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Memory clinics have been promoted as opportunities for
improving dementia diagnosis and care. This article de-
scribes the implementation of an interdisciplinary memory
clinic within primary care in Ontario, Canada, that aims to
provide timely access to comprehensive assessment and care
and to improve referring physicians’ knowledge of the
management of dementia through collaborative care and
practice-based mentorship. Between July 2006 and Sep-
tember 2009, 246 initial and follow-up assessments were
conducted with 151 patients, a high proportion of whom
received a new diagnosis of mild cognitive impairment
(44.4%) or dementia (19.2%). A trial of cholinesterase in-
hibitors was recommended for almost all patients newly
diagnosed with dementia. Management interventions and
recommendations included social worker outreach, long-
term care planning, home safety or driving assessments,
referral to community resources, and periodic follow-up
and monitoring. A small proportion of patients (7.8%)
were referred to a specialist. Surveyed patients and care-
givers were very satisfied with their visit to the clinic. A
chart audit conducted by two independent geriatricians in-
dicated agreement with diagnosis and intervention, partic-
ularly related to use of specialists. The results indicate that
memory clinics within primary care settings can support
capacity building to ensure quality assessment and man-
agement of dementia at a primary care level. J Am Geriatr
Soc 2010.
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Despite the profound effects associated with Alzheimer’s
disease and related dementia (ADRD), family physi-

cians often do not recognize cognitive impairment.1 It has
been estimated that one-quarter to two-thirds of people
with ADRD are not diagnosed and treated.2,3 Unrecognized
dementia increases the risk for delirium, motor vehicle ac-
cidents, medication errors, financial difficulties, caregiver
burnout, early institutionalization, and high healthcare
costs.4,5

Failure to recognize dementia has been attributed to
lack of knowledge about dementia,6 lack of familiarity with
cognitive screening,2,7 lack of symptom recognition,8 and
the challenging psychosocial and ethical aspects of care for
patients with declining cognition.9 A survey of 127 primary
care physicians revealed that one-third were not confident
about their ability to diagnosis dementia and two-thirds
were not confident about their ability to manage dementia-
related symptoms.10 Dementia care has been described
as more difficult to manage than other chronic disease
conditions.11

Early detection of dementia is critical to ensuring that
persons with dementia and their caregivers have access to
treatment, education, counseling, and other services that can
delay decline, prevent crises, ease caregiver burden, and de-
lay institutionalization.12 The development of specialized
memory clinics has been promoted as an opportunity to
improve the diagnosis and management of dementia13–16

and support caregivers,17 yet many such clinics are located
in tertiary care settings, geriatric research centers, and spe-
cialized psychiatry services15,17 at arm’s length from primary
care and with family physicians often ceding, rather than
sharing in, important aspects of the care of their patients to
these specialized services. In Canada, there is a shortage of
specialists such as behavioral neurologists, geriatricians, and
geriatric psychiatrists.18 Time to access specialist care can be
lengthy, and improving the efficiency of access to existing
specialist resources is of paramount importance.

With established and ongoing relationships with pa-
tients, family physicians are in an ideal position to assess
and manage dementia, including ensuring that patients and
caregivers are linked to the appropriate community and
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psychosocial supports. Emerging evidence on the potential
effect of primary care memory clinics is positive.19 The po-
tential exists for these clinics to diagnose dementia earlier,
accurately implement comprehensive evidence-based care,
and use specialists more efficiently, reducing wait times for
specialist care.

This article describes the implementation of a memory
clinic operated within a primary care setting and provides
some preliminary evidence of its effect on patients and
caregivers, referring health professionals, and use of spe-
cialist services.

PROGRAM DESCRIPTION

To address the challenges of caring for patients with cog-
nitive difficulties, the Centre for Family Medicine (CFFM)
Family Health Team (FHT), in Kitchener, Ontario, estab-
lished a memory clinic in 2006. In Ontario, Canada, FHTs
consist of groups of health professionals (physicians,
nurses, social workers, pharmacists, and other interdisci-
plinary healthcare providers) working together to provide
primary care to patients as a patient-centered approach to
care that is garnering increasing attention.20 The CFFM is a
well-established FHT that includes 11 full-time family phy-
sicians caring for a patient base of approximately 20,000
patients in an urban setting with a population of 302,143.21

The memory clinic represents an innovative, interdisciplin-
ary approach to the management of dementia that aims to
provide timely access to comprehensive assessment and to
improve family physicians’ knowledge of cognitive impair-
ment and their confidence and comfort with managing
cognitive impairment through collaborative care and prac-
tice-based education and mentorship.

Figure 1 is a diagram illustrating patient flow through
the clinic. The clinic currently consists of one family phy-
sician lead, two registered nurses, one social worker, one
pharmacist, and one receptionist (but may function ade-
quately with a minimum of one physician and two nurses).
Before the assessment date, the social worker and pharma-
cist review each patient chart to determine whether their
assessments are needed (if there is any suggestion of poten-
tial depression or mood changes, safety concerns, caregiver
stress or need for community supports, or concerns about
medication adverse effects or adherence); the team nurse
and physician may request their services if it becomes ev-
ident that they are needed. The pharmacist and social
worker are involved in approximately 50% of assessments.
A designated geriatrician is available for consultation over
the telephone or e-mail support to the lead physician and to
directly assess more-complex patients. Collaborative work-
ing relationships between physicians in which the specialist
is aware of and trusts the expertise and skills of the lead
family physician are necessary. This type of consultation
requires sufficient information for reasonable decision-
making, good documentation, and explicit identification of
the responsibility of the lead physician.

The clinic operates 1 to 2 days per month, with four
new assessments and two follow-up appointments sched-
uled each clinic day. Urgent referrals are seen within 1
month of referral (sooner if the referring physician specifi-
cally requests). Nonurgent referrals are seen within at most
2 to 3 months from referral. This represents a significant

decrease in the length of time it takes to schedule an as-
sessment with geriatricians in the region. The typical wait
times to see a geriatrician in the region for a nonurgent
consultation are approximately 4 to 6 months. The time
commitment for new assessments ranges from 1.3 to 3.0
hours (average 2 hours), of which direct physician time is
approximately 0.6 hours. Follow-up appointments typi-
cally range in length from 0.8 to 2.3 hours (average 1.4
hours), of which direct physician time is approximately 0.7
hours.

The memory clinic’s approach to care is characterized
as collaborative, capacity building, and evidence based.

COLLABORATIVE CARE

Collaborative care approaches, involving care provided by an
interdisciplinary team, have been recommended as an effec-
tive strategy to address the challenges of providing dementia
care in primary care settings.23–26 The CFFM Memory Clinic
distinguishes itself from other specialty clinics in that it func-
tions to enhance the care that family physicians can provide at
a primary care level. The aim is not to replace the role of the
patient’s own family physician or the role of the consultant,
who remains an invaluable resource for more challenging
patient concerns. The patient’s own family physician main-
tains a critical role in the management of their patient in
having established a trusting relationship over time and a
broader understanding of the patient and his or her illness in
the context of family and culture. Referring physicians are
encouraged to share in the responsibility of informing pa-
tients about the Memory Clinic assessment. Physicians are
provided with tear-away pads outlining information to pa-
tients about what to expect during their Memory Clinic visit
(duration, the need to bring a family member or friend with
them, assessment of driving safety). Patients are given this
sheet at the time that their family physician suggests a referral
to the Memory Clinic. Referring physicians are informed
when patients decline to schedule an assessment; clinic staff
are available to assist the physician with strategies to increase
likelihood of acceptance of the referral.

A geriatrician supporting the Memory Clinic is avail-
able to discuss challenging questions or concerns that may
arise with the family physician lead. If it is felt that a referral
to a specialist is required, a formal consultation request is
arranged. In Ontario, the Ministry of Health and Long
Term Care provides alternate funding solutions to allow
geriatricians to earn payments that are not directly depen-
dent on the numbers of patients seen.

Evidence-Based Care

The clinic uses evidence-based assessment tools (Figure 1) to
balance diagnostic accuracy with efficient, sustainable use of
resources within an FHT model of care. Assessments are pa-
tient centered, and the use of specific assessment tools
individualized to the needs of the patient. There is no ac-
cepted, agreed-upon, or recommended way to diagnose or
screen for mild cognitive impairment (MCI),27 but in the clinic,
the diagnosis of MCI is based on a structured clinical process
consisting of standardized multidomain cognitive tests and as-
sessment of functional ability, which are complemented with a
thorough history from the patient and caregiver. As in many
areas in medicine, the process of diagnosing MCI is based on
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clinical reasoning informed by available evidence-based sci-
ence, experience, and interactions with the patient.

Capacity Building

There is a need to improve physician ability to recognize
cognitive impairment and in particular to diagnose demen-

tia in its early stages.1,7 The clinic ultimately aims to assist
and empower family physicians to develop a greater degree
of comfort and skill in managing patients with cognitive
problems. After completion of the comprehensive assess-
ment, recommendations for management are provided to
the family physician in a brief message relayed directly
through the patients’ electronic medical record on the day

Family physician: identifies memory concern or there is patient or family concern related to 
memory loss or there is difficulty managing a case involving dementia; physician initiates referral. 

Appointment arranged: Patient/caregiver is contacted with appointment time and mailed forms to 
be completed and brought to the appointment. 
• Forms include Functional Activities Questionnaire and request for information on medical, 

psychiatric, educational and family history. 
• Patients are advised of the duration of appointment (up to 3 hours) and the importance of 

bringing a family member or friend along to the appointment 

Team Assessment 

Nurse:  reviews patient 
information forms, obtains further 
details of medical and social 
history, and administers cognitive 
tests.  These include MMSE and/or 
MoCA (depending on preliminary 
assessment of level of functioning 
of the patient), Trails A and B if 
the patient drives, CLOX, animal 
list generation, +/− other tests of 
executive function (Luria hand 
test, tests for apraxia, etc.) if 
history suggests executive 
dysfunction.

Social Worker: assesses 
for depression using 
SIGECAPS or Cornell Scale 
for Depression in Dementia, 
administers Frontal-
Behavioral Inventory if 
symptoms or signs suggest 
executive dysfunction, 
assesses for caregiver 
burden/burnout, and assesses 
need for home safety 
assessment and community 
supports.  

Pharmacist: reviews
medications for 
anticholinergic load 
and assessed for 
medication non-
adherence and 
potential drug adverse 
events.  If appropriate, 
provides strategies to 
improve medication 
adherence. 

Physician and Team: Review results together --> initial problem formulation and 
management plan 

• Meet with patient and family members to: clarify history and/or need for 
further assessment; review findings and diagnosis; present plan of 
investigations and management.

Physician: Immediately following assessment sends brief message to referring 
physician via electronic medical record summarizing the outcome of the 
assessment and recommendations. 

• Post Assessment: As appropriate, arrangements are made for investigations , medication 
modifications, community supports and services, and, if necessary, referral to specialist. If 
necessary, team physician discusses concerns with supporting geriatrician.  

• Follow-up is arranged with the patient’s family physician, and, if necessary, with the Memory 
Clinic.

Capacity Building: Comprehensive report is prepared by the team physician in the patient’s 
electronic record outlining the history, cognitive test findings, assessment, and management plans; 
ongoing support provided by the team physician for the referring family physician. 

Figure 1. Flow diagram of Family Health Team Memory Clinic Model of Care.
1Laboratory investigations and imaging are ordered as appropriate and consistent with Canadian Consensus Guidelines: Patterson, C.J.S.,
et al., The recognition, assessment and management of dementing disorders: conclusions from the Canadian Consensus Conference on
Dementia. CMAJ. 1999;160 (suppl 2): S1–S15 and Chow, T. Structural neuroimaging in the diagnosis of dementia Alzheimer’s Dementia,
2008;3:333–335. May include: complete blood count, thyroid-stimulating hormone, serum levels of creatinine, electrolytes, B12, calcium,
and glucose. Criteria for ordering cranial CT scans for suspected dementia: age less than 60 years, rapid or unexplained decline in cognition
or function, dementia of relatively short duration (less than 2 years), recent, significant head trauma, history of cancer, use of anticoagulants
or history of bleeding disorder, history of urinary incontinence and gait disorders, unexplained neurologic symptoms, presence of any new
localizing sign, unusual or atypical cognitive symptoms or presentation, or gait disturbance. MRIs are not ordered routinely.
2Follow-up is as needed and based on current guidelines: 6–9 months if the patient is driving with Mild Cognitive Impairment or dementia,
1-year otherwise, and usually 3 months if there is medication initiation or adjustment. If there is rapidly progressing dementia (e.g.,
frontotemporal dementia), reassessment may be offered sooner or referral to specialist initiated. Referring physicians may request follow-up
at any time.
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of the assessment and in a detailed report that is designed to
increase physician understanding of the reasoning that un-
derlies the treatment recommendations. In collaboration
with the Ontario College of Family Physicians, the CFFM
Memory Clinic developed an accredited, comprehensive 5-
day training program to help develop interdisciplinary
memory clinics within other primary care settings within
the region. Currently, 13 new primary care memory clinics
are being established; an evaluation of this continuing ed-
ucation initiative is under way.

METHODS

An evaluation of the Memory Clinic was undertaken to de-
scribe the services provided and identify associated effects.
The University of Waterloo Office of Research Ethics for re-
search involving human participants approved this study.

Referral and Service Tracking

Memory Clinic staff collected information related to pa-
tient date of referral, referral status (urgent vs nonurgent),
age, sex, presenting problem, assessment diagnosis, and
treatment recommendations for all patients assessed from
July 11, 2006, to September 22, 2009.

Patient and Caregiver Satisfaction Survey

After their clinic appointment, patients and caregivers were
invited to complete a brief anonymous paper-based survey
to assess their satisfaction with the clinic; this was com-
pleted in the waiting room and returned in a sealed enve-
lope. A research associate opened the envelopes and entered
the data into an electronic database. Using a 5-point Likert
scale (strongly disagree to strongly agree) respondents rated
a number of aspects of the clinic (timeliness, quality of ex-
planations, willingness to recommend the clinic to others,
value of the clinic in addition to regular primary care). A 7-
point Likert scale (extremely dissatisfied to extremely sat-
isfied) was used to rate overall satisfaction with the clinic
visit. These surveys were distributed from October 21,
2008, to July 17, 2009.

Physician Survey

All of the 11 family physicians working in the CFFM were
invited to complete an anonymous on-line survey to assess
their satisfaction with the clinic and support received. Using
a 5-point rating scale (strongly disagree to strongly agree),
respondents rated various aspects of the clinic (timeliness of
access to assessment, assessment and treatment recommen-
dations, effects on their knowledge and management of
dementia). Using a before-and-after methodology,28 re-
spondents rated current outcomes such as confidence and
capacity to manage memory problems in comparison with
before their involvement with the Memory Clinic.

Chart Audit

Two geriatricians independently audited the charts of 30
consecutively assessed patients as a method of quality as-
surance. The chart audit tool was one that the College of
Physicians and Surgeons of Ontario29,30 developed, in
which quality indicators (e.g., diagnosis, investigations,
prescribed medications, treatment plan, and follow-up) are

assessed as appropriate, appropriate with suggestions, or of
concern. Confirmation of the diagnosis of dementia is based
on available information within the chart (Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition,
criteria; results of standardized tests; comprehensive his-
tory; and documented interactions with patients). After the
independent chart audit, the geriatricians compared their
assessments. All discrepancies were resolved by consensus
after jointly examining the chart and with discussion with
the Memory Clinic physician.

RESULTS

One hundred seventy-four patients have been referred to
the Memory Clinic; 151 had been assessed and 23 were
awaiting assessment at the time this article was being writ-
ten. The number of patients assessed had more than dou-
bled each year, with the exception of 2009, in which some
clinic dates were cancelled because of the team’s involve-
ment with the provincial training program. Ninety-seven
percent of assessments were considered nonurgent.

Table 1 presents the characteristics of the patient pop-
ulation served by the Memory Clinic and Table 2 presents
medication recommendations. The mean response time
to assessment was 2.2 � 1.8 months, with the majority of
patients being assessed within 3 months of referral. For
20.5% of patients, memory complaints were attributable to
causes other than cognitive impairment (e.g., depression,
anxiety). A high proportion of patients received a new di-
agnosis of MCI (44.4%) or dementia (19.2%) at their initial
assessment. An additional four patients (2.6%) were diag-
nosed with MCI or dementia at follow-up, so that, in total,
100 patients assessed in the clinic received a new diagnosis
of MCI or dementia, 72.4% of whom were diagnosed with
mixed dementia. A trial of a cholinesterase inhibitor (AChEIs)
was recommended for almost all patients diagnosed with a
new dementia (it was contraindicated for four patients).

Twelve patients were referred to a geriatrician, six to
confirm a new diagnosis of frontotemporal or Lewy body
dementia. These referrals did not include the informal con-
sultations between the Memory Clinic physician and geri-
atrician (otwice monthly) in which the geriatrician did not
directly see the patient. Referrals to other services included
social work outreach, and Community Care Access Cen-
tres, consistent with their mandate to provide home care,
plan for long-term care placement, and conduct home
safety assessments and for driving assessments.

Patient and Caregiver Satisfaction

Fifty-five satisfaction surveys were completed: 24 by pa-
tients and 17 by caregivers (14 respondents did not identify
whether they were patients or caregivers); this represents a
60.0% response rate for patients and 42.5% for caregivers
based on all of the patients (N 5 40) seen in the clinic during
the time period in which the survey was available. There
were no significant differences in ratings between patients
and caregivers. Mean ratings of satisfaction with their visit
to the Memory Clinic (5.8 � 1.1, n 5 23) reflected that pa-
tients and caregivers were very satisfied with their visit to
the clinic. All of the respondents agreed that their concerns
and questions were adequately addressed and that they
were satisfied with the amount of time the Memory Clinic
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team spent with them. More than 84% of respondents
agreed that they were able to obtain an appointment for the
clinic in good time, had a better understanding of their
symptoms and conditions, would recommend the clinic to
others who had similar concerns, and thought their visit to
the Memory Clinic was a valuable addition to the regular
care provided their family physician.

Physician Satisfaction

Eight physicians completed the survey (72.7% response
rate). The survey respondents had been in family practice an
average of 12 � 9.3 years (range 1–25 years). Generally,
physicians were very satisfied with the timeliness and qual-
ity of assessment, diagnostic and treatment recommenda-
tions, and availability of the Memory Clinic team for
consultation (all mean ratings �4.5 on a 5-point scale). At
least half of the survey respondents reported being more
confident in their ability to assess (n 5 4) and manage
(n 5 5) cognitive impairment and were more comfortable in
speaking about dementia with patients and families (n 5 6)
than before their involvement with the Memory Clinic; six
physicians indicated that the quality of care that they pro-
vide to patients with cognitive impairment has improved
(sum of improved and much improved ratings) as a result of
the Memory Clinic.

Table 1. Characteristics of the Patient Population Served
in the Memory Clinic (N 5 151)

Characteristic n (%)

Age

o40 4 (2.6)

40–49 11 (7.3)

50–59 17 (11.3)

60–69 23 (15.2)

70–79 44 (29.1)

81–89 48 (31.8)

�90 3 (2.0)

Sex

Female 81 (53.3)

Male 70 (46.4)

Presenting problem

Memory or word-finding complaints, behavioral or
psychological symptoms

61 (42.4)

Worsening of memory complaints, behavioral or
psychological symptoms

58 (40.3)

Assessment of known dementia 11 (7.6)

Case-finding requested because of multiple risk
factors

9 (6.3)

Driving concerns 4 (2.8)

Concerns about medication management 1 (0.7)

Service provision

Response time to assessment, months

o1 18 (11.9)

1–3 61 (40.1)

4–6 11 (7.2)

7–9 3 (2.0)

Number of visits

Assessment only (1 visit) 103 (68.2)

�1 follow-up visits 48 (31.6)

Total number of assessments (initial and follow-up) 246

Assessment diagnosis (excluding those prediagnosed with dementia)

New diagnosis of mild cognitive impairment� 67 (44.4)

New diagnosis of dementia 29 (19.2)

Mixed dementiaw 21 (72.4)

Vascular dementia 1 (3.4)

Frontotemporal dementia 4 (13.8)

Lewy body dementia 2 (6.9)

Alzheimer’s disease 1 (3.4)

Cognitive deficits associated with other
conditions or medications

8 (5.3)

Normal cognitive functionFmemory
complaints attributable to other symptoms or
conditionsz

31 (20.5)

Not yet diagnosed 16 (10.6)

Miscellaneous§ 2 (1.3)

Medications or therapies

Initiation of a new medication 31 (20.5)

Change in medication (discontinuation, increase or
decrease dose)

29 (19.2)

Maintain current medication 7 (4.6)

(Continued )

Table 1. (Contd.)

Characteristic n (%)

B12 supplementation 18 (11.9)

Referrals

Social work outreachk 18 (11.9)

Social work referral for counseling 6 (4.0)

Referral for long-term care planning, safety
assessment

5 (3.3)

Referrals for specialist (geriatrician or neurologist)
consultation

12 (7.8)

Treatment recommendations

Reassessment (3, 6, or 12 months or as needed)# 93 (61.6)

Driving assessment 10 (6.6)

Discontinue driving 23 (15.2)

Specific treatment for depression 7 (4.6)

Follow-up with family physician for other
conditions��

12 (7.9)

Reduce alcohol intake 3 (2.0)

Reassurance of normal cognitive function 18 (11.9)

Note: Percentages may not sum to 100% because of missing information.
� Includes mild cognitive impairment with or without other symptoms (e.g.,

depression).
wThere are no clear guidelines for the diagnosis of mixed dementia.31,32 In this

Memory Clinic, mixed dementia is defined as dementia having features of

Alzheimer’s disease and vascular dementia or Alzheimer’s disease with sig-

nificant vascular risk factors with or without confirmation radiologically of

vascular involvement.
zFor example, depression, anxiety, posttraumatic stress disorder.
§ For example, possible alcohol-related dementia, caregiver burden.
kConsisting of a home visit conducted by a social worker.
# Reassessment was recommended for 38 patients attending follow-up ap-

pointments, so 131 (86.8%) will be reassessed at the Memory Clinic.
��For example, anxiety, depression.
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All of the physicians agreed (sum of agree and strongly
agree ratings) that the Memory Clinic consultation notes
were meaningful and helpful to their management of mem-
ory problems and cognitive impairment and that as a result
they had a greater awareness of cognitive impairment in
their patient population and were better able to recognize
risk factors for dementia. Similarly, the majority of physi-
cians (�6) agreed that they were more knowledgeable about
the risk factors associated with dementia and the diagnosis
and management of mild cognitive impairment, understood
the tests that are used to diagnose cognitive impairment
better, and were more likely to consider cognitive impair-
ment in their patients; they agreed that the Memory Clinic
was an effective use of health system resources and opti-
mized the use of geriatricians and specialized geriatric ser-
vices for more-complex cases of cognitive impairment.
Additional comments made by physicians suggested that
the Memory Clinic assists patients to remain at home
longer, reduces ordering of unnecessary tests, reduces the
burden on wait times for geriatricians, and provides ‘‘an
excellent teaching opportunity.’’

Chart Audit

The level of agreement in the audit assessments was 97.2%
(calculated as percentage agreement). The chart audit re-
vealed no concerns with the assessment and management of
dementia in the clinic; the audit of diagnosis, prescribed
medications, treatment plan, and follow-up were all clas-
sified as appropriate or, in a minority of cases, as appro-
priate with suggestions. Suggestions were made regarding
additional considerations, including the potential presence
of a mood or sleep disorder, potential adverse events to

watch for, assessment of adherence to a previously pre-
scribed intervention, and potential medication dosage re-
ductions. Generally, comments made by the assessors
indicated agreement with diagnosis and intervention, par-
ticularly in relation to the appropriateness of the decision of
whether to refer to a specialist.

DISCUSSION

With the shortage of specialists and the anticipated increase
in the number of Canadians who will develop dementia in
the coming years, new models of dementia care need to be
developed and tested. The results of this evaluation have
demonstrated that a memory clinic operating within pri-
mary care can provide timely access to specialized care and
can enhance family physician capacity for dementia care.
This unique and innovative collaborative model of inter-
disciplinary service delivery, with emphasis on enhancing
family physician capacity for dementia care, represents a
major move toward filling dementia care service gaps that
are well documented within the literature.3,7 The model
allowed family physicians to become more knowledgeable
and skilled in managing their patients with dementia, and
periodic monitoring of patients in the clinic ensured that
optimal care was being provided. For patients with MCI,
diagnosis and ongoing monitoring allowed for early inter-
vention if MCI progressed to dementia, as well as evalu-
ation of driving risk. This is a potentially significant
outcome because, by the time a family physician or spe-
cialist diagnoses a patient with dementia, there is often al-
ready significant decline, with missed opportunities for
possible stabilization of cognitive function at a higher level.
It is common for patients to present in primary care early in
the evolution of disease, when symptoms are mild, vague,
and nonspecific.33 Memory complaints can also be a man-
ifestation of other conditions such as depression and sleep
disorders. The purpose of a primary care memory clinic is to
appropriately diagnose and manage all of these conditions
in collaboration with the patient’s family physician while
effectively identifying cases requiring the more-specialized
expertise of the memory clinic or a specialist. The fact that
65% of patients did not receive a diagnosis of dementia but
were instead managed appropriately through other means
highlights the effectiveness of this model of care, because
these cases would have been referred to specialists without
the Memory Clinic, which would be an inappropriate use of
limited specialist resources. Moreover, diagnosing and
managing a greater proportion of patients with memory
complaints at the primary care level enhances the capacity
at the specialist level to manage more-complex or urgent
referrals in a more timely manner. Furthermore, the clinic
increases specialists’ efficiency by providing reliable and
detailed baseline clinical data and testing results and the
capacity for specialists to delegate ongoing management of
patients back to the primary care memory clinic. Although
this study was not designed to assess the regional effect of
the clinic on specialist wait times or other specialized ge-
riatric services, this would be an important focus of future
studies.

Although published reports of Memory Clinic out-
comes note that medication treatment is a main assessment
outcome,34 the types of recommendations made by the

Table 2. Medication Recommendations

Medication

Recommendations�

n (%)

New Diagnosis of Mild

Cognitive Impairment

(n 5 67)

New Diagnosis of

Dementia (n 5 33)

Initiation of
cholinesterase
inhibitorsw

0 14 (42.4)

Plans for initiation of
cholinesterase
inhibitorsz

0 11 (33.3)

New medication§ 6 (9.0) 7 (21.1)

Change in existing
medicationk

7 (10.4) 2 (6.0)

No medication
recommendations

54 (80.6) 4 (12.1)#

�Three patients who received a new diagnosis of dementia had already been

prescribed cholinesterase inhibitors; it was recommended that these patients

continue to take this medication.
wDonepezil (Aricept), Galantamine (Reminyl), Rivastigime (Exelon).
zRecommendations were for a trial of cholinesterase inhibitors to be con-

sidered at a future date, after awaiting test results, evaluation of other in-

terventions, or patient consultation with family physician or family.
§ Medications other than cholinesterase inhibitors (e.g., antidepressants).
k Increase or decrease in dose or discontinuation.
# Cholinesterase inhibitors were contraindicated for these patients.
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Memory Clinic studied here reflect an evidence-based and
interdisciplinary approach to care. All patients with a new
diagnosis of dementia without contraindications were ap-
propriately offered a trial of AChEIs and other medications
were optimized to reduce adverse effects on cognitive func-
tioning. Other treatment recommendations targeted the
multifaceted nature of dementia care (e.g., need for regular
monitoring, long-term care planning, safety assessment,
community supports, and management of comorbidity, in-
cluding depression). The results of the chart audit indicate
that assessment, diagnosis, treatment, and specialist referral
decisions were appropriate.

This model of care is consistent with a chronic disease
management approach to care.35 The number of referrals
for specialist consultation (8%) falls within the expected
range35 and suggests enhanced capacity to manage cogni-
tive impairment within primary care, with referrals for
specialist consultation being limited to the more-complex
issues. Specialist support to the family physician lead is
nonetheless critical to the success of the clinic. Identified
patient and caregiver and health system effects are consis-
tent with published reports of the benefits associated with
Memory Clinics.14,19

The results of this study support capacity building in
primary care to provide quality assessment and manage-
ment of dementia. Evaluation results have informed im-
provements to this care model. Further implementation of
the memory clinic has the potential to significantly affect
the quality of dementia care in this province and other ju-
risdictions developing models of interdisciplinary primary
care practice, as well as a model for improvement of man-
agement of other chronic diseases at a primary care level.

There are a number of limitations to this study. The
sample size for the physician survey was small (N 5 8),
limiting the generalizability of the findings to other settings.
Because patients and caregivers were not randomly selected
to complete a satisfaction survey, there may have been a
selection bias in that only those satisfied with the care re-
ceived agreed to complete a survey. Although not a direct
limitation of this model of care but rather the state of med-
ical science, the lack of a consistently agreed-upon way to
diagnose MCI can affect the replication of the findings de-
pending on how MCI is diagnosed. The findings of this
study are highly relevant to the context of the Canadian
healthcare system and may be less applicable to jurisdic-
tions in which were there are more-than-adequate specialist
resources for dementia care or where primary care physi-
cians are not the gatekeepers for specialist care.
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