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DISCLOSURES

= | conduct clinical trials through the Consortium of Canadian Centres for Clinical
Cognitive Research (C5R) and the Clinical Trials Unit at Island Health

= These include trials sponsored by industry: Roche, Intelgenx, Anavex, Green Valley,
Cerevel, NovoNordisk

= | have consulted for Roche, Biogen, Boehringer-Ingelheim, and Hydrocephalus
Canada

" | have received grant support from CABHI, and the Neil and Susan Manning
Cognitive Health Initiative

= | will not be discussing any material directly pertinent to these
potential conflicts...



LEARNING OBJECTIVES

After attending this session, participants will be able to:

|. Discuss opportunities for improvement in outpatient care of persons living with
dementia provided by the Memory Clinic model.

2. Explain the concept of the Learning Health System model.

3. Describe the applicability of the Learning Health System model into care
provided by a Memory Clinic.



MEMORY CLINICS

= Established in the 1980’s with the following objectives:
|.  To forestall deterioration in dementia by early diagnosis and treatment.

2. To identify and treat disorders other than dementia that might be contributing to the
patient's problems.

3. To evaluate new therapeutic agents in the treatment of dementia.

4. To reassure people who are worried that they might be losing their memory, when no
morbid deficits are found.
(Fraser M.In:Arie T, ed. Recent advances in psychogeriatrics, 1 992)

= Have proliferated widely since then, particularly in developed countries



Development of memory clinics in the Netherlands over the last 20 years
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CHARACTERISTICS
OF IDEAL MEMORY
CLINIC

Easy to access (geography, referral process, waitlist)

Comprehensive, timely diagnosis using up-to-date
methods

* Interdisciplinary assessment
* Access to up-to-date technology

Referral and therapy across spectrum of cognitive decline

 Cost-effective pharmacological therapies

* Nonpharmacological treatments

* Care partner / family support

* Seamless integration with community resources

Provide follow-up as appropriate (esp. with fewer GPs)

Provide access to research opportunities for patients




CHALLENGES TO MEMORY CLINIC MODEL

= lack of evidence that they actually work!

= More concentrated in academic centres

= More specialist-led clinics

= lack of trained personnel across all disciplines

= Lack of centralized / co-ordinated model across a jurisdiction (cf. cancer care)
= Type of care provided is quite variable across clinics

= Mission of clinic depends upon the funder...



OUR MEMORY CLINICS

= Specialist Memory Clinic, Royal Jubilee Hospital, Victoria
=  Embedded within Seniors’ Outpatient Clinic
= Neurologist, geriatricians, geriatric psychiatrists, NP
= NUA, OT, RN, SW, rapid access to PT, NCA, pharmacist
®  Primary Care Memory Clinics,Victoria, Nanaimo
= Part of MINT Clinic network
= GPs,NUA, OT, RN, SW

" Access to specialists...
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A system In which science, informatics, incentives, and

culture are aligned for continuous Iimprovement and
Innovation, with best practices seamlessly embedded in the
care process, patients and families as active participants in all

elements, and new knowledge is captured as an integral by-

LEARNING HEALTH SYSTEM

product of the care experience.

Committee on the Learning Health Care System in Americalnstitute of Medicine, 2013



LEARNING HEALTH SYSTEM

External Evidence Interpret Results
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Friedman C., Learning Health Systems, 2022



LHS

OUTCOMES
Knowledge
management
] Form Community of Interest
Practice Clarify problems with systems thinking Data to
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Shared decision making
Actions for change (Ql & Research)
LHS
Knowledge
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Change management
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Menear M. et al.,, Health Research Policy and Systems, 2019



LEARNING
HEALTH SYSTEM

Different

Problems ™.

*——Slower Cycle

. Rapid Cycle
Common infrastructure '
can support multiple LHS
cycles

(Friedman, 2017)

- Technology Process




ADVANTAGES OF THE LHS APPROACH

Improve the patient
experience and
outcomes

Improve system value
and decrease costs

Promote evidence,

research and innovation Reduce practice
to inform practice and variations
decision making

Increase workforce
satisfaction




EXAMPLE: IMPLEMENTATION OF A

PSYCHOEDUCATIONAL PROGRAM FOR MC|

= Mild Cognitive Impairment / Mild Neurocognitive Disorder

= A syndrome that defines a person with objectively-validated subjective cognitive
complains that do not impair their day-to-day function (vs. dementia)

= May be a prodromal state of dementia

= Patients often have retained insight and actively seek help

" Pre-LHS state: locally-developed psychoeducational course scheduled for
updating

®=  Problem: no data on outcomes for this course

" Problem: COVID pandemic — can this course be administered online?



Lit. review: “Learning the
Ropes for MCI” course




Learning the Ropes for Living with
MCI®

Less than a minute read

ot o

Learning the Ropes for Living with MCI® is a program that supports

people living with mild cognitive impairment (MCI) and their partners in

calies




Lit. review: “Learning the
Ropes for MCI” course
Consultation with patient
partners, OTs, LHS
community — adapt to
local context

LTR Local Implementation

|. Selection of outcome
measures, including PDOs

2. Pre- and post data coll.

3. QI not research




Known to self Not known to self

o

)

. o

o

nar

S Openiaread Blind spot

e or Arena

2

)

==

N
c
S g Hidden area
=~ O or fagade
o8

The Johari Window Model



Lit. review: “Learning the
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community — adapt to
local context

LTR Local Implementation
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Pre- and post data coll.
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ANOTHER EXAMPLE

= Modernizing cognitive assessment

= Dual-task gait analysis proposed as
easy, useful measure




Literature identifies dual-
task cost as marker of
cognitive deterioration
Paradigm for local
implementation developed

DTG Local Implementation

|. “Easy” but time
consuming

2. Clinicians feel no new
knowledge added

Maybe DTG not ready for
clinical implementation
Liaise with university
school of exercise science
-> plan more in-depth
research study




FACILITATORS

= Philanthropy to ignite the flame + ongoing support

= Buy-in from Health Authority
=  Funding clinical positions with time protected for LHS activities

= Novel position: Learning Health System Facilitator
= Blends education, professional practice, administration, and research
= Flexibility is the key

= Communication with stakeholders and making them part of the ColL



CHALLENGES

= Carve out time and funding for LHS activities beyond direct clinical care

= Requires huge mind-shift for health funders
= Prioritize potential problems to be approached through LHS model

= Data systems... big and small

= And integration into other existing data structures
" Integrate into “usual” clinical operations and structures

= Keep patient needs at the centre at all times — recruit patient partners
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