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Abstract

Introduction: Institutional support, encompassing financial and training support, as

well as interdisciplinary teams, may be important for the quality of dementia primary

care for persons living with dementia. The aim of this studywas tomeasure the associ-

ation between the level of institutional support provided to primary care practices and

the quality of dementia care.

Methods: This was a cross-sectional chart review in 33 Canadian primary care prac-

tices tomeasure thequality of dementia primary careusing aquality of follow-up score.

The score was based on the assessment of 10 indicators. Practices were chosen using

a purposeful samplingmethodwith varying levels of institutional support for dementia

primary care (e.g., financial support, training, interdisciplinary team). A linear mixed-

effect model was used to measure the association between the level of institutional

support and the quality of dementia care.

Results: There was a significant association between the level of institutional support

and the quality of dementia care (mean difference = 23.5, 95% confidence interval:

16.4, 30.6).

Discussion: Providing more institutional support for primary care practices could be a

promising avenue to improve the care of persons living with dementia.
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1 INTRODUCTION

The World Health Organization (WHO) recognized dementia as a

global health crisis in 2015,1 highlighting the high economic cost and

suboptimal quality of current dementia care. Dementia care is often
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fragmented, uncoordinated, and inaccessible, andpersonswithdemen-

tia have lower chances of receiving the same quality of care compared

to those without.2–5 In light of these challenges, policymakers and

providers are searching for approaches to improve the organization of

services for persons with dementia.6,7
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There has been considerable effort in Canada to improve dementia

care. There have been several Canadian dementia strategies that have

been introduced provincially8–12 and nationally,13 which among other

elements, intend to improve dementia care by increasing financial sup-

port and training and are based on current Canadian guidelines.14 As

such, these strategies recommend dementiamanagement to be rooted

in primary care and many take advantage of existing interdisciplinary

care team structures, allowing for an integrated approach to dementia

primary care.2

However, whether this effort is associated with better quality of

care is unclear. Financial support, training, and interdisciplinary teams

are potential elements for implementing appropriate practices for

improving dementia care. TheWHO15 has indicated the importance of

funding or financial commitment to a dementia strategy, such as invest-

ing in the health system and services and in implementing and sustain-

ing dementia care strategy. Training the workforce to be equipped to

handle dementia care was also identified as a priority for strategies

to address.15 In addition, interdisciplinary teams may be an ideal envi-

ronment to implement good quality dementia care practices. Specif-

ically, existing and established primary care teams and funding were

instrumental in implementing new targeted programs for dementia in

three Canadian provinces.16 Thus, institutional support, when defined

as financial and training resources provided by varying levels of health

authorities to interdisciplinary primary care teams, could contribute to

improving the quality of dementia primary care.

Our study sought to measure the association between the level of

institutional support for dementia care in primary care practices and

the quality of dementia primary care for persons living with dementia

in Canada.

2 METHODS

2.1 Design, study population, and setting

We conducted a cross-sectional retrospective chart review in 33 pur-

posefully sampled primary care practices across various Canadian

regions in the three Canadian provinces of Ontario, Quebec, and New

Brunswick. These practices received various levels of institutional sup-

port for dementia primary care by regional health authorities.17–19

The level of institutional support of each region was categorized by

(1) consulting with primary care clinicians in the practices and with

experts in the field (11 physicians, five managers and decision-makers,

three patient and caregiver representatives) and (2) examining docu-

mentation of regional health authorities’ policies. Specifically, institu-

tional support was defined by whether the practice was in a region

that provided financial support for dementia care (yes or no), train-

ing for dementia care (yes, to some extent, no), and/or interdisciplinary

care teams (yes or no). We categorized the level of institutional sup-

port received in three levels: intensive, moderate, and none (Table 1).

An intensive level of institutional support for dementia care had exten-

sive training to all primary care clinicians, and funding incentive to hire

more nurses and social workers into existing comprehensive interdis-

RESEARCH INCONTEXT

1. Systematic review: We reviewed the literature using tra-

ditional sources (e.g., PubMed) and relied on our exten-

sive expert and stakeholder (policymakers, clinicians,

researchers, patient and caregiver representatives) net-

work to accumulate the most up-to-date and relevant

knowledge on dementia care.While there is an increasing

number of initiatives in primary care in the literature, the

effect of institutional support on the quality of dementia

primary care is not well established.

2. Interpretation: Our findings show that more institutional

support is associatedwith higher quality of follow-up care

for persons with dementia.

3. Future directions: The article proposes important direc-

tions for future evaluation of dementia initiatives, in

which the level of support is an important element to

consider. Increasing institutional support for primary care

practices through innovative policies and programs is an

avenue to improve the care of persons living with demen-

tia.

Highlights

∙ Dementia care strategies have been introduced in several

Canadian jurisdictions in primary care, with varying levels

of support from government or health authorities.

∙ Institutional support, such as financial support, training,

and interdisciplinary teams, is important for implementa-

tion of dementia caremodels.

∙ We found that intensive institutional support for demen-

tia care within primary care is positively associated with a

higher quality of follow-up in a primary care setting.

ciplinary primary care teams. A moderate level of institutional support

for dementia care had training to selected primary care clinicians inter-

ested in dementia care, already working in a comprehensive interdisci-

plinary team without additional funding. No institutional support had

no specific training, funding, or interdisciplinary teams.

This study was approved by the Research Ethics Boards of the Cen-

tre Intégré Universitaire de Santé et de Service Social (CIUSSS) du

Centre-Ouest- de-l’île-de-Montréal and from each Centre Intégré de

Santé et de Service Social or CIUSSS involved in Quebec, the Uni-

versity of Waterloo, the Université de Moncton and both regional

health boards in New Brunswick. Consent from the patients was not

required/possible. Rather, the director of each site granted our team

permission to access patients’ charts for research purposes.
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TABLE 1 Description of level of support for dementia care in
primary care practices in the research settings

Institutional Support

Intensive

Institutional

support

Training: yes; extensive training to all primary care

clinicians with academic detailing, online CMEa

Interdisciplinary teams: yes

Financial support: yes; for hiring additional nurses,

social workers

Moderate

Institutional

support

Training: some; moderate training with academic

detailing to selected primary care clinicians

interested in dementia care

Interdisciplinary teams: yes

Financial support: no; no additional funding

No Institutional

support

Training: no; no additional training

Interdisciplinary teams: no

Financial support: no; no additional funding

aCME, continuingmedical education.

2.2 Quality of follow-up score

For each practice, we conducted a retrospective cross-sectional chart

review of randomly selected patients age 75+ years livingwith demen-

tia who had a visit at the primary care practice during a 9-month obser-

vation period (between October 1, 2014 and July 1, 2016). The qual-

ity of dementia primary carewasmeasured using a quality of follow-up

score. The quality of follow-up score was based on validated tools, cur-

rent recommendations, and consensus guidelines.9,14,20,21 The score

was calculatedwith 10 indicators: documentation in the patient’s chart

for the assessment of their cognitive status, functional status, presence

or absence of behavioral and psychological symptoms of dementia,

weight, caregiver needs, aptitude to drive, home care needs, commu-

nity service needs (e.g., Alzheimer’s Society), the absence of anticholin-

ergic medication, and the discussion to introduce dementia-specific

medications. The score was calculated as the percentage of indicators

assessed in the observation period over the total number of eligible

indicators. Therefore, each 10-point increase in the quality of follow-

up score is equivalent to an additional indicator assessed. The quality

of follow-up score has been described elsewhere.22 Patients’ age and

sex were also collected.

2.3 Statistical analysis

2.3.1 Descriptive statistics

The mean and standard deviations (SD) of continuous variables (age,

quality of follow-up score) and frequencywith proportions for categor-

ical data (sex, level of institutional support) were calculated.

2.3.2 Modeling

A linear mixed model was used to measure the association between

the main explanatory variable, the level of institutional support, and

F IGURE 1 Themean quality of follow-up score of patients
(N= 734) in each institutional support group. The quality of follow-up
score was calculated as a percentage documented completion of ten
indicators in the patient’s chart: cognitive status, functional status,
presence, or absence of behavioral and psychological symptoms of
dementia, weight, caregiver needs, aptitude to drive, home care needs,
community service needs (eg, Alzheimer’s Society), absence of
anticholinergic medication, and discussion to introduce
dementia-specific medications. Intensive institutional support
included training, financial support, and interdisciplinary teams;
moderate institutional support included some training to interested
physicians and interdisciplinary teams; no institutional support did not
include financial support, training, or interdisciplinary care. Means are
unadjusted

the quality of dementia follow-up score. Additional explanatory vari-

ableswere patient age and sex. To account for the clustering of patients

within a practice, a practice number was included as a random effect.

We assessed the homogeneity of variances using a Levene’s test with

the dependent variable (quality of follow-up score) according to the

group (institutional support). Estimates andassociated95%confidence

intervals (CIs) were derived for each variable in the model. R statisti-

cal software was used.23 In addition, a bar plot of the unadjustedmean

quality of follow-up score of each institutional support group was pro-

duced.

3 RESULTS

In total, 734 patients 75+ living with dementia from 33 primary care

clinics (17 intensive institutional support, 8moderate institutional sup-

port, 8 no institutional support) had a chart review. There were 7.2%

patients from clinics with no institutional support, 32.8% from mod-

erate level of institutional support clinics, and 59.9% from intensive

level of institutional support. Mean age was 84.5 (SD= 5.4), 61%were

female (Table 2). The mean age was similar across groups, while there

were slightly fewer women in the moderate group. The Levene test

showed that the variances between groups were not significantly dif-

ferent. The unadjusted mean quality of follow-up score of the 734

patients was 48.6 (SD = 22.0). Figure 1 shows the unadjusted mean

quality of follow-up scores across patients at each level of institutional

support. The intensive institutional support group had a higher mean
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TABLE 2 Demographic characteristics of sample in primary care practices included in the study

Variable

Overall

N= 734

No institutional

support

Moderate

institutional

support

High institutional

support

N (%) 53 (7.2) 241 (32.8) 440 (59.9)

Female, n (%) 450 (61.3) 34 (64.2) 138 (57.3) 278 (63.2)

Age, mean (SD) 84.4 (5.4) 85.9 (5.9) 84.6 (5.5) 84.2 (5.3)

Quality of Care Score, meana (SD) 48.6 (22.0) 34.3 (17.0) 35.3 (19.9) 57.7 (18.9)

aMeans are unadjusted.

Abbreviation: SD, standard deviation

TABLE 3 Results of mixed linear model

Variable

Estimatedmean

difference

95% confidence

interval

Sex (F) –1.39 –4.20, 1.41

Age –0.18 –0.44, 0.07

Intensive level of

institutional supporta
23.49b 16.40, 30.57

Moderate level of

institutional supporta
1.08 –6.66, 8.83

aIn reference to the no institutional support patients.
bSignificant according to 95% confidence interval.

(57.7) than both the moderate and no institutional support groups

(35.3 and 34.3, respectively).

The results of mixed linear model showed that the intensive level

of institutional support was associated with a higher quality of follow-

up score (intensive vs. no institutional support estimated mean differ-

ence = 23.5, 95% CI 16.4, 30.6; moderate vs. no institutional support

estimatedmean difference= 1.1, 95%CI: –6.7, 8.8; Table 3).

4 DISCUSSION

Our study found that a higher level of institutional support for demen-

tia care in primary care practices, such as financial support, training,

and interdisciplinary primary care teams, was strongly associated with

a higher quality of dementia care. On average, the patients at practices

with moderate institutional support only had a 1.1 percentage point

increase in the quality of dementia follow-up score compared to no

institutional support; patients in practices with intensive institutional

support had a 23.5 percentage point increase compared to patients in

practices with no institutional support.

Previous studies have looked at the impact of training on dementia

care and have shown only modest results on quality of care and pri-

mary care knowledge in dementia.24,25 The literature on the impact

of financial support on the quality of care for dementia is surprisingly

scarce. Our study is the first to demonstrate that institutional support

that combines financial, training, and an interdisciplinary primary care

team had a positive association with quality of care. This is especially

stark considering that moderate institutional support, in which inter-

disciplinary teams and training was provided to only clinicians inter-

ested in dementia care, did not demonstrate a clinicallymeaningful dif-

ference on quality of dementia primary care compared to those sites

receiving no institutional support. This suggests that providing more

comprehensive support to primary care’s dementia care, such as train-

ing to all clinicians and additional funding, has a larger association with

quality of dementia primary care.

Our results alignwith a growing literature on the need for improving

our health-care systems for persons living with dementia.26–29 Other

research has found that multi-faceted support from policymakers is

essential for complex populations.30 Institutional support is an impor-

tant factor for effectively supporting dementia care within primary

care practices and sustaining programs for dementia.16 Our results

continue to highlight the need for institutional support for dementia

primary care for delivering better quality of primary care for persons

living with dementia.

Our study had several strengths and some limitations. The quality

of dementia primary care was measured using a quality of follow-up

score,whichmeasured the adherence to dementia care guidelines.22,32

Process measures, such as follow-up care, are an aspect of quality of

care.31 Furthermore, the chart reflects not only physician, but also

nurse and other health-care professionals’ activities. While the cross-

sectional design and unbalanced samples from each region (i.e., there

weremore patients and sites in intensive institutional support than the

other support levels) does not allow us to measure causation, this is

a large study with the collaboration from 33 practices across Canada,

offering a diversity of institutional support structures. In addition,

the unbalanced samples generally widen the confidence intervals and

thus, give more conservative results. Although the measure of insti-

tutional support was not a continuous variable, the categories were

collaboratively defined by consulting clinicians and experts and ana-

lyzing regional policies. Close monitoring of the data collection of the

patient’s chart yielded no missing data. Our study has not considered

organizational culture or clinician attitudes, which could also impact

quality of dementia primary care.

5 CONCLUSION

As the development and implementation of dementia initiatives and

strategies continues in Canada with a focus on strengthening primary
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dementia care, this study suggests that institutional support is a valu-

able aspect for the quality of dementia primary care. Without such

support, primary care practices might not be able to provide appro-

priate dementia care. A coordinated national and subnational effort to

provide financial, training, and interdisciplinary care teams to all pri-

mary care practices and clinicians would help provide high quality of

care in primary care practices for a growing population of personswith

dementia.
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