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Diagnosing and managing dementia patients
Practice patterns of family physicians
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ABSTRACT

OBJECTIVE To examine the practice patterns of family physicians in diagnosing and managing
patients with dementia.

DESIGN In-depth structured interviews.

SETTING Metropolitan Toronto family practices.

PARTICIPANTS Twenty family physicians who referred patients to a specialized community
psychiatry service for the elderly in the previous year.

METHOD Two vignettes focusing on diagnosis and management issues were developed for the
study. Physicians were asked how they would handle the clinical problems presented in the
vignettes. Their responses were compared to standardized diagnostic and management
protocols.

MAIN FINDINGS Participants were more comfortable with diagnosing dementia than with
ongoing management issues, and most physicians were not using standardized cognitive
screening protocols. Physicians were more oriented to immediate medical and psychiatric
problems than to long-term psychosocial issues.

CONCLUSIONS More attention should be paid to the ongoing educational needs of family
physicians with respect to this patient population.

RESUME

OBJECTIF Examiner les modalités de pratique des médecins de famille concernant le diagnostic
et la prise en charge des patients atteints de démence.

CONCEPTION Entrevues structurées et détaillées.
CONTEXTE Pratiques familiales de la région métropolitaine de Toronto.

PARTICIPANTS Vingt médecins de famille qui avaient référé des patients vers un service de
gérontopsychiatrie communautaire au cours de I'année précédente.

METHODE Pour réaliser cette étude, nous avons développé deux vignettes cliniques portant sur
les aspects du diagnostic et de la prise en charge. On demandait aux médecins de décrire leur
prise en charge des problémes cliniques présentés dans les vignettes. On a ensuite comparé leurs
réponses aux protocoles diagnostiques et thérapeutiques standards.

PRINCIPAUX RESULTATS Les participants se sont sentis plus a l'aise avec le diagnostic de
démence qu’avec les aspects de la prise en charge et du suivi. La plupart des médecins n’ont pas
fait appel aux protocoles standards utilisés pour le dépistage des troubles cognitifs. Ils se sont
davantage orientés vers les problemes médicaux et psychiatriques immédiats que vers la problé-
matique psychosociale a long terme.

CONCLUSIONS On devrait se montrer plus attentifs aux besoins de formation médicale continue
des médecins de famille dans le domaine des troubles qui affectent cette population de patients.

Can Fam Physician 1997;43:477-482.

~- FOR PRESCRIBING INFORMATION SEE PAGE 556 VOL 43: MARCH * MARS 1997 ¢ Canadian Family Physician ¢ Le Médecin de famille canadien 477



RESEARCH

Diagnosing and managing dementia patients

s the population ages, most physicians will

see more patients with dementia. Family
A physicians might be in the best position to

diagnose and manage these patients in the
community.! Little is known about the type of care
these patients currently receive, but some think it
might be suboptimal.? Family physicians have identi-
fied “confusion in the elderly” as a particularly chal-
lenging clinical problem because of difficulties
making accurate diagnoses and accessing services.?
Some reports*® claim that physicians are just as likely
to underdiagnose as to overdiagnose the syndrome in
their patients. Others claim that casefinding is
improving.®

Guidelines have been developed to help direct
physicians in diagnosing dementia. The Canadian
Consensus Conference on the Assessment of
Dementia (CCCAD) developed guidelines for prima-
ry care use in Canada. These guidelines were drafted
in 1989 and circulated as an insert in the Canadian
Medical Association Journal.

The guidelines recommend a careful history and
physical examination as the initial steps in a diagnos-
tic workup for dementia. Screening tests, such as the
Mini-Mental State Examination,® were suggested to
document the degree of cognitive impairment. A lim-
ited number of laboratory tests were recommended.
In general, it is not clear how practice guidelines
such as these actually aid physicians or change their
practice patterns.’ To date, little is known about dis-
semination of the CCCAD recommendations, their
effect on primary care, or their acceptability to clini-
cians in Canada or elsewhere.

Geriatric specialists have made recommendations
about the care dementia patients require beyond
diagnosis.!® These include monitoring patients’ health
and activities of daily living (ADLs), attention to care-
givers’ physical and emotional health, consideration
of legal issues, and referral to specialized community
services. Little is known about whether primary care
physicians or others actually provide these services
to patients.

Two North American studies!*? have documented
via questionnaire how physicians diagnose or man-
age dementia patients. Physicians most often use
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history and physical examination and rarely use stan-
dardized mental status examinations to assess cogni-
tive functioning. Both studies highlighted the fact
that fewer than 50% of physicians sampled carried out
standardized cognitive assessment and that physi-
cians need ongoing education in diagnosing demen-
tia. Of note is the fact that many of the physicians in
these studies were internists, neurologists, and psy-
chiatrists, and not necessarily family physicians.
We undertook a study using a qualitative approach
to determine how community-based family physi-
cians in Toronto diagnose and manage dementia.
Unlike the two previous studies,*? we focused on
family physicians rather than specialists and used
personal interviews rather than questionnaires.

Sample
The study sample was restricted to family physicians
and general practitioners within the catchment area
of the Community Psychiatric Services for the
Elderly (CPSE) in Toronto. The CPSE is a multidisci-
plinary outreach team located at Sunnybrook Health
Science Centre, a tertiary care hospital.'* The team
assesses 200 to 250 patients a year, primarily in their
place of residence upon referral from physicians,
patients, family, or community agencies. Of the
patients referred, 60% are diagnosed with dementia.
A mailing list of every physician whose
patient(s) had been assessed by the CPSE in the
previous year was obtained. Of the 59 physicians,
the 12 who were not in the catchment area or who
were not family or general practitioners were
excluded. The remaining 47 physicians were invited
by letter to participate in a research project;
20 physicians accepted the invitation.

Vignettes and standardized questions

Two vignettes, based on the authors’ clinical experi-
ence and reflecting common problems in diagnosis
and ongoing management of dementia, were devel-
oped for the study. The first featured a patient in the
early stage of dementia and highlighted diagnostic
issues; the second featured a patient with a known
history of dementia and focused on management
issues. The vignettes and interview format were
pretested on three hospital-based family physicians
with experience in primary care research.

Vignette 1. Mr Chow is a 75-year-old retired businessman who
is currently living with his son. He was brought to your office
by his son for a checkup. Mr Chow was complaining of tender-
ness over both shoulders, and a bruise was observed on his
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forearm. His son tells you that Mr Chow has been quite annoy-
ing lately. For instance, he constantly misses important appoint-
ments despite the fact that he repeatedly calls to check
appointment times. When reminded about the missed appoint-
ments, he becomes very angry. Moreover, this formerly cheer-
ful and outgoing person is now withdrawn. He has also gotten
lost on several occasions and has accused others of stealing
from him.

Vignette 2. Mr Laroche is a 70-year-old retired chef with a
known history of dementia (Alzheimer type) for the last 3 years.
He came to your office with a history of weight loss. In the office,
he appeared somewhat disheveled. His wife states that for the
last year, he has been getting up in the middle of the night and
pacing around in the kitchen. He has also been quite hostile and
verbally abusive when she tries to cook dinner in the kitchen. As
aresult, they are constantly arguing with one another.

The patient’s wife brought him to your office before his next
scheduled appointment (carrying a bag of groceries and two
bottles of wine). She complained of her own fatigue and depres-
sion, which she attributed to lack of sleep, and requested a refill
on her tranquilizer.

Both Mr and Mrs Laroche are your patients.

A copy of the vignettes was mailed to study partici-
pants, who were then interviewed in person.
Interviews were audiotaped. Participants were asked
two questions with regard to each vignette: “In this
situation, what would you consider part of a treat-
ment plan, including assessment, diagnostic proce-
dures, and ongoing management?” and “What would
be your short- and long-term concerns?” We used
open-ended rather than forced-choice questions in
order to elicit information about what family physi-
cians would actually do when assessing and treating
patients with dementia.

Study participants were also asked standardized
questions about their usual workup for dementia,
their knowledge of the CCCAD guidelines, their
desire for further information on this topic, and their
most recent case of dementia. In addition, respon-
dents provided demographic information about them-
selves and stated what proportion of their patients
were older than 65.

After the interviews, audiotaped responses were
recorded on a coding sheet developed by the authors
before the interviews and based on the recommenda-
tions of Winograd and Jarvik.!° The coding sheet con-
sisted of a comprehensive list of assessment and
diagnostic procedures, community services, and
medical specialists physicians might use in diagnos-
ing and managing patients with dementia (Table 1).

Seven randomly selected taped interviews were
reviewed; for vignette 1, there was 70% agreement in
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coding among raters; for vignette 2, there was 65%
agreement. No changes were made to the initial cod-
ing based on this reliability check. To date, results
from this study have not been communicated to par-
ticipants, but initiatives are being planned to address
the issues raised.

MAIN FINDINGS

Table 2 shows demographic characteristics of the
sample. In describing their approach to diagnosing
the patient presented in the first vignette, participants
gave a range of responses with emphasis on history
and physical examination (Table 3).

In outlining their approach to ongoing manage-
ment of the case, 10 of 20 respondents indicated they

Table 1. Category headings from the
comprehensive checklist

ASSESSMENT AND DIAGNOSTIC PROCEDURES

Neurology consultation
TREATMENT AND MANAGEMENT (SHORT- AND LONG-TERM CONCERNS)

Referral to specialists (10 options)
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Table 2. Demographic characteristics of study
participants (n = 20)

SEX OF PHYSICIAN

..... oMale13
AAAAA oFemale7
AGE OF PHYSICIAN (YEARS)

AAAAA B
AAAAA T
..... T T
AAAAA S e
..... R
..... oO]derthan701
PERCENTAGE OF PATIENTS IN PRACTICE OLDER THAN 65

AAAAA L
..... o R
AAAAA S Mo o

would consider coexisting medical illnesses and a
review of medications. Many also identified immedi-
ately presenting psychiatric problems as a concern;
depression (nine respondents), wandering (12), and
paranoid thoughts (seven) were frequently men-
tioned by respondents. While six respondents indicat-
ed they would refer to psychiatrists for management,
only two indicated they would refer to geriatricians or
neurologists.

While home safety was mentioned by 17 respon-
dents, attention was variable to ADLs such as bathing
(nine respondents), housekeeping (six), feeding (one),
and ambulation (one). Half the physicians indicated
they would review contact with informal social sup-
ports, such as family and friends. Few physicians men-
tioned medicolegal issues, such as driving (four), power
of attorney (one), and competence with personal care
(none). Referral to community services elicited various
responses; seven indicated that they would refer to visit-
ing nurses, five to social workers. Other community ser-
vices mentioned were day programs (seven), respite
services (three), and the local Alzheimer Society (one).

We present data from vignette 1 only, because data
from vignette 2 were similar and did not provide addi-
tional information. Respondents did not focus on
long-term management issues in discussing the sec-
ond vignette.

Responses to the standardized questions revealed
that four respondents were aware of the CCCAD
statement, and seven wanted a standardized protocol

for diagnosing and managing dementia. Six respon-
dents reported they wanted more information about
community resources. When questioned about their
standard workup for dementia and their most recent
case, respondents replied that specific details of their
approach to diagnosis and management had already
been mentioned in discussing the two vignettes.

DISCUSSION

The findings in this study support those of Rubin et
al" and Somerfield et al.? Physicians in this study
mentioned using history and physical examination to
diagnose dementia more frequently than physicians
in the two previous studies did. Cognitive screening
questions were used by 60% of physicians in this
study, but these were rarely in a standardized format,
such as the Folstein Mini-Mental State Examination
(recommended by the CCCAD). Laboratory tests
most frequently used (complete blood count and thy-
roid function tests) were those identified by Rubin et
al"! and the CCCAD. Although many respondents
(75%) said they would consider a computed tomogra-
phy scan, family physicians in Toronto often have dif-
ficulty arranging this test for their patients. In fact,
their use of CT scans is probably in accordance with
CCCAD guidelines and is limited to cases where find-
ings from history or physical examination warrant
further investigation.

Referral of patients to specialists was mentioned
by fewer than a third of physicians, a finding similar
to Rubin et al.!! This is consistent with practice in the
metropolitan Toronto area where family physicians
are the primary care providers.

Physicians frequently mentioned management of
immediately presenting medical and psychiatric prob-
lems, which might relate to the kind of vignettes used.
Home safety was mentioned by 85% of respondents,
probably because of the vignette used. However, long-
term psychosocial concerns, such as caregiver stress
and ADLs, were identified less frequently. These
responses raise concerns about physicians’ awareness
of these issues and their ability to monitor such prob-
lems adequately without additional support.

Physicians in this study also did not routinely refer
patients to community services. This might be a
reflection of dissatisfaction with the services,
patients’ reluctance to use them, or lack of knowl-
edge about them. Clearly, a third of respondents
thought they needed more information about such
services. Only one in 20 mentioned referral to the
local Alzheimer Society, which has many services for
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families. Few knew about the CCCAD, but only one
third wanted a standardized protocol.

Limitations

Generalizing these findings might pose problems
because of the nature and size of the sample. All
physicians in this study were working in a middle-
class urban area with access to many community
agencies that offer services to dementia patients.
Participants in this study also had easy access to
medical specialists, including the psychiatry service
conducting the survey, and by volunteering to partici-
pate in this study, might have demonstrated their
openness to such interventions.

Some problems were encountered with the quali-
tative method used in the study also. It was difficult
for respondents to specify diagnostic procedures as
distinct from ongoing management. This was related
to their clinical experience where diagnosis and
ongoing management often occur simultaneously for
dementia patients. However, the use of vignettes
allowed us to better understand physicians’ actual
approach to these clinical problems. It proved superi-
or to asking physicians to recollect their most recent
case of dementia, as respondents had a great deal of
difficulty describing what approach they had used.

Conclusion
Several conclusions can be drawn from this pilot
study. Physicians in this study had relatively well-
developed ideas about assessing patients for demen-
tia but did not know how to assess their patients’
cognitive functioning adequately. They also did not
have well-developed schema in their minds for man-
aging the important long-term psychosocial problems
of dementia patients. This study supports claims that
dissemination of guidelines is not an effective way of
changing physicians’ practice. v

Based on these findings, several issues must be
addressed if care of community-based dementia
patients in Toronto is to be optimized. More attention
must be given to personalized and innovative educa-
tion programs to ensure that all primary care physi-
cians understand the need for standardized cognitive
testing. Family physicians could be encouraged to
focus on ongoing management issues by working
with community-based professionals who have exper-
tise in assessing and managing the psychosocial
aspects of dementia.

This study is an attempt to better understand how
dementia patients are managed in one health care
system. Comparative studies in other jurisdictions
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Table 3. Strategies used to diagnose dementia
(based on vignette 1)

NUMBER OF PHYSICIANS
USING THIS STRATEGY

STRATEGY

Diagnostic imaging and
other procedures

¢ Neuropsychology 0

are needed to offer alternative models and to help
formulate ideas about the best way physicians can
treat such patients. *
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TYLENOL* acetaminophen is indicated for the relief of pain and
fever. Also as an analgesic/antipyretic in the symptomatic treat-
ment of colds.

CONTRAINDICATION:

Hypersensitivity to acetaminophen.

ADVERSE EFFECTS:

In contrast to salicylates, gastrointestinal irritation rarely occurs
with acetaminophen. If a rare hypersensitivity reaction occurs,
discontinue the drug. Hypersensitivity is manifested by rash or
urticaria. Regular use of acetaminophen has shown to produce a
slight increase in prothrombin time in patients receiving oral anti-
coagulants, but the clinical significance of this effect is not clear.
PRECAUTIONS AND TREATMENT OF OVERDOSE:
Resuscitation and supportive care must proceed as for any other
potentially serious overdose. In acute overdose, serum levels of
acetaminophen are meaningful in predicting those patients likely
to develop serious hepatic toxicity. They must be drawn between
4 and 24 hours post overdose and the values plotted on the
Matthew-Rumack Nomogram. N-acetylcysteine (N.A.C.) is a
highly effective antidote for acetaminophen poisoning. Do not
delay administration of N.A.C. either by parenteral or oral routes
if the ingested dose is likely to be toxic (> 150 mg/kg ingested)
or if serum levels are in the toxic range on the Nomogram. N.A.C.
must be administered prior to the 24th hour post overdose to be
protective. Further details on therapy of acetaminophen overdose
are available by calling your regional Poison Control Centre.
DOSAGE:

Adults: 650 to 1000 mg every 4 to 6 hours, not to exceed

4000 mg in 24 hours.

SUPPLIED:

TYLENOL* Caplets 325 mg: Each white caplet, scored on one side
and engraved “TYLENOL" other side, contains 325 mg aceta-
minophen. Available in bottles of 24t, 50t, 100t and 2001t
caplets.

TYLENOL" Tablets 325 mg: Each round, white tablet, scored on
one side and engraved “TYLENOL" other side, contains 325 mg
acetaminophen. Available in bottles of 241, 50t, 100 and 500
tablets. Also available in vials of 12 tablets.

TYLENOL* Caplets 500 mg: Each white caplet, engraved
“TYLENOL" on one side and “500" other side, contains 500 mg
acetaminophen. Available in bottles of 241, 50t, 100t and 1501t
caplets. Also available in vials of 10 caplets.

TYLENOL" Tablets 500 mg: Each round, white tablet, engraved
“TYLENOL" one side, and “500" other side contains 500 mg
acetaminophen. Available in bottles of 30t, 50 and 100t tablets.
Also available in vials of 10 tablets.

TYLENOL" Gelcaps 500 mg: Each solid caplet-shaped tablet,
coated with red gelatin on one end and yellow on the other, printed
“TYLENOL/500™ on each gelatin coated end, contains: 500 mg
acetaminophen. Available in bottles of 241 and 50 gelcaps.
tPackage is child-resistant. ttEasy to open.

REFERENCES:

1. Bradley, John D. et al, Comparison of an Antiinflammatory
Dose of Ibuprofen, an Analgesic Dose of Ibuprofen, and
Acetaminophen in the treatment of Patients with Osteoarthritis of
t8h7e S:(1nee, The New England Journal of Medicine 1991, 325 (2):
2. Amadio, P. Evaluation of Acetaminophen in the management of
01steg;rg1;itis of the knee, Current Therapeutic Research 1983, 34

3. Moskowitz R.W. Osteoarthritis - Symptoms and Signs. In:
Moskowitz et al, eds. Osteoarthritis Diagnosis and Management,
Philadelphia, PA: WB Saunders Co.; 1984: 149-154.

4. Data on file, McNEIL Consumer Products Company,

April 10,1992.

EXTRA STRENGTH

YLENOL

acetaminophen

McNEIL CONSUMER PRODUCTS COMPANY
MCNEIL GUELPH, CANADA N1K 1A5

*Trademark © 1995 JAC23306

PAAB
CCPP|

RESEARCH

References

1. Hayes VM. Organizing family medicine geri-
atric care. Can Fam Physician 1989; 35:583-6.

2. Haley WE, Clair JM, Saulsberry K. Family
caregiver satisfaction with medical care of
their demented relatives. Gerontology
1992;32:219-26.

3. Leclere H, Beaulieu M, Bordage G,

Sindon A, Couillard M. Why are clinical
problems difficult? General practitioners’
opinion concerning 24 clinical problems.
Can Med Assoc ] 1990; 143(12):1305-15.

4. Roca RP, Klein LE, Kirby SM,

McArthur JC, Vogelsang GB, Folstein MF,
et al. Recognition of dementia among med-
ical patients. Arch Intern Med 1984;144:73-5.

5. O’Connor DW, Pollitt PA, Brook CPB,
Reiss BB, Roth M. Do general practitioners
miss dementia in elderly patients? BMJ
1988;297:1107-10.

6. Cooper B, Bickel H, Schiufele M. The abili-
ty of general practitioners to detect demen-
tia and cognitive impairment in their elderly
patients: a study in Mannheim. Int | Geriatr
Psychiatry 1992;7:591-8.

7. Canadian Consensus Conference on the
Assessment of Dementia. Assessing demen-
tia: the Canadian consensus. Can Med Assoc
J1991;144(7):851-3.

8. Folstein MF, Folstein SE, McHugh PR.
Mini-Mental State: a practical guide for
grading the cognitive state of patients for
the clinician. J Psychiatr Res 1975;12:189-98.

9. Anderson G. Implementing practice guide-
lines. Can Med Assoc J 1993;148(5):753-5.

10. Winograd CH, Jarvik LF. Physician
management of the demented patient. / Am
Gertatr Soc 1986;34(4):295-308.

11. Rubin SM, Glasser ML, Werckle MA.

The examination of physicians’ awareness of
dementing disorders. ] Am Geriatr Soc 1987;
35(12):1051-8.

12. Somerfield MR, Weisman CS, Ury W,
Chase GA, Folstein MF. Physician practices
in the diagnosis of dementing disorders.

J Am Geriatr Soc 1991;39(2):172-5.

13. Wargon MF, Shulman KI. Community
psychiatric services for the elderly: the
Sunnybrook experience. Can Ment Health
1987;35(1):2-6.

14. Oxman AD, Thomson MA, David DA,
Haynes B. No magic bullets: a systematic
review of 102 trials of interventions to
improve professional practice. Can Med
Assoc ] 1995;153(10):1423-9.

482 Canadian Family Physician « Le Médecin de famille canadien ¢ VOL 43: MARCH » MARS 1997

of Family Medicine

The Library Service
of the College of Family
Physicians of Canada

Services of the Library

For Practising Physicians

Literature on

—advances in diagnosis and therapy
- pharmaceutical information

- practice management topics
Medical literature searches

Copies of medical articles
Information on ordering books

and journals

For Researchers in
Family Medicine

L]

Literature searches and
bibliographies

Location of documents and studies
Literature on research methodology

For Teachers of
Family Medicine

Preparation of booklists on family
medicine topics

Advice on collecting literature

to support programs

Searches of medical literature

on topics related to training
family doctors

Residents in
Family Medicine

Literature searches in support
of research projects

Advice on using libraries and
bibliographic resources

Charges for
Bibliographic Services

Literature searches for CFPC Members:

One free search per year, $8/search thereafter.
Articles copied

Articles faxed

Books/av loans

CLFM bibliographies

General reference

hes for

$25/search. Searches limited to family medicine topics.

To use services of CLFM, contact the librarian at:
Canadian Library of Family medicine,
Natural Sciences Centre, Rm. 170C
University of Western Ontario, London, ON
N6A5B7, Telephone: (519) 661-3170,

Fax: (519) 661-3880

FOR PRESCRIBING INFORMATION SEE PAGE 562 >



