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Abstract

The number of individuals with dementia is expected to increase dramatically over the next 20

years. Given the complicated clinical, sociobehavioral, and caregiving skills that are needed to

comprehensively assess and manage individuals with dementia, the gold standard of care requires

involvement of an interprofessional team. This systematic review examined 4,023 abstracts,

finding 18 papers from 16 studies where an interprofessional dissemination program was

performed. Most studies found some improvement in clinician knowledge or confidence, or

patient outcomes, though methods and patient and clinician populations were disparate. While a

significant evidence base for assessing and managing individuals with dementia has been

developed, few studies have examined how to disseminate this research, and even fewer in an

interprofessional manner. These findings suggest that greater emphasis needs to be placed on

disseminating existing evidence-based care and ensuring that programs are interprofessional in

nature so that excellent, patient-centered care is provided.

Introduction

It is estimated that over 7 million people in the United States currently live with dementia

due to Alzheimer’s disease (AD), cerebrovascular disease, Lewy body disease and related

disorders (Sloane, et al., 2002). The prevalence of dementia in those over the age of 71 has

been found to be 13.9% (Plassman, et al., 2007). While the number of people with dementia

is expected to increase dramatically as the population increases significantly with the aging

of the baby boom generation, the infrastructure and clinical skills necessary to assess and

manage dementia are considerably underdeveloped. Currently, clinicians who routinely see

older adults have difficulty diagnosing dementia (Knopman, Donohue, & Gutterman, 2000;

Valcour, Masaki, Curb, & Blanchette, 2000), distinguishing between dementia and delirium

(Inouye, Foreman, Mion, Katz, & Cooney, 2001), and managing its sequelae including both

the emergence of behavior and mood problems (e.g. agitation, depression) and the
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development and progression of somatic symptoms (i.e. pain) (Rhodes-Kropf, Cheng,

Castillo, & Fulton, 2011).

Geriatric patients, particularly those with dementia, benefit from the multiple perspectives

and teamwork provided by interprofessional team-based care (Boult, et al., 2009).

Interprofessional team-based care is defined as care delivered by a small group of health

professionals from different disciplines who share responsibility of caring for a group of

patients (Interprofessional Education Collaborative, 2011). While it is important to

implement interprofessional care teams based on evidence-based practice to provide care for

patients with dementia, little work has been completed showing exactly how

interprofessional teams should be formed, educated, and implemented in various settings.

This review of the literature therefore examines patient and provider outcomes related to

interprofessional education in dementia with the goals of: 1) examining current strengths

and weaknesses of dissemination science in this area; 2) examining how to best implement

effective, evidence-based interprofessional care for individuals with dementia and improve

patient-centered outcomes; 3) making recommendations for researchers, funders and policy

makers regarding needs for future research in this area.

Methods

Search Strategy

We performed a systematic literature review using MEDLINE, CINAHL, PsycInfo, and

EMBASE following the Cochrane Handbook for Systematic Reviews of Interventions

(“Cochrane Handbook for Systematic Review of Interventions Version 5.1.0,” March 2011)

The search was performed on literature from January 1990 through June 2012. The search

was limited to articles in peer-reviewed journals where the primary language was English. In

our search strategy, we used the dementia subject heading and terms involving staff

development and interprofessional, interdisciplinary and multidisciplinary education or

dissemination. We also searched for education or dissemination involving individual

professions such as nurse, physical therapy, and physician related to dementia. In addition,

we found that many interventions that involved education or dissemination were not labeled

as such so the search was broadened to include general intervention studies in dementia.

Selection Criteria

Once the searches were performed, abstracts were reviewed. If the database did not have an

abstract, the entire article was downloaded and then the abstract reviewed. Articles were

included in the final review if they included: 1) a dementia educational/dissemination

intervention 2) more than one professional licensed discipline, and 3) either patient

outcomes or health professional knowledge or behavioral outcomes. Studies had to have one

of the following designs to be included in the study: controlled trial pre-post trial,

interrupted time series trial. Registered nurses and licensed vocational (enrolled) nurses

were considered as part of the same discipline for purposes of determining if a paper

involved multiple disciplines. Studies were excluded if they focused on students, non-

licensed personnel (e.g. nursing assistants, paid caregivers in the home), or forms of
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dementia other than Alzheimer’s, Lewy body, vascular, mixed, or frontotemporal, as the

above mentioned forms are the most predominant in older adults.

Data Abstraction, Classification, and Synthesis

We abstracted as available in each manuscript the following data: study design, disciplines

involved, number of providers trained, type of education provided, interprofessional or

multidisciplinary in nature, focus of education, changes in professional knowledge,

professional behavior (process outcomes), number of patients studied, patient outcomes,

level of knowledge retention over time. Studies were considered interprofessional if two or

more professional discipline took part in an education intervention at the same time and

multidisciplinary if multiple professions were trained but in separate educational

interventions. All abstracts were first reviewed by the first author (AAB) and then

concurrence was obtained through review by the second author (JEG). Consensus was

reached on all included/excluded manuscripts.

Results

The search process identified 4023 total citations. Of those, 136 papers were downloaded for

further examination (see Figure 1). Of these 136 articles, 18 articles from 16 studies met the

criteria for inclusion. Of these 16 studies, the methods used for the study broke down as

follows: 9 pre-post studies, 3 interrupted time series studies, 1 controlled trial, 1 randomized

controlled trial, 2 cluster randomized controlled trials (see Table 1). Seven of the trials

occurred in the nursing home setting, six in the community, and three in the hospital. Five of

the studies involved two disciplines and the remaining 11 involved three or more disciplines.

Research Limitations

There were several limitations common amongst most of the studies. First, only 4 of the

studies were controlled trials. Second, outcome measures varied significantly between

studies (See table 2). Of the 16 studies, 5 studies examined patient outcomes exclusively, 7

examined provider knowledge and attitude outcomes, while only 3 examined both. Thus

there was often an inability to understanding the connection between provider knowledge

and attitudes and patient outcomes.

Third, most of the interventions did not involve creating structure or process changes in care

provision, only providing education to clinicians. Only four of the studies showed that

knowledge, structure or process changes were maintained long-term after the educational

intervention. Multiple studies have found that lasting change is rarely achieved when

educational interventions are performed unless there are structure or process changes that

allow the education to become ingrained into the culture (Maeck, Haak, Knoblauch, &

Stoppe, 2007; Ockene & Zapka, 2000). Fourth, many of the studies were multidisciplinary

in nature, not interprofessional, meaning that professions were trained separately and not in

a team framework. Finally, two-thirds of the studies were vague as to what disciplines were

participating, or the number of staff participating in the intervention.
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Outcomes

Provider outcomes—Nine of the studies included in this review examined provider

knowledge and attitude outcomes, however only four of these examined sustainability of the

educational intervention as well (see Table 1). The first of these studies used a pre-post

design and examined the immediate and 120 day post education benefits of a 7 hour, 5

module didactic session of 540 nurses, therapists, social workers (SW), pastors and nursing

assistants (NA) in 4 hospitals (Galvin, et al., 2010). The study found improvements in

provider knowledge of assessing and managing dementia and in their attitudes towards

patients with the disease. The study also performed a 120 day post-test, finding that one

hospital had no statistically significant loss in knowledge or confidence assessing and

managing patients with dementia, one had a significant decrease in knowledge but not

confidence, one had a slight loss in knowledge but not confidence, and one had slight but

loss of both knowledge and confidence. The study did however have a small response rate

(14.3%) on the 120 day post-test and differences between those who responded in the

immediate and 120 day post-tests potentially skewed the results. The variation in retention

over 120 days likely had to do with the population who took the post-test at that time, and

therefore it is difficult to draw a conclusion about the retention piece of the study.

The second study using a pre-post design performed a 3-day dementia care “mini-residency”

including didactic, clinical observation, and skills training techniques for rural providers

caring for older adults (Galvin, Meuser, & Morris, 2011). This study was performed

primarily with primary care providers including physicians, advanced practice nurses, and

physician assistants, though some psychologists, social workers and “other individuals” also

participated. This study found statistically significant improvement in knowledge,

confidence and self-reported use of screening tests in dementia at 3 months, and improved

confidence and self-reported use of screening tests in dementia at 1 year. Limitations of the

study were that it was limited to a single site, though it was offered a number of times over a

9 year period, that no patient outcomes were examined, and screening test use was a self

reported measure and not taken directly from patient charts. Additionally, the response rate

to the follow-up surveys was only moderate at 47%, potentially causing response bias.

The third study using a pre-post design performed a two-hour multidisciplinary didactic

education session with a variety of licensed, professional healthcare providers in the

community to educate them about issues pertaining to driving with dementia (Meuser, Carr,

Berg-Weger, Niewoehner, & Morris, 2006). This pre-post study found improved self-

reported clinical knowledge and confidence related to assessing patients, and no change in

retention of knowledge at 3 and 12 months. It also found increased self-reported process

measures related to documentation of driving issues and referral to other disciplines or the

DMV for a driving evaluation. A major limitation of this study is that it was an educational

program limited to a single issue and there were no patient outcomes to confirm the self-

reported process measures. Additionally there were no structural changes that would have

precipitated maintenance of knowledge over the long-term.

A fourth study examining long-term retention performed either a 12 or 18 hour didactic

educational program with homework between sessions to create a psychogeriatric resource
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person at nursing homes through Ontario Province in Canada using a pre-post design

(McAiney, et al., 2007). The programs were open to licensed healthcare professionals;

however a majority who received the education were nurses (95%), with only small numbers

from other fields. This pre-post study found that participants increased and maintained their

knowledge and confidence in assessing and managing physical and cognitive issues in aging

six weeks after receiving the education intervention. Once trained, the resource staff

provided consultation in their nursing home to other staff. Over time, the resource staff also

received additional education and patient specific consultation from an external consultant.

Four years after the initial education session, 85% of the nursing homes still had a resource

staff member. Additionally, over 85% of the resource staff members reported that they

and/or their teams were using standardized assessment tools to assess their patients as

needed while only 8% reported that the resource staff member was not teaching other staff

in their nursing home. The primary limitation of this study is that all of the results were by

self-report and no independent data was obtained showing outcomes of the program.

Additionally, while the authors state that many of the resource people developed teams at

their institutions, they do not describe these teams, whether they were interprofessional in

nature, or how they functioned.

Of the five studies that examined changes in professional knowledge but not retention over

time, only one focused on diagnosis and management of dementia (Chodosh, et al., 2006;

Vickrey, et al., 2006). This cluster randomized controlled trial provided a 5 module, 100

minute didactic session to physicians, nurse practitioners, and physicians assistants in 3

outpatient clinics in conjunction with a skilled geriatric social work case management

program and a case management software/communication system. The study found the

clinicians developed a greater knowledge of capacity assessment and more

acknowledgement that managing dementia patients in primary care is difficult, however no

other changes in knowledge or attitudes. This was likely due to the fact that 50% of

providers only attended 1 of the 5 modules, and the average number of modules attended

was only 2 out of 5.

A second study focusing on improving the management of dementia and its sequelae

performed an interprofessional training program that consisted of 10 1-hour didactic

sessions (Mcphail, Traynor, Wikstrom, Brown, & Quinn, 2009). This pre-post study in the

acute care setting found improved knowledge on post-test measures of knowledge and skills,

though the statistics were descriptive in nature and no confidence intervals or p values were

provided.

Two other pre-post studies found improvement in dementia related knowledge. One single

site found improved knowledge of music therapy for hospice patients with dementia

following a 60 minute didactic education session (Gallagher, 2011). A second, focusing on

increased understanding of mental health conditions in rural Australia, found increased

ability to distinguish delirium from dementia among a variety of professional and unlicensed

health workers (Ellis & Philip, 2010).

A final study used an interrupted time series format to examine the effects of a 40 minute

video on reducing dementia related aggression in the nursing home (Chrzescijanski, Moyle,
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& Creedy, 2007). The study found no change in attitudes, as would be expected after such a

limited training program.

Patient outcomes—Eight of the studies included in this review directly examined patient

outcomes, generally through chart review (see Table 2). Two of these studies were cluster

randomized controlled trials. The first, discussed above in provider outcomes, found that the

group of providers who received the educational intervention had significantly increased

adherence to dementia guidelines, higher level of community agency referrals for their

patients, and that their patients had lower levels of decline than in the control group

(Vickrey, et al., 2006). Additionally, confidence was higher amongst caregivers of patients

seen in the intervention group, likely due to the greater support provided by the case

manager and community agency resources. The study also found a higher proportion of

patients in the intervention group receiving cholinesterase inhibitors.

The second cluster randomized controlled trial study examined whether one of three

interventions versus control: an educational CD-ROM mailed to providers, decision support

software placed in the practice electronic medical record, or a practice based workshop

improved dementia diagnosis and concordance with dementia treatment guidelines (Downs,

et al., 2006). This study performed these interventions with physicians and nurses at 36

general practice clinics in London and Scotland. The study found that in the workshop and

decision support arms of the study a larger number of patients were diagnosed with

dementia, however it found no changes in guideline adherence. The study was

underpowered to measure guideline concordance and did not control for individual clinician

differences as it was analyzed at the level of the practice. Additionally, there were baseline

differences in patients between the groups that were not accounted for.

One non-randomized controlled trial reviewed here examined patient outcomes (Ray, et al.,

1993). This study performed separate training 45 minute to 1 hour in length with physicians

and nursing home staff in 1990 in 4 rural nursing homes, 2 intervention and 2 control. The

education focused on management of behavioral symptoms. Educational sessions were also

held with the nursing home administrators and a follow up with them eight weeks later was

performed to assist with hard wiring the education into the institution. The study found

significantly reduced antipsychotic use and mildly reduced restraint use that persisted for at

least a year after the education had ended. The primary limitations of this study were the

non-random design, as the two intervention homes were chosen for their proximity to the

study authors, and that the disciplines were taught separately making it multidisciplinary,

not interdisciplinary. Additionally, the age of the trial limits its applicability to today’s

healthcare environment.

Two interrupted time series trials included in this review examined patient outcomes. The

first, whose design was discussed above found a significantly reduced frequency of

aggravation after the intervention but no change in intensity when aggravation occurred

(Chrzescijanski, et al., 2007). A second interrupted time series trial involved

multidisciplinary training in behavioral and pharmacologic methods for managing

behavioral symptoms of dementia (Monette, et al., 2008). The study performed separate 1.5

hour training sessions for registered nurses and physician, and a 45 minute session for
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pharmacists at a nursing home. The study found that after the training, there were a

significant number of attempts, many of them successful, to reduce or discontinue patients

receiving antipsychotic medications. It also found a decrease in behavioral problems and

fewer stressful events experienced by staff. While successful in its outcomes, this study was

truly a multidisciplinary and not interprofessional program as the trainings were performed

separately. Additionally, the single site, interrupted time series design limits the

generalizability of the findings.

The remaining three outcomes studies utilized a pre-post design. The first trained social

workers to become dementia care managers and physicians to diagnose and manage

dementia. The physician training included providing guidelines on how to screen patients

using interactive didactic sessions, a provider toolkit, educational detailing, and institutional

support (Cherry, Hahn, & Vickrey, 2009; Cherry, et al., 2004). The study found improved

caregiver satisfaction and increased recording of depression, decision-making capacity,

activities of daily living, and wandering potential amongst dementia patients. It also found

significantly increased reporting of mini-mental status exam scores, appropriate lab use prior

to dementia diagnosis, and increased referral to the Alzheimer’s Association. The primary

limitations of this multidisciplinary initiative were that it had a small sample size and was in

an atypical integrated practice setting.

The second pre-post study, at a nursing home, performed eight hours of didactic educational

sessions over a three month period to nurses (Barton, Miller, & Yaffe, 2006). Separately,

physicians held monthly roundtable conferences where case studies were reviewed and a

specialist nurse practitioner provided feedback. Additionally, the physicians were provided

with an algorithm to evaluate cognitive impairment, and guidelines for diagnosis and

management. The study found greater identification of etiology of dementia by physicians.

It also found an increase in treatment plan development by physicians and nurses and an

increase in non-pharmacologic interventions. No changes were found in pharmacologic

management though. The primary limitations of this study were that it was performed at a

small, atypical Veterans Affairs Nursing Home Care Unit attached to an academic medical

center, physicians were academic attendings, and it had a small sample size.

The third and final pre-post study was also performed at a single nursing home and the

intervention was a 45 minute didactic education for nurses, a separate 60 minute didactic

session for physicians, and a booklet for patients/caregivers about end of life care for

patients with dementia (Arcand, et al., 2009). The study found no significant differences in

perception of care following interviews with decedent family members. Multiple limitations

hindered the performance of this study including it being underpowered, patient outcomes

were from the perception of the decedent family member, few of the family members

received the educational booklet, and the education was limited and multidisciplinary.

Discussion

Several themes and limitations were found throughout this review and synthesis of the

literature. First, the review found that interprofessional dementia education has the potential

to provide improved knowledge and attitudes for staff. All of the studies discussed here that
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measured provider knowledge showed improvement in at least one area of knowledge

related to dementia recognition or care. Even the studies with less robust or institutionalized

education interventions appeared to show some gains in knowledge related to dementia

(Chodosh, et al., 2006; Gallagher, 2011). Only one study that measured attitudes towards

patients with dementia showed no change in attitudes (Chrzescijanski, et al., 2007). In this

study, the measurement was specific to staff attitudes towards dementia related aggression,

which is likely more difficult to change than general attitudes towards dementia. The

intervention did show a decreased frequency of aggravation amongst patients however.

A second theme that emerged was that interprofessional education and structural reform has

the potential to improve patient outcomes. All of the studies that measured patient outcomes

with the exception of one found improvement in care for patients with dementia (Arcand, et

al., 2009). The one study that did not was very limited in nature, underpowered, and used

patient family perception of care as the outcome measure, which is not always a reliable

indicator of quality of care in patients with dementia (Crespo, Bernaldo de Quiros, Gomez,

& Hornillos, 2011; Novella, et al., 2001). In addition to knowledge attainment from

education, the act of learning from educational initiatives can stimulate clinicians to think

outside of the box in implementing new ways to improve care. This was particularly evident

in the study by Galvin et al (2010), where clinicians were so enthusiastic about improving

care for older adults with dementia that they developed their own interventions based on the

education received, such as activity carts and a code “green” to minimize patients at risk for

elopement from doing so, which included special precautions such as a green gown and

further staff training. Other studies may have prompted similar out of the box

implementation when clinicians return to their institution or practice from the education but

most of the studies had no method for measuring or ascertaining that other changes were

implemented due to the stimulation from the education.

While education can improve knowledge and potentially outcomes, it is important to

remember that improved knowledge does not always lead to improvement in patient

outcomes. While several of the studies included herein did show improvements in outcomes,

many others have found that the link between knowledge and outcomes can be fleeting or

non-existent (Rampatige, Dunt, Doyle, Day, & van Dort, 2009; Reeves, et al., 2008), and

that those that are multi-faceted have a greater chance of changing practice and outcomes

(Davis & Galbraith, 2009). Even if education is made available for free to clinicians, the

chance of it being utilized is low. Despite being aware of and completing online continuing

education in general, few physicians are even aware of freely available online continuing

education in dementia (Galvin, Meuser, Boise, & Connell, 2011). Thus a systematic method

of providing education and structural change in dementia is required; it cannot be left to

individual providers or administrators. This is of particular concern for primary care

practices, which especially in suburban and rural settings tend to be smaller and have fewer

resources, thus limiting their potential for participation. Considering the large number of

older adults living outside of cities with large primary care practices, the ability to

implement evidence-based interprofessional dementia care faces significant hurdles.

A third theme that emerged was that interventions that included structural reforms within

institutions have the potential to sustain long-term change in practice. All four studies that
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were sufficiently powered and instituted structural reform within their study found at least

some level of sustainability over the long-term (Galvin, et al., 2010; McAiney, et al., 2007;

Ray, et al., 1993; Vickrey, et al., 2006).

Finally, a fourth theme amongst the current literature is that while in geriatrics we have

spoken frequently about performing interdisciplinary or interprofessional care, even our

research studies tend to eschew those principles in this area. Most of the studies included

here were multidisciplinary in nature, not interprofessional. There was minimal co-mingling

between professions in education initiatives, shared learning or case study sessions. In order

to truly foster an interprofessional environment that values the views of multiple disciplines,

teams need not only to receive similar information, but need to be trained together. Standard

practice in many nursing homes, hospices, and Alzheimer’s Disease Centers involves

interprofessional case conferences, yet the research models used in the majority of these

studies maintained separate programs for each discipline.

Based on these findings, we can surmise that when implementing interprofessional care

teams in a variety of practice settings it is important to structure the initiative to include the

following to ensure uptake, maintain changes in practice over the long run, and improve

quality of care for older adults with dementia: 1) true interprofessional education

experiences where all disciplines are both present and participate in the education that

includes interactive elements to engage in team building; 2) structural changes must be made

at the institution level to ensure education is converted to changes in practice (e.g. changing

structure of care teams, adding interprofessional rounds, changing documentation and

policies and procedures); 3) collect both staff knowledge and patient outcomes data in a

continuous quality improvement fashion to ensure changes and remediate/reeducate where

weakness still exists. While these 3 items should be implemented, we do not have enough

knowledge based on these studies regarding what form interprofessional education programs

should take, exactly what structural changes should occur, or what specific outcomes should

be focused on. While some of this uncertainty relates to the lack of data, some relates to the

principle in dissemination science that items such as these need to be customized to the

individual clinic or hospital where implementation is to occur (Brownson, Colditz, &

Proctor, 2012).

Limitations

Because of the limited number of studies educating multiple disciplines in dementia, this

review included a wide array of studies with varying methodologies and foci within

dementia care. Thus, it was impossible to perform meta-analyses or directly compare the

results of one study with another.

Recommendations For Future Research

One of the primary limitations found through performing this review is that there is a

significant lack of implementation studies in dementia care, particularly ones with an

interprofessional intervention. While many studies have performed interventions for the

recognition (Lonie, Tierney, & Ebmeier, 2009) and management (Kong, Evans, & Guevara,

2009) of dementia and its sequelae, few have examined the dissemination of this
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information into general practice. Similarly, few studies have examined interprofessional

implementation research, despite the fact that interprofessional dementia care has been

found to be extremely effective (Callahan, et al., 2006) and is the gold standard of practice

in this field. Almost fifteen years after the call to increase interprofessional research in

dementia care (Volicer & Hurley, 1999), we have increased the volume of interprofessional

research but still do not have a great deal of evidence about how to translate it into practice.

Even amongst the studies presented here, a majority of them were multidisciplinary in

nature but not interdisciplinary or interprofessional, in that the disciplines were educated

separately or acted separately from other disciplines. Additionally, many of the studies only

performed the education with physicians and nurses and did not include other important

disciplines such as physical, occupational and speech therapists, and social workers. In order

to gain the full potential that having multiple health professions involved, they need to

include a wide range of disciplines, and they need to work together, not in parallel.

This gap in the translation of knowledge from research to practice is present in other areas of

dementia recognition and care as well, such as among unskilled caregivers and family

members (Draper, Low, Withall, Vickland, & Ward, 2009). We therefore need to increase

the amount of implementation research in interprofessional dementia recognition and

management, and measure both in terms of provider knowledge and patient outcomes.

Furthermore, we need to ensure that this research finds its way into practice through policy

reform and simplicity of implementation. The current implementation of Accountable Care

Organizations, and reduction in reimbursement for readmissions provides an opportunity to

improve dementia care and implement evidence-based interprofessional dementia programs,

however without the proper research into how best to implement this care, it will be pushed

to the bottom of priorities compared to other high profile diseases like congestive heart

failure or pneumonia.

Related to this issue, none of the studies examined health services outcomes such as cost

effectiveness or utilization. Currently, healthcare costs are increasing unsustainably,

becoming a greater and greater proportion of gross domestic product, and decreasing real

family income (Auerbach & Kellermann, 2011). Given this environment, in order for

interventions to be implemented in accountable care organizations and other large scale

programs they need to show improved cost effectiveness.

A third major gap is related to the inadequate indexing of studies. In order to find the 18

articles from 16 studies present in this paper, we had to perform multiple searchers using a

variety of keywords, as educational and interprofessional studies are not consistently labeled

in databases. In the future, authors of studies performing interprofessional education

interventions should ensure that interprofessional education is included as a keyword.

Summary

While significant research has been performed over the past 20 years in how to assess and

manage patients with dementia, few studies have examined how best to implement this

research through ongoing education in the community, and even fewer initiatives are

interprofessional in nature despite the evidence that interprofessional teams are best situated
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to manage the care of these patients with complicated needs (Lang, et al., 2012). This review

found only 18 papers from 16 studies that have examined methods for interprofessional

evidence based assessment and management of dementia or its sequelae. While many of

these studies showed improvement either in clinician knowledge, confidence and attitudes,

or patient outcomes, few were able to link between the two, or measured the effects of the

intervention over a long period of time. Given the aging of the population and the

subsequent rise in dementia rates that will occur over the next 20 years, future wide scale

dissemination research in this field is urgently needed to improve patient outcomes and

ensure patients receive the best possible, patient centered care.
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Figure 1.
Process of Systematic Review Selection
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