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Age is the greatest risk factor for dementia, and the number of adults aged 65+ is rising.

Research suggests that there is prevalent stigma attached to dementia and poor cognitive
health in older adults (Alzheimer’s Disease International, 2012).

Stigma can be harmful and self-fulfilling for older adults by promoting stereotypes of
dementia, and may lead to social isolation, lack of physical mobility, and financial burden
(World Health Organization, 2012).

Dementia-related stigma may detrimentally impact relationships, interactions with health
providers, attitudes about service utilization, and lead to social isolation, feelings of shame,
loss of status, and a decreased quality of life (Riley, Burgener, & Buckwalter, 2014).

Stigma of dementia is a well-documented issue among different groups of people such as
students, family members, dementia care workers, and health professionals (ADI, 2012).

Research on interventions to reduce dementia-related stigma are a relatively new and
emerging field.

•

•

•

•

•

.
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➢ Stigma Reduction Theory (Corrigan & Penn, 2005) used to classify interventions: education
(to dispel myths with facts and accurate information); contact (to provide interaction with
persons with dementia); mixed (combination of education and contact
interventions); and protest (to suppress negative attitudes and challenge
stereotypes of dementia).

➢ Electronic databases searched included: PubMed, Medline, CINAHL, Web of Science,
PsycINFO, Google Scholar, and Social Services Abstracts.

➢ Guided by Arksey and O’Malley’s (2005) five-stage framework, a scoping review was
conducted to explore peer-reviewed literature on anti-stigma interventions of dementia.

Methods

1. To explore the literature on interventions to reduce dementia-related stigma; and
2. To identify strength-based components of interventions to reduce stigma of dementia.

Objectives
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Findings from this research can help to inform the development of anti-stigma interventions and
improve the quality of care for people with dementia. within the community.

•

Riley, R., Burgener, S., & Buckwalter, K. (2014). Anxiety and stigma in dementia: A threat to aging in place. Nursing Clinics of North America, 49(2), 213-231.
World Health Organization. (2012). Dementia: A public health priority. Geneva: WHO. Available from, https://www.who.int/mental_health/publications/dementia_report_2012/en/.

Addressing dementia-related stigma is necessary to optimize geriatric health services, facilitate
preventative interventions, and support the uptake of early dementia diagnosis.

•

Discussion

• Strength-based components of mixed interventions included:
➢Involving people with dementia as educators, spokespersons, and champions to reduce stigma;
➢Using experiential learning/clinical placements with nursing students and people with dementia.

• Mixed interventions (2 studies) included: an educational event with the involvement of people with
dementia as speakers; and educational modules and clinical rotations with people with dementia
and nursing students.

➢ Highlighting the achievements of people with dementia;
➢ Showing that it is possible to lead an active life with dementia and that there are different stages;
➢ Working as a team and engaging in purposeful learning with a shared objective.

• Strength-based components of contact interventions included:

• Contact interventions (8 studies) identified: intergenerational storytelling, performing arts groups
(e.g., intergenerational choir, ballet, and orchestra), and visual arts programs.

• Strength-based components of education interventions included:
➢ Using multiple mediums to improve dementia-related knowledge and information;
➢ Teaching that dementia is more than memory loss;
➢ Developing culturally and context-informed strategies tailored towards specific audiences;
➢ Providing key facts to challenge myths.

• Education interventions (11 studies) included: presentations, films, theatre, and curriculums.

• A variety of education, contact, and mixed interventions were identified.

• From the initial 744 records, 21 articles were included in the review.

Findings

1Saskatchewan Population Health & Evaluation Research Unit, 2University of Regina, 3University of Alberta, 4University of Saskatchewan
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Interventions to Reduce Stigma of Dementia: Findings from a Scoping Review

Evaluation of Interprofessional, Team-based Dementia Assessment
and Diagnosis in Rural Primary Health Care:

Patient and Family Perspectives
Melanie Bayly, Debra Morgan, Julie Kosteniuk, Amanda Froehlich Chow, & Valerie Elliot
Centre for Health and Safety in Agriculture, University of Saskatchewan

Background & Methods

Rural PHC Memory Clinics

v Diagnosis and management of dementia is ideally situated within primary
health care (PHC)1, especially in rural communities with limited resources2,3

v Interprofessional team (Physician/NP, OT, PT,
Home Care Nurse. Social Worker, Alzheimer
Society First Link Coordinator) assess the
patient and speak with family members

v In partnership with 3 rural PHC teams in Saskatchewan, the RaDAR team has
developed team-based rural memory clinics

v Half-day assessments end with discussion of
diagnosis/findings and next steps

v The goal of the current work was to explore the assessment and diagnosis
experiences of clinic patients and families
v Data were collected via phone interviews and mail-in surveys

Participants
6 Phone interviews

Female patient and husband
Daughter
Daughter
Daughter & Son-in-law
Wife
Male patient and wife

12 Surveys

Patient=1
Family=6
Together=5

Preliminary Findings

Qualitative interview and survey data suggest main
aspects of positive patient and family clinic experiences:
Local, rural-based care (comfort and convenience)

“It is wonderful to see this clinic in a small town. It is so
important to the elderly to have local health care and not
have to travel many miles or come to a big city to get help.”

v Located in 3 rural communities of pop <11,000

Quantitative data also illustrated the value of a half-day, teambased memory clinic approach (Figure 1).
Figure 1. Preliminary feedback from the memory clinic survey

Being heard (positive interactions & clinic duration)
“You got to have input, and feedback... And you never felt
rushed. And they were very open to any kind of questions, you
really felt like you had a lot of hope.”

Everyone in the same room and on the same page
(team-based model of care, end of clinic discussion)
“All of those folks as well as my mom, my dad, my brother and
I, hearing the same message… it’s so helpful in trying to
determine what do we need to do, how do we need to help this
person, how do we need to help the family.”

Males=6
Females=11

26 Total participants to-date

Information communication (clinic processes, timely
follow-up, dementia information) could be improved.

Conclusions
v Key elements to the success of the rural memory clinics appear
to be their locality, the multi-disciplinary team format, positive
team functioning, a patient/family centered approach, and
informative communication. Findings are informing further
refinement of the rural memory clinics.

v Patient and family experiences with the rural memory clinics
have been very positive; attendees felt at ease during the
clinics and appreciated the team’s professionalism, expertise,
openness to questions, sensitivity, and understanding. An area
for improvement is communication, especially about the clinic.
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Mobile Recreation Therapy Services

Leisure Ability Model:

provides her with an improved quality of life.

was sleeping a lot, now she enjoys the lifestyle she used to have which

Betty is becoming more social and she is now playing the piano, before she

Preference Inventory (permission by signing a waiver and also with family).

available using The Leisure Diagnostic Battery Assessment, Activity Type,

improving her sessions have been documented and assessment results

walking. An intervention and program began weekly. Her abilities have been

with her family and her friends in the community. Her assessment showed strength in music, sport and

Therapeutic Program Design, (Peterson, Stumbo, 2000, p.79)

Spiritual and Cognitive

Quality Of Life Domains

Physical, Social, Emotional

We value professional leadership in the leisure service field.

Canadian Therapeutic Recreation Association.

members of Saskatchewan Association of Recreation Professionals and

Codes of Ethics, Values and Standard of Practice, Recreation Therapists, as

opportunities.(Stumbo, Peterson, 2000, p.15).

Recreation Participation – Engage in organized participation

Leisure Education– Acquire Leisure Knowledge and skills

Functional intervention – Improve functional ability

This is my friend and client Betty she has advanced dementia. She was referred by her Doctor. We work closely

Advocate and recommendations on a continual basis (Martini, Weeks
and Wirth 2011,p.303).

maintained.

The client is discharged or continues with the

Activity program review
Programs offered that meet the diversity of clients needs and abilities.

community along with volunteers, friends and

Reassess, results show any changes to be made or

Physical environment, calendar for each month
Program evaluation.

Work closely with family, health professionals in the

Activity Analysis form completed for all activities offered

Documentation, Physicians orders for Leisure modifications

plan updates.

organizations.

Ongoing education is offered with the organizations

Documentation of assessment summary, progress notes and

Visit one time per week for 8 weeks.

Quality Assurance checklist:
Qualifications – Proof of Training

Set goals and Dare to Dream.

Equipment and supplies

designed with the clients interests, medical information and

abilities.

Organizations: CTRA and SARP membership renewal annually
Own vehicle

Town Business Licence is purchased yearly

the results will identify what the strengths are and or areas to

work on in the various domains.

An insurance is purchased yearly

A Recreation Treatment plan is developed and

settings.

Set up appointment, meet with client and

in clinical, residential and community

family using the Leisure Diagnostic Battery assessment and

The Mobile Recreation Therapy service is delivered on site and offered

Physicians.

people of all ages and abilities.

evaluate and coordinate recreation based treatment plans for

Recreation Therapists assess, plan, implement and

Donna BoserKelly, Recreation Therapist

Recreation Therapy Designed Referral form used by

(Anderson and L.Heyne, 2012 pg.66 ).

Therapeutic Recreation Practice: A Strengths Approach.

planning goals, dreams and aspirations,

Developing Strengths and Resources in

Saskatchewan and Surrounding Area.

Mobile Recreation Therapy Services; Private Practice, In Rural

Many systematic reviews addressing nutrition care for residents with dementia
have been published over the last 20 years. Thorough examination of the peerreviewed, published literature on the best practices regarding nutrition care for
persons with dementia living within LTC is a crucial to understanding the state of
the evidence that informs practice.

Within LTC, much of the direct care responsibilities lies with Care Aides who
provide the day-to-day assistance including at mealtimes while registered
dietitians (RDs) provide specialized nutrition care.

Recent attention has highlighted the distinct food and nutrition needs of LTC
residents with dementia living in LTC. Nutrition care involves assessment of
nutritional need, development of an individualized resident nutrition care plan,
and provision of safe and appropriate food that fulfills nutritional requirements.
Nutrition care is crucial in preventing/addressing malnutrition and enhancing
resident quality of life.

• Umbrella Review protocol  Systematic Reviews
• Databases: MedLine (Ovid MEDLINE), PubMed, and CINAHL (EBSCo
Host)
• Combination of MeSH terms and keyword search terms addressed
four categories: dementia, long-term care, nutrition, and reviews

Methods

• What is reported in peer-reviewed systematic reviews regarding
nutrition care for residents with dementia in the LTC setting?
• Is consistency observed in nutrition care interventions and
outcomes considered?
• What does the evidence suggest in terms of roles of RDs and care
aides in provision of nutrition care for LTC residents with
dementia?

Research Objectives

1,2A.

Cammer, 2D. Morgan, 1S. Whiting.

(n = 10)

Articles included in
qualitative synthesis
of review

(n= 21)

Full-text articles
assessed for
eligibility

(n = 44)

Records screened
via abstract

(n= 478)

Records identified through
database searches: MedLine
(Ovid), PubMed, CINAHL
(EBSCOHost)

-Duplicate record (n = 1)

-Setting of focus not long-term
care (n = 3)

-Not specific to nutrition (n = 1)

-Not specific to dementia (n = 4)

-Not a systematic review (n = 6)

Full-text articles excluded (n = 11)

(n = 23)

Records excluded

(n = 4)

Additional records
identified through handsearch

Figure 1: PRISMA Flow Diagram

Exclusion Criteria: non-English, non-systematic review
method (e.g., narrative review), published prior to 2000,
main setting not specific to LTC, study not focused on
residents who have dementia, or study not focused on
dementia as a condition

Methods systematic reviews,
Inclusion Criteria: peer-reviewed
written in English, published from 2000 to November
2017, including all search terms

Findings

Outcomes

Acknowledgements

• Consensus on relevant outcomes pertaining to nutritional health and
dementia could enhance applicability of findings
• Despite being specialists in nutrition or responsible for the majority of
the direct care related to nutrition, RDs and Care Aides are largely absent
from the published literature
• Advocacy for the roles of RDs and Care Aides is needed; interventions
aimed at enhancing nutrition care for LTC residents with dementia
should include RDs and Care Aides

Conclusions and Implications for Practice

Someone’s Missing?
• Very often “LTC staff” were referred to as a homogenous group, or “nursing staff”
• Only 1 review addressed Care Aides specifically
• RDs were mentioned in only 3 of the reviews and recommendations re: RD role in
resident care in 1 review

• Nutrition care for LTC residents with dementia is an important area
of interest, as evidenced by the number of studies and systematic
reviews on the topic
• Wide variety of nutrition care areas addressed by research
• Quality of evidence rated low to moderate
• Wide variety in types of interventions and little consistency in
outcomes measured/reported
• Many recommendations made; in general a high proportion focused
on staff education and training
Interventions

of Pharmacy and Nutrition, University of Saskatchewan, 2Canadian Centre for Health and Safety in Agriculture, University of Saskatchewan

Dementia is the top chronic condition prompting relocation to long-term care
(LTC) (ADI, 2013) and 60% of Canadian LTC residents have a diagnosis of
dementia (CIHI, 2016). Persons with dementia are at higher risk for malnutrition
due to both physiological and behaviour changes. Malnutrition can accelerate
cognitive decline, increase risk of negative health outcomes (unwanted weight
loss or gain, muscle wasting, infection, poor wound healing, pressure ulcer
formation), and negatively impact quality of life.

Background

1College

Nutrition Care for Residents with Dementia in Long-Term Care Homes:
Umbrella Review of Care Aide and Registered Dietitian Services

IDENTIFICATION
SCREENING
ELIGIBILITY
INCLUDED
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sĂůĞƌŝĞElliot, Debra Morgan, Julie Kosteniuk, Amanda Froehlich Chow, Melanie Bayly, Megan E. O’Connell
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Background

Methods

What is end-of-life/palliative care?

Arksey & O’Malley8 5-Step Framework:
i) Identification of research questions
ii) Identification of relevant studies
iii) Study selection
iv) Data Charting
v) Collating, summarizing, reporting results

• Specialized care for people facing lifelimiting illnesses like dementia1
• Advanced disease stage services
provided by health professionals for
added comfort and relief of patients
and support and assistance of familiesϮ
• Services can be in-hospital, at an
outpatient clinic or at homeϯ

Modified PRISMA9 Flow Diagram
/ĚĞŶƚŝĨŝĐĂƚŝŽŶ

Why is end-of-life care for
people with dementia
important?

ZĞĐŽƌĚƐŝĚĞŶƚŝĨŝĞĚ
ƚŚƌŽƵŐŚƐĐŚŽůĂƌůǇ
ĚĂƚĂďĂƐĞƐĞĂƌĐŚĞƐ͗

D^;KǀŝĚͿ͗ϮϮϱϵ
D>/E;KǀŝĚͿ͗ϭϰϭϮ
WƐǇĐ/E&K;KǀŝĚͿ͗ϰϮϱ
/E,>;ďƐĐŽͿ͗Ϯϰϵ

t,K/Ŷƚ͘ůŝŶŝĐĂůdƌŝĂůƐZW͗Ϭ
ŽĐŚƌĂŶĞZŽĨŽŶƚƌŽůůĞĚdƌŝĂůƐ͗ϴ
E/ůŝŶŝĐĂůdƌŝĂůƐ͗Ϭ
ůŝŶŝĐĂůdƌŝĂůƐ͘ŐŽǀ͗Ϭ
KƉĞŶ'ƌĞǇ͗Ϭ
WƌŽYƵĞƐƚΘd͗ϰ
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t,K͗ϭϱ
ƌĂŝŶǆĐŚĂŶŐĞ͗ϭϮ
ĞŵĞŶƚŝĂƵƐƚƌĂůŝĂ͗ϲ
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• Help inform future research and
efforts to improve quality of life and
death for people with dementia living in
rural areas





Objectives:

• Map the evidence and identify gaps

ZĞĐŽƌĚƐŝĚĞŶƚŝĨŝĞĚƚŚƌŽƵŐŚ
ŐƌĞǇůŝƚĞƌĂƚƵƌĞĚĂƚĂďĂƐĞ
ƐĞĂƌĐŚĞƐ͗

;ŶсϭϮͿ

• People with dementia often face gaps in
end-of-life careϲ and living in rural
areas can create additional challengesϳ

ƵƉůŝĐĂƚĞ͗ϰ
EŽƚĂǀĂŝůĂďůĞŝŶŶŐůŝƐŚ͗Ϯ
EŽͬŝŶƐƵĨĨŝĐŝĞŶƚƌƵƌĂůĨŽĐƵƐŽƌĐŽŵƉĂƌŝƐŽŶ͗ϱϮ
EŽͬŝŶƐƵĨĨŝĐŝĞŶƚĚĂƚĂƌĞ͗ƉĂůůŝĂƚŝǀĞͬĞŶĚͲŽĨͲůŝĨĞ
ƐĞƌǀŝĐĞƐŽƌŝŶƚĞƌǀĞŶƚŝŽŶƐ͗ϭϴ
 EŽͬŝŶƐƵĨĨŝĐŝĞŶƚĚĂƚĂƌĞ͗ͬŽƚŚĞƌĚĞŵĞŶƚŝĂ͗ϰ
 dŽŽůǀĂůŝĚĂƚŝŽŶƐƚƵĚǇ͗Ϯ


;ŶсͿ





/ŶĐůƵĚĞĚĨŽƌ
ƐǇŶƚŚĞƐŝƐ
;ŶсϵͿ


/ŶĐůƵĚĞĚ

• To conduct a scoping review of the
literature to explore and summarize
the evidence regarding end-of-life care
specifically for people with dementia
living in rural areas

ZĞĐŽƌĚƐ
ŝĚĞŶƚŝĨŝĞĚ
ƚŚƌŽƵŐŚŽƚŚĞƌ
ƐŽƵƌĐĞƐ͗




• It can play a key role in improving and
maintaining the best quality of life
and deathϭ͕Ϯ
• Needs are increasing globally: an
aging population demands more end-oflife care services;ϰ early planning should
begin soon after diagnosisϱ

Results

ƵƉůŝĐĂƚĞƐĂŶĚŝƌƌĞůĞǀĂŶƚůŝƚĞƌĂƚƵƌĞƌĞŵŽǀĞĚ
;ŶсϭϯϬͿ



'ƌĞǇ>ŝƚĞƌĂƚƵƌĞ&ƵůůdĞǆƚ^ĐƌĞĞŶŝŶŐ͗
;ŶсϭϲϭͿ

&ƵůůͲƚĞǆƚĞǆĐůƵĚĞĚ͕ǁŝƚŚƌĞĂƐŽŶƐ;ŶсϭϰϱͿ͗


 EŽͬŝŶƐƵĨĨŝĐŝĞŶƚƌƵƌĂůĨŽĐƵƐŽƌĐŽŵƉĂƌŝƐŽŶ͗ϭϬϵ
 EŽͬŝŶƐƵĨĨŝĐŝĞŶƚĚĂƚĂƌĞ͗ƉĂůůŝĂƚŝǀĞͬĞŶĚͲŽĨͲůŝĨĞ
ƐĞƌǀŝĐĞƐŽƌŝŶƚĞƌǀĞŶƚŝŽŶƐ͗ϭϴ
 EŽͬŝŶƐƵĨĨŝĐŝĞŶƚĚĂƚĂƌĞ͗ͬŽƚŚĞƌĚĞŵĞŶƚŝĂ͗ϭϭ
 ƌƌĂƚƵŵ͗ϭ
 ƵƉůŝĐĂƚĞ͗ϭ
 WĞĞƌƌĞǀŝĞǁĞĚ;ϱͿ͗
  ϭĚƵƉůŝĐĂƚĞĂůƌĞĂĚǇŝŶĐůƵĚĞĚŝŶ>ĞǀĞůϭ
  ϯŶŽƌƵƌĂů
  ϭŶŽƉĂůůŝĂƚŝǀĞ
  ϭŶŽĚĞŵĞŶƚŝĂ

ZĞůĞǀĂŶƚĂƌƚŝĐůĞƐŝĚĞŶƚŝĨŝĞĚ
ĨƌŽŵŚĂŶĚƐĞĂƌĐŚŝŶŐŽĨ
ƌĞĨĞƌĞŶĐĞůŝƐƚƐ
;ŶсϯͿ


/ŶĐůƵĚĞĚĨŽƌƐǇŶƚŚĞƐŝƐŽĨ
ƉĞĞƌƌĞǀŝĞǁĞĚůŝƚĞƌĂƚƵƌĞ

/ŶĐůƵĚĞĚĨŽƌƐǇŶƚŚĞƐŝƐŽĨ
ŐƌĞǇůŝƚĞƌĂƚƵƌĞ
;ŶсϭϮͿ







;ŶсϭϮͿ

/ŶĐůƵƐŝŽŶĐƌŝƚĞƌŝĂ͗ŶŐůŝƐŚůĂŶŐƵĂŐĞŽŶůǇ͕ƌĞůĞǀĂŶƚƚŽƌĞƐĞĂƌĐŚŽďũĞĐƚŝǀĞƐ
• WĞĞƌͲƌĞǀŝĞǁĞĚůŝƚĞƌĂƚƵƌĞĚĞĨŝŶĞĚas “peer reviewed, original research”
• 'ƌĞǇůŝƚĞƌĂƚƵƌĞĚĞĨŝŶĞĚas “Letters to the editor, opinion letters, commentaries,
ĚŝƐƐĞƌƚĂƚŝŽŶƐ͕ƐƚƵĚǇƉƌŽƚŽĐŽůƐ͕ƌĞǀŝĞǁƐ͕ƉŽůŝĐǇƉĂƉĞƌƐ͕ƌĞƉŽƌƚƐ͕ďŽŽŬĐŚĂƉƚĞƌƐ͕ĂŶĚǁŽƌŬƐ
ƉƵďůŝƐŚĞĚŝŶŶŽŶͲƉĞĞƌͲƌĞǀŝĞǁĞĚũŽƵƌŶĂůƐŽƌŶŽŶͲƉƵďůŝƐŚĞĚǁŽƌŬƐƐƵĐŚĂƐǁĞďƉĂŐĞƐ͕
news articles”

Conclusions
• More research is needed on end-of-life care and support for rural people with dementia, families, and providers, to explore the unique experiences/needs of this group
• Findings can be used to inform future research, policy, and intervention strategies designed specifically for rural areas aimed at providing best care/support
References:

6

Interdisciplinary Primary Health Care (PHC) Approaches for Dementia and Chronic Conditions: A Case Study
Amanda Froehlich Chow,1,2,3 Debra Morgan,1,2,3 Julie Kosteniuk,1,2,3 Melanie Bayly,1,2,3 Valerie Elliot1,2,3 & Megan OConnell1,3,4
University of Saskatchewan1, Canadian Centre For Health and Safety in Agriculture2, Rural Dementia Action Research Team RaDAR)3, Department of Psychology4

Background

Methods

• Rural areas tend to have limited access and
availability to health care professionals and
services1; in turn, impacting the abilities of
interdisciplinary PHC teams to work
collaboratively. Moreover, minimal literature
exists regarding the processes PHC teams
employ when delivering care in rural settings.2,3
• The Rural Dementia Action Research (RaDAR)
Team has developed an interdisciplinary rural
PHC memory clinic model of dementia
diagnosis and management; the current study
assesses how rural PHC teams collaborate to
deliver care on a daily basis and in the RaDAR
memory clinics.

Results

• PHC Team established 2013
• Population: 1,140 plus
surrounding area
• 7 team members
• Interview participants:
• 2 occupational therapists
• 1 nurse
• 1 dietitian

• PHC Team established 2014
• Population: 10,870 plus
surrounding area
• 10 team members
• Interview participants:
• 1 Physician
• 3 Social Workers
• 1 Occupational Therapist
• 1 PHC team Facilitator
• 1 Physiotherapist
• 1 Nurse Practitioner
• 2 Home Care Nurses

• PHC Team Established 2010
• Population approximately
2,000 across three
communities
• 8 team members
• Interview Participants:
• PHC Team Facilitator
• 1 Nurse Practitioner
• 2 Home Care Nurses

Team 1

Team 2

Team 3

Figure 1. Description of PHC teams and participants enrolled in the study

Objectives
• This study sought to explore:
a) interdisciplinary collaborative care
approaches employed among rural PHC
teams delivering care to those living with
dementia and other chronic conditions;

• A case study design was employed and participants included 3 PHC teams
(Figure 1) from southern Saskatchewan who are currently working with the
RaDAR team.
• Data were collected from the following sources:
1) One-on-one semi structured interviews with PHC team members
2) Annual PHC Team Effectiveness Surveys

b) and PHC team members’ perceptions of
factors (barriers and facilitators) affecting
collaborative care, which may be unique to
rural settings.
Corresponding
Theme
Research Question
1. How do PHC team
Degree of collaboration
members work together
(processes they use) to
deliver care?
Communication strategies and
tools
Importance of team leader
2. Are there benefits of RaDAR memory clinic reduces
collaborative team-based pressure on team members
care in the RaDAR
memory clinics
RaDAR memory clinics
enhances quality of care for
patients and families
3. What factors (barriers Rural areas facilitate personal
and facilitators) do PHC and professional relationships
team members perceive
Travel associated with living in
as affecting team
collaborations in rural rural areas
settings?

• Overall PHC teams felt that engaging in teambased collaborative care (as opposed to
coordinated and consultative approaches) was
the most efficient and effective way to deliver
care; however it was not always possible.
• All teams identified benefits to both their own
practices and for their patients as a result of
participating in the RaDAR memory clinics.
• Key themes and quotes were identified to
represent how PHC team members work
together (Table 1).

Implications
• This research enhances knowledge about the
impacts (positive and negative) of geographic
locale (specifically rural settings) on teambased care approaches for dementia and
other chronic conditions common among older
adults.
• Specific collaborative care strategies can be
incorporated and evaluated to enhance the
RaDAR teams’ model of dementia diagnosis
and management.

Representative Quote
“Yeah, we love to do that [collaborate]…… unfortunately, I think just with the patient load that we’re experiencing being down a provider
[physician] and of course, money, they [the PHC team] haven’t been able to make that work[working collaboratively]. “ (PW7)
“Yeah, very collaborative. We’re working very closely with occupational therapy, physiotherapy, nursing, speech language… Pharmacy.”
(PW3)
“Primarily [team engages in face to face communication], but we also do use email and phone if need be.” (PW3)
“Well yeah when you look at the team format of communication, I’d say your EMR [Electronic Medical Record] is probably your biggest tool.”
(PW4)
“Teams really need somebody engaged as a leader to lead it, otherwise it tends to be very disorganized and disjointed.” (PW4)
“ It’s [memory clinic] very helpful; it takes a lot of pressure off one team member when you do have those case conferences and opportunities
to discuss things with the family.” (PK2)

“Oh, for sure. Yeah. It’s [memory clinic] amazing. Just the difference and level of support that the patients are feeling. You can see it in that
day and you know, they’re reassured.” (PW4)
“I think in the rural facility, the nice thing is, is that we do know each other. Not only do we know each other personally but we know them
professionally. We see these people in the grocery store, our kids go to daycare together and whatnot. That personal relationship, it’s a little
easier to get together and make decisions because you’re comfortable and you know their face and their name. (PW7)
“So just physical distance to get here in order to collaborate with us on a client is sometime an impossibility, not that the phone isn’t great or
email isn’t great, and we definitely use those resources because that’s what we have. But to actually physically meet and discuss together
with the client is always going to be your best solution but it’s not always a possibility.” (PRW1)

Table 1. Key themes and quotes representing collaborative care approaches and factors influencing care delivery in rural settings
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• Participants are able to notify us if they have
had a major change in routine or disruptive
event

• Daily and weekly surveys provided to
assess mental health: The Burden Scale,
WHO-5 Scale, The Brief Cope Scale

• Provided in the form of podcasts and
practice exercises

• Designed to teach about self-care

• 8-week program

• The goal of the program is to foster new
ways of coping to reduce caregiver stress

T HE S UPPORT P ROGRAM

Self-compassion is an approach to dealing
with challenging or difficult situations that
fosters emotionally positive, understanding and
non-judgmental attitudes. Self-compassion is a
valuable coping skill and has been shown to
reduce stress for various clinical populations.

WEEK 1 - The Foundations

Our project’s goal is to look at whether a
self-compassion and resource support program
delivered via smartphone app can help to
promote well-being and alleviate some of the
stresses associated with caring for someone with
dementia.

• Podcast 8.5: Forgiveness

• Exercise - Thought Stopping Activity

• Meditation - Body Scan Practice

• Meditation - Walking, Sensing and Savouring

WEEK 8 – Deepening your Practice

• Meditation – Gratitude

• Podcast 11: Savouring

• Podcast 10 : Can Acts of Kindness Improve Your
Well-Being

• Podcast 9 : The Power of Gratitude

WEEK 7 - Gratitude

• The parable of the trapeze – Danaan Parry

• Meditation - Change, Loss , and Transition :
When We Find Ourselves Resisting Change

WEEK 6 - Coping with Change

Listening devices are provided next to the poster if you would like to listen to an example of the
podcasts and exercises created for this program.

• Meditation – Giving and Receiving

• Podcast 5.5 : Setting Healthy Limits Boundaries

• Podcast 5 Self-Reflection Exercise: Unpacking
Fierce Compassion

• Podcast 4 : Caregiver Stress

WEEK 4 - Coping with Stress

• The Importance of Nutrition

• Introduction to the Importance of Sleep

• Exercise Routine Videos

• Giving Physical Activity guidelines

• Introduction to Exercise

WEEK 3 - Nutrition, Sleep, and Exercise

• Meditation - For this One Moment

• Meditation Breathing Exercises

• Exercise - Worry and Worry Time
• Meditation – Forgiveness Practice

• Podcast 8 Practice : Introduction to Metta
Practice and Metta Practice Meditation

• Podcast 3 : Living Well with Difficult Emotions
and Situations

WEEK 2 - Mindfulness

• Podcast 7 Practice : The Role of Self-Compassion
in Relationships and Self-Compassion Break in
Relationship

WEEK 5 - Forgiveness and Relationships

• Meditation – Connecting to Your Faith

• Podcast 6 : Equanimity and Compassion Practice

• Meditation – Opening the Heart Space

• Exercise - Soothing Touch and Self-Compassion

• Podcast 2 : Who Should Practice Mindfulness
Self-Compassion

• Podcast 1 :
Introduction to practices of
Mindfulness and Self-Compassion

P ROGRAM C URRICULUM

I NTRODUCTION

Saskatchewan,

College

of

[6] First Link Coordinator, Alzheimer Society of
Saskatchewan

[5] Family Project Advisors

[4] Youville Centre, St. Vital

[3] University of Saskatchewan, College of Medicine

[2] University of
Kinesiology

[1] University of Saskatchewan, Department of
Computer Science

A FFILIATIONS

If you are interested in participating in this project
or know any individuals who would please
contact Nathan Reis.
Email: nathan.reis@usask.ca
Call/Text at (306)-700-7590

Below are post-it notes and pens, we would love
it if you would provide feedback or comments.

PARTICIPATION AND F EEDBACK

• Analyze the effect of self-care on mental
health and stress using the measures taken
throughout the study

• Refine the 8-week support program
according to the feedback received

• Recruit a cohort of 40 caregivers to
participate in the study

• The app is currently being tested with our
research team

N EXT S TEPS

T HE A PP

Jennafer Neiser[1] , Nathan Reis[2] , Donna Goodridge[3] , Nathaniel Osgood[1] , Allison Cammer[3] , Jo Storozinski[4] , Cesar Gonzales[4] , Tim Haubrich[5] , Bev Westberg[5] , Laura Erickson-Lumb[6]

I MPROVING A CCESS TO S UPPORT FOR C AREGIVERS : F OSTERING
S ELF -C OMPASSION USING A M OBILE A PP
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• 564,000 Canadians live with dementia, with
this number expected to double in the next
10-15 years, placing burden on the health
care system and caregiver networks1.
• Timely diagnosis improves patient quality of
life2.
• Memory impairment is a hallmark of
Alzheimer’s Disease (AD)3, but the patterns
of decline are debated4,5.
• It appears that decline due to AD generates
distinct yet heterogenous profiles of
memory dysfunction6,7.
• There also appears to be patterns of
decline in executive functioning8 which may
have diagnostic utility9.
• Increases in intraindividual variability (IIV)
have been linked to deleterious age-related
outcomes10, with dispersion (within person
across tasks) being correlated to cognitive
performance and employed at the level of
cognitive domains12.

Rationale

Purpose
Investigate variability patterns of
executive function (EF), immediate
memory (IM) and delayed memory
(DM) across individuals with differing
diagnoses in hopes of finding novel
diagnostic information.

Introduction

1 Department

Logical Memory II (WMS-IV)
Delayed Recall (BVMT-R)
Long Delay Free Recall (CVLT-II-SF)

Logical Memory I (WMS-IV)
Total Recall (BVMT-R)
CVLT Total Score Trails 1-4

Pillai’s Trace
Pillai’s Trace

Levels (Omnibus)
Flatness
Parallelism

F = 1.912

F = 2.079

Value
F = 6.421

F-Test
F-Test

EFP
IMP
DMP

F = 4.936

F = 7.151

Value
F = 0.174

0.010*

0.002*

Significance (p-value)
0.840

0.122

0.133

Significance (p-value)
0.003*

RRMC Funding and in-kind support is generously provided by:

Statistic
F-Test

Profile

Table 3. Decomposing the Levels Hypothesis using One-Way ANOVAs

Statistic
F-Test

Hypothesis

Table 3. Summary of Profile Analysis Hypotheses

Figure 2. Visual representation of the EMP, IMP, and DMP profiles and the test scores comprising them. Tests were
selected from the current RRMC neuropsychological battery.

Delayed Memory Profile
(DMP)

AD
27
11 male; 16 female
75.96 (7.03)
Some Highschool/
Technical School

Immediate Memory Profile
(IMP)

Number-Letter Switching (Trails)
Letter Fluency (Verbal Fluency)
Category Fluency (Verbal Fluency)
Category Switching Total (Verbal Fluency)
Category Switching Accuracy
(Verbal Fluency)

Executive Function Profile
(EFP)

Table 1. Descriptives and demographics between groups.
Characteristic
SCI
a-MCI
n
35
9
Sex
20 male; 15 female
5 male; 4 female
Mean Age
61.71 (12.04)
69.67 (10.99)
Average Highest
Highschool/
Some Highschool/
Degree Achieved
Technical School
Technical School

• Secondary analysis of RRMC clinical data.
• Individuals were classified as Subjective Cognitive
Impairment (SCI), amnestic-Mild Cognitive
Impairment (a-MCI), and AD.
• Constructed dispersion profiles for EF, IM and DM
domains based on available tests in RRMC battery.
• Calculated estimates of dispersion variability for each
person in each domain using regression to create a
an intraindividual standard deviation (ISD) score.
• Employed tentative profile analysis to compare
variability across SCI, a-MCI, and AD individuals.

Methods

Executive Function

Immediate Memory

Results

Delayed Memory

SCI
a-MCI
AD

• The apparent effect of group
membership is consistent with previous
theory of memory decline6,13.
• Flatness and parallelism hypotheses
did not return useful information.
• EFP, IMP, & DMP were likely underrepresentative of target constructs due
to battery restrictions14,15,16.
• Profile analysis may not be appropriate
for small clinical samples due to
violated statistical assumptions.
• It may also lack the sensitivity to detect
IIV unless profiles are extremely welldefined due to collapsing of information.
• Future investigations should consider
granular profiles (e.g., EF domains).

Discussion

• Significant effect of cognitive classification; difference
between the IMP and DMP.
• Profiles were found to be flat; no differences in
domain of functioning averaged across cognitive
classification.
• Parallelism was identified; no interaction between
cognitive classification and domain of functioning.

Figure 2. Visual representation of the mean ISD score across each profile (i.e., EFP, IMP, and DMP) indexed for
SCI, a-MCI and AD individuals respectively.
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METHODS

BACKGROUND
• In Saskatchewan, every 24
hours 10 people will
develop dementia – this
number will double by
20381
• In Canada, we face (a) a
significant shortage of longterm care beds, (b) a higher
proportion of people living
with dementia in their own
home, and (c) an increase in
demand for family carers2
• Interventions for carers of
persons living with
dementia are needed to
improve mental well-being
and social support
• Carers in rural settings
and/or who care for
someone with a raredementia are in greater
need of support
OBJECTIVE
The purpose of this project is
to adapt a mental wellness app
to meet the needs of spousal
carers to older adults living
with dementia who reside in
rural Saskatchewan.

• Mixed methods approach, guided by Agile
methodology3 requiring:
• Continuous teamwork
• Incremental cycles of development
• Cooperative relationships
• An adaptive feedback cycle
• Demographic information and measures for
social support and connectedness, depression,
and life satisfaction (baseline and throughout)
collected
• Stage 1: telehealth focus groups to gain
information on what carers find helpful in
obtaining support
• Stage 2: adaptation of app, then deployment
for use by carers, use interviews for feedback

The RuralCARES App
• Target: rural carers of persons with raredementia across Saskatchewan
• What do carers want?:
ü Access to information
ü Live chat support
ü Notifications for dementia-related
information (e.g., articles, television
shows, etc.)
ü Access to emergent support
ü Potential to track/check-in on their
relative
Acknowledgments
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FUTURE STEPS

Family carers are vital
to the health care
system, supporting an
increasing number of
persons living with
dementia to remain in
their own homes.
Initially this app will be
an adjunct to current
support groups offered
by the Alzheimer
Society of
Saskatchewan. When
this app proves useful
to carers it could
change how carers
across Saskatchewan
connect and obtain
much needed support.
This work is critical to
support rural
Saskatchewan residents
to age well in place.
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BACKGROUND & OBJECTIVES

(self-perceived health)

MEASURES

Single item about visiting frequency (primary outcome)
Person-Centred Climate Questionnairee7
Family Involvement Questionnaire8
Single Likert-type item about quality of care
Selected items from SF-369

Created by Peter Downing – Educational Media Access and Production © 2011

• Other: 10-year age band, employment status, highest level of
education, sex, respondent’s relationship to the LTC resident
(e.g., spouse, child), number of months since admission,
whether the resident has decision-making capacity, whether
the respondent is a substitute decision-maker, whether the
respondent is the primary contact, kilometres from LTC

(present vs. past)

• Single Likert-type items about relationship quality

(filial piety with respect to finances, physical support, and psychosocial support)

• Filial Obligation Scale14

(beliefs about personhood)

• Modified Personhood in Dementia Questionnaire13

(expectations of loss or growth)

• Attitudes to Ageing Questionnaire12

(death avoidance; death acceptance)

• Death Attitude Profile11

(anticipatory grief - worry/loneliness and sadness)

• Marwit-Meuser Caregiver Grief Inventory–Short Form10

•
•
•
•
•

M (SD)
Less Frequent
--5.43 (1.02)
4.97 (1.06)
3.57 (.95)
1.85 (1.13)
2.73 (1.32)
31.75 (23.93)
6.77 (2.84)
8.22 (1.85)
3.89 (0.84)
3.87 (0.93)
16.51 (5.59)
12.10 (4.74)
49.56 (18.69)
14.01 (7.19)
65.91 (14.67)
8.17 (1.74)
58.21 (12.24)
15.84 (2.32)
18.82 (4.97)
14.27 (3.34)
19.29 (6.73)
20.80 (6.90)
28.31 (5.75)
Notes: *= p<.10; bold = p<.05; a Measured using an interval scale; b Measured using a nominal scale approximating interval characteristics

M (SD)
More Frequent
--5.60 (1.11)
4.78 (.94)
3.39 (1.06)
2.16 (1.23)
1.97 (.87)
26.93 (24.31)
7.72 (2.23)
8.42 (1.59)
4.10 (0.88)
4.23 (0.78)
17.54 (5.47)
14.07 (4.99)
49.79 (18.73)
13.10 (7.23)
68.22 (15.13)
7.99 (2.02)
58.20 (13.31)
15.77 (3.59)
18.99 (4.42)
14.16 (3.50)
19.20 (4.72)
19.29 (6.73)
28.19 (6.05)

--1.18
-1.30
-1.34
1.94*
-5.43
-.146
2.85
.80
1.75*
2.95
1.32
2.94
.09
-.90
1.14
-.73
-.01
-.17
.25
-.25
-1.33
-1.61
-.15

t1

Table: Group Means, Standard Deviations, and t values for high- and low-frequency visitors (N=74, 183)

• In total 1,000 survey packages were mailed by LTC homes.
To avoid burden to the homes, no reminders were sent.
M (SD)
Full Sample
3.94 (1.20)
5.66 (4.46)
5.48 (1.05)
4.91 (1.03)
3.52 (.98)
1.94 (1.16)
2.51 (1.26)
30.36 (24.09)
7.04 (2.71)
8.28 (1.77)
3.95 (0.86)
3.97 (0.90)
16.80 (5.56)
12.66 (4.88)
49.62 (18.66)
13.71 (7.09)
66.04 (14.83)
8.12 (1.85)
58.15 (12.72)
15.84 (3.11)
18.83 (4.88)
14.20 (3.41)
19.67 (4.36)
20.34 (6.96)
28.25 (5.93)

Chi-square tests of independence were performed to examine the relation between high-frequency visiting and the following
dichotomous variables: primary contact person, substitute decision maker, immediate family member. Higher-frequency visitors
were significantly more likely to be primary contact persons, designated decision makers, and immediate family members, X2 (2, N
= 255) = 15.54, p <.05; X2 (2, N = 255) = 7.06, p <.05; X2 (2, N = 254) = 3.72, p <.10; X2 (2, N = 256) = 2.92; respectively.

• We used a multi-stage cluster sampling approach to ensure
representation by: geography/population size, LTC home
ownership (health region or other), LTC home size, and LTC
home values (religious or other).
Maxim
um
Estimated frequency of visitsc
6.00
Total number of visits last 14 days
14.00
8.00
Agea
8.00
Education levelb
Perceived health
5.00
Perceived health interference
5.00
b
Proximity to LTC
7.00
Resident’s length of stay (months)
-Current quality of relationship
10.00
Prior quality of relationship
10.00
Filial obligation (physical care)
5.00
Filial obligation (emotional care)
5.00
Anticipatory grief (sadness)
30.00
Anticipatory grief (loneliness)
29.00
Attitude toward death (approach)
70.00
Attitude toward death (avoidance)
35.00
Beliefs about personhood
99.00
Perceived quality of care
10.00
Family Involvement in LTC
79.00
Person-centred climate – Safe
18.00
Person-centred climate 2 – Homelike
24.00
Person-centred climate – Community
18.00
Person-centred climate – Communication 24.00
Attitudes toward aging (negative)
40.00
Attitudes toward aging (positive)
40.00

T-tests (or Welch’s t as appropriate) comparing higher-frequency (>= 7days/week) and lower-frequency visitors showed that
higher-frequency visitors were significantly (p < . 05) more likely to live close to the LTC, report less health interference (p < .10),
perceive their relationship with the resident as close, have a strong sense of responsibility for their family member’s physical (p <
.10) and emotional wellbeing, and feel worried and lonely (see Table). Regression results, omitted for brevity, were similar.

By Ian MacKenzie - Flickr: Old Couple, CC BY 2.0, https://commons.wikimedia.org/w/index.php?curid=15768474

RESULTS

• This study relied on a cross-sectional survey design. The
survey focused on a range of variables potentially
associated with family involvement in long-term care.

DESIGN & SAMPLING STRATEGY

• Therefore, the objective of this study was to examine the
extent to which a range of personal, resident, family
relationship, and facility variables are associated with
family member involvement in the province of
Saskatchewan, Canada (SK).

• Although we know that some family members visit LTC
homes more, and others less, the reasons are not clear. 1,6
For example, it is unclear whether these differences are
best explained by individual preferences, family
relationships, or characteristics of the long-term care
home.

• Family presence generally contributes to residents’
psychosocial and physical wellbeing.1,2,3, 4
• Working to promote family involvement may be a way to
promote residents’ wellbeing without adding to costs. 5

• Many family members visit and provide care to loved ones
living in long-term care (LTC) settings.1

Hunter, P.V., Wickson-Griffiths, A., Myge, I., & Hadjistavropoulos, T.

DISCUSSION & IMPLICATIONS
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• Factors related to distance, relationship quality, and role
obligations were most strongly associated with visiting
frequency.
• We were surprised to find that LTC homes’ efforts to
create a positive climate or welcome families bore no
relationship to visiting frequency.
• We were also surprised to find that beliefs about aging,
illness, and dying were not associated with visiting
frequency.
• Based on the findings, efforts to promote family
involvement in LTC should focus on:
• LTC placement close to the primary caregiver’s
home.
• Affirming family members’ sense of responsibility
for residents’ emotional and physical wellbeing
• Involving family members in specific caring roles,
not necessarily limited to substitute decision
making.
• Responding to signs of worry or loneliness
(perhaps, offering reassurance or assisting with
initial steps to cultivate a social network within or
outside LTC).
• Recognizing that a change in visiting frequency
might be associated with the caregiver’s own
health interference (e.g., inquiring about health
when a change in visiting frequency is noticed).

Factors associated with a higher frequency of
visits to Canadian long-term care residents
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senior access to services/supports
participation in activities
access to support when needed
feelings of connectedness to family and friends
feelings of being valued by others
barriers to services/supports
overall isolation experienced by seniors
suggestions for meaningful interventions and supports

• Provide a range of activities throughout
the year [visiting circles; summer
gatherings; indoor winter activities;
technology training]

Ø Participants at a recent Policy-Maker Community Summit on the Social
Isolation of Older Adults in South and Central Saskatchewan affirmed the
importance of continued advocacy on program and policy issues to
address social isolation of older adults in Saskatchewan (McIntosh, Jeffery,
Novik, & Nilson, 2019)

Ø Addressing social isolation requires that we continue to hear from older
adults on their experiences. The response rate in the survey was high, but
as a non-random sample the results should be interpreted as indicative of
needs that are not necessarily generalizable to all older adults in the
province

Ø Older adults provided suggestions for low-cost interventions that
communities could implement to assist those feeling isolated. An
important aspect is creating more awareness of social isolation in their
own communities
• Advocate for or provide services [rural bus
service; respite; well-being checks;
individual support]
• Change in practices [provide family
education on aging; engage younger
generations in activities; improved
communication about activities]

Ø The social isolation experienced by older adults in Saskatchewan requires
attention to interventions that address individual needs; but also requires
attention to community and policy level responses

Discussion

• Accommodate needs of older adults
[ice/snow removal; low cost activities;
transportation to activities]

Ø Suggestions to promote community engagement

• One-third reported experiencing barriers
to accessing activities outside of their
home

• Comparable to one-quarter of Canadian
adults over 65 years who report they
would like to participate in more social
activities (Gilmour, 2012)

• About one-quarter participate in activities
1-2 times a week; another one-quarter
reported less regular participation in
activities

Ø Participation in activities

§ Comparable to the percentage of
Canadians over 65 years who feel socially
isolated (National Seniors Council, 2014)

§ Almost one-quarter of respondents
(23.4%) were experiencing a high or
medium level of social isolation

Ø Level of social isolation

1 SPHERU; 2 Faculty of Social Work, University of Regina
3 Department of Politics and International Studies, University of Regina;

REFERENCES: Cornwell, E., and Waite, L. (2009). Measuring social isolation among older adults using multiple indicators from the NSHAP Study, Journals of Gerontology Series B: Psychological Sciences and Social Sciences, 64(s.1), i38-i46. Dickens, A., Richards, S., Greaves, C., & Campbell, J. (2011). Interventions targeting social isolation in
people: A systematic review, BMC Health, 11(6), 647. Gilmour, H. (2012). Social participation and the health and well-being of Canadian seniors. Health Reports, 23(4), 23-32. McIntosh, T., Jeffery, B., Novik, N., & Nilson, C. (2019). Policy Maker-Community Summit on the Social Isolation of Older Adults in South and Central Saskatchewan:
Final Report. Saskatchewan Population Health and Evaluation Research Unit, University of Regina and University of Saskatchewan. Medical Advisory Secretariat. (2008). Social Isolation in Community-Dwelling Seniors. Toronto, ON: Ontario Ministry of Health and Long-Term Care. National Seniors Council. (2014). Report on the Social Isolation
of Seniors. Toronto, ON: Ontario Ministry of Health and Long-Term Care. Nicholson, N.R. (2012). A review of social isolation: An important but underassessed condition in older adults. Journal of Primary Prevention. 33 (2-3), 137-152. Public Health Agency of Canada. (2015). Age-Friendly Communities Evaluation Guide: Using Indicators to
Measure Progress. Ottawa, ON: Public Health Agency of Canada.

Ø 1,719 responses received from 141 communities in Saskatchewan

Ø Survey administered to older adults (55 years+) from May-October 2017; partner
organizations assisted in distributing the survey through their membership lists

Ø Survey implementation involved multiple formats: written hard copy, electronic (online using
Qualtrics software), and telephone interviews available in both English and French

Ø Additional development included discussion and feedback from the organizational partners
regarding the scope, nature, design, and implementation of the survey; survey instrument
was piloted and revisions made

Ø Survey instrument was developed through reviewing available literature on measuring social
isolation of seniors (Cornwell & Waite, 2009; Dickens, Richards, Greaves, & Campbell, 2011;
Medical Advisory Secretariat, 2008; Public Health Agency of Canada, 2015)

Methods

•
•
•
•
•
•
•
•

Of the multiple instruments used in the evaluation process, the Saskatchewan Seniors Impact
Survey was created to gather a baseline of key variables explored in the evaluation in order to
understand the social isolation experiences of older adults in the province. Key variables of
interest included:

In June 2016, SPHERU researchers began a 3-year evaluation of a collective impact project
titled: Reducing Isolation of Seniors – Saskatchewan Impact Plan. The organizational partners
on this project include Saskatchewan Seniors Mechanism, Red Cross in Saskatchewan, and
the Alzheimer Society of Saskatchewan. Through multiple interventions, at both community
and individual levels, the collective effort was intended to reduce social isolation for older
adults in central and southern Saskatchewan.

Ø Who responded?

The social isolation experienced by older adults has been identified as having negative
consequences for overall quality of life and well-being (National Seniors Council, 2014;
Nicholson, 2012) and a risk factor for decreased health, including negative effects on
psychological and cognitive health. Social isolation can also affect the health of communities
when older adults are no longer able to contribute to their communities (National Seniors
Council, 2014).
• 2/3 were women; 1/3 were men
• 52% were age 55-69 years; 48% were age
70 to 85+ years
• 25% lived in rural areas (villages, towns,
hamlets, farms)
• 18% reported that they are a care partner

Findings

Introduction

Bonnie Jeffery1,2 , Tom McIntosh1,3, Nuelle Novik1,2

Social Isolation: Understanding the Experience of Older Adults
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Awaiting PROSPERO registration approval

REGISTRATION

To integrate the body of knowledge
surrounding informal social inclusion
interventions available to other populations in
order to inform the design of an effective
intervention for rural caregivers of persons with
dementia

AIM

• Involves mobilizing all network members to attend
urban area services (e.g., family interventions)2

Current informal social support interventions
not feasible in the rural caregiving context

Rural caregivers experience less formal support
and rely more heavily on family and friends
than do urban counterparts5,6,7,8

• Caregivers tend to underestimate the size of their
social network3
• Mismatch between supply and demand4

There is an opportunity to improve informal
social networks and enhance social inclusion

• Few informal social support interventions exist

Most research focuses on formal social support
interventions (i.e., organizational programs)2

• Reduced levels of stress, depression, anxiety
• Increased subjective contentment

Social inclusion is important for informal
caregivers of persons with dementia1

INTRODUCTION

GRADE (Grading of Recommendations, Assessment, Development, and Evaluations) approach will be
employed to assess quality of evidence13

Summary of findings table and PRISMA flowchart will be completed

RevMan software will be used for analyses12

Meta-analyses may be conducted dependent on depth of findings within population subgroups

SYNTHESIS/ANALYSIS

PICO (Population, Intervention, Comparison, Outcomes) concept strategy employed

SEARCH STRATEGY

Applicable records assessed independently using Cochrane Collaboration’s Risk of Bias tool11

• Third reviewer will resolve conflict and review random sample of all studies

Titles, abstracts, and full text to be screened independently by two researchers via Covidence10

Information Sources include PsycINFO, MedLine, Embase, Cinahl, and Scopus

• General population and any subset therein
• Interventions that target individuals (not groups – e.g., family units) in order to optimize functioning of
informal support network

Inclusion Criteria:

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) format9

METHODOLOGY

• How effective are the interventions?
• What is the methodological quality of such interventions?
• Are any of these interventions adaptable to the context of rural caregivers?

What empirically-supported interventions are available that target individuals and focus on
improving their informal social support network on dimensions of social support and/or well-being?

RESEARCH QUESTION

ACKNOWLEDGEMENTS

(1) Han, J., Kim, K. W., Kim, T. H., Jeong, H., Park, J. Y., Youn, J., . . . Kang, S. Y. (2012). The impact of
social support on caregiver burden in dementia. Alzheimer's & Dementia: The Journal of the
Alzheimer's Association, 8(4), P249.
(2) Dam, A. E. H., De Vugt, M. E., Klinkenberg, I. P. M., Verhey, F. R. J., & Van Boxtel, M. P. J. (2016). A
systematic review of social support interventions for caregivers of people with dementia: Are
they doing what they promise? Maturitas, 85, 117-130.
(3) Koehly, L., Ashida, S., Schafer, E., & Ludden, A. (2015). Caregiving Networks—Using a Network
Approach to Identify Missed Opportunities. Journals of Gerontology Series B: Psychological
Sciences and Social Sciences, 70(1), 143-154.
(4) Dam, A. E. H., Boots, L. M. M., van Boxtel, M. P. J, Verhey, F. R. J., & de Vugt, M. E. (2018). A
mismatch between supply and demand of social support in dementia care: A qualitative study on
the perspectives of spousal caregivers and their social network members. International
Psychogeriatrics, 30(6), 881-892.
(5) Bedard, M., Koivuranta, A., & Stuckey, A. (2004). Health impact on caregivers of providing
informal care to a cognitively impaired older adult: Rural versus urban settings. Canadian Journal
of Rural Medicine, 9(1), 15-23.
(6) Byrd, J., Spencer, S. M., & Goins, R. T. (2011). Differences in caregiving: Does residence matter?
Journal of Applied Gerontology, 30(4), 407-421.
(7) Ehrlich, K., Bostrom, A., Mazaheri, M., Heikkila, K., & Emami, A. (2015) Family caregivers’
assessments of caring for a relative with dementia: A comparison of urban and rural areas.
International Journal of Older People Nursing 10(1), 27–37.
(8) Orpin, P., Stirling, C., Hetherington, S., & Robinson, A. (2014). Rural dementia carers: Formal and
informal sources of support. Ageing and Society, 34(2), 185-208.
(9) Liberati, A., Altman, D., Tetzlaff, J., Mulrow, C., Gøtzsche, P., Ioannidis, J., . . . Moher, D. (2009).
The PRISMA statement for reporting systematic reviews and meta-analyses of studies that
evaluate health care interventions: Explanation and elaboration. Annals of Internal
Medicine, 151(4), 65-94.
(10)Covidence systematic review software, Veritas Health Innovation, Melbourne, Australia.
(11)Higgins, J. P. T., Sterne, J. A. C., Savović, J., Page, M. J., Hróbjartsson, A., Boutron, I., … Eldridge, S.
(2016). A revised tool for assessing risk of bias in randomized trials. Cochrane Database of
Systematic Reviews, 10(1), 1-4.
(12)Cochrane Collaboration (2014). Review Manager (RevMan) (Version 5.3) [Software].
(13)Dijkers, M. (2013). Introducing GRADE: a systematic approach to rating evidence in systematic
reviews and to guideline development. KT Update, 1(5), no pages.

REFERENCES

Missing statistics (e.g., standard deviations)

• If support sources or systems are not
delineated, these studies will be excluded

Multicomponent interventions targeting
formal and informal social support

POTENTIAL CHALLENGES

• The integration of formal and informal
social support interventions
• Can be translated to other populations with
service provision gaps

May lay the foundation for further research

• Component of Rural and Remote Memory
Clinic-interventions (RRMCi) initiative

Will inform the design of an intervention for
rural caregivers of persons with dementia

• Informal social support networks need to be
optimized

Knowledge synthesis in this area is important

IMPLICATIONS

Kortzman, A., O’Connell, M. E., McWilliams, L. A., Peacock, S., Holtslander, L., & Morgan. D. E.

Protocol for a Review of Interventions to
Increase Social Inclusion for Caregivers

RaDAR Memory Clinics: Update
.

Kipling | Weyburn | Rural West | Carlyle
Julie Kosteniuk, Debra Morgan, Megan O’Connell, Andrew Kirk, Norma Stewart,
Dallas Seitz, Melanie Bayly, Amanda Froehlich Chow, and Valerie Elliot

Specialist-to Provider Support

Background

• RaDAR memory clinics are offered by
primary health care teams in rural
Saskatchewan, supported by the RaDAR
Team as part of an ongoing research study
that began in 2014.

• Memory clinic teams take part in
interactive PC-DATATM education sessions
with Dr. Dallas Seitz (geriatric psychiatrist
and U of C faculty)

• Other education sessions are tailored to
team needs and provided by Dr. Andrew
Kirk (neurologist), Dr. Megan O’Connell
(neuropsychologist), and guest speakers
such as the SGI Medical Review Unit

• The goals of local memory clinics are to
help make timely connections between
patients and community services, and to
reduce the need for specialist referrals.
• RaDAR Memory Clinics incorporate
interprofessional care, remote specialist-toprovider support, and decision support
tools. These 3 elements are associated
with positive outcomes for health care
providers, patients, and families (scoping
review by Aminzadeh et al. 2012).

Education session with Dr. O’Connell and Dr. Kirk

Teams

RaDAR Memory Clinic Model

Memory Clinic Format

• Multi-year collaboration began in 2014 with the Kipling PHC team,
using a 5-step approach (Morgan et al. 2019)

Pre-Assessment
• Patients are referred for a memory clinic evaluation by any member of a
participating PHC team
• Office staff arrange patient bookings and family member participation
• A CT scan or bloodwork may be ordered in advance for review on clinic day

• The Kipling team held the first 1-day RaDAR memory clinic in
Saskatchewan in December, 2017
• Memory clinic locations - year established
o Kipling - 2017
o Weyburn - 2018
o Bengough (Rural West) - 2018
o Radville (Rural West) - 2019
o Carlyle - in development

Initial Evaluation (Clinic Day)
• 2 patients, 3-hr appointment each (am & pm)
• Appointment:
• Team huddle
• Team meeting with patient and family to discuss concerns and review
appointment plan
• Individual assessment by each team member in turn, including family
consultation with Alzheimer Society First Link Coordinator
• Team debrief
• Team case conference with patient and family to discuss results,
recommendations, and follow-up plans

• Memory clinics are held monthly or every second month depending
on patient need
Memory Clinic Teams (from top)
Kipling, Weyburn, Bengough, and Radville

Follow-up
• Scheduled as needed
• Patients are also individually followed by members of their PHC team

Ongoing Projects

• See poster - Evaluation of interprofessional, team-based dementia assessment and diagnosis in rural primary
health care (Dr. Melanie Bayly)
• See poster - Using the Consolidated Framework for Implementation Research to identify barriers and facilitators
to implementation of a rural primary health care intervention for dementia (Dr. Debra Morgan)
• See poster Interdisciplinary primary health care approaches for dementia and chronic conditions: a case study
(Dr. Amanda Froehlich Chow)

Photos from the Rural Primary Health Care Memory Clinic Video (Credit: Tara Yolan Productions)

Decision Support Tools
•

PC-DATATM is a point-of-care decision support tool in the Med Access EMR, used in RaDAR
memory clinics to guide initial evaluation and ongoing management

•

PC-DATATM is based on Canadian guidelines (Primary Care Dementia Assessment and Treatment
Algorithm, Seitz 2012)

•

The PC-DATATM initial evaluation flow sheet includes
a section to be completed by each team member
• Physician/NP
• Home Care Nurse/Social Worker
• Occupational Therapist
• Physical Therapist
• End-of-day case conference with patient & family

Upcoming Projects

Dr. Julie Kosteniuk and Dr. Debra Morgan (Co-leads)
• Evaluation and management of patients in interprofessional rural PHC memory clinics: a chart review study
• Care partner outcomes after family member evaluation in interprofessional rural primary health care memory clinics
• Interprofessional rural primary health care memory clinics: a multiple case observational study
Dr. Melanie Bayly (Lead)
• Benefits & challenges of the Alzheimer Society First Link Coordinator role in rural primary health care memory clinics
Dr. Megan O’Connell (Lead)
• We thank Jeanie Daku for consulting with PhD student Andrea Scerbe on the format and content for an education app,
and Dr. O’Connell is piloting some examples at Summit 12

PC-DATATM education session with
Valerie Elliot, Jean Daku, Dr. Morgan, Dr. Seitz, Dr. Nokam
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RaDAR Memory Clinics: Plans to Sustain and Spread
Julie Kosteniuk, Debra Morgan, Megan O’Connell, Andrew Kirk, Norma Stewart, Dallas Seitz,
Melanie Bayly, Amanda Froehlich Chow, Chelsie Cameron, and Valerie Elliot

About RaDAR Memory Clinics

Process Evaluation

Objectives
• To examine the sustainability of current RaDAR memory clinics
• To examine the spread of RaDAR memory clinics to other PHC teams in rural Sask

RaDAR memory clinics are offered by primary health
care (PHC) teams in rural Saskatchewan, supported by
Team RaDAR as part of an ongoing research program

Methods
• Consolidated Framework for Implementation Research (Damschroder et al. 2009)
• Contextual factors will be analysed at 5 levels (innovation, individual, inner setting,
outer setting, and process)

Memory clinic locations - year established
o Kipling - 2017
o Weyburn - 2018
o Bengough (Rural West) - 2018
o Radville (Rural West) - 2019
o Carlyle - in development

Action Plans

Objectives
• To co-develop and evaluate action plans to sustain current RaDAR memory clinics,
and to spread the clinics to other rural Saskatchewan communities

Memory clinics are held monthly or every second
month, depending on patient need

Methods
• Team RaDAR will co-develop the action plans with current RaDAR memory clinic
teams, managers, and staff
• Nominal group technique approach to develop and evaluate the action plans will be
used in a series of WebEx focus groups
• Sustainability constructs will be derived from the Consolidated Framework for
Sustainability in Health Care (Lennox et al. 2018)
• Spread constructs will be identified from implementation science literature (CFHI,
2014; Laur et al. 2018; Greenhalgh and Papoutsi, 2019)

Memory Clinic Teams (from top)
Kipling, Weyburn, Bengough, and Radville

Community Programs

Initial steps to establish a RaDAR Memory Clinic

Environmental Scan – Objectives and Methods
• To identify community programs providing post-diagnostic services to clients who
include RaDAR memory clinic patients and families, at baseline (early 2020), midpoint (2022), and end (2024)
• To create inventories and maps of community programs for each time period and
track changes in the availability of post-diagnostic services
• Multi-method qualitative research design, with focus groups and a document review

~ 6 months

Formative Evaluation – Objectives and Methods
• To evaluate community programs implemented or adapted to provide post-diagnostic
services to clients who include RaDAR memory clinic patients and families, allowing
an opportunity to modify programs before implementing fully and spreading to other
rural communities
• Focus groups with program staff to examine whether programs are reaching intended
clients, achieving promising short-term outcomes, and have the resources necessary
to effectively operate
• Questionnaires with program clients to examine whether short-term outcomes are
meeting expectations

Potential significance: The goals of this research are to support rural
primary health care teams to make timely dementia diagnoses and
connections between patients and community services, thereby
improving quality of care and reducing referrals to urban specialists

The RaDAR Memory Clinic Coordinator assists with sustaining
and spreading the memory clinic model to primary health care teams
in rural Saskatchewan. Chelsie Cameron is also a PHC Facilitator
with the Saskatchewan Health Authority.
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- Kosaka, K. (2008). Behavioral and psychological symptoms of dementia
(BPSD) in dementia with Lewy bodies. Psychogeriatrics, 8(3), 134-136

(ii)symptoms recognized following observation of
patients' behavior, such as wandering,
psychomotor
excitement,
agitation
and
negativism.”

(i) symptoms that are disclosed following interviews
with patients and/or their caregivers, such as
delusions,
hallucinations,
anxiety
and
depression; and

“In dementing illnesses, the central symptom is
cognitive impairment and the surrounding
symptoms are usually called behavioral and
psychological symptoms of dementia (BPSD). These
BPSD are the most troublesome for caregivers of
demented patients and can be classified into two
groups:

Behavioural and Psychological Symptoms of
Dementia (BPSD)

• Saskatchewan has an aging population
•  age =  risk for dementia
• Limited resources in rural and acute settings, resulting in
a service gap
• With this growing need, there is a resulting increase in
the demand for dementia-related services available to
the people in Saskatchewan who have been diagnosed
with dementia and extends to the caregivers and staff
teams who support them. The program aims to provide
services to these groups, regardless of setting.

What’s the need?

Client and Family Journey

• There is no charge for accessing the Dementia Assessment Outreach Team, or admission to Eastview
• If admitted to Eastview, clients are expected to continue paying “rent” or fees at their home, as the 90 day programming
is temporary in nature

What does it cost?

Referral Criteria
• Primary Diagnosis: Age-related degenerative dementia (Neurocognitive Disorder)
• Exhibiting “responsive behaviours”
• Require enhance behavioural support in their current care environment
• All local services have been utilized
• Typically >65 years of age

Who do we serve?

Our beginnings
• The Dementia Assessment Outreach Team and Eastview are located at Parkridge Centre in Saskatoon, SK.
• The Dementia Assessment Outreach Team started taking referrals in March 2017
• The Dementia Assessment Unit (Eastview) accepted its first inpatient admission in April 2017

We provide support to persons with the diagnosis of dementia who are experiencing highly responsive or protective
behaviours. We also provide support and consultation for people who work and live with individuals who have a diagnosis
of dementia (e.g., family, staff members, caregivers). This work is done through two connected multidisciplinary teams that
work together to support these individuals: the Dementia Assessment Outreach Team & the Dementia Assessment Unit
(Eastview).

What is the Dementia Assessment Team?

FAQs

Northern Coverage

Dementia Assessment Team
306-655-3844
dementia.assessment@saskatoonhealthregion.ca

Contact Information

6+ rural site visits per year, with education sessions to
staff teams in communities such as Hafford, Big River,
La Ronge.

A diverse range of clients, with referrals from:
- Long Term Care
- Community
- Personal Care Homes
- Acute Care Settings
- Transitional Care Settings

126 total clients
• 26 admissions to Eastview
• 100 Clients stabilized and supported in their home
setting

Since opening in March 2017, the Dementia Assessment
Team has supported:

Program Stats and Highlights

South: 5 health regions
Age >65: 78,667
161,618 square km

North: 8 health regions
Age >65: 85,436
489,418 square km

• 2 Geographical Areas (North/South)
• Diverse referrals: community, long term care, acute
hospital care, personal care homes, etc.
• Inpatient units located in Saskatoon and Regina

Information assembled by: Lalonde, R., Leclaire, S. & Joanis, L.

North SK Dementia Assessment Team:
2019 Program Update

,ĂŶĚ'ƌŝƉ^ƚƌĞŶŐƚŚĂƐĂ&ƵŶĐƚŝŽŶĂůDĞĂƐƵƌĞZĞůĂƚĞĚ
ƚŽDĂůŶƵƚƌŝƚŝŽŶZŝƐŬĂŶĚŽŐŶŝƚŝǀĞĞĐůŝŶĞ
ƌŝŶ>ĞĞĚĞƌϷ͕ůůŝƐŽŶĂŵŵĞƌ, PhD, RD¹′²

ϷŽůůĞŐĞŽĨWŚĂƌŵĂĐǇ ĂŶĚEƵƚƌŝƚŝŽŶ͕hŶŝǀĞƌƐŝƚǇŽĨ^ĂƐŬĂƚĐŚĞǁĂŶ͕ϸĂŶĂĚŝĂŶĞŶƚƌĞĨŽƌ,ĞĂůƚŚĂŶĚ^ĂĨĞƚǇŝŶŐƌŝĐƵůƚƵƌĞ

KďũĞĐƚŝǀĞ

ŽŐŶŝƚŝǀĞĞĐůŝŶĞĂŶĚDĂůŶƵƚƌŝƚŝŽŶZŝƐŬ
EƵƚƌŝƚŝŽŶĂůĚĞĨŝĐŝĞŶĐŝĞƐĐĂŶĐĂƵƐĞ
ŝŶĚŝǀŝĚƵĂůƐƚŽĞǆƉĞƌŝĞŶĐĞĂŶŝŶĐƌĞĂƐĞŝŶ
ĚĞŵĞŶƚŝĂƐǇŵƉƚŽŵƐ͘WĞŽƉůĞǁŝƚŚĚĞŵĞŶƚŝĂ
ĂƌĞĂƚĂŚŝŐŚĞƌƌŝƐŬĨŽƌŵĂůŶƵƚƌŝƚŝŽŶŽƌ
ŝŶĂĚĞƋƵĂƚĞŶƵƚƌŝƚŝŽŶ͘dŚŝƐĐŽƵůĚŝŶƉĂƌƚďĞ
ĞǆƉůĂŝŶĞĚďǇƚŚĞďĞŚĂǀŝŽƵƌĂů ĂŶĚ
ƉƐǇĐŚŽůŽŐŝĐĂůƐǇŵƉƚŽŵƐŽĨĚĞŵĞŶƚŝĂƚŚĂƚ
ƚŚĞŶŝŵƉĂĐƚŶƵƚƌŝƚŝŽŶƌĞƋƵŝƌĞŵĞŶƚƐ͘Ɛ
ĚĞŵĞŶƚŝĂƉƌŽŐƌĞƐƐĞƐŝŶĚŝǀŝĚƵĂůƐŵĂǇůŽƐĞ
ƚŚĞĂďŝůŝƚǇƚŽƉƌĞƉĂƌĞĨŽŽĚ͕ƚŽĨĞĞĚ
ƚŚĞŵƐĞůǀĞƐ͕ŽƌƚŽƌĞĐŽŐŶŝǌĞĨŽŽĚͲƌĞůĂƚĞĚ
ŽďũĞĐƚƐ͕ƐƵĐŚĂƐĚŝƐŚĞƐŽƌĐƵƚůĞƌǇ͘tŚĞŶ
ƉĞŽƉůĞǁŝƚŚĚĞŵĞŶƚŝĂŵŽǀĞŝŶƚŽůŽŶŐͲƚĞƌŵ
ĐĂƌĞŚŽŵĞƐŽƌĂƌĞĐĂƌĞĚĨŽƌďǇĂĐĂƌĞŐŝǀĞƌ͕
ƚŚĞǇŵĂǇŶŽƚĞǆƉĞƌŝĞŶĐĞƚŚĞƐŽĐŝĂů͕ĐƵůƚƵƌĂů
ŽƌĞŶǀŝƌŽŶŵĞŶƚĂůĨĂĐƚŽƌƐƚŚĂƚƚŚĞǇƚǇƉŝĐĂůůǇ
ĂƐƐŽĐŝĂƚĞǁŝƚŚŵĞĂůƚŝŵĞ͘ĚĚŝƚŝŽŶĂůůǇ͕
ƉĞŽƉůĞǁŝƚŚĚĞŵĞŶƚŝĂŵĂǇŶŽƚďĞĂďůĞƚŽ
ƌĞĐŽŐŶŝǌĞŚƵŶŐĞƌĐƵĞƐŽƌůŽƐĞƚŚĞĂďŝůŝƚǇƚŽ
ƐǁĂůůŽǁ͘ůƐŽ͕ŝŶĚŝǀŝĚƵĂůƐǁŝƚŚůĂƚĞͲƐƚĂŐĞ
ĚĞŵĞŶƚŝĂĂƌĞŬŶŽǁŶƚŽƌĞƐŝƐƚĞĂƚŝŶŐ͘
ƵƌƌĞŶƚDĞƚŚŽĚƐŽĨDĞĂƐƵƌĞŵĞŶƚŝŶĂ
ůŝŶŝĐĂů^ĞƚƚŝŶŐ
ƵƌƌĞŶƚďĞƐƚƉƌĂĐƚŝĐĞĨŽƌŶƵƚƌŝƚŝŽŶ
ĂƐƐĞƐƐŵĞŶƚŝŶĂŶĂĚĂŝŶǀŽůǀĞƐĂƐĞƌŝĞƐŽĨ
tasks including determining the patient’s
ĐƵƌƌĞŶƚŚĞŝŐŚƚĂŶĚǁĞŝŐŚƚ͕ƌĞǀŝĞǁŝŶŐ
ƐŝŐŶŝĨŝĐĂŶƚůĂďǀĂůƵĞƐ͕ĚĞƚĞƌŵŝŶŝŶŐƵƐƵĂů
ŶƵƚƌŝƚŝŽŶĂůŝŶƚĂŬĞ͕ĐƵƌƌĞŶƚŝŶƚĂŬĞŽĨĨŽŽĚƐ
ĂŶĚĨůƵŝĚƐ͕ĂƐǁĞůůĂƐƐŽĐŝŽĞŶǀŝƌŽŶŵĞŶƚĂů
ĨĂĐƚŽƌƐƚŚĂƚŝŶĨůƵĞŶĐĞŶƵƚƌŝƚŝŽŶĂůŝŶƚĂŬĞ͘
dŚŝƐĐĂŶďĞƚŝŵĞͲĐŽŶƐƵŵŝŶŐĂŶĚ
ĐƵŵďĞƌƐŽŵĞĨŽƌƚŚĞƉĂƚŝĞŶƚĂŶĚƌĞƋƵŝƌĞƐĂ
ŚŝŐŚůĞǀĞůŽĨƚƌĂŝŶŝŶŐĨŽƌŚĞĂůƚŚĐĂƌĞ
ƉƌŽĨĞƐƐŝŽŶĂůƐ͘

,ĂŶĚ'ƌŝƉ^ƚƌĞŶŐƚŚĂŶĚDĂůŶƵƚƌŝƚŝŽŶZŝƐŬ

dŽĞǆĂŵŝŶĞŚŽǁĨƵŶĐƚŝŽŶĂůŵĞĂƐƵƌĞŵĞŶƚ WƌĞǀŝŽƵƐƌĞƐĞĂƌĐŚŝŶĚŝĐĂƚĞƐƚŚĂƚŚĂŶĚŐƌŝƉ
ŝƐƌĞůĂƚĞĚƚŽŵĂůŶƵƚƌŝƚŝŽŶƌŝƐŬĂŶĚ
ƐƚƌĞŶŐƚŚŝƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚŶƵƚƌŝƚŝŽŶĂů
ĐŽŐŶŝƚŝǀĞĚĞĐůŝŶĞ͘
ŵĞĂƐƵƌĞƐƐƵĐŚĂƐďŽĚǇǁĞŝŐŚƚ͕D/͕ĂŶĚ
ŵŝĚͲƵƉƉĞƌĂƌŵĐŝƌĐƵŵĨĞƌĞŶĐĞ͘
,ĂŶĚ'ƌŝƉ^ƚƌĞŶŐƚŚĂƐĂ&ƵŶĐƚŝŽŶĂů
DƵƐĐůĞĨƵŶĐƚŝŽŶƌĞĂĐƚƐƌĂƉŝĚůǇƚŽ
DĞĂƐƵƌĞ
ŶƵƚƌŝƚŝŽŶĂůĚĞƉƌŝǀĂƚŝŽŶĂƐǁĞůůĂƐŶƵƚƌŝƚŝŽŶĂů
,ĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚŝƐƚŚĞŵĂǆŝŵƵŵ
strength of an individual’s hand muscles. ƌĞƐƚŽƌĂƚŝŽŶ͘tĞŝŐŚƚůŽƐƐŚĂƐĂŐƌĞĂƚĞƌ
ŝŵƉĂĐƚŽŶŵƵƐĐůĞŵĂƐƐ͕ĂŶĚƚŚĞƌĞĨŽƌĞ
,ĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚĐĂŶĞĂƐŝůǇďĞ
ŚĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚƚŚĂŶďŽĚǇŵĂƐƐ͘
ŵĞĂƐƵƌĞĚǁŝƚŚĂĚǇŶĂŵŽŵĞƚĞƌ
dŚĞĐĂĚĞŵǇŽĨEƵƚƌŝƚŝŽŶĂŶĚŝĞƚĞƚŝĐƐĂŶĚ
ƚŚĞŵĞƌŝĐĂŶ^ŽĐŝĞƚǇĨŽƌWĂƌĞŶƚĂůĂŶĚ
ŶƚĞƌĂůEƵƚƌŝƚŝŽŶƌĞĐŽŵŵĞŶĚƌĞĚƵĐĞĚ
ŚĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚĂƐĐƌŝƚĞƌŝĂĨŽƌƚŚĞ
ŝĚĞŶƚŝĨŝĐĂƚŝŽŶŽĨŵĂůŶƵƚƌŝƚŝŽŶ͘

ĞŶĞĨŝƚƐŽĨǇŶĂŵŽŵĞƚĞƌhƐĞ
ƋƵŝĐŬĂŶĚĞĂƐǇƚŽƵƐĞ
ŝŶĞǆƉĞŶƐŝǀĞ
ƉŽƌƚĂďůĞ
ůŽǁǀĂƌŝĂďŝůŝƚǇ͕ŚŝŐŚƌĞůŝĂďŝůŝƚǇ
ŵĞĂƐƵƌĞƐƉĂƚŝĞŶƚƐĂŐĂŝŶƐƚƚŚĞŝƌŽǁŶ
ďĂƐĞůŝŶĞƌĂƚŚĞƌƚŚĂŶƉŽƉƵůĂƚŝŽŶ
ĂǀĞƌĂŐĞƐ
o ZĞůĂƚŝǀĞůǇůŝƚƚůĞƚƌĂŝŶŝŶŐƌĞƋƵŝƌĞĚĨŽƌ
ŚĞĂůƚŚĐĂƌĞƉƌŽĨĞƐƐŝŽŶĂůƐ
o
o
o
o
o

,ĂŶĚ'ƌŝƉ^ƚƌĞŶŐƚŚĂŶĚŽŐŶŝƚŝǀĞĞĐůŝŶĞ
ZĞĚƵĐĞĚŚĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚŚĂƐďĞĞŶƵƐĞĚ
ĂƐĂŵĂƌŬĞƌĨŽƌŵŝůĚĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚ
and Alzheimer’s disease. Declines in
ŚĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚƚĞŶĚƚŽďĞĂƐƐŽĐŝĂƚĞĚ
ǁŝƚŚĐŽŐŶŝƚŝǀĞĚĞĐůŝŶĞ͘^ŝŵŝůĂƌůǇ͕ŚŝŐŚĞƌ
ŚĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚƐĞĞŵƐƚŽďĞƉƌŽƚĞĐƚŝǀĞ
ĂŐĂŝŶƐƚĐŽŐŶŝƚŝǀĞĚĞĐůŝŶĞ͘dŚŝƐĐŽƌƌĞůĂƚŝŽŶ
ƉĞƌƐŝƐƚƐŽǀĞƌƚŝŵĞ͘
^ƚƌŽŶŐĞƌŚĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚŵĂǇƌĞƉƌĞƐĞŶƚ
ƚŚĞŝŶƚĞŐƌŝƚǇŽĨƚŚĞŶĞƵƌŽŵƵƐĐƵůĂƌƐǇƐƚĞŵ
ĂŶĚŚŝŐŚƌĞƐŝƐƚĂŶĐĞƚŽŽǆŝĚĂƚŝǀĞƐƚƌĞƐƐĂŶĚ
ŝŶĨůĂŵŵĂƚŝŽŶ͕ǁŚŝĐŚƉŽƐƐŝďůǇĞǆƚĞŶĚƐƚŽ
ƚŚĞƉƌĞƐĞƌǀĂƚŝŽŶŽĨĐŽŐŶŝƚŝǀĞĨƵŶĐƚŝŽŶ͘
ZĞĨĞƌĞŶĐĞƐ
ƐĞůĂŐĞ͕D͕͘ĂŶĚŵĞůůĂ͕͘;ϮϬϬϵͿŶĞǀŽůƵƚŝŽŶĂƌǇĂŶĂůǇƐŝƐŽĨŵĞĂůƚŝŵĞĚŝĨĨŝĐƵůƚŝĞƐŝŶŽůĚĞƌĂĚƵůƚƐǁŝƚŚĚĞŵĞŶƚŝĂ͘:ŽƵƌŶĂůŽĨůŝŶŝĐĂůEƵƌƐŝŶŐ͕
ϭϵ͕ϯϯͲϰϭ
&ĂƌƌŽǁ͕D;ϮϬϭϬͿĞŵĞŶƚŝĂZŝƐŬZĞĚƵĐƚŝŽŶ͗ƉƌĂĐƚŝĐĂůŐƵŝĚĞĨŽƌŚĞĂůƚŚĂŶĚůŝĨĞƐƚǇůĞƉƌŽĨĞƐƐŝŽŶĂůƐ͘Alzheimer’s Australia, ϭͲϰϬ
Flood, A., Chung, A., Parker, H., Kearns, V., and O’Sullivan T. (2014) The use of hang grip strength as a predictor of nutritŝŽŶ ƐƚĂƚƵƐŝŶŚŽƐƉŝƚĂů
ƉĂƚŝĞŶƚƐ͘ůŝŶŝĐĂůEƵƚƌŝƚŝŽŶ͕ϯϯ͕ ϭϬϲͲϭϭϰ
&ƌŝƚǌ͕E͕͘DĐĂƌƚŚǇ͕͕͘ĂŶĚĚĂŵŽ͕͘;ϮϬϭϳͿ,ĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚĂƐĂŵĞĂŶƐŽĨŵŽŶŝƚŽƌŝŶŐƉƌŽŐƌĞƐƐŝŽŶŽĨĐŽŐŶŝƚŝǀĞĚĞĐůŝŶĞ– ƐĐŽƉŝŶŐƌĞǀŝĞǁ͘
ŐĞŝŶŐZĞƐĞĂƌĐŚZĞǀŝĞǁƐ͕ϯϱ͕ ϭϭϮͲϭϮϯ
'ƵĞƌƌĂ͕Z͕͘&ŽŶƐĞĐĂ͕/͕͘WŝĐŚĞů͕&͕͘ZĞƐƚŝǀŽ͕D͕͘ĂŶĚŵĂƌĂů͕d͘;ϮϬϭϯͿ,ĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚĂŶĚĂƐƐŽĐŝĂƚĞĚĨĂĐƚŽƌƐŝŶŚŽƐƉŝƚĂůŝǌĞĚƉĂƚŝĞŶƚƐ͘:ŽƵƌŶĂůŽĨ
WĂƌĞŶƚĂůĂŶĚŶƚĞƌĂůEƵƚƌŝƚŝŽŶ͕ϯϵ;ϯͿ͕ϯϮϮͲϯϯϬ
DĐŽǁĞůů͕͕͘ĂŶĚ&ĂƌƌŽǁ͕D͘;ϮϬϭϱͿŶŐĂŐĞ͕ŶĂďůĞ͕ŵƉŽǁĞƌ͗>ŝǀŝŶŐĂŚĞĂůƚŚǇůŝĨĞƐƚǇůĞǁŝƚŚĚĞŵĞŶƚŝĂŽƌŵŝůĚĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚ͘
Alzheimer’s Australia͕ϭͲϯϲ
DĐ'ƌĂƚŚ͕Z͕͘sŝŶĐĞŶƚ͕͕͘,ĂĐŬŶĞǇ<͕͘ů^ŶŝŚ͕^͕͘'ƌĂŚĂŵ͕:͕͘dŚŽŵĂƐ͕>͕͘ŚůĞƌƐ͕͕͘ĂŶĚůĂƌŬ͕͘;ϮϬϭϵͿtĞĂŬŶĞƐƐĂŶĚĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚĂƌĞ
ŝŶĚĞƉĞŶĚĞŶƚůǇĂŶĚũŽŝŶƚůǇĂƐƐŽĐŝĂƚĞĚǁŝƚŚĨƵŶĐƚŝŽŶĂůĚĞĐůŝŶĞŝŶĂŐŝŶŐŵĞƌŝĐĂŶƐ͘ŐŝŶŐůŝŶŝĐĂůĂŶĚǆƉĞƌŝŵĞŶƚĂůZĞƐĞĂƌĐŚ͕
EŽƌŵĂŶ͕<͕͘^ƚŽďĂƵƐ͕E͕͘'ŽŶǌĂůĞƐ͕D͕͘^ĐŚƵůǌŬĞ͕:͕͘ĂŶĚWŝƌůŝĐŚ͕D͘;ϮϬϭϭͿ,ĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚ͗KƵƚĐŽŵĞƉƌĞĚŝĐƚŽƌĂŶĚŵĂƌŬĞƌŽĨŶƵƚƌŝƚŝŽŶĂů
ƐƚĂƚƵƐ͘ůŝŶŝĐĂůEƵƚƌŝƚŝŽŶ͕ϯϬ͕ ϭϯϱͲϭϰϮ
WŝŶůŝƉĂƌƚ͘ĐŽŵ/ŶĐ͘;ϮϬϭϴͿdƌĂŶƐƉĂƌĞŶƚĂƌƚŽŽŶ^ƚŝĐŬǇEŽƚĞƐWŶŐ ůŝƉĂƌƚ͘ZĞƚƌŝĞǀĞĚĨƌŽŵ͗
ŚƚƚƉƐ͗ͬͬǁǁǁ͘ƉŝŶĐůŝƉĂƌƚ͘ĐŽŵͬƉŝŶĚĞƚĂŝůͬǆZŝŵŽͺƚƌĂŶƐƉĂƌĞŶƚͲĐĂƌƚŽŽŶͲƐƚŝĐŬǇͲŶŽƚĞƐͲƉŶŐͲĐůŝƉĂƌƚͬ
WƌŝŶĐĞ͕D͘;ϮϬϭϳͿWƌŽŐƌĞƐƐŽŶĚĞŵĞŶƚŝĂͲ ůĞĂǀŝŶŐŶŽŽŶĞďĞŚŝŶĚ͘dŚĞ>ĂŶĐĞƚ͕ϯϯϬ͕ ϭͲϯ
WƌŝŶĐĞ͕D͕͘ůďĂŶĞƐĞ͕D͕'ƵĞƌĐŚĞƚ͕D͕ĂŶĚWƌŝŶĂ͕D͘;ϮϬϭϰͿĞŵĞŶƚŝĂĂŶĚZŝƐŬZĞĚƵĐƚŝŽŶ͗ŶĂŶĂůǇƐŝƐŽĨƉƌŽƚĞĐƚŝǀĞĂŶĚŵŽĚŝĨŝĂďůĞĨĂĐƚŽƌƐ͘
tŽƌůĚůǌŚĞŝŵĞƌZĞƉŽƌƚ͕ ϭͲϮϲ
ZĞŚĂďDĂƌƚ ;ϮϬϭϵͿĂƐĞůŝŶĞ>/d,ǇĚƌĂƵůŝĐ,ĂŶĚǇŶĂŵŽŵĞƚĞƌ͘ ZĞƚƌŝĞǀĞĚĨƌŽŵ͗ŚƚƚƉƐ͗ͬͬǁǁǁ͘ƌĞŚĂďŵĂƌƚ͘ĐŽŵͬƉƌŽĚƵĐƚͬďĂƐĞůŝŶĞͲůŝƚĞͲŚǇĚƌĂƵůŝĐͲ
ŚĂŶĚͲĚǇŶĂŵŽŵĞƚĞƌͲϮϮϬϭϯ͘Śƚŵů
dŝŵƐƚĂƌ ;ϮϬϭϴͿ,ĂŶĚǇŶĂŵŽŵĞƚĞƌ͕ŝŐŝƚĂů͘ ZĞƚƌŝĞǀĞĚĨƌŽŵ͗ŚƚƚƉƐ͗ͬͬǁǁǁ͘ƚŝŵƐƚĂƌ͘ĐŽŵͬŚƵϭϯϬϳϮϬͲŚĂŶĚͲĚǇŶĂŵŽŵĞƚĞƌͲ
ĚŝŐŝƚĂů͘Śƚŵů͍^/сŝϲŬǀďũũϴŵŵŶϮƚϳũŝϴƋĨũŝĂϱϵϮϬΘͺͺͺƐƚŽƌĞсŝŶƚ
sĂǌ͕D͕͘dŚĂŶŐĂŵ͕^͕͘WƌĂďŚƵ͕͕͘ĂŶĚ^ŚĞƚƚǇ͕W;ϭϵϵϲͿDĂǆŝŵĂůǀŽůƵŶƚĂƌǇĐŽŶƚƌĂĐƚŝŽŶĂƐĨƵŶĐƚŝŽŶĂůŝŶĚŝĐĂƚŽƌŽĨĂĚƵůƚĐŚƌŽŶŝĐƵŶĚĞƌŶƵƚƌŝƚŝŽŶ͘
ƌŝƚŝƐŚ:ŽƵƌŶĂůŽĨEƵƚƌŝƚŝŽŶ͕ϳϲ͕ ϵͲϭϱ
tŚŝƚŝŶŐ͕^͕͘ŚĞŶŐ͕W͕͘dŚŽƌƉĞ͕>͕͘sŝǀĞŬǇ͕E͕͘ůĐŽƌŶ͕:͕͘,ĂĚũŝƐƚĂǀƌŽƉŽƵůŽƐ͕d͕͘ĂŚů͕t͘;ϮϬϭϲͿ,ĂŶĚŐƌŝƉƐƚƌĞŶŐƚŚĂƐĂƉŽƚĞŶƚŝĂůŶƵƚƌŝƚŝŽŶĂů
ĂƐƐĞƐƐŵĞŶƚƚŽŽůŝŶůŽŶŐͲƚĞƌŵĐĂƌĞŚŽŵĞƐ͘:ŽƵƌŶĂůŽĨŐĞŝŶŐZĞƐĞĂƌĐŚĂŶĚ,ĞĂůƚŚĐĂƌĞ͕ϭ;ϮͿ͕ϭͲϭϭ
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Rural Dementia Action Research (RaDAR) team, University of Saskatchewan.
2015
Co-Keynote
presenters, Drs.
Dallas Seitz (l)
and Jayna
Holroyd-Leduc (r)

Background
- Growing evidence demonstrates the value of stakeholder
engagement in Integrated Knowledge Translation (iKT) research
throughout the research process.
- The RaDAR team evolved from a group of researchers established
in 1997 to improve health service delivery for people with dementia
in rural and remote settings.

2010 - telehealth-based caregiver support
group project members present at Summit –
leads to partnership with Alzheimer Society
who now host the support group

- Community based participatory research (CBPR) methods have
been an integral part of team activities since inception.
- Models and guidelines for stakeholder engagement exist, but few
provide examples of strategies and how they are implemented, and
fewer still focus on approaches in rural and remote communities.
- We aim to provide an overview of the Annual Summit event and
report on participant characteristics, attendance, satisfaction, and
perceptions.

Overview of Summit
- Since 2008 the RaDAR team has hosted an Annual Summit meeting
as a stakeholder engagement strategy that guides team research.
- Attendance has grown from 32 in 2008 to 110 in 2018.
- With broad geographic and jurisdictional representation from
across the province, participants include people with dementia,
family carers, health care providers, administrators, Ministry of
Health representatives, the Alzheimer Society of Saskatchewan,
researchers, and trainees.

Findings
Rating Scale Items
Over time Summit attendance has increased as participant interest and capacity among the research team has grown. The end-of-Summit evaluation form quantitative
measures suggest that participants have been very satisfied with: Summit content; opportunities to learn and to connect one-on-one with researchers and others
working in rural and remote dementia care; and value provided by their attendance.
Summary of attendees by year, and
evaluation completion rates by year

S1, 2008

50

32

64%

S2, 2009

61

21

34%

S3, 2010

54

28

S4, 2011

45

30

S5, 2012

52

31

60%

S6, 2013

69

40

58%

S7, 2014

68

38

56%

S8, 2015

73

49

67%

(Posters remain on
display in meeting
room during day 2)

S1

S9, 2016

95

53

S2

2008 2009

S3

S4

S5

S6

S7

S8

S9

S10

2010

2011

2012

2013

2014

2015

2016

2017

100

96

52%

96

100

100

100

100

100

100

100

67%

Provides an opportunity to meet researchers*

100

100

100

100

100

100

100

97

100

100

100

97

97

100

100

100

100

100

100

100

100

100

100

98

95

56%

93

53

57%

S11, 2018

110

59

54%

I would best describe my role at
summit as:

(Responses summarized from 2011 to 2018)

Provides an opportunity to meet others
interested in dementia care*
Poster session provided good value for your
time*

Researcher
14%

Other
17%

Poster Session
Provided opportunity to learn about rural and
remote dementia research*

S10, 2017

During both days, ample networking time is allotted

Evening Poster
Session
and networking
⇣
Brief Education
session
⇣
Student poster prize
awards

Summary of some Evaluation Form responses from Summits 1 through 10, percentage positive responses†

Summit Attendees Evaluations Return
year
returned
rate

Elements of Annual Summit
Day 1

2016 – Dr. Mark
Rapoport as
keynote
presenter with
Dr. Debra
Morgan

Work in
field of
demetia
care at
Admin.
level
14%

Student
8%

Family Member
of a person with
dementia
10%

Work directly
with people with
dementia in a
rural area
37%

Summit Day
Time allotted for agenda items was sufficient*

100

98

96

Time allotted for breaks was sufficient*

97

95

92

100

100

98

98

100

Enjoyed the meeting room/venue*

94

100

100

96

84

100

97

100

100

98

98

97

98

100

100

I was able to share my opinions and ideas today* 100

100

100

100

100

95

100

100

100

98

It was worth my time to attend Summit meeting* 100

95

100

100

100

98

100

100

100

100

Scanà
Download
evaluation form
from Summit 11

†Percentage of respondents who answered either “yes” or gave a positively-valenced response, Ex: strongly agree/agree.

Day 2

Welcome and overview
⇣

Keynote presentation

(international researcher or Canadian researcher
from other region)

⇣

Small group sessions

(participants work with a research lead to provide
direction to new/ongoing projects)

⇣

Panel Discussion – updates on RaDAR
team research
⇣

Panel Discussion – new dementia

initiatives from community
⇣
Panel Session – person with dementia
and/or family member

Themes across open-ended questions – combined across 11 years
Learning
(evidence-based research
and services)

Networking
(building connections
/relationships)

Format
(inviting and organized)

“Excited to hear
about dementiarelated, evidence-based
programs, initiatives,
(what works and what
doesn’t) research, and
educational
opportunities going on
in the province,
around the country,
and all over the world”

“particularly
important to
connect with others
when you work in
such a remote
location”

“I liked the chance
to connect the night
before. It then lets
us “get to work” on
the [next day]”

“Great opportunity
to network, build
relationships for
future collaboration”

”Great job organizing
several activities into
a small amount of
time – Well Done!”

⇣
Education Session

- There is no cost to attend, RaDAR funding provides for meeting
costs, participation is by invitation with attendees referring new
potential participants to the RaDAR team.

Representation
(interprofessional and
multidisciplinary)

“A wide variety of
professionals that
are working with and
supporting people
with dementia”
”people who are
passionate about
dementia from a
broad range of
perspectives”

Structure
(letting voices be heard)

Motivation
(inspiring/hopeful)

Impact
(for stakeholders)

“leave with a sense
that all contribute and
come away with
something”

“this is a priority to
attend in my calendar –
I always go home eager
to find different things
to do”

“not only has [Summit]
benefitted me […] it
has benefitted our staff
and most importantly
it’s benefitted people
living with dementia in
our province”

“opportunity to review
findings and recommend
future directions for
research [and] provided
an excellent mix of
stakeholders and
experiences”

“Chance to renew my
enthusiasm by
connecting with others
who are immersed in &
passionate about the
field”

“the concrete ideas
that you can take
away, and revamp to fit
your local area. That to
me is key.”

Discussion
-Participants report impacts beyond the original Summit goals of guiding the RaDAR program. The Summit meets a need for access to education, information about
current research and emerging best practices, and connecting with others with similar interests.
- Summit activities have had a profound impact on the direction of the RaDAR research program, and Summit provides a vital connection to dementia care and research
initiatives in Saskatchewan, in Canada, and internationally.
-The Summit is an effective strategy for engaging stakeholders in a large ongoing research program (vs. a specific project).
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ĚĞǀĞůŽƉŝŶŐ͕ŝŵƉůĞŵĞŶƚŝŶŐ͕ĂŶĚƐƵƐƚĂŝŶŝŶŐƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶŝŶĂƌƵƌĂůW,ƚĞĂŵϲ

DĞƚŚŽĚƐ
ǀŝĚĞŶĐĞͲďĂƐĞĚĨŽƵŶĚĂƚŝŽŶĨŽƌƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶ͗

• ĂƚĂǁĞƌĞĐŽůůĞĐƚĞĚǀŝĂĨŽĐƵƐŐƌŽƵƉƐǁŝƚŚW,ƚĞĂŵĂŶĚ
ƐƚĂŬĞŚŽůĚĞƌƐ͕ƐŵĂůůĞƌƚĞĂŵǁŽƌŬŐƌŽƵƉŵĞĞƚŝŶŐƐ͕ƚĞĂŵŵĞŵďĞƌ
ŝŶƚĞƌǀŝĞǁƐ͕ƐŝƚĞǀŝƐŝƚĨŝĞůĚŶŽƚĞƐĂŶĚŵĞĞƚŝŶŐŵŝŶƵƚĞƐ

YƵŽƚĂƚŝŽŶƐǆĞŵƉůŝĨǇŝŶŐŽŶƐƚƌƵĐƚƐ
ZĞůĂƚŝǀĞĚǀĂŶƚĂŐĞ͗

“The providers… didn’t ĨĞĞůůŝŬĞŝƚƵƐƵĂůĐĂƌĞǁĂƐǀĞƌǇ
ƐƚĂŶĚĂƌĚŝǌĞĚƐŽƚŚĞǇǁĂŶƚĞĚĂƉƌŽĐĞƐƐĨŽƌǁŚĞŶĂƉĂƚŝĞŶƚ
ĐŽŵƉůĂŝŶƐŽĨĐŽŐŶŝƚŝǀĞĚŝĨĨŝĐƵůƚŝĞƐ͕ǁŚĂƚĞǆĂĐƚůǇĚŽǁĞĚŽ͕ǁŚĂƚ
are the steps that we take.”
;W,dĞĂŵDĞŵďĞƌ͕WŽƐƚͲŝŵƉůĞŵĞŶƚĂƚŝŽŶ͕dĞůĞƉŚŽŶĞ/ŶƚĞƌǀŝĞǁͿ

• ^ĞǀĞŶƐƚƌĂƚĞŐŝĞƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚďĞƚƚĞƌŽƵƚĐŽŵĞƐǁĞƌĞŝĚĞŶƚŝĨŝĞĚ
ĨƌŽŵĂŶĞǆƚĞŶƐŝǀĞƐĐŽƉŝŶŐƌĞǀŝĞǁŽĨŝŶƚĞƌŶĂƚŝŽŶĂůůŝƚĞƌĂƚƵƌĞϰ
• dŚĞZƵƌĂůW,DŽĚĞůŽĨĞŵĞŶƚŝĂ
ǁĂƐĐƌĞĂƚĞĚďǇŝŶĐŽƌƉŽƌĂƚŝŶŐ
ƚŚĞƐĞϳƐƚƌĂƚĞŐŝĞƐŝŶƚŽϯĚŽŵĂŝŶƐ

EĞĞĚƐĂŶĚZĞƐŽƵƌĐĞƐŽĨƚŚŽƐĞƐĞƌǀĞĚďǇƚŚĞ/ŶŶŽǀĂƚŝŽŶ͗

dŚĞ/ŶƚĞƌǀĞŶƚŝŽŶ– ϭͲĚĂǇZƵƌĂůW,DĞŵŽƌǇůŝŶŝĐ͗
• dŚĞƌĞƐĞĂƌĐŚĂŶĚW,ƚĞĂŵŝƚĞƌĂƚŝǀĞůǇĐŽͲĚĞƐŝŐŶĞĚĂŶŝŶƚĞƌǀĞŶƚŝŽŶ
ƚŚĂƚŽƉĞƌĂƚŝŽŶĂůŝǌĞƐƚŚĞŵŽĚĞůĞůĞŵĞŶƚƐ
• dŚĞŵĞŵŽƌǇĐůŝŶŝĐŝƐŚĞůĚĞǀĞƌǇϭƚŽϮŵŽŶƚŚƐ͕ǁŝƚŚϮƉĂƚŝĞŶƚƐĂŶĚ
ƚŚĞŝƌĨĂŵŝůŝĞƐĂƚƚĞŶĚŝŶŐĨŽƌĂŚĂůĨͲĚĂǇĞĂĐŚ
• dĞĂŵͲďĂƐĞĚĨŽůůŽǁͲƵƉĂƉƉŽŝŶƚŵĞŶƚƐƐĐŚĞĚƵůĞĚĂƚϯƚŽϲŵŽŶƚŚƐ͘
• ǀŝĚĞŶĐĞͲďĂƐĞĚĚĞĐŝƐŝŽŶƐƵƉƉŽƌƚƚŽŽůƐ;WͲddDͿϳĂƌĞƵƐĞĚƚŽŐƵŝĚĞ
ƚŚĞŝŶŝƚŝĂůĞǀĂůƵĂƚŝŽŶĂŶĚĨŽůůŽǁͲƵƉĂƉƉŽŝŶƚŵĞŶƚƐ
WĂƚŝĞŶƚĂƌĞWĂƚŚǁĂǇĨŽƌϭͲĚĂǇ
DĞŵŽƌǇůŝŶŝĐƉƉŽŝŶƚŵĞŶƚ
&WͬEWс &ĂŵŝůǇWŚǇƐŝĐŝĂŶͬ
EƵƌƐĞWƌĂĐƚŝƚŝŽŶĞƌ
dŚĂŶŬǇŽƵĨŽƌǇŽƵƌŵĞƐƐĂŐĞ͘/ĂŵĐŽŶĨŝƌŵŝŶŐƉĂƌƚŝĐŝƉĂƚŝŽŶŝŶƚŚĞĐŽŶĨĞƌĞŶĐĞ͘ /ǁŝůůďĞƉƌĞƐĞŶƚŝŶŐƚŚĞƉŽƐƚĞƌ͘
KdͬWdсKĐĐƵƉĂƚŝŽŶĂůdŚĞƌĂƉŝƐƚͬ
WŚǇƐŝĐĂůdŚĞƌĂƉŝƐƚ
^tͬ,с ^ŽĐŝĂůtŽƌŬĞƌͬ
,ŽŵĞĂƌĞEƵƌƐĞ
^&>с ůǌŚĞŝŵĞƌ^ŽĐŝĞƚǇ&ŝƌƐƚ
>ŝŶŬŽŽƌĚŝŶĂƚŽƌ͖
WсWĂƚŝĞŶƚ
Wс ĂƌĞWĂƌƚŶĞƌ

WƌŽĐĞƐƐǀĂůƵĂƚŝŽŶ͗
•

ƋƵĂůŝƚĂƚŝǀĞůŽŶŐŝƚƵĚŝŶĂůƉƌŽĐĞƐƐĞǀĂůƵĂƚŝŽŶ ǁĂƐĐŽŶĚƵĐƚĞĚϲ

ƉƌĞͲ ƚŽ
ƉŽƐƚͲŝŵƉůĞŵĞŶƚĂƚŝŽŶ
• ĂƚĂĐŽůůĞĐƚŝŽŶĂŶĚĂŶĂůǇƐĞƐŐƵŝĚĞĚďǇƚŚĞŽŶƐŽůŝĚĂƚĞĚ&ƌĂŵĞǁŽƌŬ
ĨŽƌ/ŵƉůĞŵĞŶƚĂƚŝŽŶZĞƐĞĂƌĐŚ;&/ZͿϴ
• ĞĚƵĐƚŝǀĞĂŶĂůǇƐŝƐ͗&/ZĐŽŶƐƚƌƵĐƚƐĂŶĚĚŽŵĂŝŶƐĂƐĂŶĂƉƌŝŽƌŝĐŽĚŝŶŐ
ĨƌĂŵĞǁŽƌŬ
• /ŶĚƵĐƚŝǀĞĂŶĂůǇƐŝƐ͗ƚŽŝĚĞŶƚŝĨǇďĂƌƌŝĞƌƐĂŶĚĨĂĐŝůŝƚĂƚŽƌƐ

“The families were just so appreciative of getting together at the
ĞŶĚŽĨŽƵƌĂůůŽƵƌƚĞƐƚŝŶŐĂŶĚƚĂůŬŝŶŐĂďŽƵƚŝƚĂŶĚŝŶĐůƵĚŝŶŐƚŚĞŝƌ
ĨĂŵŝůǇŵĞŵďĞƌ… they’re going home with something to think
about and some ideas.”
;W,dĞĂŵDĞŵďĞƌ͕WŽƐƚͲŝŵƉůĞŵĞŶƚĂƚŝŽŶ͕tŽƌŬŐƌŽƵƉDĞĞƚŝŶŐϯͿ

ZĞƐƵůƚƐ
• ϭϰĐŽŶƐƚƌƵĐƚƐ;ĂĐƌŽƐƐĂůůϱĚŽŵĂŝŶƐͿŝŶĨůƵĞŶĐĞĚ
ĚĞǀĞůŽƉŵĞŶƚ͕ŝŵƉůĞŵĞŶƚĂƚŝŽŶ͕ĂŶĚƐƵƐƚĂŝŶĂďŝůŝƚǇ

“I was all for it ƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶũƵƐƚďĞĐĂƵƐĞ/ŚĂĚďĞĞŶƐĞĞŝŶŐ
ůŽƚƐŽĨƉĞŽƉůĞǁŝƚŚƉƌĞͲĚĞŵĞŶƚŝĂŽƌĚĞŵĞŶƚŝĂĂŶĚ/ŚĂĚƐĞĞŶ

• ϯĚŽŵĂŝŶƐǁĞƌĞŵŽƐƚŝŵƉŽƌƚĂŶƚ͗ŝŶŶŽǀĂƚŝŽŶĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐ͕ ƐŽŵĞůĞƐƐͲƚŚĂŶͲĚĞƐŝƌĂďůĞĞĨĨĞĐƚƐĨƌŽŵƉĞŽƉůĞĨĂůůŝŶŐƚŚƌŽƵŐŚƚŚĞ
ŝŶŶĞƌƐĞƚƚŝŶŐ͕ƉƌŽĐĞƐƐ
cracks because of… practitioners not knowing what to do, or
where to go from here.”
;W,dĞĂŵDĞŵďĞƌ͕WƌĞͲŝŵƉůĞŵĞŶƚĂƚŝŽŶ͕&ŽĐƵƐ'ƌŽƵƉϭͿ

• ϴŬĞǇĨĂĐŝůŝƚĂƚŽƌƐǁĞƌĞŝĚĞŶƚŝĨŝĞĚ͗


ƌĞůĂƚŝǀĞĂĚǀĂŶƚĂŐĞŽĨƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶ



ĂďŝůŝƚǇƚŽƚƌŝĂůŽŶĂƐŵĂůůƐĐĂůĞ



ƚĞŶƐŝŽŶĨŽƌĐŚĂŶŐĞ



ůĞĂĚĞƌƐŚŝƉĞŶŐĂŐĞŵĞŶƚ



ĂǀĂŝůĂďŝůŝƚǇŽĨƌĞƐŽƵƌĐĞƐ͕ĞĚƵĐĂƚŝŽŶĂŶĚƐƵƉƉŽƌƚĨƌŽŵƌĞƐĞĂƌĐŚĞƌƐ



ŝŶĐƌĞĂƐĞĚƐĞůĨͲĞĨĨŝĐĂĐǇ͕ĂŶĚĞŶŐĂŐĞŵĞŶƚŽĨĐŚĂŵƉŝŽŶƐ

ZĞĂĚŝŶĞƐƐĨŽƌ/ŵƉůĞŵĞŶƚĂƚŝŽŶ– >ĞĂĚĞƌƐŚŝƉŶŐĂŐĞŵĞŶƚ͗

“These meetings do take time from the day, so just ƚŽŚĂǀĞƚŚĞ
ƐƵƉƉŽƌƚĨƌŽŵŵĂŶĂŐĞƌƐĂŶĚƐƵƉĞƌǀŝƐŽƌƐǇŽƵŬŶŽǁ͕ƚŽĂƚƚĞŶĚƚŚĞ
ŵĞĞƚŝŶŐƐ͕ƚŽďĞƉĂƌƚŽĨƚŚĞƚĞĂŵ͕ĂŶĚƚŽŚĞůƉĚĞǀĞůŽƉƚŚĞ
intervention] would definitely [help] them to continue.”
;DĂŶĂŐĞƌ͕WŽƐƚͲŝŵƉůĞŵĞŶƚĂƚŝŽŶ͕dĞůĞƉŚŽŶĞ/ŶƚĞƌǀŝĞǁͿ

^ĞůĨͲĞĨĨŝĐĂĐǇ͗

“I think it’s influenced it [care] huge, just to have those tools, and
the kind of process by which to follow… we had the misconception
ƚŚĂƚĞǀĞƌǇďŽĚǇŚĂĚƚŽŚĂǀĞĂƐĐĂŶĂŶĚĞǀĞƌǇďŽĚǇŚĂĚƚŽƐĞĞĂ
neurologist… I think it’s accomplished what I think the initial thing
ǁĂƐĂďŽƵƚͲͲ building capacity. It’s helped you know give us the
tools and give us the confidence that yeah, we can do that.”
;W,dĞĂŵDĞŵďĞƌ͕WŽƐƚͲŝŵƉůĞŵĞŶƚĂƚŝŽŶ͕dĞůĞƉŚŽŶĞ/ŶƚĞƌǀŝĞǁͿ

• ϵďĂƌƌŝĞƌƐǁĞƌĞŝĚĞŶƚŝĨŝĞĚ͗


ƚŚĞĐŽŵƉůĞǆŝƚǇŽĨŵƵůƚŝƉůĞŝŶƚĞƌǀĞŶƚŝŽŶĐŽŵƉŽŶĞŶƚƐ



ƌĞƋƵŝƌĞĚƉƌĂĐƚŝĐĞĐŚĂŶŐĞƐ



ůĂĐŬŽĨĨŽƌŵĂůŝŶĐĞŶƚŝǀĞƉƌŽŐƌĂŵƐ



ƚŝŵĞŝŶƚĞŶƐŝǀĞŶĞƐƐŽĨŵŽĚŝĨǇŝŶŐƚŚĞDZĚƵƌŝŶŐŝƚĞƌĂƚŝǀĞ
ĚĞǀĞůŽƉŵĞŶƚ



dŚĞ&/ZŝƐĂƚŚĞŽƌĞƚŝĐĂůĨƌĂŵĞǁŽƌŬƵƐĞĚƚŽŐƵŝĚĞƚŚĞĚĞƐŝŐŶ
ĂŶĚͬŽƌĞǀĂůƵĂƚŝŽŶŽĨŝŵƉůĞŵĞŶƚĂƚŝŽŶϴ

ůĂĐŬŽĨDZĂĐĐĞƐƐďǇĂůůƚĞĂŵŵĞŵďĞƌƐ



ůĂĐŬŽĨĐŽͲůŽĐĂƚŝŽŶŽĨƚĞĂŵŵĞŵďĞƌƐ

dŚĞ&/ZŽŶƐŝƐƚƐŽĨϱDĂũŽƌŽŵĂŝŶƐ͗



ǁŽƌŬůŽĂĚĂŶĚďƵƐǇĐůŝŶŝĐĂůƐĐŚĞĚƵůĞƐ



ŝŶĂďŝůŝƚǇƚŽũƵƐƚŝĨǇĂĚĞƐŝŐŶĂƚĞĚĚĞŵĞŶƚŝĂĐĂƌĞŵĂŶĂŐĞƌƌŽůĞ



ƚƵƌŶŽǀĞƌŽĨW,ƚĞĂŵŵĞŵďĞƌƐ

ϭ͘ /ŶŶŽǀĂƚŝŽŶŚĂƌĂĐƚĞƌŝƐƚŝĐƐ͗ Ğ͘Ő͕͘ZĞůĂƚŝǀĞĚǀĂŶƚĂŐĞ͕ĚĂƉƚĂďŝůŝƚǇ
Ϯ͘ KƵƚĞƌ^ĞƚƚŝŶŐ͗Ğ͘Ő͕͘ǆƚĞƌŶĂůWŽůŝĐǇΘ/ŶĐĞŶƚŝǀĞƐ͕WĞĞƌWƌĞƐƐƵƌĞ
ϯ͘ /ŶŶĞƌ^ĞƚƚŝŶŐ͗Ğ͘Ő͕͘ƵůƚƵƌĂů͕^ƚƌƵĐƚƵƌĂů
ϰ͘ ŚĂƌĂĐƚĞƌŝƐƚŝĐƐŽĨ/ŶĚŝǀŝĚƵĂůƐ͗Ğ͘Ő͕͘^ĞůĨͲĞĨĨŝĐĂĐǇ͕/ŶĚŝǀŝĚƵĂů^ƚĂŐĞŽĨŚĂŶŐĞ
ϱ͘ WƌŽĐĞƐƐ͗Ğ͘Ő͕͘WůĂŶŶŝŶŐ͕ŚĂŵƉŝŽŶƐ

/ŵƉůĞŵĞŶƚĂƚŝŽŶůŝŵĂƚĞ– dĞŶƐŝŽŶĨŽƌĐŚĂŶŐĞ͗
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ŽŶĐůƵƐŝŽŶƐ
• <ĞǇĨĂĐƚŽƌƐƚŚĂƚƐƵƉƉŽƌƚĞĚĂŶĚŚŝŶĚĞƌĞĚƚŚĞĚĞǀĞůŽƉŵĞŶƚĂŶĚ
ŝŵƉůĞŵĞŶƚĂƚŝŽŶŽĨĂƌƵƌĂůͲƐƉĞĐŝĨŝĐƐƚƌĂƚĞŐǇĨŽƌĚĞŵĞŶƚŝĂĂƐƐĞƐƐŵĞŶƚ
ĂŶĚŵĂŶĂŐĞŵĞŶƚŝŶW,ǁĞƌĞŝĚĞŶƚŝĨŝĞĚ
• ĞƐƉŝƚĞĐŚĂůůĞŶŐĞƐƌĞůĂƚĞĚƚŽƚŚĞƌƵƌĂůĐŽŶƚĞǆƚ͕ƚŚĞƌĞƐĞĂƌĐŚĞƌͲ
ĂĐĂĚĞŵŝĐƉĂƌƚŶĞƌƐŚŝƉǁĂƐƐƵĐĐĞƐƐĨƵůŝŶĚĞǀĞůŽƉŝŶŐĂŶĚŝŵƉůĞŵĞŶƚŝŶŐ
ƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶ
Z

&

Z

E


^

ϭ͘WƌŝŶĐĞD:͘tŽƌůĚůǌŚĞŝŵĞƌZĞƉŽƌƚϮϬϭϱ͗dŚĞŐůŽďĂůŝŵƉĂĐƚŽĨĚĞŵĞŶƚŝĂ͗ŶĂŶĂůǇƐŝƐŽĨƉƌĞǀĂůĞŶĐĞ͕ŝŶĐŝĚĞŶĐĞ͕ĐŽƐƚĂŶĚƚƌĞŶĚƐ͘ >ŽŶĚŽŶ͗ůǌŚĞŝŵĞƌΖƐŝƐĞĂƐĞ
/ŶƚĞƌŶĂƚŝŽŶĂů͖ϮϬϭϱ͘
Ϯ͘tĞĚĞŶDD͕^ŚŝŚZ͕<ĂďĞƚŽDh͕>ĂŶŐĂ<D͘^ĞĐƵůĂƌƚƌĞŶĚƐŝŶĚĞŵĞŶƚŝĂĂŶĚĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚŽĨh^ƌƵƌĂůĂŶĚƵƌďĂŶŽůĚĞƌĂĚƵůƚƐ͘ŵ:WƌĞǀDĞĚ͘ϮϬϭϴ&Ğď
ϭ͖ϱϰ;ϮͿ͗ϭϲϰͲϳϮ͘
ϯ͘^ƉĞŶĐĞůĞǇ^D͕^ĞĚŐǁŝĐŬE͕<ĞĞŶĂŶ:͘ĞŵĞŶƚŝĂĐĂƌĞŝŶƚŚĞĐŽŶƚĞǆƚŽĨƉƌŝŵĂƌǇĐĂƌĞƌĞĨŽƌŵ͗ĂŶŝŶƚĞŐƌĂƚŝǀĞƌĞǀŝĞǁ͘ŐŝŶŐDĞŶƚ ,ĞĂůƚŚ͘ϮϬϭϱ&Ğďϭ͖ϭϵ;ϮͿ͗ϭϬϳͲϮϬ͘
ϰ͘ŵŝŶǌĂĚĞŚ&͕DŽůŶĂƌ&:͕ĂůǌŝĞůt͕ǇŽƚƚĞ͘ƌĞǀŝĞǁŽĨďĂƌƌŝĞƌƐĂŶĚĞŶĂďůĞƌƐƚŽĚŝĂŐŶŽƐŝƐĂŶĚŵĂŶĂŐĞŵĞŶƚŽĨƉĞƌƐŽŶƐǁŝƚŚĚĞŵĞŶƚŝĂŝŶƉƌŝŵĂƌǇĐĂƌĞ͘ĂŶ'ĞƌŝĂƚƌ:͘
ϮϬϭϮ^ĞƉ͖ϭϱ;ϯͿ͗ϴϱ͘
ϱ͘ZƵƐƐĞůů͕,ƵŵƉŚƌĞǇƐ:͘DĞĞƚŝŶŐƚŚĞƉƌŝŵĂƌǇŚĞĂůƚŚĐĂƌĞŶĞĞĚƐŽĨƐŵĂůůƌƵƌĂůĐŽŵŵƵŶŝƚŝĞƐ͗ůĞƐƐŽŶƐĨŽƌŚĞĂůƚŚƐĞƌǀŝĐĞƉůĂŶŶĞƌƐ͘ ZƵƌĂůĂŶĚZĞŵŽƚĞ,ĞĂůƚŚ͘ϮϬϭϲ͖ϭϲ͗ϯϲϵϱ͘
6. Morgan, D., Kosteniuk, J., O’Connell, M.E., Kirk, A., Stewart, N., Seitz, D., Bayly, M., Froehlich Chow, A., Elliot, V., DĂŬƵ͕:͕͘,ĂĐŬ͕d͕͘,ŽŝƵŵ͕&͕͘<ĞŶŶĞƚƚͲZƵƐƐŝůů͕͘Θ^ĂƵƚĞƌ͕
<͘ĂƌƌŝĞƌƐĂŶĚ&ĂĐŝůŝƚĂƚŽƌƐƚŽĞǀĞůŽƉŵĞŶƚĂŶĚ/ŵƉůĞŵĞŶƚĂƚŝŽŶŽĨĂZƵƌĂůWƌŝŵĂƌǇ,ĞĂůƚŚĂƌĞ/ŶƚĞƌǀĞŶƚŝŽŶĨŽƌĞŵĞŶƚŝĂ͗WƌŽĐĞƐƐǀĂůƵĂƚŝŽŶ͘D,ĞĂůƚŚ^ĞƌǀŝĐĞƐ
ZĞƐĞĂƌĐŚ͘ĐĐĞƉƚĞĚĨŽƌƉƵďůŝĐĂƚŝŽŶ^ĞƉƚϭϳ͕ϮϬϭϵ͘
ϳ͘^Ğŝƚǌ͕͘ϮϬϭϮ͘WdWƌŝŵĂƌǇĂƌĞĞŵĞŶƚŝĂƐƐĞƐƐŵĞŶƚΘdƌĞĂƚŵĞŶƚůŐŽƌŝƚŚŵ͘ǀĂŝůĂďůĞĂƚ͗ŚƚƚƉ͗ͬͬǁǁǁ͘ƉĐͲĚĂƚĂ͘ĐĂͬ͘
ϴ͘ĂŵƐĐŚƌŽĚĞƌ>:͕ƌŽŶ͕<ĞŝƚŚZ͕<ŝƌƐŚ^Z͕ůĞǆĂŶĚĞƌ:͕>ŽǁĞƌǇ:͘&ŽƐƚĞƌŝŶŐŝŵƉůĞŵĞŶƚĂƚŝŽŶŽĨŚĞĂůƚŚƐĞƌǀŝĐĞƐƌĞƐĞĂƌĐŚĨŝŶĚŝŶŐƐŝŶƚŽƉƌĂĐƚŝĐĞ͗ĂĐŽŶƐŽůŝĚĂƚĞĚ
ĨƌĂŵĞǁŽƌŬĨŽƌĂĚǀĂŶĐŝŶŐŝŵƉůĞŵĞŶƚĂƚŝŽŶƐĐŝĞŶĐĞ͘/ŵƉůĞŵĞŶƚĂƚŝŽŶƐĐŝĞŶĐĞ͘ϮϬϬϵĞĐ͖ϰ;ϭͿ͗ϱϬ͘
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Ut ilit y of eConsult for pat ient s in long-t erm care

No external appointment or
transfer

Provides alternate management
and treatment pathways

Provides reassurance to family

Supports clinical decision making

Empowers the care team

Ability to have continued dialogue

Appropriate for the complex
patient and setting

9 Complexity of LTC resident conveyed and
considered
9 Practical, context appropriate advice, with
detailed rationale, provided
9 Information to support clinical decision
making and to provide reassurance to family
9 Resident-specific advise

Clinical Relevance

monkik

Freepik

Itim2101

Icons courtesy of Flaticon.com. Individual credits follow:
Freepik

Freepik

Freepik

Freepik

Freepik

Freepik

Contact: Dr. Clare Liddy, cliddy@bruyere.org; www.ChamplainBASEeConsult.com

• eConsult provides an innovative opportunity to optimize dementia care by connecting family doctors, nurse practitioners,
specialists (potentially social workers, personal support workers and therapists) to provide excellent care

9 Complexity of LTC resident conveyed
9 Practical, applicable advice that considered
limitations of the resident and care context
9 Advice may empower care staff and reassure
family

Clinical Relevance

Opportunities for continuity of care

Specific, practical advice

• Discussed etiology. Advised to avoid further
investigation as per resident/SDM goals
• Described considerations of 4
anticonvulsants

Specialist Response

Specialist Response

• Provided recommendation for duration of
immobilization and limitations in ROM thereafter.
Suggested educating staff/family/visitors about
signs of re-dislocation and limited course of action
if re-dislocation occurs

• Resident has advanced dementia, aphasia,
full care, and fluctuating mobility with new
seizure activity x3. Please advise on further
assessment and management.
• Further investigation is limited d/t dementia.
Spouse requests neuro opinion prior to
initiating anti-sz

PCP Question

Case 2: Neurology

• Resident is fully dependent for ADLs, nonambulatory, lift transfer with advanced dementia,
aphasia, and chronic pain
• Sustained prolonged shoulder dislocation and HillSachs fracture. Mechanism of injury unknown.
Remains in sling. Please advise how to reduce
this frail resident’s risk of re-dislocation

PCP Question

Case 1: Orthopedics

eConsult is a secure web-based tool that allows primary care providers (PCPs) such as physicians and nurse practitioners
timely access to specialist advice for all patients and often eliminates the need for an in-person visit

1C.T.

eConsult: An innovative opportunity to optimize dementia care
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KƵƌ ĨŝƌƐƚ ƵŶĚĞƌƚĂŬŝŶŐ ŝƐ Ă ĨĞĂƐŝďŝůŝƚǇ ƉƌŽũĞĐƚ ƚŽ ŝŶǀĞƐƚŝŐĂƚĞ ƚŚĞ
ǀŝĂďŝůŝƚǇ ŽĨ ͲŵƵƐŝĐ ďŽǆĞƐ ĂƐ Ă ŵĞĂŶƐ ĨŽƌ ŝŶĚŝǀŝĚƵĂůƐ ǁŝƚŚ
ĚĞŵĞŶƚŝĂ ĂŶĚ ƚŚĞŝƌ ƐƉŽƵƐĂů ŝŶĨŽƌŵĂů ĐĂƌĞŐŝǀĞƌƐ ƚŽ ŵĂŬĞ ŵƵƐŝĐ
ƚŽŐĞƚŚĞƌ͘ dŚŝƐ ǁŝůů ůĂǇ ƚŚĞ ŐƌŽƵŶĚǁŽƌŬ ĨŽƌ ĨƵƚƵƌĞ ƌĞƐĞĂƌĐŚ ƚŚĂƚ ;ĂͿ
ĚĞǀĞůŽƉƐ͕ ƚĞƐƚƐ͕ ĂŶĚ ĂƐƐĞƐƐĞƐ ƚŚĞ ďƌĂŝŶ ďĂƐŝƐ ŽĨ Ă ŶŽǀĞů
ŝŶƚĞƌǀĞŶƚŝŽŶ ƚŚĂƚ ƵƐĞƐ ͲDƵƐŝĐ ďŽǆĞƐ ƚŽ ŝŵƉƌŽǀĞ ƚŚĞ ƋƵĂůŝƚǇ ŽĨ
ůŝĨĞ ŽĨ ƉĞŽƉůĞ ǁŝƚŚ ĚĞŵĞŶƚŝĂ ĂŶĚ ƚŚĞŝƌ ƐƉŽƵƐĂů ĐĂƌĞŐŝǀĞƌƐ͕ ĂŶĚ ;ďͿ
ĨƵƌƚŚĞƌ ĚĞǀĞůŽƉƐ ĂŶĚ ĐŽŵŵĞƌĐŝĂůŝǌĞƐ ͲŵƵƐŝĐ ďŽǆĞƐ ĂƐ Ă ƚŽŽů ĨŽƌ
ŐƌŽƵƉ ŵƵƐŝĐ ŵĂŬŝŶŐ ŝŶ ĚĞŵĞŶƚŝĂ ĐĂƌĞ ĂŶĚ ŽƚŚĞƌ ĐŽŶƚĞǆƚƐ͘

dŚĞ DƵƐŝĐ DĞŵŽƌǇ DĂŬĞƌƐ ŐƌŽƵƉ ŝƐ Ă ŶĞǁ ŝŶƚĞƌĚŝƐĐŝƉůŝŶĂƌǇ
ƌĞƐĞĂƌĐŚ ƚĞĂŵ ĂďůĞ ƚŽ ŝŶǀĞƐƚŝŐĂƚĞ ƚŚŝƐ ƉŽƐƐŝďŝůŝƚǇ͘ tŝƚŚ ĞǆƉĞƌƚŝƐĞ
ŝŶ ƉƐǇĐŚŽůŽŐǇ ;ĐŽƵŶƐĞůůŝŶŐ ƉƐǇĐŚŽůŽŐǇͬĐŽŐŶŝƚŝǀĞ ŶĞƵƌŽƐĐŝĞŶĐĞͿ͕
ŵƵƐŝĐ ;ŵƵƐŝĐ ƚŚĞƌĂƉǇͬŵƵƐŝĐ ĞĚƵĐĂƚŝŽŶͿ͕ ĂŶĚ ŶƵƌƐŝŶŐ ;ĚĞŵĞŶƚŝĂ
ĐĂƌĞͿ͕ ǁĞ ĂƌĞ ƵŶŝƋƵĞůǇ ĐŽŶĨŝŐƵƌĞĚ ƚŽ ĂĚǀĂŶĐĞ ĐůŝŶŝĐĂů ŐŽĂůƐ
;ƋƵĂůŝƚǇ ŽĨ ůŝĨĞ ĨŽƌ ƚŚŽƐĞ ǁŝƚŚ ĚĞŵĞŶƚŝĂͿ ĂŶĚ ƐĐŝĞŶƚŝĨŝĐ ŐŽĂůƐ
;ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŵĞĐŚĂŶŝƐŵƐ ďǇ ǁŚŝĐŚ ŐƌŽƵƉ ŵƵƐŝĐͲŵĂŬŝŶŐ
ƉƌŽŵŽƚĞƐ ƐŽĐŝĂů ďŽŶĚŝŶŐͿ͘

^ŚĂƌĞĚ ĂĐƚŝǀŝƚŝĞƐ ĂƌĞ ƌĞĐŽŵŵĞŶĚĞĚ ƚŽ ƐƵƉƉŽƌƚ ƌĞůĂƚŝŽŶƐŚŝƉ
ĐŽŶƚŝŶƵŝƚǇ͘ dŚĞ ŶĞǁůǇ ĚĞǀĞůŽƉĞĚ ͲŵƵƐŝĐ ďŽǆ ;ĂŶ ĞůĞĐƚƌŽŶŝĐ
ǀĞƌƐŝŽŶ ŽĨ ƚŚĞ ŵĞĐŚĂŶŝĐĂů ŵƵƐŝĐ ďŽǆ ƚŚĂƚ ǁĂƐ ƉŽƉƵůĂƌ ŝŶ ƚŚĞ ϭϵƚŚ
ĐĞŶƚƵƌǇͿ ŽĨĨĞƌƐ ĂŶ ŝŶŶŽǀĂƚŝǀĞ ƐŽůƵƚŝŽŶ ƚŽ ĂĚĚƌĞƐƐ ĐĂƌĞŐŝǀĞƌ
ƐƵƉƉŽƌƚ ĨŽƌ ĐŽƵƉůĞƐ ůŝǀŝŶŐ ǁŝƚŚ ĚĞŵĞŶƚŝĂ͘ ͲŵƵƐŝĐ ďŽǆĞƐ ĂƌĞ
ƐŝŵƉůĞ ƚŽ ƵƐĞ ĂŶĚ ĂůůŽǁ ƉĞŽƉůĞ ǁŝƚŚ ŶŽ ŵƵƐŝĐĂů ƚƌĂŝŶŝŶŐ ƚŽ
ƉƌŽĚƵĐĞ ŵƵƐŝĐ ƚŽŐĞƚŚĞƌ͘ &ƵƌƚŚĞƌ͕ ŵƵƐŝĐĂů ďĞŚĂǀŝŽƌƐ ĐŽŶƚŝŶƵĞ
ĞǀĞŶ ŝŶ ƐĞǀĞƌĞ ĚĞŵĞŶƚŝĂ ĂŶĚ ŐƌŽƵƉ ŵƵƐŝĐ ŵĂŬŝŶŐ ƉƌŽŵŽƚĞƐ
ƐŽĐŝĂů ďŽŶĚŝŶŐ͘ ͲŵƵƐŝĐ ďŽǆĞƐ ĐŽƵůĚ ƉƌŽǀŝĚĞ Ă ŵĞĂŶŝŶŐĨƵů ǁĂǇ
ĨŽƌ ĐŽƵƉůĞƐ ƚŽ ĐŽŶƚŝŶƵĞ ŝŶƚĞƌĂĐƚŝŶŐ ŽǀĞƌ ƚŚĞ ĚŝƐĞĂƐĞ ĐŽƵƌƐĞ͘

Ɛ ĚĞŵĞŶƚŝĂ ŝŶĐƌĞĂƐĞƐ ǁŽƌůĚǁŝĚĞ Ăƚ ĚƌĂŵĂƚŝĐ ƌĂƚĞƐ͕ ĚĞŵĂŶĚƐ ŽŶ
ŝŶĨŽƌŵĂů ĐĂƌĞŐŝǀĞƌƐ ŝŶĐƌĞĂƐĞ͘ ^ƉŽƵƐĞƐ ŽĨƚĞŶ ŚĂǀĞ ƚŚĞŝƌ ŽǁŶ
ŶĞĞĚƐ ĂŶĚ ŚĞĂůƚŚ ĐŽŶĚŝƚŝŽŶƐ͕ ǇĞƚ ƚŚĞǇ ƐƉĞŶĚ ƚŚĞ ŵŽƐƚ ƚŝŵĞ
ƉƌŽǀŝĚŝŶŐ ĐĂƌĞ͕ ĂŶĚ ĐŽŵƉĂƌĞĚ ƚŽ ĂĚƵůƚ ĐŚŝůĚƌĞŶ ĐĂƌĞŐŝǀĞƌƐ͕ ƌĞƉŽƌƚ
ŵŽƌĞ ďƵƌĚĞŶ͘ ZĞƚĂŝŶŝŶŐ Ă ƐĞŶƐĞ ŽĨ ƌĞůĂƚŝŽŶƐŚŝƉ ĐŽŶƚŝŶƵŝƚǇ ĂŶĚ
ĐŽƵƉůĞ ŝĚĞŶƚŝƚǇ ĐŽŶƚƌŝďƵƚĞƐ ƚŽ ĂĚũƵƐƚŵĞŶƚ ĂŶĚ ƋƵĂůŝƚǇ ŽĨ ůŝĨĞ͘
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PREPARING E-MUSIC BOX SONGS



“I DO”ZĞǆƉůĂŝŶƐ͕ŵŽĚĞůƐ͕ƚĂůŬͲĂůŽƵĚ
“WE DO” ZŝŶƚĞƌĂĐƚƐǁŝƚŚ͕ƉƌŽŵƉƚƐ͕ĐƵĞƐĐŽƵƉůĞƐ
“YOU DO”
ŽƵƉůĞƐƉůĂǇŝŶĚĞƉĞŶĚĞŶƚůǇ

DEVELOPING INSTRUCTIONS

DEVELOPING THE E-MUSIC BOX

Jennifer Lang (PhD); Shelley Peacock (PhD, RN)

2. PRACTICE CONTRIBUTIONS
/ŶĐƌĞĂƐĞ ĂǁĂƌĞŶĞƐƐ ĂďŽƵƚ ŵƵƐŝĐ ŝŶ ĚĞŵĞŶƚŝĂ ĐĂƌĞ͖ ƉƌŽǀŝĚĞ Ă
ŵĞĂŶƐ ƚŽ ďƌŝŶŐ ŵƵƐŝĐ ŝŶƚŽ ƚŚĞ ůŝǀĞƐ ŽĨ ĐŽƵƉůĞƐ ŝŵƉĂĐƚĞĚ ďǇ
ĚĞŵĞŶƚŝĂ͖ ƐƵƉƉŽƌƚ ƐƉŽƵƐĂů ŝŶĨŽƌŵĂů ĐĂƌĞŐŝǀĞƌƐ

1. RESEARCH CONTRIBUTIONS
ĚǀĂŶĐĞ ŬŶŽǁůĞĚŐĞ ŝŶ ϯ ĂƌĞĂƐ͗ ĐŽŐŶŝƚŝǀĞ ŶĞƵƌŽƐĐŝĞŶĐĞ ŽĨ
ŵƵƐŝĐ ;ƐŽĐŝĂů ďŽŶĚŝŶŐ ŝŶ ŐƌŽƵƉ ŵƵƐŝĐͲŵĂŬŝŶŐ ĂŶĚ ĞǆƉĞƌŝĞŶĐĞ ŽĨ
ũŽŝŶƚ ĂŐĞŶĐǇ͕ ĂŶĚ ͲŵƵƐŝĐ ďŽǆĞƐ ĂƐ ĂŶ ĞŵƉŝƌŝĐĂů ŵĞƚŚŽĚͿ͖
ĚĞŵĞŶƚŝĂ ĐĂƌĞ ;ƌĞůĂƚŝŽŶƐŚŝƉ ĐŽŶƚŝŶƵŝƚǇ ĨŽƌ ĐŽƵƉůĞƐ ůŝǀŝŶŐ ǁŝƚŚ
ĚĞŵĞŶƚŝĂ͖ ĂŶĚ ŵƵƐŝĐ ƚŚĞƌĂƉǇ ;ŐƌŽƵƉ ŵƵƐŝĐͲŵĂŬŝŶŐ ŝŶ ĚĞŵĞŶƚŝĂ
ĐĂƌĞͿ

ANTICIPATED OUTCOMES

^dhzϮ
ZĞĐƌƵŝƚϯŽůĚĞƌĂĚƵůƚĐŽƵƉůĞƐĂƐƉĞƌ^ƚƵĚǇϭƉůƵƐĐƌŝƚĞƌŝĂ͗
ΎŽŶĞƉĞƌƐŽŶŝƐĚŝĂŐŶŽƐĞĚǁŝƚŚĞĂƌůǇͲƐƚĂŐĞĚĞŵĞŶƚŝĂ
ĂƚĂĐŽůůĞĐƚŝŽŶ
ΎůĞĂƌŶƚŽƉůĂǇƐŽŶŐƐƚŽŐĞƚŚĞƌƵƐŝŶŐͲŵƵƐŝĐďŽǆĞƐ
ΎƉƌŽǀŝĚĞĨĞĞĚďĂĐŬĂŶĚĂŶƐǁĞƌƋƵĞƐƚŝŽŶƐĂďŽƵƚƚŚĞĂĐƚŝǀŝƚǇ

^dhzϭ
ZĞĐƌƵŝƚϯŽůĚĞƌĂĚƵůƚĐŽƵƉůĞƐǁŚŽĂƌĞ
ΎŵĂƌƌŝĞĚͬŝŶůŽŶŐͲƚĞƌŵƌĞůĂƚŝŽŶƐŚŝƉƐ
ΎĂŐĞϱϱнǇĞĂƌƐ
ΎƐƉĞĂŬŶŐůŝƐŚĂŶĚůŝǀĞŝŶ^ĂƐŬĂƚŽŽŶ
ΎǁŝůůŝŶŐƚŽŵĞĞƚŝŶƚŚĞŝƌŚŽŵĞǁŝƚŚƌĞƐĞĂƌĐŚĂƐƐŝƐƚĂŶƚƐ
ĂƚĂŽůůĞĐƚŝŽŶ
ΎůĞĂƌŶƚŽƉůĂǇƐŽŶŐƐƚŽŐĞƚŚĞƌƵƐŝŶŐͲŵƵƐŝĐďŽǆĞƐ
ΎƉƌŽǀŝĚĞĨĞĞĚďĂĐŬĂŶĚĂŶƐǁĞƌƋƵĞƐƚŝŽŶƐĂďŽƵƚƚŚĞĂĐƚŝǀŝƚǇ

YƵĂůŝƚĂƚŝǀĞ ŵĞƚŚŽĚŽůŽŐǇ
DƵůƚŝƉůĞ ĐĂƐĞƐƚƵĚŝĞƐ͕ĞĂĐŚĐĂƐĞŝƐĂĐŽƵƉůĞ
DƵůƚŝƉůĞƐŽƵƌĐĞƐŽĨĚĂƚĂ
ΎŽďƐĞƌǀĂƚŝŽŶ͕ĨŝĞůĚŶŽƚĞƐ͕ǀŝĚĞŽƌĞĐŽƌĚŝŶŐ͕ŝŶƚĞƌǀŝĞǁ
ĞƐĐƌŝƉƚŝǀĞĂŶĚƚŚĞŵĂƚŝĐĂŶĂůǇƐŝƐ
ΎĂƐƐĞƐƐŝŶŐůĞǀĞůƐŽĨƐǇŶĐŚƌŽŶǇ͕ƉĞƌĐĞƉƚŝŽŶƐŽĨƚĂƐŬĚŝĨĨŝĐƵůƚǇ
ĂŶĚŽǀĞƌĂůůĞŶũŽǇŵĞŶƚ
ΎŽƉƉŽƌƚƵŶŝƚŝĞƐĨŽƌĐŽŵƉĂƌŝƐŽŶĂŶĚƉƌŽŐƌĞƐƐŝǀĞ
ŽƉƉŽƌƚƵŶŝƚŝĞƐĨŽƌŵŽĚŝĨŝĐĂƚŝŽŶĂĐƌŽƐƐ^ƚƵĚǇϭĂŶĚ^ƚƵĚǇϮ

METHODOLOGY

Jennifer Nicol (PhD, RDPsych, MTA); Justin Christensen (PhD); Janeen Loehr, (PhD);

USING THE E-MUSIC BOX IN DEMENTIA CARE
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Sleep Treatment
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• Burton & O’Connell demonstrated with a RCT that CR
can be delivered by Telehealth
• The RRMCi will soon deliver a single-case controlled
multiple baseline trial of Telehealth CR and measure the
impact on mood, quality of life, and satisfaction with
goal attainment for persons with MCI or dementia and
caregivers
• Karl Grewal, PhD student, will be exploring
technology + CR for his dissertation. Technology
includes in-home sensors to monitor behavior
• Future work - add Apple Watches to the CR+technology

Cognitive rehabilitation (CR) is an individual personcentered intervention that helps persons with MCI and
dementia achieve personally meaningful goals and
improve everyday function

O’Connell., M.E., Co-Is Bier, N., Couture, M., Giroux, S., Arlene, A., Spiteri,
R., Morgan, D., Dal Bello-Haas, V., Kirk, A., & Cammer, A, &
Collaborators Stewart, N., & Kosteniuk, J. Remote Assessment and
Interprofessional Intervention with Neuropsychology (RAIIN): Remote
Cognitive Rehabilitation and Acceptability and Feasibility of Technology
Facilitation of Rehabilitation. Applied for funding – not successful

Cognitive Rehabilitation

• CBTi a well-supported treatment of insomnia & useful
for persons with traumatic brain injury
• Sleep disturbance is common in persons with dementia
and caregivers
• We are modifying CBTi using cogitive rehab for
persons with dementia - CBTid – currently conducting
a feasibility RCT of CBTid for Telehealth delivery
• RRMCi will deliver a waitlist controlled RCT of CBTid
with rural caregivers and persons living with MCI or
dementia to improve self-reported sleep, mood, and
quality of life
• Future work
• Adapt the dyadic sleep treatment (NITE-AD which
is now DREAMSTART) for Telehealth delivery
• Randomly assign caregiver patient dyads to CBTid
vs DREAMSTART

Cognitive behavioural therapy for insomnia adapted
to dementia (CBTid) See Dr. Panyavin’s poster

O’Connell, M. E., & Co-Is Rapoport, M., Cammer, A., McWilliams, L.,
Hunter, P., Kirk. A., Morgan. D., Dal Bello-Haas, V., Hadjistavropoulos,
T., & Panyavin, I. (1 March 2019-28 Feb 2020). RAIIN – Remote
Assessment and Interprofessional Intervention with Neuropsychology –
Remote Treatment of Sleep Disturbance for Persons with Dementia and
their Caregivers, $50,000. Saskatchewan Health Research Foundation
(SHRF) & Centre for Aging and Brain Health Innovation (CABHI)
Innovative Development grant.

Indigenous Caregiver Support Group
Indigenous caregivers need a safe space to share and
encourage social inclusion
• We will work with the File Hills Qu’Appelle Tribal
Council in Southern SK to collaboratively develop
Indigenous caregiver support groups that can be offered
province-wide and remotely facilitated by the RRMCi

• CCNA Team 16’s is creating a driving cessation support
group program augmented by problem solving therapy
• We will adapt for Telehealth delivery, deliver from the
RRMCi, and evaluate efficacy for rural families.

O’Connell, M. E., Bourassa, C., & Boheme, G.

Driving cessation has psychological consequences that
are not well managed

O’Connell, M. E., Rapoport, M., Naglie, G., & Seitz, D.

Driving Cessation

The RRMCi includes common intake and outcome measures of cognition, mood, function, and an interview with a
collateral informant
• One intake and outcome measure is cognitive assessment with a brief telephone-administered neuropsychological
battery
• O’Connell has developed an algorithm for this battery, and Jake Ursenbach, PhD student, is adding this telephoneadministered battery to the RRMC to gather support for the validity of the algorithm

Team 15 Includes the RRMCi

NPI O’Connell, M. E., Co-PI Morgan, D. & Co-Is Kosteniuk, J., Kirk, A., Stewart, N., Cammer, A., Dal Bello-Haas, V.,
D.; Astell, A., Bier, N., Boeheme, G., Bracken, J., Haase, K., Herron, R., Hadjistravopoulos, T., Holroyd-Leduc, J.,
Holtslander, L., Hunter, P., McWilliams, L., Micheal, J., Naglie, G., Peacock. S., Rapoport, M., Seitz, D., Skinner, M.,
& Walker, J. (1 April 2019 - 31 March 2024). Canadian Consortium on Neurodegeneration in Aging (CCNA) Phase
II, Team 15: Issues in Dementia Care for Rural Populations. $683,300 (from CCNA PHASE II Partners, $333,300
Alzheimer Society of Canada, $50,000 Brain Canada, $100,000 CABHI, & $200,000 SHRF).

O’Connell, M. E. & Teams as Detailed Below
RuralCARE app

ACKNOWLEDGEMENTS

• Caregivers might not engage with their social network
due to poor identification of social support and thoughts
like – “I can’t ask for help,” etc.
• Systematic review of interventions for informal social
supports - See August Kortzman, PhD student’s
poster
• From this systematic review Kortzman will adapt an
intervention for caregivers of persons with dementia
and for Telehealth delivery
• An individual social network intervention will become
part of the RRMCi
• Future work
• Meghan Flath, MA-level student, will explore pet
assisted socialization for social inclusion for
introverted persons living with cognitive impairment

Social inclusion for caregivers is critical

O’Connell, M. E., Panyavin, I., Kortzman, A., Peacock, S., Holtslander, L.,
McWilliams, L.

Social Network Intervention

• O’Connell et al. developed a Telehealth caregiver
support group for spouses of persons with atypical
dementia such as due to frontotemporal dementia (FTD)
and the Alzheimer Society has this as a provincial
resource
• We are adapting a co-designed caregiver smartphone
app to be an adjunct to the Telehealth support groups
• We will train caregivers how to use this app
• We will trial use of this app and measure impact on
mood and social connectedness
• Future work
• Add resource information to the app – collaborate
with Australian researchers and researchers at
University College London
• Consider app as a stand-alone caregiver support
platform to increase social inclusion

Adapt a smartphone app for rural caregivers to increase
their social inclusion – see Dr. Peacock’s poster

Peacock, S., & Co-Is Haase K., Sari, O., Thurmeier, R., Holtslander, L.,
Michael, J., & Macrae, R. (1 March 2019-28 Feb 2020). Adapting a
caO’Connell, M. E., regiver co- designed mental wellness app for rural
caregivers of persons with dementia: RuralCARES, $45,380. SHRF &
CABHI Collaborative Innovative Development grant.

RRMCi – Rural and Remote Memory Clinic-interventions

Reclaiming Yourself Tool: A Psycho-social Writing
Intervention for Older Adults Bereaved of a Spouse
with Dementia

Shelley Peacock; Lorraine Holtslander; Genevieve Thompson; Megan O’Connell; Melanie Bayly; & Kirstian Gibson

Introduction

Reclaiming Yourself Tool

Bereaved spouses of a person with
dementia have been identified as being in
need of bereavement interventions. The
Reclaiming Yourself tool was developed to
fill a gap in the current interventions
available to bereaved spousal carers.

The tool is intended to encourage
reflection, through focused writing, with
the overall goal of assisting bereaved
spouses to find their own unique way of
moving ahead in their grief. There are
exercises included in the tool to help
spouses to reclaim themselves in life.

Phases of tool development

Section 1 of Tool: Deep Grieving
This section consists of activities that
address the process of deep grieving (e.g.,
feeling empty after a death or feeling
overwhelmed / consumed by sadness).
Activities include:
vExpressing Your Emotions
vTime Out
vCreate a Support System
vCreative Space

Section 2 of Tool: Embracing Self
This section consists of activities that
address the process of reclaiming who you
were before dementia touched your life.
Activities include:
vPast Enjoyable Activities
vRecovering Pleasant Activities
vGetting Creative
vCreative Space

Section 3 of Tool: Moving Forward
This section consists of activities that
address the process of moving forward.
Activities include:
vLetting Go of Regrets
vMy Story Makes Me Stronger
vCreative Space
Acknowledgements
We would like to thank all the research participants that contributed to this tool. Thanks
also to LutherCare Communities and the Alzheimer Societies of Saskatchewan and Manitoba
for their support.
We gratefully acknowledge the generous funding from the Saskatchewan Health Research
Foundation.

Available: https://research-groups.usask.ca/reclaimingyourself/

23

Contact
Shelley Peacock, RN, PhD
Associate Professor
College of Nursing,
University of Saskatchewan
Shelley.peacock@usask.ca

24

Make
dementia
matter.

our lives.

and programs that impact

decisions about policies

Learn more at www.dementiacanada.com

Creation of national guidelines for a strengths-based rehabilitation
program, activated immediately following a diagnosis of dementia.

Rehabilitation to live as well as possible
with a dementia diagnosis.

Regulation of Personal Support Workers, and the establishment of
federal regulations for core competencies and standards of
excellence in dementia care.

Standards of excellence in dementia education.

Appointment of a dedicated system navigator from diagnosis through
to end of life to help with all aspects of care coordination.

A single point of contact to mitigate a
fragmented system.

Development of a national public awareness campaign to raise
awareness about dementia.

Reduce stigma.

We want to have an active

and respected role in

Our Priorities & Recommendations:

Voices of Lived Experience

We are speaking up.

dementia.

people living with

care partners and

group of Canadian

We are a grassroots

Dementia
Advocacy
Canada

Sources:
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/dementia-strategy.html
http://www.cihi.ca/en/dementia-in-canada/spotlight-on-dementia-issues/young-onset-dementia

number of Canadians that are
a family or friend caregiver for
someone currently living
with dementia

486,000

approximate number of
seniors who are diagnosed
with dementia every hour
in Canada

~9/hr

projected total cost of health
care and out-of-pocket
caregivers costs in
Canada by 2031

$16.6B

approximate proportion of
Canadians with dementia
younger than 65

3%

projected number of
Canadians living with
dementia by 2031

937,000

number of Canadians over
65 currently living with
diagnosed dementia

>419,000

Dementia is a
health care crisis
in Canada.
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• Inclusion of an intended participant/user can
enrich the methodological approach10 and
protect against single-sided conceptualization
in pilots11.

• Critical in establishing foundation for pilot
studies8, ensuring that implementation is
practical, and minimizing threats to validity9.

FEASIBILITY-PARTICIPATORY STUDIES

• Examples include appointment-based
dynamic6 (automatic loss of questions not
answered within a prescribed time period),
and anonymous leader board or progress
board7.

• Refers to application of game-like elements to
non-game settings, to increase enjoyment in
participation6, 7.

GAMIFICATION

• Spaced education for healthcare professionals
is routinely delivered via technology-based
mediums such as email, and smart phones4,5,6,
and noted to be as effective as face-to-face
education6.

• Presentation of correct answer = delivery of an
educational piece.

• Derived from spacing and repetition
• Learning is facilitated by spaced presentation of
materials (pre-determined intervals), in a
repetitive manner.

research4.

• Rural healthcare providers report a lack of
access to dementia education/training3, and
so are more likely to chose to refer a patient
to a specialist.

SPACED EDUCATION

A. Scerbe1, M. E. O’Connell1, D. Morgan2, D. Kosteniuk2

QUALITATIVE ANALYSIS

Endorsement for inclusion of
varied presentation formats

Enthusiasm regarding mobile
application format

Notification of new content
should resemble popular movie
streaming services
Enthusiasm regarding visual and
auditory content

Visual Presentation of Content

Feasibility

Endorsement of gamificationstimulating healthy competition
Endorsement for podcast type
education
Dislike for emailing of
educational content

Enthusiasm regarding inclusion
of case studies

Suggestion for researchers to
present in person to stimulate
initial user buy in

Support for including
acknowledgment for completion

Enhancing User Participation

Correct Answer

Positive perceived information
relevance, ease, applicability of
information
Suggestion to keep number of
Intervention won't incur burden
questions presented at a time to on primary healthcare
2, and provide immediate
feedback
Enthusiasm regarding information Importance of continuing
dementia education for primary
appeal to authority
healthcare
Endorsement for testing longPlausible anticipation of
term knowledge
involvement of physicians

Support for repetition of
educational content

Format of Presentation

• Semi-structured interview, was transcribed and analyzed using content analysis.

Educational
Piece

Multiple Choice Question

SMART PHONE APPLICATION INTERFACE

• Questions were programmed and presented in Ethica (smart phone application for healthcare research
use).
• Three formats: case-based vignettes, short white board educational videos, and textual content
followed by multiple choice questions.
• Collaborator reviewed a presentation on research regarding digitally-delivered spaced-education for
healthcare providers (when to refer to a specialist), and was interviewed regarding the content,
presentation/format of questions, and reception of such materials.

METHODOLOGY

•Content was designed to educate on when to refer a patient to a specialist.

• Educational content used in proposed intervention was based on the Primary Care Dementia
Assessment and Treatment Algorithm Project (PC-DATA) algorithm developed by Dallas Seitz.

• Assumes principles of participatory research to answer questions regarding feasibility and acceptability
of digitally-based dementia education.

• A feasibility study was conducted with one rural primary healthcare provider.

PRESENT STUDY

Most desirable format of presentation
included case-based scenarios, and whiteboard style educational video snippets.
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• A limitation included involvement of a
single respondent, however the respondent
has been employed in healthcare field for
over 33 years and has worked in the context
of a “closely knit” rural primary healthcare
team during this time.
• Moving forward, researchers will consider
a strategy for gaining healthcare participant
buy in (e.g., intermittent check-ins,
presentations, team champions).

LIMITATIONS AND FUTURE DIRECTIONS

• There was a strong support for development
of short podcast style content presentation.

•

• Suggested changes included enhancing the
mobile application interface to include
immediate feedback after a response.

• The interview revealed an overall positive
reception and anticipated delivery of digitallybased spaced education for rural primary
healthcare.

GENERAL FINDINGS

Department of Psychology, University of Saskatchewan, 2Canadian Centre for Health and Safety in Agriculture, University of Saskatchewan

• Dementia is generally perceived as more
complex than other conditions by medical
specialists1, 2.

INTRODUCTION

1

Feasibility and Acceptability of Digitally-Delivered Spaced-Education for
Dementia
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A. Stobbe1, A. Cammer1, & L. Thorpe2

• A 32-item online survey was developed and
distributed to RDs practicing in LTC via
Dietitians of Canada’s Gerontology Network.
• Inclusion criteria: currently practicing as a RD
and currently working in LTC.
• Qualitative data was analyzed thematically.
• Quantitative data was analyzed using SPSS.

Methods

• What are the demographic and
occupational characteristics of RDs?
• What is the current state of RD practice
competence (knowledge, confidence, &
application) related to EoL nutrition care?
• What is the relationship between practice
competence, RD demographics, and
occupational characteristics?

Research Objective: Examine the
current state of practice of RDs working
in LTC regarding EoL care.
Does your home have a
Comfort Feeding Policy?

Policy
Yes
No
p value

Comfort in having
discussions about
EoL nutrition care
with residents’
family
M ± SD
3.12 ± .65
2.77 ± .85
.058

Confidence in
providing
nutrition care to
residents at EoL
3.15 ± .61
2.82 ± .69
.032*

M ± SD

Yes/ In Development
25%

3.19 ± .57
2.67 ± .65
.001*

M ± SD

Knowledge of
applying comfort
feeding principles
to residents at EoL

3.19 ± .63
2.67 ± .71
.001*

Confidence in
applying
comfort feeding
principles at
EoL
M ± SD

Average percentage of resident
caseload currently prescribed
comfort feeding.

Percentage of RDs with ≥ 1

receiving referrals & not made
aware resident is at EoL
Time Constraints: Limited
hours & servicing multiple LTC
homes

Is your role being used
to its fullest capacity?
No
Yes
Unsure
24%
31%
45%
Lack of Involvement: Not

Mean % of
residents at
EoL.

15%

currently prescribed
86% resident
comfort feeding.

10%

providing [the] resident with foods and
fluids that are accepted, tolerated and
provide comfort”.

Therapeutic Modifications to
Nutrition Care: “Helping the team in

Educate family & staff: “Helping the
family understand and accept changes to
intake, mood, [and] desire to eat at end of
life”.

No 75%

549).

Median
resident case
load (range: 1-

166

RD Role in End-of-Life Care

Mean number
of LTC homes
RDs provide
care.

RDs described the role as twofold:

Full-time
49%

Part-time
51%

2

0.92%

0%

53.21%

20%

27.52%

18.35%

40%

0%

20%

2.75%

33.03%

40.37%

23.85%

40%

No confidence

Some confidence

Full confidence

Moderate confidence

20%

0%

1.89%

20%

33.02%

49.06%

16.04%

0%

40%

56.60%
29.25%
1.89%

12.26%

40%

What is your current level of
confidence in applying comfort
feeding principles at EoL?

No knowledge

Some knowledge

Moderate knowledge

Expert level knowledge

What is your current level of
knowledge of applying comfort
feeding principles to residents at
EoL?

Not comfortable

Somewhat comfortable

Moderately comfortable

Fully comfortable

How comfortable are you having
discussions about EoL nutrition
care with family of residents?

No confidence

Some confidence

Full confidence

Moderate confidence

What is your level of confidence
about providing nutrition care to
residents at EoL ?

60%

60%

60%

60%

• Of the 130 respondents who attempted the survey, 114 complete and valid responses were received.
• The average age of participants was 42.69 years (SD = 13.55), with 16.12 years (SD = 12.57) experience as a
RD and 11.66 years (SD = 9.41) working in LTC. Most (97.32%) respondents were female and 59.30%
practice in Ontario.

• In long-term care (LTC), Registered Dietitians
(RD) are the health care professionals
specialized in food and nutrition care.
• Many LTC residents are frail older adults that
will experience end of life in their LTC home1,2.
• End of life (EoL) refers to the days to months
prior to death. Residents’ quality of life should
be the priority at this time3.
• Body functions like
Comfort Feeding:
digestive processes
Careful hand feeding in
slow considerably at
the least invasive and
EoL. Minimal hunger
most enjoyable way
possible. Mouth care,
and thirst is normal
gentle touch and
at this time4.
conversation when oral
• Families may
feeding is no longer
experience distress
appropriate5.
when their loved one’s
food and fluid intake declines.
• Comfort feeding only, first proposed for
individuals with late stage dementia, is
recommended as a best practice at EoL5,6.
RD hours

Results

College of Pharmacy and Nutrition, University of Saskatchewan; 2Department of Community Health and Epidemiology, College of
Medicine, University of Saskatchewan

Background

1

Registered Dietitians Current Practice in Endof-Life Care in Long-Term Care Homes

1. Ontario Long Term Care Association. (2018). This is Long-Term Care 2018. Retrieved from
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2. Canadian Institute for Health Information. (2018). Profile of Residents in Residential and Hospital-Based
Continuing Care.
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• Complete an adjusted analysis of survey
data.
• Conduct in-depth interviews with RDs
working in LTC to gain a deeper
understanding of their experience with
EoL care and comfort feeding in the LTC
context.

Next Steps

• Participants were recruited via the
Gerontology Network; not all RDs practicing
in LTC are members of this network.
• We do not know how many RDs received the
survey link and therefore cannot calculate a
response rate.

Limitations

• EoL care is an important practice area for
RDs; more should be done to involve RDS in
the EoL care team, and to improve practice
competence for RDs in EoL care and comfort
feeding at EoL.

Implications for Practice

• Overall, most RDs endorse moderate or full
practice competence in EoL nutrition care and
comfort feeding.
• RDs reports of moderate or full confidence in
providing nutrition care at EoL and moderate
or full knowledge and confidence in applying
comfort feeding principles at EoL in LTC were
positively associated with having a formal
Comfort Feeding policy.
• Nearly half of RDs felt their role in EoL care
was not being used fully.

Conclusions
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INTRODUCTION

METHODS

CONCLUSIONS

• Half of mild to moderate dementia
cases are undiagnosed1,2 and many
primary care providers (PCP) lack
training and time to administer
necessary cognitive tests.

• Secondary analysis – 887 community dwelling adults with independent
classification of MCI or no cognitive impairment.

• Long- and short-form interpretive
algorithms for CAMCI-R performance
estimate probability that patient
presenting to primary care would be
classified as MCI or not by
independent neuropsychological
evaluation.

• Mild cognitive impairment (MCI)
is important to diagnose.3
• Computer Assessment of Memory
and
Cognition
–
Research
(CAMCI-R)8 a computer-based
cognitive test with evidence for
reliability and validity in detection
of MCI 4,5 - is easily administered
and influences PCPs’ care
decisions.6

• Dataset/2 = training and cross-validation.
• Estimated logistic regression model with principal components of all CAMCIR raw scores in training dataset (‘full test model’).8
• Backwards stepwise logistic regression of the estimated log odds of MCI
regressed on the principal components of the CAMCI-R scores, stopped when
the ‘short-form model’ accounted for 95% of the variance of the ‘full test
model.’
• Receiver Operator Characteristic (ROC) curves of principal component scores
from ‘full test model’ and ‘short form model’ with independent dx as criterion
RESULTS

• The CAMCI-R requires about
25 minutes to administer which
is considered to be too long for
some busy PCPs.7
OBJECTIVE

Develop a short form version of the
CAMCI-R that approximates the
classification accuracy of the full
test.
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to screen 1000 older adults in a
population with an 8.4% baserate of
MCI, predictive values are:
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CAMCI assesses 5 cognitive domains in 7 tasks.

• Executive function. Go-no-go task.

• CAMCI-R short-form less than half
the duration of the long form without
substantial loss to classification
accuracy.

• Full CAMCI-R classification accuracy within the cross-validation sample
area under curve (AUC) = 0.82 [95% confidence interval 0.77 – 0.87]).
• Youden’s optimal threshold cut off, sensitivity 0.74 [0.64 – 0.82] and
specificity 0.79 [0.72 – 0.85].
• In cross-validation sample, short-form AUC = 0.80 [0.74 – 0.85], at Youden’s
cut off sensitivity = 0.74 [0.64 – 0.82] and specificity = 0.70 [0.63 – 0.77]).
• Completion time for the full CAMCI-R is 24.0 minutes. Short form is 9.3
minutes.
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