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1 Introduction  

This report presents the evaluation of the results of a long process of developing the 

“Initiative ministérielle sur la maladie d'Alzheimer et autres troubles neurocognitifs 

majeurs” (Ministerial initiative for Alzheimer’s disease and other major neurocognitive 

disorders) through its impacts on changes to practices in the context of family medicine 

groups.  

Following the expert report on Alzheimer’s and related diseases in 2009 often referred to 

as the ‘Quebec Alzheimer Plan’i and identified hereinafter as the Plan, the Ministère de la 

santé et des services sociaux (MSSS) developed the “Initiative ministérielle sur la 

maladie d'Alzheimer et autres troubles neurocognitifs majeurs,” which focuses on 

primary care and improving the accessibility and quality of services for patients with 

Alzheimer’s and other major neurocognitive disorders. The Ministerial initiative was 

headed by an MSSS team, supported by the author (Howard Bergman) of the expert 

report written on the Plan. The ministerial team consulted the clinical community and 

requested a research reportii to develop a concrete strategy for implementing the 

initiative.  

The MSSS then issued a call for “targeted implementation projects”iii in 2013, with the 

aim of trying out the various strategies for implementing the principles promoted by the 

Plan, using the expertise of players in the field, with a view to identifying the most 

effective ones to be extended across Quebec. The MSSS selected 17 projects, across 14 

regions, which corresponded to the 42 Family Medicine Groups (FMG). It also oversaw 

the development of reference documents and tools, including the “Processus clinique 

interdisciplinaire en 1ère ligne”ii (“primary care interdisciplinary clinical process”) and 

training documents based on the opinions of experts in the four Réseaux Universitaires 

Intégrés de Santé (RUIS). The MSSS assigned funding to each project and deployed a 

change management strategy engaging the four RUISs in individualized support ensured 

by four project managers (supervised by the geriatric communities at Laval, Sherbrooke 

and Montreal and the academic family medicine and geriatric medicine communities at 

McGill), as well as monitoring of activities by an MSSS monitoring committee.  

Following a peer-reviewed competition, the Fonds de Recherche du Québec–Santé 

(FRQS) selected and funded the project submitted by a team of 18 researchers at four 

universities (Sherbrooke, Montreal, Laval and McGill) to conduct an evaluative study to 

                                                 
i http://publications.msss.gouv.qc.ca/msss/fichiers/2009/09-829-01W.pdf (in French) 

  https://www.mcgill.ca/geriatrics/files/geriatrics/qap_english.pdf (in English) 
ii http://publications.msss.gouv.qc.ca/msss/document-001071/ (in French) 
iii For details about the ministerial initiative, the tools developed and training, see 

http://www.msss.gouv.qc.ca/professionnels/maladies-chroniques/alzheimer-et-autres-troubles-

neurocognitifs-majeurs/ (in French) 

http://publications.msss.gouv.qc.ca/msss/fichiers/2009/09-829-01W.pdf
https://www.mcgill.ca/geriatrics/files/geriatrics/qap_english.pdf
http://publications.msss.gouv.qc.ca/msss/document-001071/
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inform decision-makers of the Plan’s impacts, identify elements that explain these 

impacts and draw lessons from the implementation projects with the view to improving 

the projects themselves and gradually extending them across Quebeciv.  

More specifically, the evaluation was aimed at:  

1. Assessing changes in the follow-up of elderly patients with cognitive disorders in 

participating FMGs; 

2. Assessing changes in the initial evaluation, diagnosis, referrals to “memory” 

clinics, and treatment of cognitive disorders in elderly patients in participating 

FMGs; 

3. Assessing the attitudes, knowledge and practices of the clinicians in FMGs 

participating in the Alzheimer’s Plan; 

4. Describing the process for distributing the Plan through the call for projects, the 

project selection process, and providing support for them; 

5. Identifying barriers and facilitators in implementing projects in their local context.  

To achieve these objectives, a convergent mixed methods study design was used to 

conduct this evaluative study, with the following streams:  

− A quantitative component for objectives 1 to 3. This included a review of the files 

of elderly patients in participating FMGs before and after the Plan’s 

implementation in order to have an objective assessment of the Plan’s impact on 

the quality of care provided by the FMGs. We also addressed questionnaires to 

clinicians in participating FMGs during implementation of the Plan, to understand 

the context in which the impacts were occurring. 

− A qualitative component for objectives 4 and 5. This included analysis of 

documents, interviews, focus groups and observations during implementation of 

the Plan, to learn about the implementation strategies. 

Using participatory research principles and methods, the research team worked closely 

with the MSSS, managers in the healthcare network, clinicians and representatives of 

patients and caregivers to support the implementation of the projects, make 

improvements, assess their impacts and draw lessons from the findings. This is the fourth 

report submitted to the MSSS and follows up on numerous knowledge-transfer activities. 

Although the analyses have not all been finalized, the report provides an in-depth portrait 

of the Plan’s impacts, factors that facilitated achievement of the results, and obstacles 

encountered.  

We are initially presenting a very brief summary of the study’s results, followed by 

recommended course of action to extend the Alzheimer’s Plan throughout Quebec. More 

                                                 
iv FRQS - Fonds de recherche Québec Santé, Fonds Pfizer-FRQS-MSSS: “Plan d’action ministériel sur les 

troubles cognitifs liés au vieillissement : une évaluation de l’implantation et des résultats des projets 

initiaux en vue d’une généralisation progressive au Québec.” (FRQS #28859) 2013-2016 
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detailed results, along with the analyses remaining to be done and work under way, are 

found in the complete report.   
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2 Summary of the main findings of the evaluative study  

 

Overall, the research findings indicate that the Ministerial Plan has had the 

expected impact: 

• The FMGs ability to follow up with patients with diagnosed cognitive disorders 

is improving, as demonstrated by the results of file reviews: 

o The frequency of follow-up is increasing: the number of contactsv 

between patients and their FMGs is increasing, with an average two 

additional contacts per patient over a nine-month period; 

o The quality of the follow-up is improving: the overall quality score has 

increased from 44% to 52%;  

o This increase in the overall score is measured by the fact that FMG 

clinicians are doing more of the subsequent follow-ups, for more than half 

of the patients: they evaluate functional activities, weigh the patients, 

indicate in the patient’s file if there is a need for a referral to the CLSC, 

evaluate the behavioural and psychological symptoms of dementia. They 

are also prescribing fewer anticholinergic drugs, a move in the right 

direction;  

o Some aspects of the follow-up still need to be improved: 

▪ Subsequent follow-ups have improved but are still not being done 

in the case of less than half of patients: evaluating the caregiver’s 

situation and needs, identifying the need to test driving ability, 

identifying the need to refer the patient to a community 

organization, and monitoring “Alzheimer’s” medicationvi; 

▪ Monitoring of cognitive impairment by cognitive testing is not 

increasing.  

• The FMG’s capabilities are improving when it comes to identification of patients 

with cognitive disorders in their elderly population, initial evaluation of cognitive 

disorders, diagnosis and initial drug treatment. At the same time, there has been a 

decrease in the specialists’ involvement in diagnoses and the initial prescription 

of “Alzheimer’s” treatments;  

o It was observed that: 

▪ identification of patients in FMGs is increasing, as witnessed by 

the higher frequency of notes on cognition in patient files;  

▪ the initial evaluation of cognitive disorders in patients coming to 

the FMG is increasing, as seen in the increase in cognitive tests 

conducted during the initial evaluation; 

                                                 
v Contacts between the patient and FMG clinician, in person, by telephone or by email 
vi Cholinesterase inhibitors and Memantine 
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▪ diagnoses of cognitive disorders are more often done by FMGs, 

with the number of diagnoses in memory clinics declining; 

▪ initial prescriptions of “Alzheimer” drugs are stable, but they are 

more often prescribed by the FMGs than by memory clinics; 

▪ new referrals to memory clinics are stable and their relevance is 

rising; 

▪ wait times for a consultation in a memory clinic are shorter.  

 

These impacts can be explained by the following: 

- The FMG clinicians have the knowledge and feel competent to identify, conduct 

the initial evaluation, diagnose, educate and follow patients with major cognitive 

impairment;  

- The FMG clinicians are following the practice guides;  

- Clinicians have a positive attitude toward the disease; 

- Clinicians like the Plan, and understand and agree with its principles; 

- Good interdisciplinary work is being done among physicians, nurses and social 

workers in the FMGs:  

o Nurses have assumed a broader role in identifying cognitive problems, 

conducting the initial evaluation and follow-up; 

o Some FMGs have hired social workers for some projects and have started 

to develop their role in patient follow-ups;  

o This interdisciplinary approach has not been implemented in a few 

projects, where the nurse’s role is restricted to conducting the tests. 

- The implementation strategy is innovative and relevant:  

o The MSSS has developed an innovative strategy: 

▪ It has boosted the development of training, mentoring and clinical 

tools that were highly appreciated by the FMGs. 

▪ It has recruited and funded four project managers to help 

implement the Plan, including training sessions and tools. 

o The local support strategy was also effective:  

▪ A key element was identifying advocates, most often the 

physician-nurse team in the FMG, who played a clinical and 

organizational leadership role. 

But some aspects of the strategy were inadequate:  

o Support from the MSSS for the initial development of projects was 

lacking, which can be explained by the following:  
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▪ Some projects, although selected by the MSSS for the purpose of 

regional networking, did not conform with the Plan (e.g. focused 

on specialty care); 

▪ Some frontline physicians were not highly engaged at the outset;  

▪ This called for a major reorientation by the MSSS and project 

managers. 

o Training and tools are useful but sometimes arrived too late; 

o Recruitment of additional clinicians was in some cases delayed, and the 

rules of the CISSS/CIUSSS did not meet the FMGs’ needs; 

o The accountability required by the MSSS demanded considerable time of 

the project managers and discouraged some clinicians. 

In conclusion, the ministerial initiative has had the anticipated impacts: closer 

involvement of the FMGs throughout the course of the disease (initial evaluation, 

diagnosis, treatment and follow-up) and better use of the expertise in memory clinics. 

Still, there are areas to be improved in patient follow-up done by the FMGs. The 

implementation strategy for the Plan has been appropriate and effective overall, even if in 

some cases the implementation of training and tools was delayed.  

The research methods used, however, do have some limitations, such as the absence of a 

control group, as a result of insufficient funding. These positive results could therefore 

have to do with the fact that the first phase of work called upon healthcare organizations 

to voluntarily take part in the Plan. It is possible that those with the strongest interest in 

cognitive disorders were highly motivated to change their practices. Still, it is unlikely 

that the change observed is due to the “natural” evolution of practices over time, 

independently of the Alzheimer’s Plan, given that the results of the quantitative and 

qualitative components are very consistent. In the second phase of extending the Plan 

across Quebec, it will gradually affect all healthcare organizations, not only those that are 

the most motivated. Other work needs to be done to continue this study and corroborate 

the results.  
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3 Course of action for extending the ministerial initiative across 

Quebec 

Following the results of the evaluative study, the following course of action is proposed 

to extend the Alzheimer’s Plan across Quebec:  

For the MSSS 

1. Maintain a support role for implementing change at the MSSS : 

a. Reaffirm the priority of the primary care by taking actions that revolve 

around and are based on the FMGs;  

b. Continue to rely on project managers who will support implementation of 

the Plan, notably in the FMGs; 

c. Have a mechanism for identifying gaps in the Plan’s principles and the 

ability to reframe them. 

2. Disseminate and support changes to clinical practices using the primary care 

interdisciplinary clinical process,vii which presents the main stages in the 

treatment of patients in the FMG and other tools developed by the MSSS:  

a. Continue to build on the important legacy of training, to maintain its 

transformative effect;  

b. Continue to call on clinicians to provide training and mentoring in the 

FMGs;  

c. Put together a “turnkey” toolbox (training kit, algorithm, etc.). Emphasize 

the elements in the practice guides that are the hardest for the FMGs to 

acquire (e.g.: evaluation of caregivers, driving, role of community 

organizations, medication); 

d. Prepare factsheets reminding partners of their role (e.g.: memory clinics, 

CISSS-CIUSSSs); 

e. Consolidate efforts aimed at the advanced stages of the disease in the 

FMGs. 

For the CISSS-CIUSSS 

3. With the responsibility for implementation assigned to the CISSS, designate a 

person to be responsible for guiding change, who will provide liaison with the 

FMGs;  

4. Form a team consisting of a family physician, nurse and specialist (geriatrician or 

neurologist) to serve as clinical ‘champions’ in the CISSS for the gradual 

extension of the Plan, who will serve as training leaders; 

5. Rely on the university communities (RUIS) for support in training and clinical 

expertise; 

                                                 
vii http://publications.msss.gouv.qc.ca/msss/document-001071/ (in French) 

http://publications.msss.gouv.qc.ca/msss/document-001071/
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6. Make changes to the staffing process so that personnel are more quickly assigned 

to an FMG and that the recruited employees are a better match with the FMG’s 

organizational needs for serving its clientele;  

7. Provide concrete operational support to FMG physicians who are spearheading 

operational implementation of the Plan; 

8. Urge memory clinics to refuse inappropriate referrals and educate the FMGs and 

other organizations on reference criteria;  

9. Expand professional development strategies (e.g.: training) hitherto offered in 

priority to FMG physicians and nurses to other partners (e.g.: home support 

services) and professionals (e.g.: social workers).  

For the FMGs 

10. Identify a physician-nurse team to act as clinical ‘champions’ in the FMG; 

11. Designate a person internally who will assume responsibility for supporting 

operational changes (implementing tools, organizing training sessions, etc.); 

12. Recognize the demonstrated effective and expanded role of nurses in 

implementing projects, in terms of their clinical expertise and in terms of 

functional support to physicians and facilitating changes to practices; 

13. Simplify access to FMG clinicians for patients and their family members (e.g.: 

avoid voicemail, inaccessible phone lines). 
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