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Abstract
Objectives—Compare primary care providers’ (PCPs) perceptions about dementia and its care
within their healthcare organization with perceptions of other common chronic conditions, and
explore factors associated with differences.

Design—Cross-sectional survey

Setting—3 California healthcare organizations

Participants—164 PCPs

Measurements—PCPs’ views about primary care for dementia, compared to heart disease,
diabetes, and selected other conditions were analyzed. Differences in views across conditions by
PCP type (internists, family physicians) were assessed. Multivariate analysis examined
relationships between provider/practice characteristics and views about dementia care.

Results—More PCPs strongly agreed that: older patients with dementia are difficult to manage
(24%) than for heart disease (5%) or diabetes (6%); PCPs can improve quality of life for heart

Corresponding Author: Dorothy P. Harris, PhD UCLA David Geffen School of Medicine Department of Neurology 710 Westwood
Plaza, RNRC C-239 Los Angeles, CA 90095-1769 Telephone: (310) 206-7671 Fax: (310) 794-7716 dpharris@ucla.edu.

The results of this study were presented at the 32nd Annual Meeting of the Society of General Internal Medicine in 2009.

Conflict of Interest: Drs. Harris, Shapiro, and Ms. Vassar have no conflicts of interest to report. Drs. Chodosh and Vickrey received
honoraria from SCAN Healthplan. Dr. Vickrey received a grant from Genentech, Inc., and served as a consultant for Secured
Independence, Inc. and EMD Serono Canada, Inc.

The definitive version is available at www.blackwell-synergy.com. The definitive publisher’s version is available at
www3.interscience.wiley.com.
Full text: http://onlinelibrary.wiley.com/doi/10.1111/j.1532-5415.2009.02572.x/full.

NIH Public Access
Author Manuscript
J Am Geriatr Soc. Author manuscript; available in PMC 2013 November 18.

Published in final edited form as:
J Am Geriatr Soc. 2009 December ; 57(12): . doi:10.1111/j.1532-5415.2009.02572.x.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.blackwell-synergy.com
http://www3.interscience.wiley.com
http://onlinelibrary.wiley.com/doi/10.1111/j.1532-5415.2009.02572.x/full


disease (59%) and diabetes (62%) than for dementia (31%); older patients should be routinely
screened for heart disease (64%) and diabetes (68%) than dementia (56%); and their organizations
have expertise/referral resources to manage diabetes (49%) and heart disease (52%) than dementia
(21%). More PCPs reported “almost effortless” organizational care coordination for heart disease
(13%) or diabetes (14%) than for dementia (6%), and “a great deal”/“a lot” of room for
improvement in their ability to manage dementia (51%) than incontinence, depression, or
hypertension (7-34%; all P’s<0.05). Internists’ views regarding dementia care were less optimistic
than family physicians, but PCP type was unrelated to views on diabetes or heart disease.

Conclusion—Improving primary care management of dementia should directly address PCP
concerns about expertise/referral resources, difficulty of care provision, and PCP views about
prospects for patient improvement.
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Introduction
Sixty-five percent of older Americans suffer from multiple chronic conditions, including
heart disease, diabetes, and hypertension1, and an estimated 5.2 million suffer from
dementia.2 Despite increasing prevalence and frequency of older patient visits to primary
care providers (PCPs), dementia detection in primary care is low 3-5, and quality of care for
dementia is lower than that for other common conditions.6, 7

PCPs manage patients with a broad range of chronic conditions such as heart disease,
hypertension, depression, diabetes, and dementia. Although many of these conditions
overlap with the domains of other specialties, PCPs often assume principal responsibility for
their management. More so than for some diseases that are often managed in primary care
settings, optimizing dementia care requires frequent interaction with caregivers and other
family members, addressing caregiving needs, behavioral disturbances, loss of function, and
connection of patients and caregivers to key resources in the community such as respite
care.8, 9 It also requires vigilance for potential complications that typically arise in the
course of this degenerative disease, so that they can be identified and managed before
escalating to crises. The complexity of tasks and intensity of demands for evaluation and
management of dementia may affect PCPs’ attitudes towards caring for these patients.
Insufficient access to resources and care coordination may also affect providers’ perceptions
of their ability to care for these patients.

We surveyed PCPs’ perceptions of dementia care as measured against their perceptions of
other common chronic conditions affecting older primary care patients, including heart
disease and diabetes. We assessed differences in providers’ perceptions of their capability
within their health care organization to effectively manage dementia compared with other
chronic conditions in elders. We also assessed whether type of PCP, provider demographics,
practice characteristics, number of older patients seen, and knowledge were associated with
attitudes and perceptions towards dementia care.

Methods
Sample and Data Collection

We surveyed by mail all PCPs at 18 outpatient clinics in 3 San Diego-area healthcare
organizations that participated in a cluster randomized (clinic level), controlled trial of a
dementia quality of care improvement intervention.10, 11 Surveys were conducted 9 months
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after initiation of patient enrollment into the trial. At 2 of the 3 organizations, providers were
compensated $20 for survey participation; one organization did not allow compensation to
its providers for research participation. Follow-up surveys were mailed to nonrespondents at
4 and 8 weeks after the initial mailing. Of the 230 PCPs including internists, family
physicians, nurse practitioners and physician’s assistants, 164 (71.3%) completed the
survey. Respondents and nonrespondents did not differ in terms of gender, PCP type, or
years since graduation (all P’s>0.05). Provider knowledge about dementia across
intervention and usual care arms was previously reported (for the purpose of this study’s
aims, we excluded from our eligible sample two providers with added qualifications in
geriatrics).10 The institutional review boards of University of California, Los Angeles and
all participating health care organizations approved the study procedures.

Provider Survey Measures
Provider attitudes towards condition-specific primary care for older patients
with dementia, heart disease, and diabetes (3 items per condition)—Three items
assessed provider attitudes about managing older patients for each of 3 conditions: dementia,
heart disease, and diabetes. One item addressed providers’ perception about difficulty
managing each condition in primary care; a second addressed providers’ perception of their
ability to significantly improve quality of life for older patients with each condition; and a
third addressed providers’ belief about routine screening for each condition. Items were
presented as statements and providers were asked their degree of agreement with each
statement, using Likert scales (range: 1-6) from “strongly agree” to “strongly disagree”. For
every item, the conditions were listed in this order: heart disease, dementia, and diabetes.

Provider perceptions about condition-specific care in their healthcare
organization (2 items per condition)—One item assessed level of agreement with a
statement that expertise and referral resources for managing each condition were available
within their healthcare organization, using the same 6-category response choice defined
above. Providers were also asked to rate their perceptions of care coordination within their
organization for older patients with each condition, with 6 response choices ranging from
“almost effortless” to “difficult struggle”.

Provider self-ratings of room for improvement in their care for older patients
with specific conditions (1 item per condition)—Providers were asked to assess how
much they could improve in their ability to evaluate and manage older patients having each
of six conditions: hypertension, depression, dementia, gait disorders/falls, delirium, and
incontinence. Response choices for these statements were “a great deal”, “a lot”, “some”, “a
little”; and “not at all”.

Of these six attitude and perception items, only one differed across intervention and usual
care group providers, with intervention providers more likely than usual care providers to
agree that older patients with dementia are difficult to manage in primary care (P=0.03).10

With this one exception, no other differences were found between intervention and usual
care group providers in any of the six attitude and perception items for any conditions or
symptoms.

Potential Explanatory Variables
Knowledge About Management of Dementia: Providers were asked five multiple-choice
questions regarding their knowledge about capacity determination, delirium evaluation,
patient safety, and depression therapy in dementia.10 These items were based on guidelines
recommended for primary care management of dementia.8, 9 Each item was scored as either
correct or incorrect, and each respondent was given a summary knowledge score of 0-5,
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indicating the number of questions answered correctly. We previously reported that the only
one of the four knowledge areas in which the dementia care management intervention had
an impact was provider knowledge about capacity determination; a higher percentage of
intervention than usual-care clinic providers answered both capacity determination
knowledge questions correctly (adjusted difference=12%; adjusted odds ratio (AOR)=2.4;
95% confidence interval=1.2-4.8; P=0.02); there were no differences between groups in the
other 3 knowledge areas.10

Provider and Practice Characteristics: Other survey items included provider gender, year
of medical, osteopathic or nurse practitioner school graduation, and practice duration (years
or months) in their current clinical setting. Providers were asked to estimate the number of
unique dementia patients they had seen in their practice in the last 12 months and the
percentage of patients over age 65. PCP type (internists, family physicians, and nurse
practitioners/physician’s assistants) was determined from clinic records and web listings.

Analysis—For each item on attitude (3 items), perceptions about care (2 items), and
amount PCP could improve his/her ability to provide care for the condition (1 item),
differences in the distribution of the 5 or 6 response choices on each item for dementia
versus each of the other conditions were compared using the Wilcoxon signed-rank test
(Stata, version 9.2, College Station, Texas).

We conducted bivariate analyses of potential explanatory factors (provider and practice
characteristics) and the 6 attitude, perception, and self-ratings of room for improvement
items for each chronic condition and found that PCP type was the only factor having
multiple statistically significant associations. We also found a trend toward a higher
proportion of family physicians than other PCP types in the intervention arm (P=0.07).
Because of this trend, we regressed each item for each condition onto PCP type, with
intervention/usual care status as a covariate, to assess whether observed associations of
provider type with attitudes/perceptions/self-ratings of ability to improve by chronic
condition were independent of intervention/usual care status.

We explored whether provider’s belief about difficulty managing a condition (heart disease,
dementia, diabetes) in primary care was associated with perceptions about availability of
expertise and referral resources to manage the disorder in the healthcare organization, as
well as how effortless or how much of a struggle care coordination and information sharing
with other providers in the healthcare organization was in managing that condition, using
Wilcoxon signed rank test.

To assess whether any of the potential explanatory variables accounted for variation in
responses for dementia, we conducted bivariate analyses of each of the six items on attitude,
perception, and self-reported ability with respect to dementia, with provider demographic
and practice characteristics (including PCP type), individual dementia knowledge questions,
and summary dementia knowledge score. To identify whether any provider or practice
characteristics uniquely explained variation in provider attitudes, perceptions, and room for
improvement in care for dementia, we then conducted multivariable analyses using ordered
logistic regression.12 These models included as independent variables all variables from the
bivariate analyses with a P-value ≤ 0.15. For models in which bivariate analyses showed that
PCP type was associated with one of the six dependent variables (attitudes, perceptions, or
room for dementia care improvement) at P ≤ 0.15, models were run once with two indicator
variables for PCP type (family medicine, nurse practitioner/physician assistant, reference
group: internal medicine), and then run a second time with a different reference group for
PCP type (family medicine, internal medicine, reference group: nurse practitioner/physician
assistant), to tease apart differences across all three PCP types. All models included site
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(healthcare organization) as a covariate, accounted for assignment of providers to
intervention or usual care clinic groups, and accounted for clustering of clinics using the
sandwich variance estimator (robust variance estimator and Huber correction) as
implemented in Stata version 9.2.

Results
Forty-three percent of respondents were female. About equal proportions were internists
(44%) and family physicians (45%), while 11% were nurse practitioners or physician
assistants. Median number of dementia patients seen by providers in the prior year was 20
(interquartile range: 10-35). Of five multiple-choice dementia knowledge questions,
respondents answered an average of 3.1 questions correctly.

Provider Attitudes
Higher proportions of PCPs agreed that older patients with dementia are difficult to manage
in primary care than those with diabetes (P<0.001), or heart disease (P<0.001; Figure 1A).
Internists did not differ from family physicians on their views about difficulty managing
older patients with dementia, heart disease, or diabetes in primary care (all P-values>0.05;
Table 1).

There was greater and stronger agreement that PCPs can improve quality of life for older
patients with diabetes (P<0.001) or heart disease (P<0.001) than for those with dementia
(Figure 1B). Smaller proportions of internists than family physicians strongly agreed that
they could improve quality of life for older patients with dementia (24% vs. 40%, P=0.03,
Table 1), but there was no difference in proportions of internists and family physicians
indicating PCPs could significantly improve quality of life for heart disease or diabetes (all
P’s >0.05).

Providers more strongly agreed that older patients should be routinely screened for diabetes
(P<0.001) and heart disease (P=0.004), than for dementia (Figure 1C). Smaller proportions
of internists than family physicians strongly agreed that older patients should be routinely
screened for dementia (43% vs. 66%, P=0.008), but there was no difference between the
proportion of internists and family physicians that strongly agreed about routine screening
for heart disease or diabetes (P’s >0.05).

Perceptions about Condition-Specific Care in their Healthcare Organization
Fewer providers felt that their healthcare organization has expertise and referral resources to
manage dementia compared to those with this view about heart disease (P<0.001) or
diabetes (P<0.001; Figure 1D). This perception differed between internists and family
physicians, with 81% of family physicians reporting agreement (responses ‘1’, ‘2’, or ‘3’)
that their healthcare organization has resources to manage dementia, compared with 56% of
internists (P=0.002), but no differences in the proportion of internists and family physicians
in agreement with this statement regarding heart disease or diabetes (all P’s >0.05).

When asked about effort involved in care coordination and information sharing with
providers in their healthcare organization, more providers rated it as greater difficulty for
dementia than for heart disease or diabetes (P<0.001; Figure 1E). Internists were more likely
than family physicians to report that care coordination and information sharing for dementia
is difficult (56% internists, 35% family physicians, P=0.02), with no differences across
specialty regarding heart disease or diabetes (P’s >0.05).
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Exploratory Associations Between Difficulty with Management in Primary Care and
Healthcare Organization Resources and Care Coordination

Extent of agreement with the statement that older patients with dementia are difficult to
manage was inversely associated with the perception that their healthcare organization has
expertise and referral resources to manage these patients (P<0.001) and with the perception
that care coordination and information sharing with other providers in their healthcare
organization was effortless for dementia (P<0.001). In contrast, there were no associations
between providers’ perceptions of difficulty in managing patients with diabetes or heart
disease in primary care and their beliefs about expertise and referral resources or care
coordination at their healthcare organization (all P’s>0.05).

Provider Ratings of How Much their Ability to Care for Older Patients with Specific
Conditions Could be Improved

About half of providers reported they could improve “a great deal” or “a lot” in evaluation
and management of dementia (Figure 2). This proportion was no different to that for
delirium and slightly lower than that for gait disorders/falls, but significantly higher than the
proportions of providers with respect to incontinence, depression or hypertension evaluation
and management (P’s<0.001; Figure 2). A smaller proportion of family physicians than
internists (41% vs. 56%) reported more room for improvement in their ability to manage
dementia, although the difference was not statistically significant. Only for incontinence did
the two PCP types differ, with 42% of internists versus 23% of family physicians reporting
“a great deal” or “a lot” of room for improvement (P=0.03).

Factors Explaining Variations in Provider Attitudes, Perceptions, and Self Assessment
Skills for Dementia (Table 2)

Ordered logistic regression analysis showed that compared to family practitioners, internists
have lesser agreement with the statement that they can improve quality of life for older
patients with dementia (P=0.003), that older patients should be routinely screened for
dementia (P=0.006), and that their healthcare organization has the expertise and referral
resources to manage dementia effectively (P=0.05). Internists were more likely than both
family physicians (P=0.008) and nurse practitioner/physician assistants (P=0.01) to rate care
coordination as difficult; internists tended to perceive more room for improvement in their
ability to evaluate and manage dementia patients than family practitioners (P=0.05; Table 2).
No other factor we analyzed was consistently associated with variations in attitudes and
perceptions about dementia.

Discussion
We contrasted PCPs’ views about dementia with those of other chronic conditions common
among older patients and found substantial differences on all attitudes and perceptions that
were assessed. For example, more than three-fourths of providers felt that older patients with
dementia were difficult to manage, while fewer than half shared that view with respect to
heart disease. Nearly twice the proportion of providers strongly believed that PCPs could
make a significant improvement in quality of life for older patients with diabetes and for
older patients with heart disease, compared to the proportion holding that view about older
patients with dementia. The differences we found reflect potentially more pessimism among
providers in areas of routine screening, improving quality of life, and difficulty in managing
dementia patients, relative to those with heart disease and diabetes.

Several factors may account for these findings. The particular difference in providers’ view
of screening for dementia may stem from the lack of uniform agreement among providers
that screening for dementia should occur in primary care, even though most would agree that
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older patients should be screened for functional status decline, which is related to dementia.
Providers may feel more confident treating diabetes or heart disease because the nature of
the intervention for these conditions differs markedly from dementia treatment. Accustomed
to following standard diagnostic and laboratory measures such as HbA1c, lipid and blood
pressure levels, providers may feel frustrated that such definitive measures are lacking for
dementia management. Dementia management requires behavioral and psychosocial
assessment, both of which require interpretation, making it difficult to define real
differences when tracking the response to interventions over time. In other studies, PCPs
express more comfort in their ability to manage what they see as “treatable” conditions than
in their ability to manage dementia.13-15 Providers may also recognize that they can alter the
natural history of the disease when treating heart disease or diabetes, whereas they may
perceive that their ability to improve or slow the decline of cognitive function is very
limited.

We found that providers who perceived less difficulty with dementia management also
perceived adequate resources and support for management of older dementia patients.
Unlike many other common conditions treated in primary care, optimal dementia
management is highly dependent on accessing social services for behavior management,
respite care, and other community resources that are prominent components of
recommendations found in multiple practice guidelines.8, 9, 16 Indeed, there is strong
evidence that receipt of services typically provided outside of traditional health care delivery
systems, such as caregiver support and respite care, can delay institutionalization and reduce
caregiver burden.17, 18 PCPs may have particular challenges in providing patients and
caregivers with access to services provided by community agencies and with coordinating
care across their healthcare organization and these community agencies.19

Large majorities of providers had positive assessments of their ability to evaluate and
manage conditions not specific to geriatric patients, such as depression and hypertension.
However, for conditions highly prevalent in geriatric patients such as dementia, gait
disorders/falls, delirium, and incontinence,20 a third or more of providers identified
substantial room for improvement in the care that they provide. These syndromes are
generally more complex to manage compared to hypertension and depression, for which
medications are often a mainstay of management.

Differences in attitudes about dementia between internists and family physicians may reflect
differences in training between the two specialties. More positive attitudes about the utility
of screening for dementia, care coordination, availability of resources, and improving
quality of life reported by family physicians may reflect more emphasis in their training on
providing comprehensive biopsychosocial care, with a greater focus on behavioral science.21

Compared to internists, family physicians have been found in other studies to have a greater
likelihood of recognizing cognitive impairment 4, report higher confidence than internists in
performing geriatric procedures 22, and have more training in psychosocial issues 23, 24.

This study has several limitations. The results may not be generalizable to other settings, as
participants were from three healthcare organizations in one region of the United States that
agreed to participate in an intervention study relating to dementia care. Although we found
differences in PCPs’ perceptions of dementia relative to other conditions in primary care, we
cannot be certain that changing these attitudes and perceptions will change their practice
styles in managing dementia.

We found substantial differences and generally less optimistic views among PCPs’
perceptions about dementia relative to their views about heart disease and depression.
Quality improvement programs for heart disease and diabetes are relatively common and
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increasingly being disseminated in many healthcare systems.25-30 Two recently published
trials have found that chronic care models also substantially improve quality of care for
dementia.11, 31 Yet dissemination and implementation of such models may be more
challenging for dementia without making it explicit that these models can improve the
organizational capacity to coordinate and provide referral resources for key components of
dementia care. Quality of care improvement programs for dementia should optimize
availability of community resources, but also should address directly the concerns of PCPs
about being able to manage this socially complex disorder, obtaining appropriate
consultation, and improving quality of life for their patients, as well as dementia caregivers.
Including the caregiver as part of the dementia management program can result in
substantial improvements in care quality for dementia patients 11, and can provide
meaningful milestones to track progress in dementia care. Programs to improve care should
also address differences across primary care specialties in concerns about dementia
management. Care management approaches may empower PCPs by providing a structure
through which they can be proactive within their healthcare organization in improving the
evaluation and management of older patients with dementia, in a way that makes such care
less burdensome. The challenge lies in instituting cultural changes in primary care practice
and training – such as making the caregiver a focal point of care interventions – to elevate
this type of care to the same status as practices for treating heart disease, diabetes, and other
common chronic conditions that rely more centrally on prescribing medications.
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Figure 1.
Provider Responses to Survey Items on Attitudes and Perceptions (N=164)
Bars represent provider responses for each item on provider attitudes (A-C) and perceptions
(D, E) towards heart disease, dementia, or diabetes. Percent of respondents is indicated for
each response category. Differences in the distribution of responses for dementia vs. another
condition were compared using the Wilcoxon signed-rank test. Additionally, Pearson’s Chi
square tests were used to compare differences in provider responses on each item using a
cutpoint of 1= “Strongly agree” vs. all other responses for dementia and each of the other
conditions. More PCPs strongly agreed that older patients with dementia are difficult to
manage (24%) than did so for heart disease (5%) or diabetes (6%), that PCPs can improve
quality of life for heart disease (59%) and diabetes (62%) than for dementia (31%); that
older patients should be routinely screened for heart disease (64%) and diabetes (68%) than
for dementia (56%); That their organizations have more organizational expertise and referral
resources to manage diabetes (49%) and heart disease (52%) than for dementia (21%). More
PCPs also reported “almost effortless” organizational care coordination for heart disease
(13%) or diabetes (14%) than for dementia (6%; all P’s <0.05)
PCP=Primary Care Provider
QOL=Quality Of Life
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Figure 2.
Provider Responses to Perceived Room for Improvement in PCPs Evaluation and
Management for Different Conditions
Provider responses to one item for conditions predominant in geriatric patients (dementia,
gait disorders and falls, delirium, incontinence), and for non-geriatric-specific conditions
(depression, hypertension). For each condition, percent of respondents is indicated by
response category, “a great deal”, “a lot”, “some”, “a little”, or “not at all”. Differences in
the distribution of responses for dementia vs. another condition were compared using the
Wilcoxon signed-rank test. Pearson’s Chi square tests were used to compare differences in
provider responses on this item for dementia vs. each condition using a cutpoint of “a great
deal” to “a lot” vs. all other responses. More PCPs responded thtat there is “a great deal” or
“ a lot” of room for improvement in their ability to manage dementia (51%) than for
incontinence (34%), depression (14%), or hypertension (7%; all P’s <0.01).
*P=0.04 for Wilcoxon signed rank test for condition compared to dementia
†P=0.06 for Wilcoxon signed rank test for condition compared to dementia
‡P<0.001 for Wilcoxon signed rank test for condition compared to dementia
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Table 1

Comparison of internists’ and family physicians’ responses to survey statements for dementia*

Percent of Respondents

Internal
Medicine
(N=72)

Family
Physician

(N=74)

P-
value†

A. Difficult to manage

Agree‡ 75 76 0.76

Disagree§ 25 24

B. Significantly improve quality of life

Strongly Agree¶ 24 40 0.03

All others# 76 60

C. Routinely screened

Strongly Agree¶ 43 66 0.008

All others# 57 34

D. Healthcare organization has expertise &
referral resources

Agree‡ 56 81 0.002

Disagree§ 44 19

E. Rate care coordination & information
sharing in your healthcare organization

Effortless** 44 65 0.02

Difficult†† 56 35

Note: Significance tests remained unchanged when covaried by intervention/usual care status.

*
There were no differences across internists and family physicians in their response to these items for heart disease and for diabetes (all P-values

>0.05); data not shown

†
Significance determined by Chi-square analysis (STATA v.9.2, Stata Data Corp, College Station, TX)

‡
Agree indicates a response selection of 1, 2, or 3 on a Likert scale of 1-6 (“strongly agree” to “strongly disagree”)

§
Disagree indicates a response selection of 4, 5, or 6 on a Likert scale of 1-6 (“strongly agree” to “strongly disagree”)

¶
Strongly Agree indicates a response choice of 1 on a Likert scale of 1-6 (“strongly agree” to “strongly disagree”)

#
All others indicates a response selection of 2, 3, 4, 5, or 6 on a Likert scale of 1-6 (“strongly agree” to “strongly disagree”)

**
Effortless indicates a response selection of 1, 2, or 3 on a Likert scale of 1-6 (“almost effortless” to “difficult struggle”)

††
Difficult indicates a response selection of 4, 5, or 6 on a Likert scale of 1-6 (“almost effortless” to “difficult struggle”)
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Table 2

Factors related to attitudes, perceptions, and self-rated room for improvement in dementia management

Odds ratio 95% Confidence
Interval P-value

A. Difficult to manage dementia in primary care*

- - -

B. PCPs can improve the quality of life for older

patients with dementia†

 Family physicians vs. internists 2.82 1.51-5.27 0.003

C. Older patients should be routinely screened for

dementia‡

 Family physicians vs. internists 3.59 1.53-8.45 0.006

D. Healthcare organization has expertise and referral

resources to manage dementia effectively§

 Family physicians vs. internists 2.57 1.02-6.43 0.05

E. Greater ease in dementia care coordination and
information sharing with other providers in your

healthcare organization¶

 Family physicians vs. internists 4.20 1.53-11.47 0.008

 NP/PAs vs. internists 3.11 1.32-7.37 0.01

 Greater percentage of patients over age 65 0.97 0.96-0.99 0.01

F. Greater room for improving ability to evaluate and

manage dementia#

 Family physicians vs. internists 0.46 0.21-1.00 0.05

 NP/PAs vs. family physicians 9.46 2.94-30.42 <0.001

 NP/PAs vs. internists 4.35 1.30-14.65 0.02

 Lower volume of dementia patients 1.01 1.00-1.02 0.02

*
This model had no bivariates with a P-value ≤ 0.15.

†
Model included all variables from bivariate analysis with a P-value ≤ 0.15: provider specialty, gender, score for one dementia knowledge question

on patient safety, site, and intervention status. Only provider specialty had a significant P-value in multivariate analysis, as shown here.

‡
Model included all variables from bivariate analysis with a P-value ≤ 0.15: provider specialty, summary dementia knowledge score, site, and

intervention status. Only provider specialty had a significant P-value in multivariate analysis, as shown here.

§
Model included all variables from bivariate analysis with a P-value ≤ 0.15: provider specialty, number of years since professional school

graduation, amount of time spent at current practice, summary dementia knowledge score, site, and intervention status. Only provider specialty had
a significant P-value in multivariate analysis, as shown here.

¶
Model included all variables from bivariate analysis with a P-value ≤ 0.15: provider specialty, number of patients over age 65, number of years

since graduation, amount of time spent at current practice, summary dementia knowledge score, number of patients assigned to the dementia care
management intervention, site, and intervention status. Only provider specialty and number of patients over age 65 had significant P-values in
multivariate analysis, as shown here.

#
Model included all variables from bivariate analysis with a P-value ≤ 0.15: provider specialty, volume of dementia patients, number of patients

over age 65, number of patients assigned to the dementia care management intervention, site, and intervention status. Only provider specialty and
volume of dementia patients had significant P-values in multivariate analysis, as shown here.

PCP= Primary care physician

NP/PA= Nurse practitioner/Physician’s assistant
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