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Building capacity for dementia care
Training program to develop primary care memory clinics

Linda Lee MD MClSc(FM) CCFP FCFP M. Janet Kasperski RN MHSc CHE W. Wayne Weston MD CCFP FCFP

Abstract
Problem being addressed Currently, dementia care provided by 
family physicians is suboptimal and access to specialist resources 
is limited. With the aging population, there is a need for system-
wide, programmatic interventions to improve the diagnosis and 
management of patients with memory difficulties. The development of 
primary care memory clinics addresses this need.
Objective The Memory Clinic Training Program aims to develop 
highly functioning interprofessional memory clinics that assist family 
physicians in providing improved care for patients with dementia and 
other forms of cognitive impairment.
Program description The interprofessional training program 
consists of a 2-day case-based workshop, 1 day of observership and 
clinical training at the Centre for Family Medicine Memory Clinic, and 
2 days of on-site mentorship at each newly formed memory clinic.
Conclusion The Memory Clinic Training Program is an accredited, 
comprehensive program designed to assist family practice groups 
with developing primary care memory clinics. These clinics aim to 
transform the current limited practice capability of individual family 
physicians into a systematic, comprehensive, interprofessional health 
care service that improves capacity and quality of primary care for 
patients with cognitive impairment and dementia.

Résumé
Problème à l’étude Actuellement, le traitement de la démence par 
les médecins de famille est sous-optimal et l’accès aux ressources 
spécialisées est restreint. Avec le vieillissement de la population, il 
devient nécessaire d’avoir des interventions d’envergure basées sur des 
programmes pour améliorer le diagnostic et le traitement des patients 
atteints de troubles de la mémoire. Le développement des cliniques de 
la mémoire au niveau des soins primaires répond à ces besoins.
Objectif Le Memory Clinic Training Program cherche à mettre sur pied 
des cliniques interprofessionnelles de la mémoire très performantes 
afin d’aider les médecins de famille à fournir de meilleurs traitements 
aux patients atteints de démence ou d’autres formes de problèmes 
cognitifs.
Description du programme Le programme de formation 
interprofessionnel consiste en un atelier de 2 jours portant sur des 
cas, une journée d’observation et de formation clinique au Centre for 
Family Medicine Memory Clinic, et 2 journées de tutorat à chacune des 
clinique de la mémoire nouvellement établie. 
Conclusion Le Memory Clinic Training Program est un vaste 
programme accrédité qui a pour but d’aider les groupes de médecine 

EDITOR’S KEY POINTS
• The goal of the Memory Clinic Training Program is to 
assist family practice groups with developing memory 
clinics that are able to provide high-quality care for 
most cognitively impaired patients.

• Family physicians participating in the memory clinic 
dedicate 1 or 2 days per month to assessing patients 
referred to the memory clinic. Each patient’s own family 
physician maintains a primary role in implementing 
treatment plans developed at the memory clinic. 
Referrals, when necessary, are arranged by the clinic.

• To date, 12 primary care memory clinics have been 
developed in Ontario. Including the Centre for Family 
Medicine Memory Clinic, these clinics service the 
practices of more than 220 family physicians with a 
combined patient base estimated at more than 300 000 
patients; far fewer of these patients require referral for 
further specialist care than is typical in family practice.

POINTS DE REPèRE Du RéDacTEuR
• Le Memory Clinic Training Program a pour but 
d’aider les équipes de santé familiale et les centres de 
santé communautaires à mettre sur pied des cliniques 
interprofessionnelles de la mémoire susceptibles de 
fournir des soins de grande qualité aux patients les 
plus atteints sur le plan cognitif au niveau des soins 
primaires. 

• Les médecins qui participent aux cliniques de la 
mémoire sont habituellement des médecins de famille 
qui pratiquent à plein temps et qui consacrent 1 ou 2 
journées par mois à l’évaluation des patients dirigés à la 
clinique de la mémoire par des collègues des équipes de 
santé familiale ou de centres de santé communautaires. 
C’est le médecin du patient qui conserve le principal rôle 
dans l’application des plans de traitement mis au point 
à la clinique de la mémoire. Lorsque jugées nécessaire, 
les demandes de consultation sont organisées par la 
clinique.

• Jusqu’à maintenant, le programme a encouragé 
23 médecins de famille et 59 intervenants des soins 
de santé interprofessionnels à créer 12 équipes de 
cliniques de la mémoire en santé primaire en Ontario. 
Ces cliniques, dont le Centre for Family Medicine 
Memory Clinic, fournissent des services aux clients 
de plus de 220 médecins de famille, soit un nombre 
combiné de patients estimé à plus de 300 000; ces 
patients ont beaucoup moins besoin d’être réorientés 
vers des soins spécialisés que ce qu’on observe 
typiquement en pratique familiale.
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familiale à créer des cliniques de la mémoire au niveau 
des soins primaires. Ces cliniques visent à transformer 
les capacités restreintes actuelles des médecins de 
famille individuels en un service systématique et complet 
de soins interprofessionnels capables d’améliorer la 
capacité et la qualité des soins primaires des patients.

Despite the profound effects of dementia in terms of 
personal suffering and economic loss,1-3 it has been 
estimated that 64% of those living in the community 

with dementia are undiagnosed and untreated,4 a sub-
stantial proportion that has been confirmed by many.5,6 
The underdiagnosis of dementia has been attributed to 
a lack of family physician knowledge about dementia,7,8 
unfamiliarity with cognitive screening,5,9 and a lack of 
symptom recognition.10,11 Dementia has been described 
as more difficult to manage than other chronic diseases12; 
diagnostic uncertainty, complexity of care, time pressures, 
and limited availability of specialist support remain chal-
lenges for family physicians.13,14

Yet there is mounting evidence that early detection of 
dementia is critical to ensuring that patients and care-
givers have access to treatment, education, counsel-
ing, and other services that can delay decline, prevent 
crises, ease the burden of care, and delay institution-
alization.15-17 Unrecognized dementia increases the risk 
of delirium, motor vehicle accidents, medication errors, 
financial difficulties, caregiver burnout, and poor man-
agement of comorbid conditions.4,18 Additionally, recent 
studies suggest that early diagnosis can lead to con-
siderable cost savings for government.19-21

Canada faces a critical shortage of geriatricians,22 
and the wait to access specialist care can be lengthy—
commonly 6 to 12 months.23 As family physicians refer 
most patients with dementia to other specialists (82% 
in one study),24 wait times are not compatible with early 
diagnosis and intervention. One viable solution to the 
problem is to increase the capacity for management 
at the family physician level. Evidence indicates that 
collaborative, interdisciplinary approaches can provide 
improved dementia care at the primary care level.16,25 
Recent development of the family health team model of 
care in Ontario26 represents an important step toward 
building the necessary infrastructure for an interprofes-
sional approach to care for these patients.

In collaboration with the Ontario College of Family 
Physicians, the Centre for Family Medicine (CFFM) 
Family Health Team has recently developed an 
accredited, 5-day Memory Clinic Training Program. The 
goal of this program is to help family health teams and 
community health centres develop self-sustaining inter-
professional memory clinics that are able to provide 
high-quality care for most cognitively impaired patients 
in primary care. The clinics follow the model of care 

provided at the CFFM Memory Clinic, in which a dedi-
cated family physician and team of interprofessional 
health care providers conduct assessments and develop 
accurate diagnoses and comprehensive individualized 
treatment plans to be implemented by patients’ own 
family physicians. Physicians participating in the mem-
ory clinic are usually full-time practising family phys-
icians who dedicate 1 or 2 days a month to assessing 
patients referred to the memory clinic by colleagues 
within their family health teams or community health 
centres. Using guideline-based cognitive testing, 
assessments target cognitive function, behavioural and 
psychological symptoms, fitness to drive, medication 
review, psychosocial issues, caregiver stress, and need 
for community support. A geriatrician provides sup-
port to the memory clinic physician for questions that 
might arise. A shared-care approach to management is 
used, with each patient’s own family physician main-
taining a primary role in care management and the 
memory clinic maintaining a supportive role. If required 
for more complex cases, a referral to an appropriate 
specialist (geriatrician, geriatric psychiatrist, or neurolo-
gist) is arranged by the memory clinic physician, with 
focused questions and all supporting documentation of 
cognitive testing being sent to the specialist. Referrals 
for driving assessments and mandatory reporting to 
the Ministry of Transportation are also handled by the 
memory clinic physician. As necessary, the interprofes-
sional team coordinates referrals to community servi-
ces and supports.

A comprehensive, independent evaluation27 of CFFM 
Memory Clinic outcomes over 3 years demonstrated 
highly efficient use of specialist resources, with referral 
to specialists required in just 8% of cases. More import-
ant, results of the chart audit conducted independently 
by 2 geriatricians as part of this evaluation indicated 
agreement with diagnosis and interventions provided 
and confirmed that all decisions to refer or not to refer 
to specialists were appropriate. Results also demon-
strated a high level of satisfaction from patients, care-
givers, referring physicians, and team members. These 
findings are consistent with outcomes of ideal chronic 
disease management models of care.28

Program description
Typical continuing medical education programs often 
produce minimal or no change in behaviour,29 largely 
because of the “transfer problem”—difficulty in apply-
ing what is learned in the classroom to the practice set-
ting.30 This program was designed to enhance transfer 
to the actual setting in which the new memory clinics 
would be developed by making the learning experiences 
match the real-world competencies needed to run a 
memory clinic.31 The training uses many design fea-
tures known to enhance learning and behaviour change: 
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case-based discussions, problem-solving exercises, 
pocket cue cards, coaching, and booster sessions.32

The Memory Clinic Training Program consists of a 
2-day interactive case-based workshop, a day of observ-
ing and training at the CFFM Memory Clinic in Kitchener, 
Ont, and 2 days of on-site mentorship at each newly 
formed memory clinic. Typically, participant teams 
include 2 family physicians, 2 nurses or nurse practition-
ers, a social worker, and a pharmacist, depending on the 
availability of these resources. Participants are provided 
with detailed training manuals as well as laminated 
pocket cards and reference literature. Competencies 
promoted are listed in Box 1. Needs-based “booster ses-
sions” are scheduled for previously trained teams to pro-
vide an opportunity for obtaining updated information, 
case discussion, and sharing of best practices.

To date, the program has trained 23 family physicians 
and 59 interprofessional health care providers to develop 
12 primary care memory clinic teams in Ontario. Including 
the CFFM Memory Clinic, these clinics serve the practices 
of more than 220 family physicians with a combined 
patient base estimated at more than 300 000 patients.

Participants’ evaluations of all aspects of training 
have been very positive. A comprehensive evaluation of 
outcomes of all memory clinics started by those trained 
through the program is currently under way.

Discussion
With Canada’s aging population and limited special-
ist resources, system-wide, programmatic interven-
tions to change health service delivery for patients 
suffering from dementia and cognitive impairment 
are needed.23,33 This primary care memory clinic 

model answers the call. The Memory Clinic Training 
Program addresses the need for effective training to 
develop highly functioning primary care memory clin-
ics. The program is rooted in constructivist learning 
theory, which supports active engagement of partici-
pants, role modeling, situated learning experiences, 
and opportunities to apply new learning in practice.34 
Recent evidence demonstrates that educational initia-
tives involving practice-based workshops effectively 
improve detection of dementia in primary care,35 in 
contrast to the relative ineffectiveness of traditional 
conferences, rounds, and workshops36 or distribution 
of guidelines.32

This model serves to build health system capacity in 
3 distinct ways. First, evaluation of the CFFM Memory 
Clinic revealed that most referring family physicians 
reported increased confidence, knowledge, and skill in 
managing patients with dementia. This model might 
act as a practice-based mentorship to increase capacity 
for care among referring family physicians.27 Second, 
primary care memory clinics act as intermediaries 
between patients’ family physicians and other spe-
cialists by assessing more complex cases that family 
physicians might not be comfortable with, providing 
direction to the family physicians for ongoing care, and 
referring cases to other specialists only when neces-
sary. Third, a reduction in referrals builds capacity by 
decreasing burden on specialist care and reducing wait 
times for urgent specialists’ appointments. Further, 
among those cases that are referred for further special-
ist care, primary care memory clinics increase special-
ists’ efficiency by providing them with a detailed history 
and results of cognitive testing.

This model of care is distinct from other published 
approaches to increasing the primary care manage-
ment of dementia37 in that most diagnosis and man-
agement recommendations are made by trained family 
physicians recruited from within the family practice 
group, rather than by specialists drawn on externally. 
By recruiting leads from a large base of primary care 
physicians rather than from limited specialist resources, 
the model sustainably increases capacity within the 
health care system. Additionally, with relationships 
already established between practice colleagues, the 
family physician memory clinic lead can become a 
more effective peer mentor and an easily accessible 
resource to the referring physicians within that group.

At present, a limitation of the Memory Clinic 
Training Program is that it is designed for family phys-
ician groups with access to interprofessional health 
care providers who can participate in these memory 
clinics. Other memory clinic models, which incorpor-
ate community-funded health care professionals for 
practice groups without these resources, are currently 
being explored.

Box 1. Content of the Memory Clinic Training Program

The training program aims to develop competency in the 
following areas:

•  a clinical reasoning approach to patients with memory difficulties

•  delirium

•  depression

•  differentiating “normal aging” from mild cognitive impairment    
    and dementia

•  clinically differentiating important types of dementia 
   (Alzheimer disease, vascular dementia, mixed dementia, Lewy  
   body spectrum disorders, and frontotemporal dementias)

•  differentiating cases that can safely be managed in primary 
   care from those requiring specialist assessment

•  pharmacologic and nonpharmacologic management 
   of dementia

•  assessments of capacity
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Conclusion
The Ontario College of Family Physicians–CFFM Memory 
Clinic Training Program is an accredited, comprehensive 
program to assist family practice groups with developing 
primary care memory clinics. These clinics aim to trans-
form the current limited practice capabilities of individ-
ual family physicians into a systematic, comprehensive, 
interprofessional health care service that improves cap-
acity and quality of primary care for patients with cogni-
tive impairment. Physicians participating in the memory 
clinics are usually full-time practising family physicians 
who dedicate 1 or 2 days a month to assessing patients 
referred to the memory clinic by colleagues within their 
family health teams or community health centres. To 
date, the program has trained 23 family physicians and 
59 interprofessional health care providers to develop 12 
primary care memory clinic teams in Ontario. Including 
the CFFM Memory Clinic, these clinics serve the practices 
of more than 220 family physicians with a combined 
patient base estimated at more than 300 000 patients. 
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