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Abstract

Background: Optimal care can improve lives of families with dementia but remains under-
implemented. Most healthcare professional training is in person, time-intensive, and does not
focus on key aspects such as early detection, and cultural competency.

Objective: We explored the acceptability and preliminary effectiveness of a training, The
Dementia Update Course, which addressed these issues. We hypothesized that the training would
lead to increased levels of perceived dementia care competency among key healthcare workers,
namely primary care providers (PCPs) and health navigators (HNs).

Methods: We conducted pre-post training assessments among 22 PCPs and 32 HNs. The
6.5-hour training was remote, and included didactic lectures, case discussion techniques, and
materials on dementia detection and care. Outcomes included two 5-point Likert scales on
acceptability, eleven on perceived dementia care competency, and the three subscales of the
General Practitioners Confidence and Attitude Scale for Dementia. We used paired samples t-tests
to assess the mean differences in all preliminary effectiveness outcomes.

Results: The training included 28.6% of PCPs and 15.6% of HNs that self-identified as non-
White or Latino and 45.5% of PCPs and 21.9% of HNs who served in rural areas. PCPs (84.2%)
and HNs (91.7%) reported a high likelihood to recommend the training and high satisfaction.
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Most preliminary effectiveness outcomes analyzed among PCPs (11/14) and all among HNs (8/8)
experienced an improvement from pre- to post-training (p<0.05).

Conclusions: A relatively brief, remote, and inclusive dementia training was associated with
high levels of acceptability and improvements in perceived dementia care competency among
PCPs and HNs.
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INTRODUCTION

Alzheimer’s disease and related disorders (ADRD) pose a serious public health threat
worldwide. The population aged 65 and older is increasing and the risk of ADRD is known
to increase with age [1, 2]. According to the Pan American Health Organization, ADRD
was the second leading cause of mortality among people 18 and older in the US in 2019,
and the 15% leading cause of disability [3]. Individuals with ADRD have more chronic
conditions (e.g., diabetes, depression, pneumonia), polypharmacy use, and hospitalizations
than older adults without ADRD [4]. Caregivers of people with ADRD often experience
disproportionate depression (~34%) and anxiety (~44%) vs caregivers of people with stroke
(19% of depression and 31% of anxiety) and non-caregivers of similar ages (~12% of
depression) [4, 5]. ADRD costs exceed those of cancer and heart disease by $32 and $7
billion respectively [4, 6].

Early diagnosis and implementation of optimal care can improve the prognosis for people
with ADRD and is a priority for the National Alzheimer’s Project Act (NAPA) [7]. Though
there are no treatments that prevent or stop the progression of ADRD, there is evidence that
pharmacologic and non-pharmacologic interventions can stabilize and delay the progression
of cognitive, functional, and behavioral outcomes, improving the lives of individuals with
ADRD and their families [8, 9]. Given the progressive nature of ADRD, early diagnosis may
allow both the person with ADRD and the family to participate in their care plan and begin
more efficacious interventions at an earlier time point [10]. Early detection and care have
benefits at the individual, familial and societal levels [11-14]. For example, longitudinal
data from the Medicare fee-for-service claims suggests that individuals with ADRD who
were newly diagnosed and treated had a lower mortality, institutionalization rate, and annual
costs than those who were not treated [14]. The healthcare system is ideally positioned to
coordinate ADRD care, as most older adults in the US are insured and have a usual source
of healthcare [15, 16]. Among healthcare professionals, primary care providers (PCPs) have
the potential to play an important role in detection and treatment as they are often the first
point of contact [17]. Given the fragmentation of the healthcare system and community
resources, health navigators (HNs) may also play an important role in ADRD care [18]. HNs
are healthcare professionals or trained non-professionals that facilitate access to health and
social services among patients and their families, facilitate continuity of care; and identify
and remove barriers to care [18].
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Despite the potential of healthcare professionals to improve the lives of families with
ADRD, care remains under-implemented. Approximately 49.2%-56.5% of Americans with
ADRD are unaware of their condition and remain potentially undiagnosed [19]. In the clinic,
only 16% of people 65 and older receive regular cognitive assessments during routine health
check-ups [20]. Only about 51% of healthcare providers follow up with cognitive screening
results reported by their patients after a screening event [21], half of PCPs recommend
laboratory testing for all patients with a detected cognitive impairment, and 17% percent
make specialist referrals for all patients with a detected cognitive impairment [20]. Half

of people with ADRD are being treated with cognitive medications [22]. Almost 80% of
family caregivers of people with ADRD report unmet needs in at least one service area (e.g.,
activities of daily living, ADRD symptoms, timing of care), and nearly one third do not
receive any type of caregiver support services [23, 24].

In addition, Latino, non-Latino Black, and rural individuals have a higher ADRD risk and
are disproportionately underserved in care outcomes [19, 20, 22, 23, 25, 26]. For example,
the likelihood of non-Latino Black and Latino individuals with ADRD to be undiagnosed is
34-40% higher than non-Latino Whites [19]. If diagnosed, Latinos with ADRD experience
a delay in their diagnosis of eight months compared to non-Latino Whites [27]. Non-Latino
Black people with ADRD are 6% less likely to use anti-dementia medications than non-
Latino Whites [22]. Non-Latino White caregivers have been found to be 2.3 times more
likely than foreign-born Latinos to use ADRD support services [23]. People with ADRD
residing in rural settings are less likely to receive formal supports than those in urban
settings (35% vs 88% respectively) [26].

Multiple factors contribute to the under-implementation of ADRD detection and care in
healthcare. Strategies to provide early ADRD diagnosis and care in primary care clinics

are lacking [28, 29]. Some PCPs are reluctant to address ADRD due to limited ADRD
knowledge on the potential benefits of appropriate diagnosis and care [30, 31]. Some

PCPs also lack the necessary tools and resources to diagnose, provide care for or refer

to frequently fragmented community resources [30, 31]. HNs are rarely trained in aging
and ADRD care. In fact, only 2% of social work textbooks address the aging population
and aging specific issues, and none address specific content around ADRD [32]. Healthcare
workers’ general lack of cultural and linguistic proficiency and knowledge of validated tools
for assessment and care intensify these barriers among non-White and Latino families [31,
33-36].

Training PCPs and HNs can address some of the barriers to ADRD care implementation.
Few ADRD training programs for healthcare professionals exist and most have been
developed and tested in the last decade [37, 38]. However, most training programs have
relied on in-person sessions, which pose barriers to largely rural regions such as the
Midwestern US. This barrier and the COVID-19 pandemic have also highlighted the
importance of virtual or remote training programs. Most existing training programs are
time-intensive and add to the already burdened schedules of healthcare professionals [30,
31]. Few training programs focus on early detection and empowering the person with ADRD
to participate in the decision-making process of their care, which potentially reduces the
probability of beneficial health and economic outcomes [11-13, 39]. The focus on health

J Alzheimers Dis. Author manuscript; available in PMC 2022 November 28.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Perales-Puchalt et al. Page 4

disparities within most ADRD healthcare professional training programs is scarce, which
may contribute to widening these disparities. There is a need for ADRD training programs
for healthcare professionals that are highly accessible, time-efficient, include early detection,
center the care on the patient and addresses ADRD disparities. The objective of the current
manuscript was to explore the acceptability and preliminary effectiveness of a relatively
brief online ADRD training that addresses these needs, the Dementia Update Course. We
hypothesized that the Dementia Update Course would lead to increased levels of ADRD
care competency among PCPs and HNs in general and specifically competency to serve
non-White and Latino people with ADRD and their families.

METHODS

This one-arm study included pre-post-training assessments. This healthcare professional
training was part of two NIH-funded projects (R24 AG063724 & K01 MD014177). First,
MyAlliance is a three-year project that aims to increase ADRD research participation using
a three-pronged strategy. This strategy involves the engagement of healthcare professionals,
community organizations, and the lay community. MyAlliance has a special interest in
increasing ADRD research participation among rural, non-White, and Latino communities.
Second, Alianza Latina (Latino Alliance) is a five-year project that aims to improve

ADRD care services among Latinos. The Alianza Latina project aims to improve healthcare
professionals’ ability to detect Latinos with ADRD and provide more appropriate care and
referrals to a culturally and linguistically proficient ADRD care manager. The University
of Kansas Medical Center Institutional Review Board deemed this project a quality
improvement project and did not require that participants provide an informed consent.

The Dementia Update Course was a one half-day (6.5 hours) educational event held five
times (March, July, September and November 2021, and March 2022). The course was open
to a wide diversity of professionals, even though only physicians, nurses, and social workers
could apply for continuing education credits upon attendance to 90% of the sessions. The
cost of the training was $50, unless healthcare professionals requested a waiver, in which
case, there was no cost. Attendees only participated in one of the five events, which included
virtually the same content. The November 2019 event differed from the rest in that it was
condensed to 4 hours, and had as title “Dementia detection: Best practices in screening,
diagnosing and treating common dementias”. The educational framework that informed the
Dementia Update Course was a combination of the Health Belief Model and Social Learning
Theory, by including clinically-focused lectures, case examples with discussion, videos and
materials for additional reference [40]. Table 1 shows the agenda, which includes ADRD
detection and diagnosis, treatment, and care for cognitive and behavioral symptoms, and
how to apply the tools to a healthcare professional’s daily workflow. Modules highlighted
the importance of early detection, patient empowerment, cultural competence, and tailoring
care to disparity populations, especially Latinos. Elements of patient empowerment followed
the Client Empowerment Model, which is in concert with strength-based social work
philosophy, and incorporates components of knowledge/health literacy, shared decision
making, personal control, and positive patient-professional interaction based on the stage

of ADRD [39]. Cultural competence included information about disparities in ADRD
experienced by diverse groups, and how they can be addressed in the healthcare practice.

J Alzheimers Dis. Author manuscript; available in PMC 2022 November 28.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Perales-Puchalt et al.

Procedure

Page 5

Information integrated key elements of culturally and linguistically appropriate services
(CLAS), covered patient-centered care and effective communication, and adapted and
validated tools with a special focus on Latinos [41, 42]. The modality of all training

events was live and online via videoconferences. All attendees also received copies of
recommended cognitive screening tools and the materials reviewed during the course. Staff
from the University of Kansas Alzheimer’s Disease Research Center led all the modules.
This staff included two neurologists, a social worker, and a public health researcher, all of
whom were experts in ADRD care. Recruitment of participants capitalized on the University
of Kansas Alzheimer’s Disease Research Center’s plan to grow partnerships in the state

of Kansas and beyond to create a more ADRD capable community. The center’s team

set a plan to gradually form partnerships at least one clinic from most Kansas counties
within Kansas counties within three years. The team identified as many clinics as possible
within those counties and attempted to contact them via warm-contacts through mutual
connections when possible. When not possible, the team attempted cold-contacts. The team
met with the clinic representatives that were willing to start a partnership conversation and
explained the Center’s plan for state-wide partnerships. The team contacted these clinics
and other clinicians they had previously collaborated with to recruit healthcare professionals
via emails, phone calls, or word of mouth up to one year before the training. Interested
participants enrolled in the training either via a link or by calling the team.

A staff member sent an email to participants one day before the training asking them

to complete a pre-training survey via REDCap [43], and highlighting the voluntary and
anonymous nature of the assessment. On the day of the training, one of the instructors
introduced the training content to the audience and the instructors presented their modules,
requesting recurrent interaction. Immediately after finishing the training, a staff member
reminded the participants to complete the post-survey, which a staff had emailed them one
hour before the end of the training.

Data Collection and Measures

Pre-training survey socio-demographic information included age, gender, race, ethnicity,
occupation, rural/urban setting of their clinic, and state. Post-training acceptability of the
intervention was measured by asking two items developed by the research team that
included 5-point Likert scales about how likely they are to recommend the training to a
colleague, and how satisfied they were with the training from 1 (not at all) to 5 (very much).
The post-training survey also included an open-ended acceptability question asking what
participants liked most about the training.

Preliminary effectiveness outcomes included several ADRD perceived competency
constructs and other ADRD-related attitudes measured via the following survey instruments.
The first instrument included eleven items developed by the research team. These items
included 5-point Likert scales about perceived confidence in explaining the importance of
early identification of cognitive decline, selecting the appropriate tools to screen for early
signs of ADRD, differentially diagnosing the most common signs of ADRD, identifying the
appropriate interventions based upon identification of cognitive decline, using elements of
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the Client Empowerment Model as applied to ADRD, implementing cognitive screenings
in regular workflow, impacting the quality of life of families with ADRD, and serving
English-speaking Latino, Spanish-speaking Latino, Non-Latino Black and other non-White
families with ADRD. Each item response ranged from 1 (not at all) to 5 (totally confident).

The second instrument was the General Practitioners Confidence and Attitude Scale for
Dementia (GPACS-D), which comprises three subscales: Confidence in Clinical Abilities
(six items), Attitude to Care (six items), and Disengagement (three items). The scale has
been validated using confirmatory factor analysis, reliability, validity, and sensitivity to
change tests [44, 45]. Each item response ranges from 1 (strongly agree) to 5 (strongly
disagree). We divided each subscale score by their number of items to standardize the score
ranges from 1 to 5. Higher scores mean higher confidence in their clinical abilities, better
attitudes towards ADRD care, and higher disengagement with ADRD care. We adapted

the GPACS-D by using US English spelling and replacing the community organization
“Alzheimer’s Australia” with the “Alzheimer’s Association”. In our study, the Cronbach
Internal Consistency Alpha was 0.8 for both Confidence in Clinical Abilities and Attitude to
Care, and 0.7 for Disengagement.

Participants from diverse professional backgrounds were eligible to participate in the course.
However, for the analysis, only those who identified as PCPs or HNs were eligible.

PCPs could include medical doctors, physician assistants, nurse practitioners, and doctors

in osteopathy. HNs could include information and referral providers, options counselors,
social workers, nurses, and case managers, who provided health navigation services.

Given their potential different roles in ADRD care, analyses were conducted separately

for the two types of healthcare professions (PCPs focused on detection and treatment vs
HNs focused on referrals and coordinated care). Means, standard deviations, percentages,
and frequencies were calculated for pre-training survey characteristics and acceptability
outcomes. Differences in baseline characteristics between participants who completed the
post-training survey and those who did not were calculated using Chi-Square tests and
independent samples t-tests. Paired samples t-tests were used to compare the healthcare
professionals’ perceived confidence in serving Spanish-speaking Latino vs English-speaking
Latino and non-Latino Black families with ADRD. Paired samples t-tests were conducted to
assess the mean differences in all preliminary effectiveness outcomes. We only conducted
analyses of diagnosis-related outcomes (GPACS-D and three confidence items) among
PCPs, given that HNs do not diagnose ADRD. We used SPSS 20 to run quantitative analyses
and used a significance level of a=0.05 to protect against type | error. To analyze the
answers to the open-ended acceptability question, we coded qualitative answers and later
defined acceptability categories that summarized different discourses.

Baseline characteristics of the sample

The characteristics of the sample are shown in Table 2. Seventy-three individuals RSVP’d
and 88 individuals attended one of the five training sessions and responded to the pre-
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training survey. A total of 54 participants were eligible for analysis, as they identified

as a PCP or a HN, and 44 (81.5%) of them completed the post-training survey. Those
excluded reported professions other than PCP or HN, namely non-PCP doctors and nurses,
individuals who reported no profession, recruitment professionals, research assistants or
research interns. Among PCPs, the average age was 48.0 (SD 13.5) and, 13 (59.1%)
identified as women, 15 (71.4%) as non-Latino White, and 10 (45.5%) as practicing in
rural communities. Among HNs, the average age was 48.3 (SD 15.2) and, 31 (96.9%)
identified as women, 27 (84.4%) as non-Latino White, and 5 (20.0%) as practicing in

rural communities. Participants’ perception of their ability to serve Spanish-speaking Latino
families with ADRD (2.0; SD: 1.0) was lower than that of English-speaking Latino (2.8,
SD: 1.1; p<0.001) and non-Latino Black families (3.0; SD: 1.1; p<0.001). There was also a
statistically significant difference between their perceived ability to serve English-speaking
Latino and non-Latino Black families with ADRD (p=0.007).

Acceptability and preliminary effectiveness of the Dementia Update Course

Table 3 shows the acceptability and preliminary effectiveness of the Dementia Update
Course in the total sample and among PCPs. Among PCPs, 16 (84.2%) said their likelihood
of recommending the training to a colleague was either high or very high, and 16 (84.2%)
said their satisfaction with the training was high or very high. Among HNs, 22 of them
(91.7%) reported that their likelihood to recommend the training, and their satisfaction
with it were high or very high. No participants rated their likelihood of recommending the
training or their satisfaction as low or very low. Most preliminary effectiveness outcomes
analyzed among PCPs (11/14) and all among HNs (8/8) experienced an improvement from
pre- to post-training (p<0.05). The only non-significant changes among PCPs were in their
confidence to improve the quality of life of families with ADRD, and to serve non-Latino
Black and non-White families with ADRD other than Latinos.

At the end of the training, participants responded to open-ended questions about what
training aspects they perceived to be most useful. We categorized responses into four
themes. First, participants showed gratitude and spoke of the usefulness of the training.
An example of this category includes “Thank you for making a difference in the lives of
those with dementia and their families!”. Second, participants highlighted the usefulness
of training on current research and up-to-date care: “Learning about the Alzheimer’s
Disease Center and the current knowledge and advancements regarding early detection”
or “I found the ongoing research and explanations behind the diagnosis very helpful! Thank
you!!”. Third, participants found different aspects of the teaching modalities used helpful:
“Case ‘studies’, real-life examples” or “Driving discussion was the most helpful lecture.
The specific example of what was needed and having an occupational therapist provide
the exam was a helpful idea”. Fourth, participants highlighted the importance of topics
including detection (imaging, screening tools, early detection), care (pharmacological and
non-pharmacological), ADRD types and stages, and resources available.
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DISCUSSION

The current manuscript aimed to explore the acceptability and preliminary effectiveness

of the Dementia Update Course among PCPs and HNSs. In line with our hypothesis,
findings suggest that this real-world training leads to improved ADRD-related attitudes,
and perceived ADRD care competency among PCPs and other healthcare professionals.
Previous research shows that training improves ADRD knowledge, attitudes, and perceived
competence to different extents among healthcare professionals in the US and elsewhere
[45-53]. However, this training is innovative, as it focuses on eliminating health disparities,
promoting early detection, and empowering the person with ADRD, which may bring about
health and economic benefits to families with ADRD irrespective of their ethnic and racial
background [11-13, 39]. Moreover, the logistics of this training program address common
and emergent barriers to ADRD training, including professionals’ burdened schedules,
distance to training venues, and the COVID-19 pandemic.

A key component of the NAPA is to address ADRD care disparities among ethnically and
racially minoritized populations [7]. To address health disparities, the Institute of Medicine
recommends cultural competence training programs given their success in improving skills,
knowledge and attitudes among healthcare professionals [54]. To our knowledge, this is
among the first studies to include a cultural competence in an ADRD training curriculum.
The Dementia Update Course was associated with similar increases in the perceived ability
to serve families with ADRD of different ethnic and racial backgrounds. These similar
improvements took place despite the fact that healthcare professionals were less confident
about serving Spanish and to a lesser extent English speaking Latinos, likely due to
language, immigration status, and insurance status barriers [16]. Another important aspect is
the representation of professionals from non-White and Latino backgrounds in our training
sessions, who are under-represented in their professions, and can reduce health disparities
when matched with patients of similar backgrounds [55-61]. In our sample, 28.2% of PCPs
identified as a member of a group other than non-Latino White, which is a higher proportion
than the physician workforce in the state where the research was conducted (14.4%) [62].

Our inclusion of nearly half of PCPs and one fifth of HNs who practiced in rural
communities was encouraged by our region’s largely rural population and NAPA’s urge

to facilitate the translation of research findings into rural public health practice [7]. In

rural areas, ADRD specialists might not be readily available, and PCPs might be the only
professionals in charge of ADRD detection and care [51]. To our knowledge, only one
other ADRD training study has focused on rural healthcare professionals [51]. This training
increased professionals” knowledge and confidence to use cognitive screening tools to help
diagnose and treat patients with ADRD. Our work builds upon this research by making it
fully remote and reducing the number of days of training from three to one.

The current study has certain limitations. Our small non-probabilistic sample may limit the
external validity of these findings. However, the sample sizes of PCPs and HNs were big
enough to detect differences in these two healthcare professions with specific key roles in
ADRD care. To improve generalizability of the results, we were inclusive with respect to
recruiting professionals from several rural and urban counties across the state of Kansas,
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and with respect to racial and ethnic background. The sample only included individuals
who decided to attend, potentially introducing selection bias leading to a sample with
positive baseline ADRD care attitudes or receptiveness to the training. This potential bias
is present in most research studies. However, despite the potential selection of those with
a high baseline ADRD care attitudes, the training was associated with improvements in
nearly all outcomes. The study lacked a control group and randomization, thus preventing
causality inference. It remains unknown whether changes in attitudes will translate into
positive ADRD care behaviors. Previous studies suggest that it is possible to increase
compliance with ADRD guidelines via similar training programs (e.g., increased use of
cognitive screening tools) [50, 52, 63].

This study has significant implications for public health. The fact that this real-world
training leads to improved perceived ADRD-related attitudes and perceived care competence
indicates that relatively brief, remote training programs can have similar effects to more
time-intensive in-person versions. The improvement of most outcomes specifically among
PCPs and HNs is especially relevant. PCPs are the first point of contact with families with
ADRD, and are in an optimal position to detect and initiate their care coordination [17].
HNs may play a key role in ADRD care by providing coordinated care and refer to often
highly-fragmented healthcare system and community resources [18].

Studies should compare the cost-effectiveness and implementation outcomes of training
programs such as the Dementia Update Course vs longer, more time-intensive, and in-person
training programs. There was some attrition in the sample, but we did not assess reasons
for such attrition. Future studies should explore these reasons to increase the feasibility

of ADRD training programs among diverse healthcare professions. Future studies should
expand understanding of ADRD specific curricula in primary care residencies, social work
and other HN-related programs through larger samples and a higher diversity of regions.
Ultimately, studies may also want to assess the impact of these training programs on
healthcare behavioral outcomes (e.g., compliance with guidelines), and directly on families
with ADRD. This impact could be measured as effectiveness or cost-effectiveness by
including comparison groups exposed to different types of training features (e.g., duration,
in-person modality, topics).

CONCLUSION

The Dementia Update Course, a relatively brief and remote ADRD training was associated
with improved ADRD attitudes and perceived care competency among PCPs and HNS.
While other training programs have achieved similar outcomes, this training program
addresses common barriers to ADRD care implementation by making it highly accessible,
and including issues that are public health priorities, such as early detection, client
empowerment, and addressing ADRD disparities via cultural competency [7]. Its high
acceptability together with its relative brevity and virtual accessibility, make this training
an ideal candidate for broad implementation.
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Table 1.

The Dementia Update Course agenda.

8:00 —8:30 a.m. Brief overview to Alzheimer’s Disease Center

8:30 - 8:50 a.m. Shifting to a new model of dementia care

8:50 — 9:20 a.m. Recognizing early clues, screening tools

9:20-9:30 a.m. Stretch Break

9:30 — 10:20 a.m. Dementia Work- Up: When, What, Why and Differential Diagnosis

10:20 - 10:30 a.m.

Stretch Break

10:30 - 11:00 a.m.

Latinos and Dementia

11:00 - 12:00 p.m.

Treating the Person with a Dementia: Disclosure, Early Intervention, and Medication

12:00 - 1:00 p.m. Lunch Break

1:00 - 2:00 p.m. Behavioral and Affective Challenges in Dementia

2:00 - 2:30 p.m. Driving

2:30 - 2:40 p.m. Stretch Break

2:40 - 3:40 p.m. Latest Alzheimer’s Research and integration of research into your practice
3:40-4:10p.m. Dementia Capable Workflow and Environmental Considerations

4:10 — 4:30 p.m. Final Questions/Post Test
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