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LEARNING OBJECTIVES

1)Understand the role that primary care can play 
in detecting mild cognitive impairment in 
seniors

2)Learn about the components of a treatment 
pathway for MCI that can be introduced within 
primary care

3)Learn about challenges in implementing a 
treatment pathway within primary care



Physical health

Mental health

Social, psychological, cognition

https://www.google.com/url?sa=i&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwijtI367JnbAhWC_YMKHeExAr0QjRx6BAgBEAU&url=https://athalai-haust.deviantart.com/art/Emotional-burden-541902904&psig=AOvVaw0w7WPjaRjjZJDvMh8LUvNM&ust=1527096758415908


3-4 
months









Team

CAMH McMaster

• Principal Investigator-

Dr Tarek Rajji

• Co-Investigator –

Dr Pallavi Dham

• Co-Investigator

Dr Sarah Colman

• Project manager-

Ms Lillian Lourenco/ Ms Lina 
Chiuccariello

• Research Analyst

Ms Noor Malik

• Principal Investigator:

Dr Nick Kates

• Co-Investigator: 

Dr Karen Saperson

• Co-Investigator: 

Carrie McCainey

• Research Analyst: 

Ms Fiona Parascandalo

Sponsor: Labarge Community Foundation



Objective 1

Assess the impact of the Integrated Care 
Pathway (ICP) on patient-related outcomes

Impact of 
ICP

Clinical 
Symptoms 
(Anxiety, 

Depression)

Quality of Life

Time-to-
treatment 

initiation (ICP vs 
comparison)



Objective 2
Examine the implementation of the ICP in 

Primary Care Practices (qualitative objective)

Implementation

Barriers

Acceptability

Adjustments

Changes to 
Practice



Objectives 3

How does the ICP change rates of identification of 

Major Depression, Anxiety Disorders and MCI? 
(Exploratory)



Participants

Health Care ProvidersPatients

Toronto

2 Family 
Health Team

1 Private 
practice

(3 PHPs)

1 Polyclinic

(7 PHPs)

McMaster

University 
affiliated Family 

Health Team

(19 PHPs)

Allied health

CAMH & 
McMaster

75 
Intervention

75 
Comparison



Inclusion criteria

• Born in 1950-1956

• Read English

• See/hear

• Able to provide consent

Exclusion criteria

• Dementia diagnosis

• Substance use currently 
meeting level of disorder

• Unstable medical 
condition

• Palliative



Recruitment

• Mail out to patients

• Interested patient contacts the RA

• RA books a time to do the baseline screening 
and consent



COLLABORATIVE CARE MODEL







• General intervention 

• Psychological therapies

Mild

Score of: 5-9 on GAD-7, 5-
9 on PHQ-9, 

18-25 on MOCA/MoCA-B  

• Interventions for mild symptoms +

• Medication trials

Moderate

Score of: 10-14 on GAD-7, 
10-14 on PHQ-9,

• Intervention for moderate symptoms +

• Referral to study psychiatrist

Severe

Score of: 15-21 on GAD-7, 
15-27 on PHQ-9, 

less than 18 on 
MOCA/MoCA-B  





TRIAL 1
Sertraline
• Initiation dose: 25 mg/day
• Increase after one week to 50mg/day (minimal effective 

dose)
•Review and titrate every 2 weeks. Max dose is 200 mg/day

TRIAL 2
Venlafaxine XR
• Initiation dose:  37.5 mg/day
• Increase to 75 mg after one week (minimal effective dose)
•Review and titrate every 2 weeks. Max dose is 300 mg/day

MEDICATION TRIAL



IMPLEMENTATION



Baseline screening with Research Assistant: PHQ-9, GAD-7, MoCA, Quality 
of Life, AUDIT, SSI (if applicable)

Intervention

1951, 1953, 
1955

Screen negative 
for anxiety, 

depression, and 
MCI

RA calls 
participant to 

end participation

Screen positive for 
anxiety, 

depression, or MCI

Scores compiled 
into a report sent 

to psychiatry team 
for review

Physician confirms 
the diagnosis

Follow up occurs based on 
ICP, patient preference, 

and clinician knowledge of 
patient

General 
intervention: by 

RA

Comparison

1950, 1952, 
1956

Screen negative for 
anxiety, depression, 

and MCI

RA calls 
participant to 

end participation

Screen positive for 
anxiety, depression, 

or MCI

Scores compiled 
into a report sent 
to patient’s MRP

Usual care from 
MRP/clinic is 

provided



Diagnostic Assessment: DSM 5

• Depression

• Anxiety

• Mild Cognitive Impairment:
 Change from the baseline: patient/informant/clinician

 Objective impairment on tests

 Does not interfere with independent living though 
effortful

 Not due to mental illness, medical condition, chemical 
effect



Criteria for psychiatrist consultation

• At the discretion of the primary care physician

• Treatment failure

• Severe symptoms

• Multiple comorbidities needing diagnostic 
clarification

• High risk of harm to self or others



Follow up

• Every 6 months for 24 months

• Moderate to severe symptoms: If medications 
initiated, every 2 weeks until remission

• If patient has moderate to severe symptoms 
and refuses medications, follow up every 4 
weeks by PCP and every 3 months by the RA



BASELINE DATA OF ENROLLED 
PARTICIPANTS
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Employment (N=132)
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Baseline scores of 

enrolled participants Total 

N=132

Cases (n=62) Control (n=70)

Mean PHQ-9 Score (SD)
10.0 (5.9) 6.5 (5.4)

Mean GAD-7 Score (SD)
7.8 (4.7) 4.5 (4.1)

Mean MoCA Score (SD)
25.1 (2.7) 25.6 (2.9)

Mean Quality of Life 

Score (SD)
75.1 (15.2) 83.0 (14.7)



PRELIMINARY QUALITATIVE 
OBSERVATIONS



Implementation and uptake

• Process of site initiation and buy-in

• Engagement of the physicians

• Skills of the care-coordinator

• Access to resources in the community/ 
practice

• Care-giver burden/work engagement



Themes McMaster CAMH

Best aspect of 
ICP

Quick turnover of referrals, 
particularly to geriatric 
psychiatrist

Increased access to needed 
mental health supports

Biggest concern 
of ICP

Didn’t initially address the wealth 
of in-house resources – adapted 
it and added things to it (e.g. 
Brain Health Group)

Discomfort with labelling patients 
with “MCI” when memory 
concerns had not been raised by 
patients

Best facilitator 
of 
implementation

Having one dedicated clinician 
moving things along

The pathway has not been 
intrusive to practice routine 

Biggest 
implementation 
challenge

Linking the physicians with the 
huddle team

Tensions between following the 
pathway and following physicians’ 
own clinical judgment and 
understanding of their patients



Take home message

• It has been possible to introduce a structured 
treatment pathway in primary care

• It has helped to improve access to psychiatry 
care

• Mild to moderate symptoms seem to be the 
average presentation

• Need for psychological resources in the 
community



QUESTIONS?


