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D iagnostic uncertainty and the 
complexity of care required 
for patients with dementia 

remain considerable barriers to the 
early diagnosis and optimal manage-
ment of dementia in primary care.1,2 
As many as two-thirds of persons in 
the community with dementia re-
main undiagnosed3; the global preva-
lence rate of undiagnosed dementia 

has been estimated to be 61%.4 De-
layed diagnosis results in a higher 
burden of suffering, excessive emer-
gency department (ED) visits and 
hospitalizations, higher rates of 
care in hospitals while waiting for 
more appropriate alternate levels 
of care (ALC), premature institu-
tionalization, and higher avoidable 
health care costs.5,6 Early detection 

of dementia has many benefits, in-
cluding earlier initiation of treat-
ment for persons with dementia and 
their caregivers, education, counsel-
ing, and other services that can de-
lay decline, prevent crises (including 
preventing ED use), ease caregiver 
burden, and reduction of the heavy 
societal costs associated with hos-
pitalizations and long-term institu-
tionalization7,8 Currently, there is a 
heavy reliance on specialist physi-
cians for the diagnosis and manage-
ment of dementia, with as many as 
80% of patients with dementia being 
referred to specialists.9 Yet Canada 
faces a critical shortage of special-
ists,10 and wait times to access spe-
cialist care can be lengthy,11 further 
impeding early diagnosis and inter-
vention.  

Delayed and missed diagnosis of 
dementia has been attributed in part 
to inadequate physician knowledge 
and lack of relevant training.1,3 Stud-
ies have also found that physicians 
have difficulty differentiating types 
of dementia,12 lack knowledge of ear-
ly signs and symptoms of cognitive 
impairment,13 and lack confidence in 
their diagnostic skills.14,15 They may 
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BACKGROUND AND OBJECTIVES: Dementia often goes undiagnosed. A work-
shop was developed to provide primary care clinicians with a structured clinical 
reasoning approach to dementia diagnosis and brain map tool to differenti-
ate type of dementia. The purpose of this study was to examine the impact of 
this approach on self-perceived changes in knowledge, confidence, and ability 
to assess and manage memory problems and on self-reported application of 
learning to clinical practice. 

METHODS: Participants of 20 workshops (N=392) were invited to complete a 
reaction survey and of these, participants of 12 consecutive workshops (N=242) 
were invited to complete a 3-month follow-up survey to assess application of 
new learning to clinical practice and challenges experienced in doing so. 

RESULTS: In total, 355 reaction and 108 follow-up surveys were completed. 
Mean ratings of usefulness reflected that participants considered the clinical 
reasoning approach and brain map very useful to learning and knowledge trans-
fer. At follow-up, the majority of respondents reported they were more confident 
(79%) and better able to assess (79%) persons with cognitive impairment and 
more confident (88%) and better able to manage (86%) persons with cogni-
tive impairment. A number of practice changes and challenges were identified.   

CONCLUSIONS: These results add to a growing literature on strategies to im-
prove dementia care with effective continuing medical education. A structured 
clinical reasoning approach to cognitive impairment is effective in improving 
confidence and ability to assess and manage patients with cognitive impair-
ment, although participants continue to experience challenges in managing 
this complex condition. 
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perceive that specialists are most ap-
propriate for making dementia di-
agnoses,3,15 yet national consensus 
guidelines have recommended that 
the diagnosis and management of 
patients with dementia should large-
ly be the responsibility of primary 
care.16 Enhanced training in clini-
cal assessment and access to diag-
nostic tools have been identified as 
critical to improving the diagnosis of 
dementia.1,3,15  

To build capacity for dementia 
care, a continuing medical education 
(CME) workshop was developed by 
family physicians for family physi-
cians with the support of the On-
tario College of Family Physicians, 
Canada. The workshop was adapted 
from the curriculum of a comprehen-
sive 5-day interprofessional training 
program designed to develop prima-
ry care-based collaborative memory 
clinics.17 Building on the knowledge 
and resources created as a result of 
the memory clinic training program, 
the 3-hour CME workshop was de-
veloped to build capacity for demen-
tia care among family physicians 
working in practice settings that do 
not have a memory clinic to which 
they can refer patients. 

CME Workshop Curriculum
The objectives of this didactic and 
case-based workshop are to: (1) List 
features which allow the clinical dif-
ferentiation between normal aging, 
MCI, and dementia, and between 
common forms of dementias; (2) Ex-
plain common office-based cognitive 
tests and investigations that can as-
sist in the diagnosis; (3) Review basic 
initiation and monitoring of medi-
cations used in the management of 
patients with dementia; (4) Describe 
an approach to driving issues; and 
(5) Differentiate patients that can 
safely be diagnosed and managed 
by the family physician from those 
requiring a referral to a specialist. 
This workshop is 3 hours in length, 
consistent with recommendations for 
CME activities sponsored by the On-
tario College of Family Physicians. 
Within the workshop, participants 
are presented with a seven-step 

clinical reasoning model to simplify 
the process of accurately assessing 
patients with memory difficulties, 
and to further support the diagnos-
tic process, a “brain map” tool was 
developed to help organize clinical 
and cognitive test findings.18 

The seven-step clinical reasoning 
model (Figure 1) and brain map19 

provide clinicians with a structured 
approach to assessment. The process 
includes consideration of conditions 
that might present with cognitive 
symptoms, such as delirium or de-
pression, as well as screening for 
reversible causes consistent with Ca-
nadian consensus guidelines22,23 and 
consideration of medication adverse 
effects. If these are excluded, the 
next step is the differentiation of de-
mentia, mild cognitive impairment, 
and subjective cognitive impair-
ment.24 Final steps in this approach 
address care management and as-
sessment of driving safety concerns. 
The brain map assists physicians to 
differentiate potential types of de-
mentia by the order in which symp-
toms and cognitive deficits appear 
over time, based on common clini-
cal presentation features and areas 
of the brain typically affected by the 
various types of dementia. This clini-
cal reasoning model and brain map 
are described in more detail else-
where.18  

Consistent with the theory of cog-
nitive apprenticeship,20 these tools 
create a clinically relevant frame-
work to facilitate the diagnostic pro-
cess and impact health outcomes. A 
recent study of the introduction of 
algorithms for the assessment of pa-
tients presenting with falls or syn-
cope demonstrated a reduction in 
readmission rates from 12% at base-
line to 0% after implementation.21 
To reinforce and sustain learning 
gained in the workshop, laminated 
cards are provided summarizing fre-
quently-needed information such as 
dose titration of medications used in 
dementia care, drugs associated with 
high anticholinergic load and poten-
tial alternatives, considerations in 
fitness to drive, as well as the clinical 
reasoning approach itself. Research 

on CME indicates that the most ef-
fective methods to change behaviors 
involve multiple educational strate-
gies including written materials or 
toolkits.22 

The purpose of this study was to 
examine the impact of this workshop 
to provide primary care clinicians 
with a structured clinical reason-
ing approach to dementia diagnosis 
and brain map tool on self-perceived 
changes in knowledge, confidence, 
and ability to assess and manage 
memory problems and on self-report-
ed application of learning to clinical 
practice.

Methods
Participants
Study participants were primary 
care clinicians (family physicians 
and nurse practitioners) participat-
ing in 20 CME dementia workshops 
delivered between October 2012 and 
April 2016 (N=392). Eight workshops 
were delivered by two authors (LL, 
WW); and 12 were delivered by LL 
independently, in 14 cities in Can-
ada. 

Evaluation Design and Outcomes
A survey methodology was used 
in this study. The evaluation of 
this education workshop was guid-
ed by Kirkpatrick’s model for pro-
gram evaluation, which focuses on 
four levels of evaluation: reaction 
(eg, satisfaction), learning (knowl-
edge, skill acquisition), behavior 
(application of new knowledge), and 
results (anticipated impacts, eg, in-
creased diagnosis of dementia).23 
This study evaluated the first three 
levels of Kirkpatrick’s model focusing 
on overall perceptions of the work-
shop and relevance to practice (re-
actions), changes in knowledge and 
ability related to dementia assess-
ment and management (learning) 
and application of workshop learn-
ings to practice (behavior). Consis-
tent with social cognitive theory,24,25 
which predicts that confidence im-
pacts engagement in practice im-
provements, confidence in ability to 
assess and manage dementia were 
also evaluated in this study. 
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Data Collection
At the end of the workshop, par-
ticipants were invited to complete 
a paper-based survey in which they 
were asked to rate the workshop 
(fair, poor, good, very good, excel-
lent) and its relevance to their clini-
cal practice (5-point scale: strongly 
disagree to strongly agree). They 

were also asked to describe their 
practice setting, number of years in 
clinical practice, and to rate the ex-
tent to which their formal education 
prepared them to manage dementia 
(5-point scale: not at all to extreme-
ly well).  

Three months following the work-
shop, participants (N=242) of 12 

consecutively delivered workshops 
from October 2012 to November 
2014 received an invitation to com-
plete an online survey in which they 
were asked whether they had ap-
plied new knowledge from the work-
shop to their clinical practice, what 
challenges they experienced in doing 
so, and to describe at least one way 

 

Centre for Family Medicine Memory Clinic Clinical Reasoning Model 
 

1. Is it Delirium?   
Use the Confusion Assessment Method:45   

Acute onset and fluctuating course 
 +  

 Inattention  
    +  

Disorganized thinking or altered level of consciousness 
 

2. Is it Depression? 
Consider atypical presentations: anxiety, irritability, unexplained physical complaints, 
worsening of cognition 

 
3. Is there a reversible cause? 

Measure CBC, TSH, creatinine, electrolytes, calcium, glucose, vitamin B12 level; 
consider cranial imaging* 
 

4. Is it Dementia, MCI, or subjective cognitive decline?   
• Dementia: objective findings of cognitive loss with impairment of ADLs 
• MCI:  objective findings of cognitive loss without impairment of ADLs 
• Subjective cognitive decline: no objective findings of cognitive loss  

 
5. If it is Dementia, what type(s)? 

• AD:  initial short-term memory loss 
• VaD: vascular risk factors; neuroimaging evidence of cerebrovascular involvement 
• FTD:  younger age, behavioral symptoms and/or language impairment 
• DLB:  bradykinesia / features of Parkinsonism, fluctuating cognition, visual 

hallucinations 
• PDD:  dementia occurring > 1 year after onset of motor Parkinson’s disease 

symptoms 
 

6. How will you manage this? 
 

7. Is driving a concern? 
 

Modified from Lee et al.18 
AD=Alzheimer’s Dementia; ADLs=Activities of Daily Living; CBC=Complete Blood Count; DLB=Lewy Body Dementia; 
FTD=Frontotemporal Dementia; MCI=Mild Cognitive Impairment; PDD=Parkinson’s Disease Dementia; TSH=Thyroid-Stimulating 
Hormone; VaD=Vascular Dementia. 
*Recommended laboratory investigations and imaging are consistent with the fourth Canadian consensus guidelines. Criteria for 
ordering cranial imaging (CT or MRI) for suspected dementia include age < 60 years; rapid or unexplained decline in cognition or 
function; dementia of relatively short duration (< 2 years); recent, serious head trauma; history of cancer; use of anticoagulants or 
history of a bleeding disorder; history of urinary incontinence and gait disorders early in the course of dementia; unexplained 
neurological symptoms; presence of any new localizing sign; unusual or atypical cognitive symptoms or presentation; gait 
disturbance; or if the presence of unsuspected cerebrovascular disease would change clinical management. Data from Gauthier et al,46 
Chertkow et al,47 Chow,48 and Garcia.49  
 

 

Figure 1: Seven-Step Clinical Reasoning Model
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in which their practice had changed 
following the workshop (open-end-
ed response). Using 5-point rating 
scales (less now to more now), sur-
vey respondents were asked to rate 
their current level of knowledge, con-
fidence, and ability to assess and 
manage memory problems in com-
parison to prior to the workshop. 

In both surveys, using a 5-point 
rating scale (1=not at all, 5=extreme-
ly), respondents were asked to rate 
the helpfulness of the clinical reason-
ing approach, brain map, and other 
materials to their learning (work-
shop survey) and application to prac-
tice (follow-up survey).

Using SPSS 25.0 (IBM Corp, Ar-
monk, NY), descriptive statistics 
(frequencies, means, standard devi-
ations) were calculated. Chi-square 
analysis and analysis of variance 
were used, as appropriate, to test 
for significant differences in demo-
graphic characteristics. Open-ended 
responses were analyzed using de-
scriptive content analysis, in which 
reoccurring themes where identi-
fied.26 This study was approved by 
the Hamilton Integrated Research 
Ethics Board, McMaster University. 

Results
Ninety-one percent (N=355/392) of 
participants completed a workshop 
survey and 45% (N=108/242) com-
pleted the follow-up survey. The 
majority of respondents for both 
surveys were family physicians and 
were in group practice and had been 
in practice an average of 17 to 18 
years (Table 1). Mean ratings of their 
preparedness to manage demen-
tia based on formal training were 
moderately low, as reported in both 
surveys. There were no significant 
differences in these respondent char-
acteristics between the two surveys.

The workshop was well received, 
with the majority of survey respon-
dents providing ratings of very good 
(26%) or excellent (66%). Similarly, 
the majority of respondents agreed 
(sum of agree and strongly agree rat-
ings) that the workshop information 
was relevant to their practice (98%). 

At follow-up the majority of re-
spondents (>79%) reported that as 
a result of the workshop, they were 
more knowledgeable, better able, and 
more confident in their ability to as-
sess and manage memory problems 
(Table 2). 

The majority of respondents pro-
vided ratings of the clinical reason-
ing approach and brain map being 
very or extremely (sum of these 
two ratings) helpful to their learn-
ing for (85% and 93%, respectively) 
and to application to practice (84% 
and 66%, respectively). Mean rat-
ings of the helpfulness, or value, 
of the clinical reasoning approach 
and brain map reflected that par-
ticipants found these very useful 
to their learning (M=4.1 and 3.8, 
respectively) and to application in 
practice (M=4.5 and 4.3, respective-
ly; Table 3).

At follow-up, 92.6% (N=100) of 
survey respondents reported that 
they had applied what they had 
learned in the workshop to their clin-
ical practice. Lack of opportunity was 

identified as a key reason for inabil-
ity to apply new knowledge to prac-
tice. Analysis regarding the ways 
in which clinical practice changed 
as a result of this workshop gener-
ated eight themes related to prac-
tice change: (1) Improved screening 
and assessment with better use of 
assessment tools and an improved 
approach to diagnosis and manage-
ment; (2) Use of the brain map to 
better differentiate types of demen-
tia; (3) Improved recognition of delir-
ium and differentiation of dementia 
and delirium; (4) Improved prescrib-
ing with greater consideration giv-
en to impact on renal function and 
anticholinergic load; (5) Increased 
confidence and comfort in assess-
ing and managing cognitive im-
pairment; (6) Increased assessment 
and management of driving con-
cerns; (7) Improved understanding 
of when to refer for specialist con-
sultation; and (8) Better monitoring 
of patients with memory concerns. 
In applying new knowledge, respon-
dents reported challenges related to 

Table 1: Respondent Characteristics

Characteristics Workshop 
Survey (N=355) 

Follow-up 
Survey (N=108) 

Discipline

   Family physicians 344 (96.9%) 97 (89.8%)

   Nurse practitioners 11 (3.1%) 11 (10.2%)

Practice setting

   Solo practice 51 (14.1%) 16 (14.8%)

   Group practice 134 (37.8%) 32 (29.6%)

   Family health team 79 (22.3%) 35 (32.4%)

   Community health centre 11 (3.1%) 5 (4.6%)

   Hospital 22 (6.2%) 8 (7.4%)

   Other 48 (13.5)* 7 (6.9)**

Years in clinical practice, mean (SD) 16.6 (11.7) 18.4 (11.9)

Preparation to manage dementia,*** mean 
(SD)

2.9 (.77) 2.7 (.96)

Values are means with standard deviation or numbers with percentages (%). Percentages may 
not sum to 100% due to missing values.

* Combination of settings: solo/group practice and hospital (18), solo/group practice and long-term 
care (3) long-term care (10); family health organization (5); locums (5); hospital (2); miscellaneous 
(5). 

** Combination of settings: group and hospital (1), long-term care (1); family health organization 
(2), long-term care (2); occupational medicine (1).

***As rated on a 5-point scale: 1=not at all, 5=extremely well.
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time constraints, limited opportuni-
ties to use and develop skills, man-
aging difficult patient reactions to 
the assessment outcomes, and man-
aging complex cases. Quotes illus-
trating these themes are presented 
in Table 4.

Discussion
This study suggests that a workshop 
based on a structured clinical rea-
soning approach to dementia diagno-
sis and management may be helpful 
to participants’ learning and applica-
tion to clinical practice. 

In teaching about dementia, it is 
important to provide a structure or 
framework that organizes the tasks 

of assessment and treatment into 
a manageable role without over-
simplification. The cognitive load 
of learning such a complex domain 
may seem overwhelming without 
clear guidance and cognitive sche-
mas.27 The decision tools provided 
in this workshop may help to influ-
ence thought processes by providing 
a structure to frame and categorize 
complex aspects of a clinical situa-
tion to guide clinical practice.28 This 
is similar to the concept of scaf-
folding, a metaphor for providing 
learning support, such as clinical 
algorithms, during teaching as one 
provides a physical scaffold around 
a building under construction, and 
which addresses the learning of con-
cepts and metacognitive skills.29,30 
Several studies have described the 
use of instructional scaffolds as 
structured approaches to facilitate 
learning.29,31 

It is likely that peer teaching also 
contributed to the effectiveness of 
this educational opportunity. One 
possible consequence of specialists 
teaching family physicians about 
dementia is the unspoken message 
that only specialists can effectively 
manage dementia, leaving physi-
cians more knowledgeable, but hes-
itant to tackle such a complex topic 
without referral. The workshop de-
scribed here was designed by family 
physicians for family physicians tak-
ing into account how family practice 
functions. Learners may gain more 
confidence in their ability to apply 
new knowledge when new strate-
gies, processes, and approaches are 
shared by teachers working within 
the same context. The importance 
of family physicians learning from 
family physicians is a basic tenet of 
family medicine curriculum reform, 
which emphasizes centering educa-
tion in family medicine with the use 
of family medicine educators with-
in family medicine settings, so as to 
be relevant to the learning needs of 
residents.32

Despite clinicians reporting prac-
tice improvements associated with 
this educational initiative, they 
nonetheless experienced challenges 

Table 2: Ratings* of Current Level of Knowledge, Confidence, 
and Ability to Assess and Manage Memory Problems in 

Comparison to Prior to the Workshop (N=108)

Variable Less Now About the 
Same More Now

Knowledge about the assessment of 
memory problems 0 3 (2.8%) 48 (84.3%)

Knowledge about the management of 
memory problems 1 (0.9%) 3 (2.8%) 95 (88.0%)

Ability to assess memory problems 0 14 (13.0%) 85 (78.7%)

Ability to manage memory problems 0 5 (4.6%) 93 (86.1%)

Confidence in ability to assess memory 
problems 0 10 (9.3%) 86 (79.3%)

Confidence in ability to manage 
memory problems 0 4 (3.7%) 95 (88.0%)

Values are numbers with percentages (%). Percentages may not sum to 100% due to missing data.

*5-point rating scale: 1=less knowledgeable now; 3=about the same; 4=more knowledgable now; 
5=much more knowledgeable now. “Less now” ratings are the sum of “1” and “2” ratings; “More 
knowledgeable now” is the sum of “4” and “5” ratings. 

Table 3: Workshop Participants’ Mean Ratings* of the Helpfulness of 
Materials and Resources Distributed at the Workshop to Their Learning 

(Workshop Survey) and Application to Clinical Practice (Follow-up Survey)

Materials/ Resources Workshop 
Survey (N=355)

Follow-Up Survey 
(N=108)

Brain map 4.3 (.76) 3.8 (.91)

Handouts/reading material 4.5 (.61) 4.2 (.63)

Seven-step clinical reasoning approach 
card 4.5 (.62) 4.1 (.77)

Dose titration of cognitive enhancers 
card 4.4 (.69) 4.1 (.78)

Pharmacotherapy card 4.4 (.69) 4.1 (.79)

Dosing  adjustments for renal 
impairment card 4.3 (.76) 4.0 (.85)

Drugs with high anticholinergic load and 
alternatives card 4.4 (.70) 4.1 (.78)

Values are means with standard deviation.

*As rated on a 5-point scale: 1=not at all helpful; 5=extremely helpful.
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associated with dementia care, many 
of which are well documented in the 
literature.1,3 These challenges may 
be addressed through the recent de-
velopment of interprofessional and 

collaborative care approaches to 
dementia within the primary care 
setting.33 The Primary Care Col-
laborative Memory Clinic model in 
which family physician-led memory 

clinics are embedded in group prac-
tice settings provides comprehensive 
assessment and recommendations 
for management and continuing 
shared care with the patient’s own 

Table 4: Practice Change and Challenges Experienced in Applying New Knowledge to Practice

Theme Description Quotes

Practice Change

Improved screening, 
assessment and 
management

Practice improvements were 
related to improved screening 
and assessment, particularly as 
related to the use of the brain 
map to better differentiate types 
of dementia, improved recognition 
of delirium and improved 
prescribing.

“Improvement in targeted screening of patients.”

“More efficient screening approach.”

“The brain map tool has been helpful in providing specific 
elements of the assessment of delirium, depression and 
cognitive impairments.”

“Brain Map was useful for looking at location and types of 
deficits.”   

“As a result of the workshop I can differentiate delirium 
from dementia and recognize delirium on dementia.”

“With every patient, especially the elderly, I always ask is 
the medication necessary, and does/can it do harm. Now 
I ask myself: How is the medication excreted? and Does 
the patient have the renal/liver function to deal with 
excretion?”

“More familiarity with medications for dementia….Have 
altered the choice of anti-psychotics for agitation in acute 
care setting.”

“I have had several patients with delirium and it has given 
me a framework and more confidence in my assessments.”  

Increased confidence 
and comfort in 
assessing and 
managing cognitive 
impairment

Using a structured approach 
increased clinicians’ confidence in 
their ability to assess and manage 
persons with cognitive impairment 
and they felt more comfortable 
doing so.

“Greater confidence and ease in dealing with patients and 
their families with cognitive impairment issues.”

“I feel more confident in assessing a patient and guiding 
them and their families in treating and dealing with 
dementia.”

Increased assessment 
and management of 
driving concerns

Clinicians are assessing and 
managing driving safety concerns 
more frequently than previously.

“I am looking more at screening patients for driving. Many 
times I wouldn’t discuss driving as there are always other 
things to cover but now discussing driving is a higher 
priority for me.”

“Monitoring closely for driving and self-care, safety.”

Improved 
understanding of when 
to refer to specialist

Clinicians are more aware of what 
they are able to manage at a 
primary care level and the criteria 
for referring patients for specialist 
consultation.

“I am more comfortable knowing when it is appropriate to 
refer to a geriatric specialist.”

“More selective in referral.”   

Better patient 
monitoring 

Improved understanding of 
memory disorders, including 
subjective cognitive impairment 
and dementia sub-types, has 
facilitated appropriate monitoring 
of patients over time.

“I will keep a more vigilant eye on patients with subjective 
cognitive loss as this may be a harbinger of further 
cognitive decline.”

(continued on next page)
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Theme Description Quotes

Challenges Experienced in Applying New Knowledge

Limited time in clinical 
practice for assessment

Time constraints in busy family 
practices make it difficult 
to conduct comprehensive 
assessments for cognitive 
impairment. 

“Trying to apply the tools and apply it in the clinic setting 
with time constraints.”

“Time is a challenge to appropriately do testing.”

Limited opportunities 
to use and develop 
skills

Depending on the patient 
demographics within family 
medicine practices, and for family 
physicians working in acute care, 
limited opportunities to apply 
what they have learned threatens 
their ability to retain new 
knowledge.

 “Infrequent opportunities with patients in the acute care 
setting causes memory lapses and the need the review the 
lecture.”

Managing difficult 
reactions to the 
assessment outcomes 

Patient and family member 
reactions to assessment outcomes, 
such as upset related to disclosure 
of dementia diagnosis or driving 
safety concerns, are challenging 
and poses a threat to their 
therapeutic relationship.

“Resistance from seniors as I am questioning issues 
that lead to removal of a driver’s license and therefore 
independence.”    

“Getting both patients and families of patients on board 
with a diagnosis and treatment plan has been challenging.”        

Managing complex 
cases with multiple 
issues

Assessing and managing dementia 
is challenging at best, and 
becomes more complicated in 
presence of multimorbidity and 
complexity. 

“There is still some challenge in identifying specific causes 
of delirium given that most of my patients are either on 
opioids, antipsychotics, prokinetcs, benzodiazepines or 
antiemetics.”

Table 4, continued

primary care physician.34 This care 
model has demonstrated ability to 
address several challenges associat-
ed with dementia care in primary 
care practice such as timely access 
to diagnosis, assessment of driving 
concerns, and need for interdisciplin-
ary care.35 Such practice setting and 
system-level initiatives may be com-
plementary to brief CME opportuni-
ties, as the one presented here for 
physicians and other brief programs 
targeting interprofessional groups,36 
which aim to develop skills at an 
individual clinician level. Together, 
such programs can build capacity 
within primary care to effectively de-
liver person-centered care that meets 
the needs of an aging population. 

Limitations 
There are several limitations to this 
study. The measurement of outcomes 
and impacts in this evaluation study 
were primarily based on self-report. 
Although there is no objective data 
to support reports of practice change 

in this study, self-reported self-effi-
cacy and confidence have been as-
sociated with practice behaviors,25 
suggesting that the changes to con-
fidence and abilities reported in this 
study potentially did impact behav-
ior. This is supported by the respons-
es to the 3-month follow-up survey 
listing numerous specific changes to 
practice behavior attributed to the 
workshop. Self-assessment meth-
ods have been used effectively in 
several studies to examine learners’ 
evaluations of the impacts associat-
ed with medical education37-39 and to 
evaluate program effectiveness and 
quality.40 Using perceived change 
methodology in the follow-up sur-
vey may have introduced a response 
bias reflecting what is expected with 
overestimations of practice chang-
es.41 More objective measures of 
practice change would be ideal (eg, 
chart audits), however for pragmat-
ic reasons this was not possible. 
The response rate for the follow-up 
survey was low (45%), likely due to 

this initiative being limited to the 
one workshop 3 months prior; how-
ever, those who completed the sur-
vey were demographically similar 
to the entire sample. It is possible 
that those who did not respond to 
the follow-up survey may have had 
differing experiences. A recent study, 
using a similar methodology to as-
sess the impact of an interprofes-
sional half-day dementia workshop 
also experienced a low response rate 
to a 3-month post-training survey; 
this corroborates the difficulties as-
sociated with acquiring ample fol-
low-up responses for brief training 
initiatives.36 An additional limitation 
is that the individuals who partici-
pated in this workshop were self-se-
lected and thus highly motivated to 
complete the training. This selection 
bias may limit the generalizability of 
these findings. Future studies could 
explore the value of this structured 
approach in family medicine residen-
cy programs.
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Conclusions
This paper adds to a growing body 
of research on strategies to improve 
dementia care with effective CME 
interventions. A 3-hour workshop fo-
cused on an organized approach to 
cognitive impairment, using didac-
tic presentations, case-based discus-
sion, and laminated pocket cards of 
the “brain map” and clinical reason-
ing model was effective in improv-
ing participants’ confidence to assess 
and manage patients with cognitive 
impairment, with self-reported im-
provements to dementia assessment 
and management. Nonetheless, clini-
cians continued to experience chal-
lenges in providing dementia care, 
highlighting the complexity of this 
condition and need for multiple 
strategies for capacity building in 
primary care. 
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