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Abstract

Objective To explore the barriers to and facilitators of adapting and expanding a primary care memory clinic model
to integrate care of additional complex chronic geriatric conditions (heart failure, falls, chronic obstructive pulmonary
disease, and frailty) into care processes with the goal of improving outcomes for seniors.

Design Mixed-methods study using quantitative (questionnaires) and qualitative (interviews) methods.
Setting Ontario.

Participants Family physicians currently working in primary care memory clinic teams and supporting
geriatric specialists.

Methods Family physicians currently working in memory clinic teams (n=29) and supporting geriatric specialists
(n=9) were recruited as survey participants. Interviews were conducted with memory clinic lead physicians (n=16).
Statistical analysis was done to assess differences between family physician ratings and geriatric specialist ratings
related to the capacity for managing complex chronic geriatric conditions, the role of interprofessional collaboration
within primary care, and funding and staffing to support geriatric care. Results from both study methods were
compared to identify common findings.

Main findings Results indicate overall support for expanding
the memory clinic model to integrate care for other complex
conditions. However, the current primary care structure is

EDITOR'S KEY POINTS

® There is an urgent need for system improvements

challenged to support optimal management of patients with
multiple comorbidities, particularly as related to limited funding
and staffing resources. Structured training, interprofessional
teams, and an active role of geriatric specialists within primary
care were identified as important facilitators.

Conclusion The memory clinic model, as applied to other
complex chronic geriatric conditions, has the potential to build

capacity for high-quality primary care, improve health outcomes,

promote efficient use of health care resources, and reduce health
care costs.
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within primary care to enable optimal care of
seniors with multiple chronic conditions.

® Both family physicians and geriatric specialists
believed that effective interprofessional
collaboration and capacity building were
required for optimal care of seniors with
complex comorbidities.

® Funding and remuneration were identified

as barriers to integrating care for seniors with
multiple chronic conditions within an existing
primary care model. Redesigning the existing
primary care system to support structured training
to form interprofessional primary care teams and
increase access to integrated geriatric specialist
support might improve the management of
complex multiple comorbidities affecting the
elderly and reduce health system costs.

This article has been peer reviewed.
Can Fam Physician 2015;61:e148-57
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Résumé

Objectif Déterminer les facteurs favorables et ceux qui font obstacle a I'idée d’adapter et d'élargir le modéle existant
des cliniques de la mémoire de premiére ligne pour y intégrer le traitement de problémes gériatriques chroniques
complexes (insuffisance cardiaque, chutes, maladie pulmonaire obstructive chronique et fragilité), et ce, dans le but
d’améliorer les issues des personnes agées.

Type d’étude Etude utilisant des méthodes mixtes, quantitatives (questionnaires) et qualitatives (entrevues).
Contexte L'Ontario.

Participants Des médecins de famille travaillant présentement en équipe dans des cliniques de la mémoire de
premiére ligne, avec 'appui de spécialistes en gériatrie.

Méthodes Pour l’enquéte, on a recruté 29 médecins de
famille travaillant en équipe dans des cliniques de la mémoire
de premiere ligne et 9 gériatres. Les entrevues ont été faites
avec 16 médecins chefs de clinique de la mémoire. L'analyse
statistique visait a évaluer la différence entre la cote attribuée
par les médecins de famille et par les gériatres a la capacité
de gérer des problémes gériatriques complexes, au rdle de la
collaboration interprofessionnelle en contexte de premiére ligne,
et au financement et au personnel nécessaires pour optimiser les
soins gériatriques. Les résultats de ces deux méthodes d’'étude
ont été comparés pour cerner les observations communes.

POINTS DE REPERE DU REDACTEUR
® || est urgent d'améliorer le systéme des
soins primaires pour permettre un traitement
optimal des ainés souffrant de multiples
conditions chroniques.

® Selon les médecins de famille et les gériatres, une
collaboration interprofessionnelle efficace et une
amélioration des compétences sont nécessaires
pour traiter de facon optimale les personnes agées
présentant plusieurs maladies chroniques. Principales observations Les résultats indiquent un appui
global en faveur de l'idée d’élargir le modeéle des cliniques de
la mémoire pour y intégrer le traitement de problemes de santé
complexes additionnels. Toutefois, dans sa structure actuelle, la
premiéere ligne peut difficilement offrir des traitements optimaux
aux patients souffrant de multiples conditions, notamment
a cause d'un manque de financement et de personnel. Une

® Le financement et la rémunération ont été
identifiés comme des obstacles a I'intégration
des soins des ainés souffrant de multiples
conditions chroniques dans le contexte actuel
des soins primaires. Si on réorganisait le
systéme des soins primaires en encourageant la

formation d'équipes interprofessionnelles et en
augmentant la possibilité d'un soutien de la part
des gériatres, on pourrait améliorer le traitement
des personnes agees souffrant de multiples
conditions chroniques et ainsi réduire les colits
pour le systéme de santé.

Cet article a fait I'objet d'une révision par des pairs.
Can Fam Physician 2015;61:e148-57

formation bien structurée, des équipes interprofessionnelles et un
bon soutien de la part des gériatres ont été identifiés comme des
facteurs facilitateurs importants.

Conclusion En appliquant le modele des cliniques de la mémoire
a d'autres conditions gériatriques, on pourrait améliorer la
capacité de fournir des soins primaires de haute qualité, améliorer
les issues de santé, favoriser une utilisation efficace des ressources
du systeme de santé et réduire les cofits pour le systeme.
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in rates of chronic disease.!' The most complex

chronic conditions, such as cognitive impair-
ment (CI), heart failure (HF), injurious falls, and chronic
obstructive pulmonary disease (COPD), account for
more than 30% of direct health care costs in Ontario?
and affect health care resource use.>* These condi-
tions not only account for a disproportionate num-
ber of acute and alternate level of care hospitalization
days, but also have the highest average costs per hos-
pitalization, led by dementia and HF.® While substantial
evidence (summarized in national clinical guidelines)
exists that all of these conditions can be effectively
managed in isolation,’!° their management is typically
complicated by comorbidities, which have been shown
to be important drivers in the use of health care ser-
vices.!' In particular, use of clinics led by non-family
physician specialists might result in less appropriate
care of comorbid conditions outside of the specialty
focus, inadequate preventive care, and higher costs,
suggesting a need for greater primary care involvement
in the management of these conditions.!?

There is much support for initiatives in chronic disease
management (CDM) at a primary care level, with empha-
sis on the use of evidence-based guidelines; development
of strategies and protocols for integrating the use of best-
practice guidelines into clinical practice; coordination of
services across providers using clinical case management
approaches; incorporation of self-management strate-
gies; and inclusion of routine follow-up with patients.!3-15
Various primary care CDM models exist. Patient-focused
self-management programs that educate patients and
provide them with self-help tools and resources to
increase independence in managing and monitoring their
own health have been shown to reduce use of health
care services and improve quality of life and health out-
comes.!®!7 Team approaches, in which patients have
access to multidisciplinary services for specific condi-
tions, have demonstrated improved health outcomes.!8-20
Similarly, nurse-led care models that incorporate patient
education, as well as medication and symptom monitor-
ing, have also been shown to improve health outcomes
and reduce use of health services.?!?

To date, most CDM initiatives in primary care have
focused on conditions such as asthma, diabetes melli-
tus, and depression.?> Complex chronic illness is a chal-
lenge to manage in primary care, and primary care clinics
for persons with complex chronic conditions have had
only limited success in improving patient outcomes and
reducing use of the health care system.!'? These results
might reflect inappropriate targeting of high-intensity
interventions to low- or moderate-risk patients,?* inad-
equate interprofessional training in CDM,'? poorly
organized care processes, including limited access to
allied health professionals (AHPs), and inadequate

Population aging is leading to substantial increases

integration of other specialist input.!"'? Primary care
models in which care from other specialists is well inte-
grated have the potential to improve health outcomes;
however, these models require a more collaborative
approach between primary and secondary care, as well
as improved organizational structures such as shared
information systems.?® To successfully transform CDM
in Canada, primary care capacity must be developed
through a systematic reorganization of care processes,
with an emphasis on training and effective interpro-
fessional collaboration among family physicians, AHPs,
and other specialists.?

Since 2006, the Centre for Family Medicine Family
Health Team Memory Clinic in Kitchener, Ont, has been
actively operating a primary care-based interprofessional
memory clinic as described elsewhere.?-** An accredited
interprofessional training program has been developed,
which to date has established 40 primary care memory
clinics across Ontario and supports 475 medical practices
with a patient base of more than 700000.3'? The collab-
orative interprofessional clinic teams typically consist of a
family physician, 2 to 3 nurses, and a social worker, with
receptionist support. Where available, some clinic teams
also include a pharmacist, an occupational therapist, and
representatives from local Alzheimer disease societies to
facilitate access to information, education, and support
for patients and caregivers.

Within this clinic, the roles of family physicians and
AHPs are expanded to maximize the use of skills within
their scopes of practice, with optimization of diagnhos-
tic and care processes for patients with cognitive dis-
orders. Geriatric specialist physicians are linked with
each clinic to facilitate access to consultation support.
Based on the chronic care model,* the clinic conducts
evidence-based assessments that are used to develop
comprehensive treatment plans and provide support
to primary care providers to manage primary memory
disorders independently within their practices, thereby
reducing unnecessary use of specialty care providers (eg,
geriatricians) for management of cognitive disorders.
Patients are followed intermittently through the course
of their illness. Team members work collaboratively
with the primary care physician to ensure that changes
in patient and caregiver needs are identified and met (eg,
increases or decreases in medications and coordinating
community services, and managing specific issues such
as fitness to drive and responsive behaviour).

Evaluation studies of the memory clinics have dem-
onstrated high levels of patient, family member, and
referring physician satisfaction; wait time reductions for
referral from between 6 and 12 months, as is typical for
geriatric specialists, to an average of 1.4 months; and
increased access to community support services.?729:3
As a result, practices serviced by this model of care have
been able to assume greater responsibility for the care
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of patients with CI, with the need for referrals to geriat-
ric specialists reduced from approximately 80% to less
than 10%.%% Chart audits by independent geriatricians
have indicated the provision of high-quality care.?”?
Evidence to date would support that the primary care
memory clinic model can transform the limited practice
capacity of individual family practices into systematic
and comprehensive interprofessional clinics for patients
with CI In this study, we explore the potential to adapt
and extend the memory clinic model to integrate care for
HF, COPD, falls, and frailty, assessing the extent to which
chronic conditions in the elderly can be diagnosed and
managed at a primary care level, and determining the
required support for the expansion of the memory clinic
model to address complex comorbidities. We focus on
these conditions because, like CI, they are common
chronic conditions in the elderly that have a profound
effect on the use of health care resources.’* These con-
ditions are associated with substantial morbidity and
mortality, as well as impaired quality of life.>3* Geriatric
syndromes such as CI, functional decline, falls, and
frailty often complicate the course of conditions such as
HF and COPD, leading to worse outcomes.“4! Moreover,
these conditions often occur concurrently, increasing
the complexity of diagnosis and management, as symp-
toms are often subtle‘>* and treatment of one condition
might adversely affect other coexisting conditions.*

Ethics approval for this study was obtained from the
University of Waterloo Research Ethics Board.

Questionnaires

Two questionnaires were developed to identify physi-
cian perceptions of the management of comorbidities.
One survey was distributed to family physician leads
and co-leads (n=60) of all primary care-based memory
clinics in the province (n=31) and one was distributed
to geriatric specialists who provided consultation sup-
port to these clinics (n=13). Family physicians were
asked to rate their level of agreement, using a 9-point
Likert scale (1 being the lowest level and 9 being the
highest), with various statements related to their confi-
dence in diagnosing and managing older patients with
HF, high risk of falls, COPD, frailty, and multiple comor-
bidities. Using the same scale, geriatric specialists were
asked to rate statements related to their confidence in
the ability of family physicians to diagnose and man-
age similar patients. Both family physicians and geriatric
specialists were also asked to rate their perceptions of the
role of geriatric specialists in primary care clinics; existing
funding and remuneration methods; potential effects of
expanding the memory clinic model to address frailty

and complex comorbidities on cost-effectiveness; wait
time for assessment; and acute care use. Demographic
and practice information was also collected. Invitations
and reminders to complete these online surveys were
distributed via e-mail. Statistical analysis was per-
formed using SPSS, version 21.0. Analysis of variance
(ANOVA) was used to determine differences in mean
ratings between family physicians and geriatric special-
ists, testing significance (P<.05).

Interviews

Individual telephone interviews were conducted in February
and March 2013 with a purposeful sample of memory clinic
lead physicians selected to represent a diverse range of
duration in their roles and in urban and rural locations.
Structured interview questions asked about the current
memory clinic model, practice challenges in caring for frail
complex patients, and the anticipated required resources
and supports for clinic model expansion, including fund-
ing and education or training. All interviews were audio-
recorded and transcribed verbatim. Content analysis to
identify common themes was done using NVivo software.
Transcripts were open coded to identify categories and
themes. Summarized results were e-mailed to interview
participants for member-checking feedback.

Questionnaires were completed by 29 family physicians
and 9 geriatric specialists (8 geriatricians and 1 geriatric
psychiatrist). Table 1 presents respondent characteris-
tics. Interviews were completed with 16 memory clinic
lead physicians; 8 were primary clinic leads and 8 were
memory clinic co-lead physicians. The mean (SD) length
of time in the memory clinic physician role was 2 (1.1)
years and ranged from 5 months to 4.5 years.

A number of themes arose from the qualitative analy-
sis of the interviews, which were supported by quantita-
tive data collected from the questionnaires.

Themes

Wwillingness of existing memory clinics to expand to
include other complex conditions. Interviewed physi-
cians perceived the memory clinic model as an impor-
tant opportunity to improve care for older patients with
multiple complex conditions with the caveat that suf-
ficient resources (training, funding, staffing) be in place
to support and sustain this type of care model (Table 2).
Physicians acknowledged that care planning within the
memory clinic often required consideration of other exist-
ing chronic conditions, ensuring that multiple patient
needs were targeted, not just dementia. Formalizing this
care through an expanded care model was perceived as
supporting better patient management. It was generally
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Table 1. Characteristics of questionnaire respondents

FAMILY PHYSICIANS GERIATRIC SPECIALISTS
CHARACTERISTICS (N=29) (N=9)
Mean (SD) age, y 51.1 (10.1) 50.0 (8.8)
Female sex, n (%) 14 (48.3) 5 (55.6)
Mean (SD) y 1.8 (1.0) 4.5 (3.5)
working in the
memory clinic
Residency training
exposure, n (%)
o Cl 9 (31.0) 9 (100.0)
® HF 13 (44.8) 7 (77.8)
¢ COPD 11 (37.9) 6 (66.7)
® Falls 2 (6.9) 9 (100.0)
e Frailty or 12 (41.4) 9 (100.0)
geriatrics
Continuing medical
education exposure
in past 5y, n (%)
e Cl 28 (96.6) 9 (100.0)
® HF 19 (65.5) 4 (44.4)
¢ COPD 20 (69.0) 3 (33.3)
® Falls 11 (37.9) 9 (100.0)
e Frailty or 17 (58.6) 9 (100.0)
geriatrics

Cl—cognitive impairment, COPD—chronic obstructive pulmonary
disease, HF—heart failure.

believed that family physicians, particularly with additional
training and supports, were in a good position to provide
more comprehensive CDM within primary care. Consistent
with this, as measured in the questionnaires, family phy-
sicians were moderately confident in their ability to diag-
nose and manage multiple complex conditions (Table 3).
Geriatric specialists’ ratings were generally consistent with
this; however, geriatric specialists had significantly lower,
but still moderate, ratings of confidence in the ability of the
family physicians to diagnose frailty (P=.01) and to man-
age 4 or more comorbidities (P=.03).

An expanded clinic model could potentially result in
improved health outcomes and health care cost sav-
ings. Generally, it was perceived that care improve-
ments within an expanded clinic model had the potential
to improve health outcomes and reduce medication
errors, hospital admissions, and falls, resulting in cost
savings for the health care system. Family physicians
and geriatric specialists had moderate ratings regarding
the degree of potential effects of an expanded memory
clinic model on cost-effectiveness and reduced use of
acute care services, with family physicians having sub-
stantially higher ratings (P=.12 and P=.05, respectively)
of these effects than geriatric specialists did (Table 4).

Optimal care for elderly patients with multiple med-
ically complex conditions is enabled by providing
structured training, fostering interprofessional teams,
and having access to geriatric specialist consulta-
tion. Comprehensive training provided to memory clinic
team members involved didactic workshops, case-based
learning, and mentorship opportunities. The training was
viewed as critical to building capacity to manage complex
geriatric issues, as well as fostering interprofessional col-
laboration, in that each member of the team was viewed
as providing a unique and valuable contribution to the
diagnostic and care planning process. Moreover, pri-
mary care physicians in memory clinics reported that
access to geriatric specialists to discuss challenging cases
increased their capacity to manage complex conditions,
so that an expanded clinic model would be optimally
effective with greater involvement of geriatric special-
ists. Questionnaire results consistently reflected that both
family physicians and geriatric specialists perceived effec-
tive interprofessional collaboration and capacity building
as requisites for optimal care of elderly patients with mul-
tiple medically complex conditions (Table 5).

The current structure of primary care does not allow for
the optimal management of comorbidities. Physicians
identified the amount of time it takes to assess and
manage patients with comorbidities, particularly with
adequate follow-up and monitoring, and the limited
resources to do so as substantial challenges to the pro-
vision of CDM in primary care (Table 2).

Limited funding and staffing are barriers to an
expanded clinic model. Many physicians expressed
that it was difficult to remove themselves and other
staff members from their regular practices to operate
the memory clinic, noting that more time and staffing
would be required for an expanded clinic, with sub-
stantial budget implications. Funding was broadly seen
as a barrier to specialized clinics operating within pri-
mary care. Remuneration for clinic work was perceived
as inadequate, as existing primary care fee-for-service
funding models do not adequately account for the
time needed to optimally manage HF, falls, and COPD.
Although many of the physicians interviewed were will-
ing to assume some financial loss in exchange for the
high satisfaction of working within this expanded care
model, they also noted that this loss would not be sus-
tainable in the long term. Questionnaire data confirmed
these funding concerns (Table 4).

The results of this study demonstrate an overall willing-
ness of existing memory clinics to integrate care for other
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Table 2. Interview participants’ quotes related to themes

THEME

QUOTES

Willingness of existing
memory clinics to expand
to include other complex
conditions

An expanded clinic model
could potentially result in
improved health outcomes
and health care cost
savings

Optimal care for elderly
patients with multiple
medically complex
conditions is enabled by
providing structured
training, fostering
interprofessional teams,
and having access to
geriatric specialist
consultation

The current structure of
primary care does not
allow for the optimal
management of
comorbidities

Limited funding and
staffing are barriers to an
expanded clinic model

e "| think we can definitely develop a model, not only for COPD but [for] multiple chronic issues to be done in a

similar fashion as we do memory"

* "It has been an enlightening experience working with the memory clinic team and [it] provides an excellent basis to

deal with other chronic issues. | will support any initiative based on the memory clinic model”

® “Memory clinics and similar models apply well to care of frail, complex seniors because it places their care where it

belongs—in primary care”

® "If you have a cardiorespiratory-type clinic, that would be kind of ideal for a memory clinic setting because you can

look at all the factors .... A lot of patients that we see have COPD, they have congestive heart failure, they have a bit
of renal failure, maybe a little bit of coronary disease, and so creating a clinic to take all of that together is equally
valuable”

 "From the health point of view [the expanded clinic model] would reduce hospital admission [and] reduce ER visits. It

would, | think, from the ledger sheet point of view, make sense”

o "Well, it's really well known that if we can give better complex care to our seniors there [are] going to be fewer

medication errors, there [are] going to be fewer times they enter the hospital setting, [and they will be] less likely to
break their hips [and] less likely to be confused"

® "Hopefully it will be better care for patients—that they were actually going to get more comprehensive care and

better care, which then hopefully ... will translate into a better quality of life for the patient. Less [emergency
department] trips, less hospitalizations, or shorter hospitalizations”

® “| think that expanding the memory clinic model would reduce wait times, reduce acute care, and be cost effective if

there was adequate remuneration for physicians and funding for appropriate training and staffing"

® “| think we would need more training regarding issues of frailty ... how do we in the different domains pull that

information together? [We need] a little bit more didactic information on that and how we approach it and manage
it with more training”

® “Working in a team makes a big difference ... such as access to an OT for patients with high risk of falls and a social

worker for the family support complex vulnerable patients require”

® "Working with the memory clinic and the training that we have had and the support from specialists has been

exciting and rewarding in a way that is all too unusual in general practice. It is very much a ‘win-win" model—
patients and their families, allied health team members, physicians, and the health care system in general”

® "“The lack of time can be quite difficult if the patient comes in and they're frail, they're living maybe alone, they have
a lack of support .... Multiple scenarios that come along in terms of COPD and CHF management ... polypharmacy
becomes a big concern ... those are usually the sort of bigger concerns because they rarely do come in with just one
simple concern, they come in with a few that [are] interrelated. So the time sometimes makes it difficult in a
standard visit"

® "Without the supports, even with a nice consult and package and things ... | could see that it would be a big
challenge to keep that exceptional care of their comorbidities at a high level without the system [enhancements]”

e “Family doctors are not equipped. They don't have the time [and] they don't have the resources at the facility. So if
we have the team, if the resources are there, if we are trained to be able to do the assessment, then yes, definitely,
there's a benefit to [the expanded model]"

® “In the case of NPs and social workers ... they are attached to a specific site, so for the time that they are spending
in the clinic ... the site is without an [NP] or social worker because they are in a clinic elsewhere. So maybe having to
staff a clinic would be very helpful”

® “Do | particularly think | was compensated based on how much involvement and how much we were doing? I'm not
sure that the compensation was great”

® "If we started doing lots more ... types of clinics then | would have to start to weigh the pros and cons of how much
my satisfaction actually played into being able to tolerate [a] decreased salary"

® "Family physicians have always looked after frail, complex seniors with multiple morbidities. Newer primary reform
funding does reward health maintenance but does not reward looking after complex frail seniors”

CHF—congestive heart failure, COPD—chronic obstructive pulmonary disease, ER—emergency room, NP—nurse practitioner, OT—occupational therapist.
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Table 3. Family physicians' ratings of their confidence in their ability to diagnose and manage geriatric conditions
and geriatric specialists’ ratings of their confidence in family physicians' ability to diagnose and manage chronic
conditions: Level of agreement was measured on a 9-point Likert scale, on which 1 is the lowest level and 9 is the

highest level.

FAMILY PHYSICIANS (N =29),

GERIATRIC SPECIALISTS (N=9), P VALUE FOR DIFFERENCE

PERCEPTIONS OF CONFIDENCE MEAN (SD) MEAN (SD) BETWEEN GROUPS

You are confident in your ability or family

physicians' ability to diagnose older patients in

primary care with the following:
* HF 7.1 (1.4) 6.9 (1.4) .64
® High risk of falls 6.6 (1.7) 5.8 (1.5) .20
e COPD 7.2 (1.4) 6.8 (1.5) 43
* Frailty 6.8 (1.7) 4.9 (2.0) 01

You are confident in your ability or family

physicians' ability to manage older patients in

primary care with the following:
* HF 6.8 (1.7) 6.7 (1.0) 74
e High risk of falls 6.0 (1.9) 5.3(1.2) .36
e COPD 7.0 (1.6) 6.7 (1.0) .52
® Frailty 6.0 (1.9) 4.7 (1.5) .06

You are confident in your ability or family

physicians' ability to manage older patients

with the following:
e <3 chronic comorbidities 7.0 (1.4) 6.1 (1.5) .10
® >4 comorbidities 6.7 (1.7) 5.2 (1.6) .03*

COPD—chronic obstructive pulmonary disease, HF—heart failure.
*Significant at P<.05.

Table 4. Family physicians' and geriatric specialists’ ratings of various aspects of funding and remuneration to
expand the memory clinic model and potential effects: Level of agreement was measured on a 9-point Likert scale, on

which 1 is the lowest level and 9 is the highest level.

FAMILY PHYSICIANS GERIATRIC SPECIALISTS P VALUE FOR DIFFERENCE
PERCEPTIONS OF FUNDING AND REMUNERATION AND POTENTIAL EFFECTS (N=29), MEAN (SD) (N=9), MEAN (SD) BETWEEN GROUPS
Current remuneration methods are adequate to support 3.1 (1.8) 5.5 (2.4) .005*
clinical services to care for patients with frailty and
complex comorbidities
Current funding is sufficient for the education and 3.1 (1.8) 5.3 (2.5) 01*
training of staff to care for patients with frailty and
complex comorbidities
Investing in the expansion of the memory clinic model to 6.9 (1.9) 5.6 (2.1) 12
address frailty and complex comorbidities would be cost
effective
Investing in the expansion of the memory clinic model to 6.9 (1.9) 6.3 (1.8) 43
address frailty and complex comorbidities would reduce
patient wait times for assessment
Investing in the expansion of the memory clinic model to 73 (1.4) 6.0 (1.9) .05*

address frailty and complex comorbidities would reduce
acute care (hospital and emergency department) use

*Significant at P<.05.

chronic medical conditions. However, substantial barriers
to expanding this care model were also identified.
Previous studies support approaches to managing
complex conditions in primary care that are integrated,
comprehensive, and sustained over time,'44-4 and that
manage comorbidities rather than a single disease, with

consultation support from non-family physician special-
ists.® Yet many Canadian seniors with chronic diseases
receive suboptimal care.? In the face of the critical short-
age of geriatric specialists in Canada and limited health
care resources,®5! there is an urgent need for new care
models to better manage seniors with multiple complex
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Table 5. Family physicians' and geriatric specialists' ratings of the role of interprofessional collaboration within
primary care to support geriatric care: Level of agreement was measured on a 9-point Likert scale, on which 1 is the

lowest level and 9 is the highest level.

FAMILY PHYSICIANS (N=29),
MEAN (SD)

PERCEPTIONS OF THE ROLE OF INTERPROFESSIONAL TEAMS

GERIATRIC SPECIALISTS (N=9), P VALUE FOR DIFFERENCE
MEAN (SD) BETWEEN GROUPS

Your current level of involvement in
interprofessional collaboration can help optimize
health outcomes for your patients with frailty and
complex comorbidities

In addition to direct clinical care, geriatric
specialists should be available to provide
continuing education to support the ability of
primary care to manage patients with frailty and
complex comorbidities

Embedding geriatric specialists within the primary
care structure would improve the care of patients
with frailty and complex comorbidities

chronic conditions. In this study, physicians believed
that the memory clinic care model was likely applicable
to managing HF, COPD, falls, and frailty. Of importance,
physicians recognized the potential for improved health
outcomes and health care cost savings. Like dementia,
these particular chronic conditions account for the high-
est numbers of acute and alternate level of care hospi-
talization days in Canada.>*¢ The integration of these
conditions into existing memory clinic care processes has
the potential to expand capacity to better manage seniors
with complex chronic conditions through more system-
atic, comprehensive, and effective collaborations among
family physicians, AHPs, and geriatric specialists.

It has been suggested that, in ideal models of CDM,
most patients with chronic disease can be adequately
managed with low- to moderate-intensity interven-
tions, with 5% to 10% requiring high-intensity inter-
ventions.?* The memory clinic model exemplifies these
principles by stratifying patients according to risk of
poor outcomes and tailoring the intensity of manage-
ment accordingly, with demonstrated referral rates of
less than 10% to geriatric specialists and most care
appropriately provided within primary care practice.?’2°
Within this care model, patients benefit from the varied
expertise of those contributing to the care plan and the
collaboration among care providers integrated within
the primary care practice. Allied health professional
assessments are conducted concurrently with those
of physicians; and results and recommendations are
shared among providers immediately and directly, as
opposed to care models in which AHP and physician
assessments are conducted at different times, which
might limit and delay information sharing. Integration
of AHPs and geriatric specialists into primary care
enables “person-focused care” in which care is acces-
sible, comprehensive, coordinated, and continuous.®? A
team-based case management approach allows these

6.9 (1.6)

7.9 (1.0)

7.7 (1.3)

6.9 (1.6) 95

8.4 (1.7) .24

7.4 (1.9) .70

clinics to act as hubs in which patients are connected
to a variety of health care providers and community
services with concurrent assessment and information
sharing. This not only more accurately identifies the
medical and psychosocial needs of the patient-caregiver
dyad, but also allows a much more coordinated and
holistic care plan.

This study identified specific barriers to integrat-
ing care for other chronic conditions into the exist-
ing memory clinic model. In particular, funding to
support the time and staff necessary to assess and
manage multiple complex medical conditions remains
a key challenge. With complex multiple comorbid-
ities affecting aging Canadians being an important
driver of health system costs, it is critical for provin-
cial health care funding agencies to reinvest in a fun-
damental redesign of the structure of primary care,
with appropriate remuneration and opportunities for
capacity building.

In this study, family physicians had greater confidence
in their ability to manage multiple complex comorbid
conditions than geriatric specialists had in family physi-
cians’ ability to manage these conditions. The reasons
for this discrepancy in perceptions is unclear. Less than
half of the family physicians reported residency train-
ing exposure to CI, HF, COPD, fails, and frailty. Although
more family physicians had exposure to these condi-
tions in continuing medical education activities, there is
likely room for greater capacity building. Similarly, geri-
atric specialists reported limited exposure to continuing
medical education on HF and COPD. Embedding geri-
atric specialists in primary care settings to see patients
alongside interdisciplinary team members, with oppor-
tunities to provide both “in the moment” and formal
teaching, as well as mentorship and relationship build-
ing, has the potential to facilitate true collaboration and
improve care.5
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Limitations

The sample selected for this study might not be repre-
sentative of all memory clinic members and geriatric
specialists. Although the sample sizes are small, the
sample is purposive in that it represents a diverse selec-
tion of participants.

Conclusion

This study demonstrated the potential for expansion of
the memory clinic model to address HF, falls, COPD, and
frailty. If the identified challenges can be addressed, the
model has the potential to transform care processes,
improve care for seniors with multiple chronic condi-
tions, improve health outcomes, promote efficient use of
health care resources, and reduce health care costs.
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