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            Ensuring the Success of Interprofessional 
Teams: Key Lessons Learned in Memory 
Clinics *  
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  RÉSUMÉ 
 Cliniques de mémoire en soins de santé primaires suscitent un intérêt croissant, car elles offrent la possibilité d’améliorer 
le diagnostic et le traitement de la démence. En Ontario, plus de 30 établissements de soins primaires ont participé à 
un programme de formation visant à aider les participants à établir une clinique de mémoire indépendante dans leur 
milieu de pratique. Cet article présente les principales leçons acquises dans la mise en oeuvre de ces cliniques sur la 
base d’une étude qui a utilisé une méthodologie d’entrevue avec les membres des équipes de cliniques de mémoire et a 
identifi é les facteurs favorables, les défi s et les recommandations pour la soutenabilité. L’accès à la formation qui facilite 
le transfert des connaissances et soutient les changements dans la pratique, la collaboration interprofessionnelle, et le 
soutien de l’infrastructure en cours était d’une importance capitale. Des suggestions pour la mise en place de cliniques 
et de renforcement des capacités continues ont été identifi és. Les leçons apprises sont applicables à la mise en oeuvre 
d’autres modèles de prise en charge des maladies chroniques dont le but est la gestion des soins de santé primaires de 
maladies chroniques complexes.   

 ABSTRACT 
 Primary care–based memory clinics are attracting increasing interest because they present an opportunity to improve 
dementia diagnosis and management. In Ontario, more than 30 primary care setting participated in a training program 
aimed at assisting participants to establish an independent memory clinic in their practice setting. This article outlines 
the key lessons learned in implementing these clinics, on the basis of a study that – used an interview methodology with 
memory clinic team members and – identifi ed facilitating factors, challenges, and suggestions for sustainability. Of key 
importance was access to training that facilitates knowledge transfer and supports practice change, interprofessional 
collaboration, and ongoing infrastructure support. Suggestions for clinic implementation and ongoing capacity building 
were identifi ed. Lessons learned are applicable to the implementation of other chronic-disease care models aimed at 
improving the primary care management of complex chronic conditions.  
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          Introduction 
 It is anticipated that the incidence of Alzheimer’s 
disease and related dementias in Canada will increase 
signifi cantly over the next 30 years with the incidence 
of new cases doubling from approximately 103,700 in 
2008 to 257,800 new cases in 2038 (Smetanin et al.,  2009 ). 
Although primary care is well positioned to identify 
and manage dementia because of established and 
ongoing relationships, there is much evidence that it 
fails to recognize a signifi cant proportion of cognitive 
impairment, with estimates as high as one quarter to 
two thirds of patients having undiagnosed dementias 
(Bradford, Kunik, Schulz, William, & Singh,  2009 ; 
Callahan, Hendrie, & Tierney,  1995 ; Feldman et al., 
 2008 ). Generally, family physicians are limited in early 
detection of dementia, with the sensitivity of family 
physicians’ dementia diagnoses relative to standardized 
assessments, using multiple assessment tools, ranging 
from 0.26 to 0.69 (Bradford et al.,  2009 ). A systematic 
review of barriers to dementia diagnosis in primary 
care identifi ed challenges at three levels: patient or 
societal factors, physician factors, and system factors 
(Koch & Iliffe,  2010 ). Patient or societal factors include 
the stigma attached to a diagnosis of dementia and 
patient delays in presenting to a physician. Physician 
factors relate to diagnostic uncertainty, knowledge and 
experience gaps, diffi culties disclosing a diagnosis, 
and pessimism about the ineffectiveness of treatment. 
System factors include lack of support for practitioners 
including infrastructure support (space, time, staffi ng) 
as well as limited access to interprofessional care, and 
time and fi nancial constraints (Koch & Iliffe,  2010 ). 

 Efforts aimed at improving the assessment and man-
agement of dementia in primary care settings – including 
strategies to build capacity for dementia care that 
have focused on the distribution of guidelines, tool 
kits (including resources such as assessment tools 
for dementia, delirium, and depression, intervention 
recommendations, strategies for managing psycho-
logical and behavioural symptoms, and supportive 
resources for caregivers), and practice aids to primary 
care physicians – have had relatively little impact (Fillit, 
 2007 ; Rampatige, Dunt, Doyle, Day, & van Dort,  2009 ). 
Calls for dementia care reform have recommended 
health system redesign more in line with a chronic-
disease management model of care (Fillit,  2007 ; Tsasis, 
 2009 ). Within the system of dementia care, emphasis 
has historically been placed on the development of 
specialized clinics, programs, and services, which often 
exist in tertiary care settings, research centres, and 
psychiatric programs (Jolley, Benbow, & Grizzell,  2006 ; 
Morgan et al.,  2009 ; Van der Cammen, Simpson, Fraser, 
Preker, & Exton-Smith,  1987 ) with little, if any, integra-
tion with primary care. In Canada, specialist-focused 
models of care may not be sustainable in the long term, 

given the shortage of geriatricians, geriatric psychia-
trists, and behavioral neurologists (Bardach & Rowles, 
 2012 ; Diachun, Charise, & Lingard,  2012 ; Hogan,  2001 ), 
resulting in lengthy wait times to access care. Quality 
care, characterized by timely access, integration, coordi-
nation, and effi cient use of specialists, can be enhanced 
with primary-care-based memory clinics (Greening, 
Greaves, Greaves, & Jolley,  2009 ; Lee et al.,  2010 ). 

 The Centre for Family Medicine (CFFM), a multi-site 
Family Health Team (FHT) with a roster of 26,000 
patients, established a memory clinic in 2006 to address 
existing challenges associated with dementia assess-
ment and care within the community. This interprofes-
sional clinic, described elsewhere (Lee et al.,  2010 ), 
currently consists of a lead family physician, nurses, 
social worker, pharmacist, and occupational therapist. 
An evaluation of the clinic demonstrated that this 
evidence-based approach to collaborative care could 
support timely access to high-quality assessment and 
management of dementia at the primary care level 
and to highly effi cient use of specialist resources (Lee 
et al.,  2010 ). The success of this clinic is garnering much 
attention, with an increasing number of FHTs and other 
primary care settings expressing an interest in establish-
ing their own memory clinics. In Ontario, FHTs consist of 
multi-disciplinary groups of health care professionals 
including physicians, nurses, social workers, phar-
macists, occupational therapists and other health 
care providers, working together to provide a patient-
centered approach to primary care (Rosser et al.,  2010 ). 

 In collaboration with the Ontario College of Family 
Physicians, an accredited training program was devel-
oped for interprofessional members of FHTs interested 
in establishing a memory clinic. This program (described 
in Lee, Kasperski, & Weston,  2011 ; Lee, Weston, & 
Hillier,  2013 ) consists of a two-day workshop aimed 
at increasing team knowledge and skill related to the 
assessment and management of memory problems and 
cognitive impairment, followed by a one-day observer-
ship and two days of mentoring for each team. More-
over, each clinic is linked with a local geriatrician, 
who provides ongoing consultative support to clinic 
members as needed. To date, 30 primary care settings 
(25 FHTs, four non-FHT community-based settings, and 
one Community Health Centre) have participated in 
this training program across eight training sessions, 
with a total of over 150 health professionals completing 
the program. An evaluation of the training program 
conducted with 22 FHTs and 124 participants (Lee et al., 
 2013 ) found that all but one FHT were able to success-
fully form a memory clinic and demonstrated several 
statistically signifi cant outcomes of the training:

   increased self-reported knowledge, confi dence, and 
ability to assess and manage cognitive impairment;  
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  increased comfort level in speaking to patients 
about memory problems;  

  enhanced ability of participants’ FHTs to manage 
cognitive impairment independently; and  

  increased engagement in dementia best practices.       

 Consistent with ideal models of chronic disease man-
agement (Scott,  2008 ) in which high-intensity inter-
ventions are recommended for 5–10 per cent of patients, 
referral rates to specialists from the memory clinics 
in this program were approximately 9 per cent. This 
training program represents a signifi cant opportunity 
to bring about evidence-based practice change to 
support primary care providers in maintaining the 
majority of dementia care within primary care practice. 
The training program has expanded to provide yearly 
“booster” sessions, consisting of updates on new knowl-
edge, guest speakers, case presentations by different 
FHTs, and opportunities for networking and sharing 
successes and problem-solving complex issues. 

 Interest is growing in the development of new primary 
care–based memory clinics, as well as in the development 
of similar models for improved management of other 
complex chronic geriatric conditions. To enhance the 
impact of investments made to establish these memory 
clinics, it is important to have a clear understanding of 
the factors that contribute to the successful development 
and implementation of these memory clinics and to pro-
actively manage potential challenges and barriers to suc-
cess. Consequently, the purpose of the study described in 
this article was to examine the factors that enable or facil-
itate the development and implementation of the clinics, 
challenges, key lessons learned, and suggestions for 
improvements to the CFFM memory clinic’s capacity 
building efforts to support newly established teams.   

 Methods 
 We used an interview methodology in this study. 
Team members from 13 new FHT-based memory clinics 
located in Central and Southwestern Ontario were 
invited to participate in individual or group tele-
phone interviews to provide in-depth information 
about the development and implementation of their 
memory clinics. These teams participated in training 
programs offered between October 2008 and April 
2011. The patient base of these FHTs varied, ranging 
from 4,149 to 118,000, with a mean patient base of 
41,695.4 ( SD  = 54,180.2). The memory clinics varied 
in terms of their composition; at a minimum each 
clinic had at least one family physician (range across 
clinics: 1 to 2) and one nurse (range across clinics: 
1 to 5 including nurse practitioners, registered nurses, 
and registered practical nurses). Other team members 
included social workers (two of the clinics had one 
social worker; one clinic had two social workers), a 

pharmacist (three clinics), an occupational therapist 
(one clinic), a care navigator (one clinic), two mental 
health counselors (one clinic), and representation from 
the local Alzheimer Society (three clinics). All of the 
clinics operated one day per month, with some offering 
the clinic over two half days per month and others 
occasionally operating the clinic an extra half or full 
day per month to expedite an increase in referrals and 
reduce the need for wait lists. 

 A total of 40 clinic members participated in an interview 
– 31 in individual telephone interviews, and 9 in group 
interviews (two face-to-face and three via telephone) 
with a range of two to four participants each. Interviews 
averaged 30 minutes ( SD  = 7.0; range: 22–40) in duration 
for groups and 18.2 minutes ( SD  = 6.4; range: 8–40) for 
individuals. There was an equal distri bution of physi-
cians and nurses ( n  = 13 each) participating in the inter-
views, including nurse practitioners, registered nurses, 
and registered practical nurses. Other participants 
included representatives from the Alzheimer Society 
( n  = 5), social workers ( n  = 4), mental health counsellors 
( n  = 2), and an occupational therapist, a pharmacist, and 
a care navigator. These interviews were conducted six 
to eight months following the inception of their clinics. 

 Questions were asked relating to: (a) what worked 
well (facilitating factors) with the development and 
implementation of the memory clinic within their 
setting; (b) challenges experienced to date in the 
implementation of the clinic (barriers at patient/
caregiver, team, system levels); (c) key lessons learned 
in the development and implementation of their clinic 
that could serve as advice to other primary care settings 
interested in starting their own memory clinic; (d) sug-
gestions for improvements to the memory clinic training 
program; and (e) identifi cation of resources and sup-
ports needed to improve the likelihood that newly 
established memory clinics will be successful. 

 All of the interviews were conducted by one author 
(Hillier) to ensure consistency and were digitally 
recorded and transcribed. The interviews were con-
ducted to the point of saturation (i.e., little or no new 
information was obtained in the last interviews con-
ducted). Transcriptions were analysed using a quali-
tative naturalistic inquiry approach to develop an 
understanding of the clinics within the natural setting/
context (Lincoln & Guba,  1985 ). Analysis involved 
examining the responses to each question and cate-
gorizing and contrasting these to create a summary 
of responses (Krueger & Casey,  2000 ). This inductive 
analysis, which was used to identify recurring themes 
in the data without prior assumptions (Patton,  2002 ), 
was conducted by one author (Hillier), and the fi nd-
ings were reviewed by the remaining authors (Lee; 
Weston) to confi rm saturation and reliability. This study 
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was approved by the McMaster University Research 
Ethics Board.      

 Findings  

 Factors Facilitating Memory Clinic Development and 
Implementation 
 Clinic members identifi ed several factors that contrib-
uted to the successful implementation of their clinics: 
the memory clinic training program, quality of the 
model of care, availability of human and physical 
resources, and ongoing support (see  Table 1 ).     

 The training program provided a foundation of 
knowledge about dementia and skills for assessing 
patients with suspected dementia and included a 
clinical reasoning model (Lee et al.,  2013 ). Practical 
resources were provided to apply or adapt to indi-
vidual clinic settings, such as offi ce processes (sched-
uling, space, workfl ow plan), sample information 
forms for patients, point-of-practice tools and proce-
dures for establishing independent clinics, and a 
package of information to secure support from other 
physicians in their FHT. These tools made it easier to 
operate the clinic without excessive effort or resources, 
or duplication of effort across clinics .  The training 
program was credited with providing the structure 
and framework for establishing a clinic (“how to’s”) 

and building members’ confi dence to establish their 
own clinic. Moreover, the training program has pro-
vided mentorship and consultation support, opportu-
nities for networking with other FHTs, and yearly 
booster sessions to support ongoing capacity building. 
Following are comments from some of the study par-
ticipants, whom we have identifi ed only with codes 
(e.g., IDO8#1):

  I don’t think we would have been able to set up 
the actual memory clinic within the confi nes of our 
Family Health Team had we not had the formal 
structure of [CFFM memory clinic] and them behind 
us, quite honestly. I think in retrospect we would 
not have had a memory clinic had we not had that 
formalized expertise. [IDO08#1]  

  Having the tool kit was a big help. We just took 
and ran with it. It [memory clinic] wasn’t a huge 
project to establish. It didn’t take a huge amount of 
resources just to get it going. [IDA11#2]  

  The CFFM memory clinic acted as a model for other 
clinics to emulate. Many of the clinics reported that 
they modeled their clinic after the CFFM clinic, using 
the strategies provided for allocating physician time 
effi ciently while maximizing use of other disciplines 
to their full scope of practice. This interprofessional 
model was viewed as time effi cient and comprehensive 

 Table 1:      Summary of factors identifi ed as facilitating and challenging the development and implementation of the newly formed 
memory clinics  

Facilitating Factors  Challenges  

 Memory Clinic Training Program    Process and Resource-Related  
 Provision of a clinic structure and framework  Developing clinic effi ciencies 
 Enhanced knowledge, skills, and confi dence  Meeting increased demands for assessments 
 Strategies to secure support of other physicians in the FHTs  Limited access to allied health professionals 
 Strategies for using physician time effi ciently  Memory clinic staff turnover 
 Emphasis on team approach  Limited physical space 
 Mentorship support  Limited Support-Related  
 Provision of resources (e.g., tool kit) to establish clinic  Limited support from some family physicians 
 Comprehensive Model of Care   Limited understanding of how the memory clinics function 
 Need - fi lls a signifi cant care gap  Lack of understanding of the time-intensive nature of providing dementia care 
 CFFM memory clinic as a model clinic  Patient-Related  
 Availability of Human and Physical Resources   Dealing with driving safety 
 A physician champion  Stigma associated with dementia 
 FHT team members interested in care of elderly 
    adults 

 Patient reluctance to attend clinic when asked to complete 
    assessment forms prior to the clinic appointment 

 Well-functioning and consistent team  Patient attendance without family members 
 Partnership with Alzheimer Society  
 Availability of space  
 Access to Ongoing Support   
 FHT physician support  
 FHT administration and management support  
 CFFM memory clinic support (consultation support, 
    ongoing education) 

 

 Good Communication within Clinics    

    CFFM = Centre for Family Medicine  
  FHT = Family Health Team    
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and as fi lling a signifi cant care gap, particularly in 
rural areas where patients are reluctant to travel long 
distances to urban settings for specialist assessment 
and care.

  There is a big need for this [memory clinic]. Patients 
get seen quickly, and there is no problem getting 
patients referred and seen quickly as there is other-
wise. [IDA11#1]  

  I think, as a practice, when we sent the nurse 
practitioners out to be trained by [nursing-focused 
education], the thought was that they would do 
the assessments and then those assessments would 
come back to the individual physicians, and they 
would decide what to do with those assessments. 
You know, I think it’s quite clear that it requires 
more than that. [IDO08#1]  

  A physician champion was perceived as important for 
the successful establishment and sustainability of a 
memory clinic. This physician secured support from 
other physicians within the practice and instilled con-
fi dence among patients and their families as well as 
among the interprofessional team members interested 
in the care of elderly adults. Moreover, FHTs that 
already had a geriatric team in place were able to easily 
implement the clinic model as appropriate resources 
were already in place. For those FHTs with limited 
resources, partnering with the Alzheimer Society to 
include a representative as a team member enhanced 
their resources in terms of expertise as well as facili-
tated timely access to education and support for their 
patients within the community. Because a clinic requires 
several rooms for interviewing patients and their family 
members, access to adequate space made it easier to 
implement the clinic model in the most effi cient way. 
Good communication among all professions facilitated 
the implementation of the clinics’ model so that each 
member was comfortable to provide input into the dis-
cussion of the assessment results and treatment recom-
mendations.

  Well, I think probably the fi rst thing [in establishing 
the clinic] was having a good physician lead; without 
that, it’s very diffi cult. [IDA11#1]  

  For us, it has been very useful to be able to hook 
up with the Alzheimer’s Society; we have two 
social workers – that has been great. It’s also 
less costly for our family health team for sure. They 
actually do the evaluations, and they are really 
incredible support for the families, so that has been 
an excellent thing for us. [IDM10#4]  

  Ongoing support from the FHT board of directors and 
executive director was also perceived as important, 
particularly in terms of providing fi nancial support for 
the training and allocation of resources (human and 
tangible) for the clinic. Similarly, support from physicians 
within the FHT was paramount in securing referrals to 

the clinic. As physicians came to experience the benefi ts 
of referring their patients to the clinic, support for the 
clinic and referrals increased.

  The Family Health Team support of that is very 
important, or we wouldn’t have the nurses, because 
it really is all about, you know, manpower. You 
wouldn’t be able to implement it [the clinic] the 
same way without that support. [IDM10#5]  

    Challenges to Memory Clinic Development and 
Implementation 
 The clinics have not operated without challenges. All 
but one of the 13 clinics participating in this study were 
able to establish their clinics and sustain them over 
time. The one FHT that was unable to sustain their 
memory clinic faced several challenges: there was 
limited management support as this geographical 
location was deemed well served by geriatricians, so 
that referrals to specialists were typically seen in a 
timely manner. Consequently, it was perceived that a 
clinic of this nature, given the high time and staffi ng 
requirements, would be of minimal additional benefi t 
to patients and families. When management failed to 
support this initiative, the lead physicians did not pur-
sue it, although other health providers on this team 
expressed an interest in continuing to provide enhanced 
dementia assessment as part of their mental health 
program. 

 The challenges identifi ed by clinic members were pri-
marily related to administrative processes (e.g., access-
ing adequate resources and supports for their clinic as 
well as issues around patient-related service delivery). 
Many perceived these challenges as inherent in the 
development of any new program and believed these 
challenges were resolvable. Although the training 
program provided new clinics with resources to assist 
them with the implementation of their clinics, because 
each clinic and FHT operated differently, it was some-
times a challenge to develop processes that met the 
needs of each FHT and their patients and families. This 
included (a) logistics of scheduling, (b) conducting 
assessments involving various health professionals, 
(c) use of space, (d) training medical residents within 
the clinics, and (e) adapting information resources 
from the training program to individual FHTs. To meet 
increased demands for assessment, one clinic had to 
increase from one to two clinics per month. The logis-
tics of scheduling and ensuring clinician availability 
for extra clinic days was a challenge; funding the clinic 
time and extra workload was also an issue. Some 
clinics were challenged by limited space for multiple 
interviews conducted at the same time.

  I think one of our challenges was just getting effi cient. 
I think we worked a lot on some of the patient 
experience because we were moving them around 
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from room to room, and it was very overwhelming 
for them, and so we changed some of our structures 
to help support them. [IDM10#6]  

  We’re getting quite a few referrals. It’s a lot of 
work for one physician to do. I think we’d like 
more than one physician working in the clinic so 
that we can stay on top of the referrals and get the 
assessments done quickly. [IDA11#2]  

  Clinics involving only physician and nurse team mem-
bers were challenged to provide a comprehensive ser-
vice without social workers, occupational therapists, 
and pharmacists. Although it was noted that these 
services could be arranged (e.g., through Community 
Care Access Centres, which in Ontario are responsible 
for providing home and community-based care), access 
to these services was limited and took time. In some 
cases, partnerships with the Alzheimer Society resolved 
this manpower issue. Moreover, several of the newly 
established memory clinics struggled with staff turn-
over in both lead physicians and allied health posi-
tions, which reduced continuity of care and threatened 
sustainability. 

 Other threats to the clinics included physician resis-
tance to the new service, with some physicians being 
described as reluctant to accept recommendations or 
new knowledge related to dementia care. Despite 
attempts to inform referral sources of the role of the 
memory clinic, some physicians continued to refer 
their patients directly to a geriatrician when they could 
have been assessed more quickly within the memory 
clinic, or referred with greater documentation and 
assessment in place, making more-effi cient use of spe-
cialist resources. Some clinics had to justify the human 
resources needed to run the memory clinic as many 
people did not understand the time-consuming nature 
of dementia assessment and management, including 
the fact that care provided within the clinic differed 
from regular primary care practice where acute issues 
were often less time-consuming to manage.

  Some of the old-school family docs are very reluc-
tant to accept new knowledge or accept new ideas, 
and so it’s a lot of re-education and to some degree 
they feel a little bit threatened sometimes, too. 
[IDO08#3]  

  I think one of the challenges is that we’re having a 
hard time at this point justifying our human resources: 
it seems a lot of people don’t seem to understand 
the intensity of the work and how long it takes to 
do an assessment. [IDO08#2]  

  Related to the provision of care, several of the memory 
clinics noted that dealing with automobile driving 
safety had been a stressful and challenging aspect of 
the memory clinic assessment. Patients often failed to 
recognize or acknowledge that they were no longer fi t 

to drive, which was particularly diffi cult for patients who 
lived in rural areas or whose spouse did not drive. 
Although most family physicians appreciated having 
the memory clinic take responsibility for reporting 
patients who might be unfi t to drive, some physicians 
were concerned about damaging their therapeutic 
relationships with their patients, even though the report-
ing of persons suspected of being unfi t to drive was 
mandated in the province of Ontario. One clinic noted 
concerns that they may have developed a negative 
reputation in the community because of reporting 
potentially unfi t drivers to the provincial licensing 
authorities. The high cost of on-road assessments has 
been an issue for patients unable to afford the fee, 
while others have been indignant that they are ex-
pected to pay for this.

  Well, I found the driving assessments more stressful 
than just about anything in the emerge [Emergency 
Department]. I can run a code. I can pronounce a 
person. I can deal with diffi cult families. But this is 
a really confrontational subject. … they oftentimes 
do not see that this is a disease that can affect their 
driving safety … [IDO08#5]  

  One of the physicians actually said: “I didn’t 
realize that you’d be taking away his license, if I 
had thought that, I wouldn’t have referred.” … 
You have a patient that says: “Oh no, I’m not 
doing that [go to the memory clinic] because 
you’re going to take my license.” I’ve heard 
about the memory clinic and we’re starting to get 
a name in the community. [IDO08#5]  

  There continues to be stigma associated with dementia; 
it was noted that some patients became angry and 
reluctant to accept the diagnosis. Similarly, it was noted 
that when some of the self-assessment forms were sent 
to patients to be completed prior to the clinic appoint-
ment (as an opportunity to streamline the assessment 
process within the clinic), a few took offense to the 
questions, and if they felt the questions did not apply 
to them, they would not attend the assessment. This 
was resolved, in part, by carefully selecting the forms 
that patients were asked to complete prior to the assess-
ment. Moreover, patients who attended the clinic alone, 
without family members, posed a challenge to the col-
lection of reliable corroborated assessment informa-
tion and to providing comprehensive intervention and 
supports.

  There is still a lot of stigma around dementia. 
Sometimes patients become pretty angry when we 
tell them. They just don’t want to believe it. It makes 
it hard for the family and for us to move forward to 
help them. You really need to put a positive spin on 
a bad diagnosis. When you get a diagnosis that 
requires your gallbladder to come out, people send 
you fl owers. When you get a diagnosis of dementia, 
no one sends you fl owers. [IDA11#2]  
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    Key Lessons Learned 
 Clinic members identifi ed a number of key lessons that 
they learned in the development and implementation 
of their clinics that they believed were important for 
FHTs considering this model of care [see  Table 2 ].     

 Consistent with factors identifi ed as enabling the clinics’ 
establishment, participation in the CFFM memory clinic 
training program allowed all team members to develop 
the required expertise and a consistent vision for the 
clinic. In addition, adapting the model of care to spe-
cifi c resources available in the FHT was viewed as 
important to supporting quality care. In adapting the 
care model, FHT members had to ensure “depth on the 
bench” with a full clinical complement of both medical 
and psychosocial expertise, by maximizing the unique 
skill set of each profession and selecting team mem-
bers based on their interest (“passion”) in older-adult 
care and their ability to be “team players”. Where human 
resources were limited, partnerships with local com-
munity resources, such as the Alzheimer Society, were 
identifi ed as an opportunity to fi ll staffi ng gaps associ-
ated with nursing and social work roles. Important for 
the clinic’s effi ciency was a designated lead (“point”) 
person, who could assume responsibility for coordi-
nating the clinic, including monitoring follow-up 
appointments and liaising with community services. 
Recruitment of at least two lead physicians ensured 
adequate coverage, workload sharing, and mutual 
consultation support for diffi cult or complex cases. 

 FHT administration and management “buy in” was 
perceived as critical to the success of the clinic, particu-
larly as related to the provision of adequate infrastructure 

supports, such as physical space and clerical support. 
Other important factors were as follows: (a) linkages 
with local geriatricians to provide access to consulta-
tion and mentorship support; (b) promotional and 
communication strategies to ensure that referral sources 
were aware of the role of the clinic, including screening 
for fi tness to drive; (c) referral sources’ responsibility 
in following up on treatment recommendations; and 
(d) timely sharing of assessment results. In terms of 
implementing the clinic, team members stressed that 
with experience, the logistics of running the clinic 
became smoother and more effi cient. To facilitate effi -
ciency, it was suggested that clinics start on a small 
scale and gradually increase the number of patients 
scheduled, and that clinic processes should be revised 
based on evaluation of initial experiences. Adequate 
time should be allotted for follow-up appointments as 
many patients value an opportunity to ask questions 
and discuss their concerns once they have had time to 
refl ect on the diagnosis. Scheduled clinic time should 
also include time for debriefi ng amongst clinic team 
members after an assessment as an opportunity for 
learning from each other’s experiences and for team 
building.   

 Suggestions for Improvements: Resources/Supports Needed 
for Ongoing Implementation 
 The training program was described as comprehensive, 
well organized, and designed for optimal learning and 
application; there were few suggestions for improve-
ments. Clinic members most frequently expressed 
an interest in ongoing opportunities for capacity 
building and problem-solving, such as “booster” 

 Table 2:      Key lessons learned in the development and implementation of new memory clinics  

 Clinic Composition    
 Ensure interprofessional membership  
 Select clinic members carefully (team players with a passion for care of the elderly)  
 Recruit more than one physician  
 Designate a lead person for administrative issues  
 Use a fl exible collaborative model of leadership for clinical activities  
 Develop partnerships with community resources  
 Infrastructure Support   
 Have all clinic members attend the training program  
 Secure “buy in” from the practice setting – administration and other family physicians who refer patients to the memory clinic  
 Ensure needed resources (personnel, space, point-of-practices tools) are in place  
 Establish a mentorship/consultation relationship with a geriatrician  
 Develop a communication and marketing strategy (referral sources, patients)  
 Clinic Implementation   
 Acknowledge that scheduling and implementation take time to master  
 Start on a small scale, then gradually build on experience  
 Ensure adequate time for follow-up visits  
 Include debriefi ng time at the end of each clinic  
 Build capacity and skill among referring family physicians for case-fi nding  (identifying new cases of dementia)   
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sessions, teleconferences and webinars, a web-based 
vehicle for sharing information related to dementia, 
and ongoing mentorship opportunities beyond that 
offered in the initial training program. Team members 
also identifi ed a desire for ongoing opportunities for 
networking and consultative support, including a web-
based forum for discussing/brainstorming diffi cult cases 
and profession-specifi c opportunities for discussion.     

 Discussion 
 The primary care–based memory clinic model represents 
a signifi cant opportunity to improve dementia care using 
an interprofessional collaborative care approach. The 
factors identifi ed in this study that facilitated the devel-
opment and implementation of the memory clinics 
address many of the factors that have typically chal-
lenged the management of dementia and other chronic 
diseases of older adults in primary care practice. These 
include (a) limited physician knowledge and skills, 
(b) lack of a comprehensive model of care that focuses 
on psychosocial issues as well as medical issues, 
(c) limited use of evidence-based best-practice guide-
lines and standardized assessment tools, (d) limited 
resources to support practice, (e) lack of human resources 
and champions, and (f) poor access to expert assessment 
and management (Barrett, Haley, Harrell, & Powers, 
 1997 ; Bradford et al.,  2009 ; Hollander & Prince,  2008 ; 
Nazerali,  2006 ). These challenges exist regardless of 
the size of the practice setting, so memory clinics have 
a place in all FHTs regardless of the size of the patient 
base. Given the aging of the population, most FHTs 
have a signifi cant proportion of seniors who, with 
increasing age, are at risk for dementia, so that even 
the smallest of FHTs can justify a memory clinic oper-
ating a half day per month. FHTs with larger patient 
bases would likely need to operate their clinics more 
frequently (one to two days per month) to meet service 
demands without generating a lengthy wait list. 

 Given the investment in time and resources to partic-
ipate in the training program, readiness to attend the 
program and establish a new memory clinic is infor-
mally assessed by ensuring that participating FHTs 
have (1) support from the FHT management (execu-
tive director, executive board) to allow staff to partici-
pate in the training program, with the knowledge that 
the end goal is the establishment of a memory clinic; 
(2) commitment from team members to participate in 
the training and to work within the newly established 
memory clinic; (3) availability of a specialist to support 
the memory clinic, and (4) availability of community 
partners to fi ll human resource gaps in the clinic team 
for those clinics that are relatively under-resourced. 
For example, the team may include representatives 
from the local Alzheimer Society, who are nurses and 
social workers, to assist in the completion of cognitive 

and caregiver assessments and to provide ongoing 
support and outreach. It is strongly encouraged that 
these components be in place prior to FHTs’ partici-
pating in the training program. 

 Although the one FHT that did not sustain its clinic 
initially had all of these conditions in place, once they 
began to implement their clinic, interest in sustaining the 
clinic waned because new specialist resources arrived 
in their area that signifi cantly reduced both the wait 
times for geriatric assessment and the perception of the 
memory clinic’s added value to the FHT. Interestingly, 
an organization’s readiness seems to have little to do 
with the duration of an FHT’s existence. Some of the 
most motivated teams to train have been the newly 
formed FHTs, perhaps because they are in the early 
stages of developing programs; therefore, their allied 
health professionals are not being drawn away from 
existing programs. Some well-established FHTs have 
had more diffi culty securing buy-in for the allocation 
of resources for the memory clinic because the use of 
allied health professionals’ time appears dispropor-
tionately high in comparison to existing clinics for 
conditions such as hypertension, in which patient 
assessments can be completed relatively quickly. 

 Collaborative interprofessional teams are considered 
effi cient and effective in providing high-quality health 
care (Borrill, West, Shapiro, & Rees,  2000 ; Pullon, 
McKinlay, Stubbe, Todd, & Badenhorst,  2011 ) and are 
aptly suited for dementia care. Several reviews of 
the factors contributing to successful interprofessional 
teams found determinants at individual, organizational, 
and systems levels (San Martín-Rodríguez, Beaulieu, 
D’Amour, & Ferrada-Videla,  2005 ; Xyrichis & Lowton, 
 2008 ). At an individual level, interprofessional deter-
minants include the interactional relationships between 
team members based on effective communication and 
a commitment to work together collaboratively with 
mutual respect and trust. In this study, successful imple-
mentation of the memory clinics was attributed to 
(a) clinic staff’s willingness to collaborate within the 
team, (b) a shared interest in the care of elderly adults, 
and (c) respect for the unique and complementary con-
tributions that each discipline brings to the diagnostic 
and care planning process. 

 Beyond providing information on effective teamwork, 
the memory clinic training program supported the devel-
opment of interprofessional collaborations by providing 
opportunities for team building, such as requiring teams 
to work together on case study presentations encour-
aging each team member to contribute their full scope 
of practice. Moreover, participants reported that infor-
mal opportunities for socializing – for example, when 
traveling together to the workshop, dining together, 
or staying at the same hotel – served to enhance their 
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relationships; these opportunities likely contributed to 
positive attitudes about collaborative practice. 

 Organizational support is critical for effective interpro-
fessional collaborations (San Martín-Rodríguez et al., 
 2005 ; Xyrichis & Lowton,  2008 ). Effective team interac-
tions are supported by organizational structures that 
are horizontal, rather than hierarchical, which value 
and foster collaboration, facilitate coordination and 
communication, and support teamwork with good lead-
ership and adequate resources. In such horizontal struc-
tures, leadership responsibilities are shared among team 
members and adjust to the particular needs of each 
patient. Physicians provide leadership related to diag-
nosis and medical management, which requires this 
level of accountability, while other team members may 
provide leadership related to psychosocial management 
and the processes involved in running the clinic. Con-
sistent with interprofessional education programs, the 
memory clinic training program helps teams to explore 
how power and decision-making are shared among 
team members in efforts to develop a clinic culture in 
which all members accept and share responsibilities 
(Lingard et al.,  2012 ; Whitehead,  2007 ). 

 Despite the central responsibility of physicians for 
diagnosis and medical management, the clinics are 
structured in the memory clinic training program such 
that all professions contribute in an important way to 
patient care, with no one profession consistently dom-
inating the decision-making process. Supporting this 
structure is the use of a bio-psychosocial model of care, 
rather than a purely medical model that would place 
greater value on medical aspects of care and the role of 
medical team members over others. Over time, as team 
members learn from their experiences of patient care 
and from one another, an effective interprofessional 
team becomes more than the sum of its parts. The con-
cept of “shared mind” (Epstein,  2013 ) or “distributed 
cognition” (Lingard,  2012 ) may help to explain how the 
members of an effective clinic share their thoughts, 
feelings, and hunches to arrive at an understanding 
that no single team member could discover alone. Such 
teams share an understanding of one another’s roles 
and the overarching goals of the team and, through 
their interactions and struggles to fi nd a way to help 
each patient, new and deeper understandings of their 
mission emerge. 

 Although each memory clinic team must fi nd its own 
way to work together, based on the specifi c practice 
context, available resources and unique skill set of the 
professionals involved, having a model provided – to 
show how dementia care could best be offered – was 
invaluable in helping each team get started. This model 
was demonstrated throughout the training program 
when all members of the CFFM memory clinic team 

assisted in the training and during the observership 
day when participants had an opportunity to see the 
team in action. Finally, a set of “standard operating 
procedures” provided detailed guidance on the poten-
tial roles of each team member and techniques for con-
ducting the cognitive tests. 

 At a system level, successful interprofessional col-
laboration is facilitated by several factors: (a) limited 
power differentials, (b) cultural values that support 
collaborative practice over individualism, (c) inter-
dependence among professionals, and (d) promotion 
of collaborative values in education programs (San 
Martín-Rodríguez et al.,  2005 ). It is well documented 
that often very little of what is learned in typical training 
programs is applied to practice (Broad,  2005 ; Davis, 
Thomson O’Brien, Oxman, & Haynes,  1992 ; Davis 
et al.,  1999 ); other factors essential to facilitate practice 
improvements are, for instance, recruitment of clinical 
leaders and resources within the practice environment 
that enable implementation of new skills (Bradley et al., 
 2003 ; Green & Kreuter,  1991 ) and management support 
for knowledge transfer and practice change (Bradley 
et al.,  2003 ; Broad,  2005 ). Consistent with what is known 
to effect practice change, the results of this study 
emphasize that while education opportunities are 
capacity building at an individual level, at a practice 
or system level, organizational culture valuing change 
and continuous quality improvements are important 
for improving the operation of the new clinics. With-
out these enabling factors, the FHTs would have been 
challenged to effectively and effi ciently implement 
memory clinics. Best teaching practices within this 
training program, such as case-based learning and 
mentorship opportunities, contributed to maximizing 
knowledge transfer and practice changes. 

 Although study participants were successful in estab-
lishing and implementing their memory clinics, chal-
lenges were identifi ed related to the process of running 
the clinics. These included diffi culties with scheduling 
and developing administrative effi ciencies, and accessing 
resources such as staffi ng and physical space. Issues 
related to staffi ng, resources, and time constraints 
have been well-documented challenges associated with 
dementia care and care of elderly adults in primary 
care settings (Baeza, Bailie, & Lewis,  2009 ; Coleman, 
Grothaus, Sandhu, & Wagner,  1999 ; Fillit,  2007 ; 
Hollander & Prince,  2008 ; Shahady,  2006 ). Resolution 
of these challenges may require creative and innovative 
solutions such as enhanced partnerships with commu-
nity services, such as the Alzheimer Society, to share 
human resources. Identifi ed challenges such as limited 
support from some physicians and a lack of under-
standing of the time- and labour-intensive nature of 
the clinic highlight the barriers associated with the 
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management of complex chronic conditions. Effective 
management of these conditions requires a shift in focus 
away from management of acute conditions that are 
typical in primary care practice (Coleman et al.,  1999 ) 
and a pro-active rather than reactive approach to health 
care (Orchard, Green, Sullivan, Greenberg, & Mai,  2008 ). 
Despite these challenges, there continues to be signif-
icant interest in maintaining the clinics as a viable and 
effective strategy for identifying and managing persons 
with cognitive impairment. 

 Several strategies for supporting new memory clinics 
were identifi ed in this study, many of which are con-
sistent with a plan-do-study-act (PDSA) approach to 
quality improvement (Quality Improvement Inno-
vation Partnership,  2009 ), such as starting the clinics 
on a small scale, testing processes and revising them 
according to feedback. Interest was expressed in web-
based forums for case presentations and knowledge 
exchange, many of which already exist at provincial 
and national levels and offer opportunities for ongoing 
capacity building. Clinic members valued ongoing train-
ing and networking opportunities with an expressed 
desire for more detailed knowledge and skills beyond 
that provided in the training program to further support 
clinic members’ development of specialized expertise. 

 The results of this study apply to the development of 
effective and successful interprofessional teams. More-
over, key lessons learned in this study apply to the 
development and implementation of care models for 
the assessment and management of other complex 
chronic conditions of elderly adults.     

 Study Limitations 
 This study has several limitations. Because interview 
participants were clinic members, the perspectives of 
FHT management and other physicians associated with 
the clinics are not known. Interviews were conducted 
roughly six to eight months following the inception 
of the new clinics. It is not known whether the clinics 
were subsequently able to resolve their challenges and 
what strategies proved effective in doing so. More lon-
ger-term formative evaluation of the clinics may high-
light additional key lessons to support the sustainability 
of new clinics.      
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