savings that range between $2856 and
$1136 per patient per year.20,21 It is important to note that
WAI's educational programs are less intensive than some
of the clinic models referenced here.

CONCLUSION

Communities of practice can help train geriatricians and
other primary care providers by providing ongoing oppor-
tunities to acquire skills and knowledge through shared
experiences, peer education, and access to educational
resources. Clinical teams can share important feedback
from diverse patient communities to ensure that clinical
care is culturally tailored to patient and caregiver needs.
Additionally, communities of practice can be used to
keep practicing clinicians up-to-date with advances in the
field, which is particularly important in the field of
ADRD, with the rapid advancement of early diagnostic
tools, such as amyloid positron emission tomography
(PET) imaging and blood-based biomarkers, which are
on the verge of moving from research into clinical
practice.49–51 These biomarkers may detect early risk for
dementia decades before symptoms develop, hence, as
the technology and evidence develop, primary care pro-
viders and other clinicians will need practical updates on
how to integrate biomarkers into their clinical practice,
in ways that are feasible to implement in diverse commu-
nities. In addition, the approval of novel therapeutics,
such as anti-amyloid therapies, will necessitate changes
to clinical practice and healthcare system infrastructure
to ensure that appropriate patients are correctly identified
and safely monitored throughout their treatment course.
Communities of practice can help clinicians navigate
such changes.

To sustain communities of practice, it is important to
meet the needs of clinical team participants while mini-
mizing interference with patient care activities. To
achieve this, dedicated staff are necessary to foster bi-
directional communications and to adjust educational
events and opportunities to the needs expressed by the
members. Communities of practice can be used in other
contexts to facilitate changes in practice patterns and pro-
vide education to new staff members in the healthcare
settings. Further research is necessary to explore the role
of other educational initiatives, such as academic detail-
ing and Project ECHO®, in the adoption and sustainabil-
ity of standards of care in dementia, and the effects that
these types of educational programs have on health out-
comes of diverse patients with ADRD and caregivers. At
this time, WAI is developing toolkits and other aids that

can be adapted by institutions and networks interested in
replicating our experiences, and developing new studies
to research the effects of the community of practice in
health outcomes of diverse populations.
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