Current Topics in Management

Evaluation of Academic Detailing for
Primary Care Physician Dementia

Education

Marcia ). Cameron, MA', Micki Horst, MA?Z,
Larry W. Lawhorne, MD3, and
Peter A. Lichtenberg, PhD, ABPP***¢

Abstract

American Journal of Alzheimer’s
Disease & Other Dementias®

25(4) 333-339

© The Author(s) 2010

Reprints and permission:
sagepub.com/journalsPermissions.nav
DOI: 10.1177/1533317510363469
http://ajadd.sagepub.com

®SAGE

The objective of this evaluation study was to assess the effect of academic detailing (AcD) as a strategy to increase early detection
of dementia in primary care practice and to improve support and management of Alzheimer’s disease and other dementia
disorders by increasing communication and referrals to local community agencies. As designed for dementia education, AcD
consisted of |15-minute educational sessions delivered in primary care practice offices. Twenty-nine visits were conducted by
trained teams comprised of a physician and representatives of the Alzheimer’s Association (AA) and Area Agency on Aging
(AAA). A key outcome of the visits was increased knowledge of the specific programs and services available. In all, 77.4% rated
the visit very effective, and follow-up evaluation suggests visits led to an increase in referral to these agencies (55%) and potentially
enhanced early detection of dementia by physicians as measured by 35% making changes in the way they identify at-risk patients.
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Introduction

Currently, people aged 65 and older account for 30% to 40% of
primary care physician visits." One in 8 persons aged 65 and
older (13%) have Alzheimer’s disease or other dementia disor-
ders.? Of persons aged 85 and older, the percentage is close to
half. The number of Americans with Alzheimer’s and other
dementia disorders is increasing every year because of the
steady growth in the older population.

Older adults and their family members often rely on their
primary care physicians to evaluate symptoms of memory loss
and to provide health information and referrals. Studies of
family caregiver interactions with physicians have identified
4 primary concerns: (1) obtaining a diagnosis, (2) learning how
to manage current or expected symptoms, (3) locating and
using community support services, and (4) receiving emotional
support. One study found physician linkage to support services
received the lowest rating among these domains of concern.’
Physician surveys show that many physicians lack sufficient
knowledge in diagnosis, treatment, and community resources
for dementia.* Physicians reported in another study that
nonfamiliarity with community services was the most signifi-
cant barrier to ongoing management of people with dementia,
more than lack of time and reimbursement.’

Studies have consistently shown that active medical man-
agement of Alzheimer’s and other dementias can significantly
improve quality of life through all stages of the disease for

diagnosed individuals and their caregivers, according to the
Alzheimer’s Association’s (AA) 2009 Alzheimer’s Disease
Facts and Figures. Active management includes appropriate
use of available treatment options, effective integration of
coexisting conditions into the treatment plan, and use of
supportive services. One study found that care consultation
delivered in a partnership between a managed health care sys-
tem and AA chapter reduced use of physician and emergency
department visits and reduced likelihood of a hospital admis-
sion by people in the intervention group.®

A needs assessment conducted by the Michigan Dementia
Coalition (MDC) in 2002 to develop a statewide dementia plan
confirmed that family caregivers, especially, viewed dementia
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education for primary care physicians as a top priority. The
MDOC is a grassroots statewide organization of consumers and
representatives of community groups, universities, and state
government. The coalition embarked on a primary care initia-
tive to develop strategies for promoting dementia competency
among primary care physicians, disseminating information
about effective disease management practices, and linking
physicians with resources for diagnostic consultation and non-
medical community services. A focus group, conducted with
30 physicians, identified barriers to effective dementia care
practice, developed recommendations for possible solutions, and
enlisted workgroup members to address these concerns. Inter-
ested primary care and specialty physicians subsequently formed
the Michigan Primary Care Dementia Network (PCDN), with a
current membership of approximately 80 physicians. The net-
work developed strategies to address the following goal within
the 2003 Michigan Dementia Plan, “Promote a public health,
disease management approach to dementia care in primary care
practices that makes full use of best dementia practices.” One of
the strategies identified was the development of a community
resource model that offers procedures that physicians can use
to link individuals and their families with community services.’
This model uses community resources in developing educational
outreach and also emphasizes use of community resources in
ongoing patient management.

Methods

Although no single method of physician education is known to
be superior to others,® a peer-to-peer outreach model was iden-
tified as promising. The PCDN established a Community
Resources Workgroup to develop a community resource model
and related materials to provide structured educational out-
reach visits, also known as academic detailing (AcD), to indi-
vidual primary care clinics. Academic detailing serves as a
brief, personal, in-office dialogue that focuses intensely on a
single topic of interest. Pharmaceutical companies have suc-
cessfully used AcD to provide drug information to physicians
to influence their prescribing behaviors.’

A key feature of the method is a face-to-face visit with the
physician by a peer. In fact, 1 of 3 factors cited by physicians
through questionnaires as most discouraging the use of AcD
was having continuing medical education provided by a non-
physician (along with spending office time and scheduling
time). Another factor physicians found useful was providing
comprehensive as well as concise handout material.'

As designed in Michigan for dementia education, AcD
consisted of 15-minute educational sessions delivered to physi-
cians and their staff. Visits were conducted by trained teams
composed of a physician, an AA representative, and an Area
Agency on Aging (AAA) representative. (There are 2 AA
chapters in the state of Michigan: Michigan Great Lakes chap-
ter and Greater Michigan chapter.) Key message points and
practical examples were highlighted. A packet of materials,
including triggers for identifying potential dementia and

contact information of local organizations, served as the basis
of the visit.

The general script for visits covered: (1) identifying each
office staff member’s biggest concern about addressing demen-
tia; (2) providing brief educational sessions tailored to specific
domains of concern; (3) discussing different management stra-
tegies, including the role local community organizations can
play in providing services to older adults with dementia and
to family members; (4) promoting increased communication
and collaboration among the primary care practices and these
local agencies; and (5) ending with a strong message that early
detection is important, that primary care practices do not have
to provide information and resources alone, and that commu-
nity resources and supports are available.

The overarching goal and primary objective of the evalua-
tion of the 2005-2008 model project was to assess the merit
of AcD as a strategy for achieving PCDN objectives to

e increase early detection and diagnosis of dementia in pri-
mary care practice and

e improve support and management of Alzheimer’s and other
dementias by increasing communication, referrals, and
coordination of services with the AA and other local com-
munity agencies and resources.

A secondary objective was to obtain feedback to improve the
educational content, materials, and delivery. Feedback gath-
ered in 2005 and 2006 was used to make changes prior to the
2007 visits. A third objective, added in 2007, was to attempt
to gather data to help determine the cost and cost-
effectiveness of providing AcD visits.

The evaluation consisted of 3 components:

To help evaluate content, delivery, and overall effectiveness
of the visits:

(Component 1) Team member feedback (completed
immediately following each visit);

(Component 2) Participant feedback (physicians and
staff; completed immediately following the visit);

To assess the extent to which the visit may have influenced
early detection practices and referral practices:
(Component 3) Follow-up survey completed by visited
physician, conducted 3 to 6 months following visit. This
survey was mailed with an addressed, stamped envelope
to each physician who had participated. For most visits,
further follow-up attempts were made by fax or phone
until at least one of the physician participants responded
or numerous attempts had been made.

Most PCDN Steering Committee members conducted at least 1
detailing visit and contributed to informal discussion on the
challenges and benefits of AcD as a method of outreach and
education with other primary care physicians.

Four of the AcD visits in the first year (2005) were made to
PCDN members. The remaining 25 visits were made to physi-
cians who were not PCDN members at the time of the visit. The
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Table I. Participant Feedback (Component 2) Summary (Range: | = Not Very Helpful to 5 = Very Helpful)

No of Responses I 2 3 4 5
How much visit would help practice identify patients with dementia 209 0 0 8 (4%) 47 (22%) 154 (74%)
early?
How helpful it is to patients and their families to identify patients with 208 0 I (<I%) 8(4%) 38(18%) 161 (77%)
dementia early?
Effectiveness of visit in increasing or refreshing knowledge about 207 I (<I1%) 3 (<1%) 22 (11%) 70 (34%) 117 (57%)
importance of addressing dementia
Effectiveness of visit in providing information about | or more concerns 208 0 I (<1%) 31 (15%) 71 (34%) 110 (53%)
participant had about addressing dementia in the practice
Overall helpfulness of the visit 191 0 2(1%) 12(6%) 49 (26%) 128 (67%)
Effectiveness of the visit in providing information about community 208 0 I (<I%) 4(2%) 42(20%) 161 (77%)
resources to assist families
Effectiveness of the visit in helping participant identify specific 209 2(1%) O 8 (4%) 51 (24%) 148 (71%)

community resources that will work with the practice to assist
patients with dementia and their families

former yielded constructive feedback on materials and
approach, along with feedback on early detection and commu-
nity resources. The latter yielded helpful information on ways
to gain access and inform practices, along with changes in
physician behavior.

Results

Twenty-nine AcD visits were conducted July 2005 through
August 2008. Participants included 104 physicians and 248
office/clinic staff. The average number of physician partici-
pants in the visits was 3.6. Five visits had 6 or more physician
participants.

Visits were conducted in all regions of the state, in 16 differ-
ent communities in 11 counties, including urban and rural
areas. At least 20% of the visits were conducted in rural and
underserved areas of the state.

Fifty-three team member feedback forms (component 1)
were completed for every visit. Some variations in procedures
occurred as some teams completed 1 form together by reaching
consensus on perceptions or reactions of the visit, and other
teams had each member complete forms individually.

Two hundred sixteen participant feedback forms (compo-
nent 2) were completed. Of participants who designated their
status, 50 designated themselves as physicians and 99 desig-
nated themselves as nonphysicians. The status of the remaining
67 participants is unknown. Forms collected in the first year
(30) did not have a section for designating status. On the sub-
sequent version of the form that did have the status designation
section, 37 respondents did not indicate their status.

Thirty physician follow-up survey forms (component 3)
were completed, representing 68% of the detailing visits con-
ducted. The follow-up survey questioned activity in the 3 to
6 months since the visit, including use of materials provided,
use of triggers to identify patients who may need to be screened
for dementia, changes in the way the practice identified
patients with dementia, and referrals to community resources.

Results obtained from the follow-up survey of physician
participants (component 3) provide an indication of the
effectiveness of the AcD visits in altering physician behavior.
Results obtained from the team feedback forms and the partici-
pant feedback forms supplement these findings and provide an
indication of the effectiveness of the visits in increasing
participant knowledge and awareness. In addition, the results
of the 2005 and 2006 team and participant feedback were used
to make modifications in the educational materials and the
evaluation forms and process.

Effectiveness in Providing Information

Of the 344 physician and nonphysician participants in the vis-
its, 216 (63%) completed immediate postvisit evaluation forms
(component 2). The forms asked participants to rate the help-
fulness or effectiveness of the visits on a Likert-type scale. The
vast majority of participants gave high ratings on all items.
Table 1 shows the number and percentage of respondents in
each category on 7 items.

Two of the key measures on the participant feedback form
were (1) the effectiveness of the educational team’s visit in
increasing or refreshing participants’ knowledge about why
to address dementia and (2) the effectiveness of the visit in pro-
viding information about concerns in addressing dementia. The
first of these key measures shows that nonphysician ratings
were more variable than physician ratings: nonphysicians more
frequently gave a 5 rating (58% compared to 50% by physi-
cians). Nonphysicians also more frequently gave a 3 rating
(12% compared to 8% by physicians). Table 2 shows the distri-
bution (number and percentage) of responses between physi-
cian and nonphysician participants. On the second key
measure, nonphysician ratings continued to be more positive
than physicians. The highest rating of 5 was given by 54% of
nonphysicians compared to 46% of physicians. The mid-
point rating of 3 was given by 12% of nonphysicians compared
to 18% of physicians. Table 3 shows the distribution (number
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Table 2. How Effective Was the Educational Team’s Visit in Increasing or Refreshing Your Knowledge About Why to Address Dementia in

Your Practice? (Range: | = Not Very Effective to 5 = Very Effective)

I 2 3 4 5
Physicians (50) 1 (2.0%) I (2%) 4 (8%) 19 (38%) 25 (50%)
Nonphysicians (99) 0 I (1%) 12 (12%) 27 (27%) 57 (58%)
Unknown (67) 0 I (2%) 6 (9%) 24 (36%) 35 (53%)
All combined (216) 1 (0.5%) 3 (1%) 22 (10%) 70 (33%) 117 (55%)

Table 3. How Effective Was the Visit in Providing You With Information About | or More of the Concerns You Have Had About Addressing

Dementia in Your Practice? (Range: | = Not Very Effective to 5 = Very Effective)

I 2 3 4 5
Physicians (50) 0 0 9 (18%) 17 (34%) 23 (46%)
Nonphysicians (99) 0 1 (1%) 12 (12%) 31 31%) 54 (54%)
Unknown (67) 0 0 10 (15%) 23 (35%) 33 (50%)
All combined (216) 0 1 (0.5%) 31 (15%) 71 (33%) 110 (52%)

and percentage) of responses between physician and nonphysi-
cian participants.

Increasing early detection. Findings from the participant feed-
back (component 2) show physicians and staff believe early
detection is helpful (see Table 1). Asked how helpful it is to
patients and their families to identify patients with dementia
early, 77.4% responded very helpful (point 5 on 5-point scale),
which is tied for the highest percentage among the seven items
rated. Asked how much the visit would help the practice to
identify patients with dementia early, 73.7% of respondents
indicated the highest rating of 5 and 22.5% indicated a rating
of 4.

To assess AcD effectiveness in increasing early detection,
the follow-up survey directed to physicians (component 3)
asked (No/Yes), “Since the visit, has your practice made any
changes in the way it identifies dementia?”” Most (65%) of the
physicians indicated they had not made changes in the way they
identify patients with dementia but slightly more than a third
(35%) said they had. All of the PCDN members (4 respondents)
said they had not changed the way they identify patients with
dementia compared to 62% of the non-PCDN physicians (25
respondents). If they responded yes, they were asked, “Please
note the specific way.” Open-ended responses included (each
response was made only once)

involve family members more in visits;

use Mini-Mental State Examination (MMSE) form more
routinely;

ask about activities of daily living (ADLs);

ask more questions of families and caregivers;

more aware of possibilities;

more in tune with warning signs;

increased attention to early diagnosis; and

follow red flags.

A related item asked whether the physician had used or made
plans to use the triggers to identify patients who may need to

be screened for dementia. Nearly half (48%) said they had.
Of the remainder, 40% said they had not but intended to and
12% said they already had a way of identifying patients.

Increasing knowledge of and referral to community resources.
Results of the participant feedback form (component 2) indi-
cate the AcD visits helped increase participant knowledge of
available community resources. Many physicians and staff
members who participated in the AcD visits were already
aware that AA chapters and AAAs provide services. The AcD
visits increased their knowledge of the specific programs and
services available. Asked how effective the visit was in provid-
ing information about community resources to assist families,
this item tied for the highest percentage, 77.4%, of respondents
indicating very effective (5). A similar item, asking about the
effectiveness of the visit in helping participants identify
specific community resources that will work with the practice
to assist patients with dementia and their families, received a
5 rating from 70.8% of respondents. Team member feedback
supports these findings.

According to participant feedback responses (component 2)
and consistent with the information shared during the visit, the
community resources used most often are the AAA (20%) and
the AA (7%). Other resources were quite varied and were cited
by fewer than 4% of all participants. Physicians were more
likely to say they currently use the AAA (14% of physicians)
than to say they currently use AA (2% of physicians). Table 4
shows the number of participants citing the AAA or AA and the
percentage in each category of participant status (physician,
nonphysician, or unknown). Others named were specific neu-
rologists or social workers, community mental health, senior
housing agencies, and home care agencies.

Participants were also asked which (if any) community
resources discussed during the visit they were “now more
likely to use for referrals.” Again, the most frequent responses
were the AAA (25%) and the AA (25%). The most dramatic
difference is seen in the physician responses. Although only
2% of physicians said they currently use the AA for referrals,
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Table 4. Which Community Resources Do You Currently Use for
Referrals?

Table 5. Which (if any) Community Resources Discussed During the
Visit Are You Now More Likely to Use for Referrals?

AAA AA AAA AA
Physicians (50) 7 (14%) | (2%)  Physicians (50) 10 (20%) 20 (40%)
Nonphysicians (99) 15 (15%) 8 (8%) Nonphysicians (99) 25 (26%) 24 (25%)
Unknown (67) 21 (30%) 6 (9%) Unknown (67) 18 (26%) 9 (13%)
Total (216) 43 (20%) 15 (7%) Total (216) 53 (25%) 53 (25%)

40% said they were now more likely to do so. Table 5 shows
the number of participants citing the AAA or AA and the
percentage in each category of participant status (physician,
nonphysician, or unknown). Taken together, these findings
suggest that prior to the AcD visit, physicians and nonphysi-
cians were using AAA services more than AA services, and the
AcD visits significantly increased awareness of AA services,
particularly among physicians.

The significance of knowing about community resources
was also a key finding in the team member feedback
(component 1). Team feedback indicated that the concerns
most often voiced by providers were knowing about resources
available and getting families to comply with recommenda-
tions or follow through. Of 53 feedback forms, the percentage
indicating these concerns and others were

28% knowing about resources—where and how to access,
identifying services;

21% getting patients/families involved, patient/family
follow-up;

13% managing behaviors;

13% medications, treatment, treatment effectiveness; and

11% lack of time to spend with patients.

Results of the evaluation suggest the AcD visits were effective
in increasing physician and staff referral to community
resources available for patients with dementia and their
caregivers. Of the physicians who responded to the follow-up
question (component 3) asking whether their practice had
increased referrals to community resources, 55% said they had,
24% said they were already making satisfactory referrals prior
to the visit, and the remaining 21% said they had not increased
referrals but intend to. Comparison of the responses of the 4
PCDN member physicians to responses of the non-PCDN
members showed a very slight difference, with 50% of PCDN
members saying yes compared to 52% of non-PCDN physi-
cians saying yes.

A related item asked physicians how important community
resources are in helping meet the needs of patients with demen-
tia and their caregivers. Although 31% did not answer this
question, of those who did, 80% indicated a 5- and 20% indi-
cated a 4- (on a 5-point Likert-type scale with 1 for not very
important and 5 very important).

Cost estimate. The cost estimate component added to the eva-
luation in 2007 asked the 2 Michigan AA chapters to estimate

e number of hours the chapter spent arranging and preparing
for visits, including training time;
salary costs for chapter time spent;
miles traveled by chapter personnel; and
cost of materials.

Chapters were also asked to obtain and report, if possible, esti-
mates of the time spent and miles traveled by physicians and
AAA representatives. Only 1 visit cost estimate included these
figures. Wide variations in data (staff time, salary, travel) and
low number of visits with cost estimates resulted in lack of
reliable information regarding costs of visits.

Discussion

Findings from the formal evaluation of the project suggest the
AcD visits were effective in

1. increasing physician awareness of the importance of early
detection;

2. increasing physician awareness of the importance of refer-
ral to community resources; and

3. increasing referrals to community resources.

These findings were substantiated in informal discussion and
feedback from physician presenters. Because these results indi-
cate AcD visits are a promising strategy for increasing early
detection and referral, an important question is whether it is a
cost-effective strategy.

Consideration needs to be given to the circumstances that
may have played a role in the amount of time spent on each
visit. Over the 4 years of the project, changes in staff occurred
at every level. It is possible that the amount of time required per
visit could be substantially decreased with more stable staffing.
In addition, higher level and higher wage personnel were some-
times called upon to conduct scheduling and visits when con-
sistent coordinating staff was not available.

To assess the usefulness of AcD as a strategy for dementia
education, it is important to consider the context of primary
care physician education generally. A vast number of educa-
tional topics compete for their attention. A study of dementia
assessment in primary care suggests the perception that
dementia assessment is not warranted, because little can be
done to improve Alzheimer’s disease and other progressive
dementias."!
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Informal feedback from team members over the course of the
project suggests that obtaining assent from a physician to host or
receive an AcD visit is the most challenging aspect of the AcD
model. In the first year of the project, the physicians visited were
typically members of the PCDN (4 of the 29 project total visits)
and therefore predisposed to host a visit. In the second year, it
became more challenging to identify practices receptive to a visit
(all non-PCDN members). It was not uncommon for the project
coordinator and chapter personnel to be told by a physician or
practice that they were not interested in having a visit. Many indi-
cated they already had expertise with dementia. Anecdotally,
those who accepted a visit also often said in advance that they
were already knowledgeable on the topic but afterward offered
that they had learned more than they had expected to learn. Over-
all, the inclusion of a respected, local physician to lead the team—
effectively saying to fellow physicians, “This is important. Here
are resources available to you”—was indicated by team members
as the most crucial factor in gaining access to physicians.

In addition, many physicians may resist the visits as part of a
broader increasing resistance to AcD in its traditional form
(delivered by drug companies). A Newsweek article, “Thanks,
But No Thanks™ asserted that increasingly doctors are saying
no to drug company promotions.'?

The project implemented 2 strategies to help address the
problem of resistance. One was to have the physicians who had
agreed to serve as presenters speak directly to their colleagues.
This strategy, while effective, also required chapter coordina-
tors and the project coordinator to spend time following up with
the physician presenters to contact colleagues. Often the physi-
cian presenters simply did not have time to contact potential
recipient colleagues.

The second strategy adapted to address the problem of resis-
tance was to partner with drug company representatives, with
visits framed in a purely educational format. Although some
physicians and practices may reject visits from drug company
representatives, others were more receptive to a visit if it
included a complimentary luncheon that was an expectation
of company representatives. Some drug company representa-
tives can open doors, but the effectiveness varied according
to individual company representatives and the characteristics
of the practice. Because drug company representatives, when
present, did not present information at the AcD visits, their
cosponsorship was not noted on evaluation forms, though
informal feedback indicates increasing numbers further into the
project to help with gaining access to clinics.

With regard to the design and delivery of the dementia AcD,
the evaluation findings suggest overall that the materials and
content were well designed but that substantial variation
occurred in the implementation or delivery. Primary Care
Dementia Network physician presenters with experience and
commitment to dementia education often offered their own par-
ticular focus. It is not clear whether the variation enhanced or
detracted from the effectiveness of the visits.

Another question raised by the findings pertains to the size
and composition of the participant group. The original design
was intended for small groups of physicians and staff. Because

of the existence of large clinics, some of the visit groups were
considerably larger (30 in 1 group). In addition, some groups
consisted primarily of physicians while other groups consisted
primarily of nonphysician staff.

Finally, implementation of AcD takes a great deal of time
and persistence and should include adequate lead time. The
estimate of number of hours spent by AA chapter staff per visit
indicates considerable time spent to secure a visit (averaging
close to 10 hours).

Following the grant period, primary care practices have
expressed interest in the AcD model or visits. The model and
lessons learned have been incorporated as an elective for the
Geriatric Education Center of Michigan (GECM) Community
Teams to use for their outreach curriculum to local interdisci-
plinary health professionals. New agency collaborations have
been developed and continue to grow as a result of this process.
In final reports on AcD, the PCDN and both Michigan AA
chapters plan to continue outreach to primary care practices,
including offering and scheduling AcD meetings. One chapter
stated, “There is still demand for this type of programming and
community education. It has also been found to be a successful
marketing technique for the Alzheimer’s Association and the
local Area Agencies on Aging to increase visibility in the com-
munity and awareness of programs and services.”

Conclusion

The evaluation of PCDN AcD indicates that a key outcome of
the AcD visits was increasing primary care practice physician
and staff knowledge of the community resources available for
persons with dementia and their caregivers. Many physicians
and staff who participated in the dementia AcD visits were
already aware that the AA chapters and AAAs provide services.
The visits increased their knowledge of the specific programs
and services available and follow-up evaluation suggests visits
led to an increase in referral of patients and caregivers to these
agencies. Results also indicate that AcD was successful in help-
ing increase early detection of dementia by physicians. This eva-
luation was not sufficient to establish the cost-effectiveness of
dementia AcD. More evaluation studies are needed to compare
AcD cost-effectiveness to other physician education strategies.

Given the enormity of the challenge of effecting any change
in primary care practice, any tool or strategy that contributes to
improvements needs to be considered. A recent Cochrane
Review indicated that AcD can lead to modest improvement
in behavioral aspects of physician performance, such as use
of screening tests, implementation of guidelines, or manage-
ment of problems encountered in general practice.'® Presented
as a peer-to-peer encounter, AcD can be used as an educational
tool to stimulate knowledge of and referral to community
resources. Although it is not clear that dementia AcD by itself
brings about significant, sustainable changes, the strategy does
appear to have a positive effect. The findings from this evalua-
tion suggest that dementia AcD can help increase awareness of
the importance of early detection and diagnosis and the impor-
tance and availability of community resources.
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