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Abstract

Background: Health organizations face the critical task of executing and overseeing comprehensive healthcare. To address the
challenges associated with this task, evidence-based dashboards have emerged as valuable tools. Since 2016, the regional health
organizations of Quebec, Canada, are responsible for ensuring the implementation of the Quebec Alzheimer Plan (QAP), a
provincia plan which aims to reinforce the capacity of primary care services to detect, diagnose, and treat persons with
dementia. Despite the provincial scope of the QAP, the diverse material and human resources across regions introduce variability
in the interest, utility, and specific needs associated with these dashboards.

Objective: This study aims to assess the interest and utility of dashboards to support the QAP implementation, as well as the
needs for improving them according to the perspectives of various types of professionals involved across regions.

Methods: An evaluative study using qualitative methods was conducted within a collaborative research approach, involving
different stakeholders (the ministerial advisor and the four project managers responsible for supporting the implementation of the
QAP, as well as researcherg/scientific advisors). To support these organizations, we developed tailored, two-page, paper
dashboards, detailing quantitative data on the prevalence of dementia and the use of health services by persons with dementia,
and achievements and challenges of the QAP implementation in each organization’s jurisdiction. We then conducted 23 focus
groups with the managers and leading clinicians involved in the implementation of the QAP of each regional health organization.
Real-time notes were taken using a structured observation grid. Content analysis was conducted according to different regions
(organizations with university mandates or nearby organisations, labelled "university/peripheral™; organizations for which only
part of the territory isin rural areas labelled "mixed”; organizations in remote or isolated areas, "remote/isolated”) and according
to different types of participants (managers, leading clinicians, other participants).
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Results: Participants from organizations in all regions expressed interest in these dashboards and found them useful in severa
ways. However, they highlighted the need for indicators on orphan patients and other healthcare providers. Differences between
regions were observed, particularly in the interest in continuity of care in university/peripheral regions and the need for
diagnostic tools adapted to the culture in remote/isolated regions.

Conclusions: These dashboards support the implementation of an Alzheimer's Plan and contribute to the emergence of alearning
health care system culture. This project allows each region to increase its monitoring capacity for the implementation of the QAP
and facilitates reflection among individuals locally carrying out the implementation. The perspectives expressed will guide the
preparation of the next iteration of the dashboards. Clinical Trial: Not applicable
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Dashboards to Support the Implementation of the Quebec
Alzheimer Plan: An Evaluation Study with Regional and
Professional Considerations

Abstract

Introduction: Health organizations face the critical task of executing and overseeing comprehensive
healthcare. To address the challenges associated with this task, evidence-based dashboards have
emerged as valuable tools. Since 2016, the regional health organizations of Quebec, Canada, are
responsible for ensuring the implementation of the Quebec Alzheimer Plan (QAP), a provincial plan
which aims to reinforce the capacity of primary care services to detect, diagnose, and treat persons
with dementia. Despite the provincial scope of the QAP, the diverse material and human resources
across regions introduce variability in the interest, utility, and specific needs associated with these
dashboards. This study aims to assess the interest and utility of dashboards to support the QAP
implementation, as well as the needs for improving them according to the perspectives of various
types of professionals involved across regions. Methods: An evaluative study using qualitative
methods was conducted within a collaborative research approach, involving different stakeholders
(the ministerial advisor and the four project managers responsible for supporting the implementation
of the QAP, as well as researchers/scientific advisors). To support these organizations, we developed
tailored, two-page, paper dashboards, detailing quantitative data on the prevalence of dementia and
the use of health services by persons with dementia, and achievements and challenges of the QAP
implementation in each organization’s jurisdiction. We then conducted 23 focus groups with the
managers and leading clinicians involved in the implementation of the QAP of each regional health
organization. Real-time notes were taken using a structured observation grid. Content analysis was
conducted according to different regions (organizations with university mandates or nearby
organisations, labelled "university/peripheral”; organizations for which only part of the territory is in
rural areas labelled "mixed"; organizations in remote or isolated areas, "remote/isolated") and
according to different types of participants (managers, leading clinicians, other participants). Results:
Participants from organizations in all regions expressed interest in these dashboards and found them
useful in several ways. However, they highlighted the need for indicators on orphan patients and
other healthcare providers. Differences between regions were observed, particularly in the interest in
continuity of care in university/peripheral regions and the need for diagnostic tools adapted to the
culture in remote/isolated regions. Conclusion: These dashboards support the implementation of an
Alzheimer's Plan and contribute to the emergence of a learning health care system culture. This
project allows each region to increase its monitoring capacity for the implementation of the QAP and
facilitates reflection among individuals locally carrying out the implementation. The perspectives
expressed will guide the preparation of the next iteration of the dashboards.

Key words

dashboards; learning health system; health policy; dementia care; health care regionalization.

Introduction

Health organizations worldwide are encouraged to continually improve their performance by
identifying areas in need of enhancement and implementing interventions to address them [1-3]. The
learning health system approach posits that a system "learns" through a reflective or cyclical process
that engages a community in an empirical analysis of data related to a problem, leading to the
discovery of new knowledge and practices [1-4]. Dashboards are an important tool to support a
learning health system as they allow tracking the performance of an organization or a specific
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process and identifying areas in need of improvement [5]. These visual and interactive tools are used
to monitor, measure, control, and analyze the performance and outcomes of an organization or a
specific process [6, 7] and can assist decision-makers in making changes based on the obtained
results [8, 9]. They may include alerts, customization options, and contextual information [7, 10].
Dashboards can serve decision-makers as well as health managers and professionals in focusing on
the most critical activities, monitoring trends, analyzing, and identifying areas in need of
improvement, and making data-driven decisions [7]. They can foster reflection on the causes
explaining results and adjusting actions to better achieve the intended goals [11]. In this sense, their
use can be beneficial for improving the quality of care, reducing costs, and increasing efficiency in
healthcare [12]. Additionally, they reduce cognitive load, task completion time, errors, and enhance
situational awareness, adherence to evidence-based practice guidelines [12]. However, the diverse
needs of different users (decision-makers, managers, or clinicians) can make it challenging to choose
indicators in a dashboard that must be concise to fulfill its function [13, 14]. These needs vary and
depend on the clinical or managerial context, population characteristics, and the role of professionals
[10] and can create information overload [6]. Indeed, healthcare managers in Canada often report the
presence of too many indicators in dashboards, leading to confusion [13, 15]. It is necessary to adapt
the dashboards to professional contexts and consider this multiplicity of uses in their development
and evaluation [16].

The use of dashboard in national programs, such as an Alzheimer Plan, further increases the need for
considering the multiplicity of uses, as the dashboards need to take into consideration regional
differences, especially in resources and population. Dashboards have been used in the
implementation of national programs for health improvement in many countries, including the
United States, Canada, and Australia[17-19], for evaluating major neurocognitive disorders[20, 21],
or for improving care for these individuals[22]. To our knowledge, no study reports the use of
dashboards in the context of implementing an Alzheimer's Plan.

Quebec is one of the first Canadian provinces to have developed and implemented an Alzheimer Plan
[23]. The Quebec Alzheimer Plan (QAP) give interdisciplinary primary care clinic clinicians the
responsibility to identify, assess, diagnose, treat, and follow individuals with dementia and their care
partners [24, 25]. The person-centered approach of the QAP is anchored in primary care, with
specialized services supporting more complex clinical situations [24, 25]. The QAP includes an
implementation strategy supported by the development of professional and organizational capacities,
the deployment of partnership governance, an ambitious change management, and an independent
evaluation by our research team [24, 25]. For the generalization of the QAP to the entire province in
2016, the Ministry of Health and Social Services assigned the responsibility for implementing the
QAP to the regional health organizations [23, 25, 26]. This involves training doctors and healthcare
professionals in each interdisciplinary primary care clinic in their territory, mentoring, and
supporting implementation. Four QAP project managers, one for each integrated university health
and social services network overseeing regional health organisations[27], served as an interface
between the Ministry of Health and Social Services and the health organizations in their territory.
These four project managers support organizations to promote change and the sharing of experiences
among organizations in their territory.

Healthcare needs and resources vary significantly from one organization to another based on regional
factors such as geographic distribution and demographic characteristics of the population [1, 28-30],
as well as the availability of local health and social services [1, 29, 31, 32]. For example, higher
population density [1] in urban regions can both increase health and social services needs and
resources [1, 32]. Although these regions benefit from more resources, access to emergency services,
psychosocial services, services for the elderly, and mental health services remains suboptimal in
almost all regions [29]. Health organizations in more remote areas generally cover very large
territories [33]. These organizations face challenges such as geographic accessibility issues [31, 34],
a lack of local resources across the care continuum [35-37], and an aging population with complex
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health needs [28, 38]. It is important to consider these regional differences in the development of
dashboards supporting the implementation of a large-scale Alzheimer's Plan [39, 40]. Thus, in 2020,
the ministry entrusted our research team with the development of dashboards to support regional
health organizations in their implementation activities. The objective of this study is to evaluate the
interest and utility of these dashboards and to assess the needs for improving them according to
various types of health professionals in different regions.

Method
Design

We conducted an evaluative study, employing descriptive qualitative methods [41].

Context Surrounding the Development of Dashboards

For dashboard development, we employed a collaborative approach [42] at the core of learning
health system approaches. Such an approach can lead to more relevant, efficient, and sustainable
results than a more traditional approach in terms of development and problem-solving in the relevant
communities and organizations [43].

In collaboration the ministerial advisor and the four project managers of the QAP, we selected a
format and relevant indicators for this exercise. These choices of format and indicators were then
validated with members of the QAP advisory committee, composed of managers, leading clinicians,
and anyone involved in the QAP implementation from regional organizations in the province.

A format of a maximum two-sided sheet was selected (see Appendix 1). The choice of paper support
instead of digital was made due to its simplicity, accessibility (easily accessible to all without
depending on technology or connectivity), and instantaneous visibility (without requiring complex
navigation). These advantages were prioritized despite the knowledge of disadvantages, such as the
need for manual updates and space limitations. This support is particularly useful experimentally,
even though we acknowledge that it will need to evolve into a digital modality during potential
routinization in regular managerial processes.

On the first page, nine indicators were selected from provincial clinical-administrative data from the
Quebec Integrated Chronic Disease Surveillance System developed by the Institut de santé publique
du Québec[44]. Indicator selection was based on a conceptual framework on the quality of care for
dementia, covering a continuum of care, from primary care to emergency use and hospitalizations
[45]. Eight of these indicators (type of physician most regularly visited, percentage of people with at
least one visit to a family doctor, average number of visits to a family doctor per person, percentage
of people with at least one emergency room visit, percentage of people with at least one
hospitalization, average number of days hospitalized per person, percentage of people with at least
one hospitalization with alternative care level — that is patients who are hospitalized but no longer
requiring acute care, waiting for long-term placement- and average number of days in care level)
were measured in 2019-2020 in the population of individuals with dementia aged 65 and over, and
one indicator (prevalence) was measured between 2000-2001 and 2019-2020 in the population of
individuals with dementia aged 40 and over. While these surveillance data are highly useful for
tracking diseases, they are sometimes underused by local actors due to their excessive quantity and
the lack of means for rapid analysis [44]. Data visualization, facilitated by dashboards, makes these
data more accessible, facilitating decision-making.

On the second page, we presented findings of a thematic analysis of two sources: annual reports to
the Ministry of Health and Social Services produced by the managers involved in the QAP between
2017-2019; as well as notes of meetings between the ministerial advisor and the four QAP project
managers with the managers involved in the QAP in 2020. While quantitative data highlight high-
level trends, qualitative data served to enrich the dashboards by providing context to the figures,
offering a more comprehensive and engaging perspective [46].
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Finally, we chose to present specific results for the population of each health organization and that of
the entire province. This choice was made to contextualize the results of each organization to those
of the entire province.

Data Collection

In spring 2022 (April to June), the ministerial advisor and the four QAP project managers (EM, CF,
JD, CM) organized 90-minute virtual meetings with the managers and leading clinicians involved in
the QAP implementation, as well as other persons involved in the QAP (e.g., research personnel) in
each of the 24 regional health organizations. These meetings aimed to share the new directions of the
QAP and explore the progress and challenges of the pandemic with each organization. The last 30
minutes of these meetings were devoted to presenting regional dashboards and facilitating group
interviews by the research team. The research team had about 10 minutes to present the dashboards
(5 minutes for quantitative and 5 minutes for qualitative aspects) and about 20 minutes to conduct a
group interview with the participants in the meetings to assess the interest and utility of the
dashboards as well as to assess the needs for improvement of these dashboards. The interview guide
included four open-ended questions and prompts: "Are these results surprising to you? How will this
dashboard be useful to you? Are there any results missing that you would have wanted in this
dashboard? Do you have any questions?".

Four members of the research team alternatively facilitated the group interviews (GAL, MG, YC,
IV). One of them (GAL) was present in 20 group interviews, ensuring consistency, reinforcing study
fidelity, and credibility [47]. Two were always present: one to present the quantitative part of the
dashboards (GAL or IV), and the other to present the qualitative part (MG or YC). Also, one of them
was designated the main note-taker, while the second supported the main note-taker and had to read
and complete notes or suggest modifications on a document shared live and online by the main note-
taker.

The note-takers were instructed to note dynamics between the participants and to indicate from
which participant came each observations. Thus, a code was assigned to the interlocutor: manager
(i.e., director, deputy director, coordinator, unit or service head), leading clinician (i.e., territorial
nurse, physician, or social worker), other participant (i.e., research agent or research coordinator), or
an unidentified person (when note-takers had not identified the interlocutor).

Consent was obtained verbally at the onset of meetings, and no audio or video recordings were
conducted to streamline the analyses, to protect confidentiality, especially given the involvement of
project managers in organizing the meetings.

Analysis

Content analysis was performed on the observation notes [48]. First, a research team member (GAL)
read all the notes several times to become familiar with the content. Subsequently, a preliminary
version of the coding manual was generated by analyzing observation notes. Each segment of the
notes taken in the observation grid, deemed relevant and related to the research question, was coded
and then grouped under conceptual categories. Once the preliminary coding manual was developed,
all conceptual categories were defined. A second research team member (MG), who participated in
the majority of group interviews, reviewed the manual to ensure its accuracy and consistency. The
coding manual was then iteratively revised during the analysis [49], until consensus was reached
among all research team members (GAL, MG, YC, IV).

Categorization by  Region (university/peripheral, @ mixed, or
remotel/isolated)

Each regional health organization involved in the QAP was categorized into one of three groups
using a method used by the Ministry of Health and Social Services [50].
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Thus, 13 organizations were categorized in a "university/peripheral regions" group, referring to
regions located in a university city where there is a medical school or on the outskirts of such cities.
Four organizations were categorized in a "mixed regions" group, where a lack of resources applies to
only one part of the territory or where only a part of the territory is considered rural or remote.

Seven organizations were categorized in a "remote or isolated regions" group, i.e., those that fall into
none of the above categories and for which the entire territory is considered remote from urban
centers, or even isolated.

A list of organizations grouped by region is presented in Appendix 2.

Similarities and differences were then noted between different types of regions
(university/peripheral, mixed, and remote/isolated).

Categorization by Type of Participants (managers, leading clinicians,
others)

As interest, perceived utility, and needs in terms of dashboards could vary among different types of
participants (managers, leading clinicians, or other participants), and their degree of participation
also varied greatly between group interviews, a specific analysis for each type of participant was
conducted.

Similarities and differences were then noted between different types of professionals (managers,
leading clinicians, other participants).

Results

Overall, 23 group interviews were conducted. One organization from a university/peripheral region
could not participate due to a significant change in the local governance of the QAP, and two
organizations from remote/isolated regions participated in the same group interview. Eighty-two
individuals participated in the group interviews : 44 were managers, 32 were leading clinicians, and
7 were other participants (mainly research coordinators). The complete list of codes by region and
professional category is presented in Table 1.

Similarities Across Regions
Interest

Dashboards received positive reactions from participants in all regions. Some indicators sparked
more discussion than others. These discussions focused on whether the results were surprising or not
and on participants providing justifications for these results. Participants from all regions were
particularly interested in the following indicators: alternative care level, prevalence, emergency room
visits, and the type of physician most regularly visited. Participants from all regions were also highly
interested in qualitative results, but the varied nature of these results does not allow for a more
specific analysis of discussions.

Utility
Participants from all regions offered several reflections on the utility of dashboards. Primarily,
participants believed that their tailored dashboard would be useful for identifying successes and
challenges specific to their territory. Moreover, the participants thought the dashboards could
mobilize different stakeholders, including the top management of regional health organizations or
clinicians from interdisciplinary primary care clinics in their region. In all cases, the reception of

dashboards suggested a desire for broader processes of critical thinking, self-examination, and
learning on the part of participants.
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Specific Needs

Comparisons

Participants from all regions made proposals or asked clarifying questions suggesting specific needs.
The participants appreciated the element of comparisons presented, but many suggested that the
dashboard present temporal trend of indicators too. Other types of comparisons were also proposed
depending on the organizations, without unanimity among regions. For example, participants from a
mixed organization would have liked to be compared to the metropolis of the province (Montreal);
while participants from another mixed organization would prefer to be compared to a territory that is
geographically or demographically similar or, conversely, to be compared to a territory that is
completely different.

Targeted Populations and Other Indicators

Participants from all regions expressed the need to produce results concerning patients not registered
in interdisciplinary primary care clinics or without a family doctor (orphan patient), and to produce
results on services received by individuals with dementia from healthcare professionals other than
fee-for-service physicians. Proposals particularly concerned visits with nurses, social workers,
pharmacists, and occupational therapists, without a real consensus on the type of professional.

Divergences Between Regions
Interest

Participants from university/peripheral regions were particularly interested in results on
hospitalizations and continuity of care (visits to family physicians). These same results were less
emphasized by participants from other regions (mixed or remote/isolated).

Utility

Participants from university/peripheral regions were the first to propose that these dashboards could
serve as a planning tool for their local QAP steering committees, as well as for training clinicians.
Following this observation, participants in subsequent focus groups were all invited to directly
address this point. Not all responded enthusiastically to this opportunity, and responses varied among
participants within the same region, whether peripheral/university, mixed, or remote/isolated. This
indicates that perceived utility varies among participants, even among those from
university/peripheral regions. Participants from university/peripheral regions also mentioned that

these dashboards could be useful for research purposes. This difference likely expresses the level of
engagement of regional teams with the QAP.

Specific Needs

Stratifications

Participants from remote/isolated or mixed organizations proposed stratifying data based on smaller
territories. They suggested that presenting data for their vast territory did not allow for detecting
variations they perceived between different sub-regions.

Targeted Populations and Other Indicators

Participants from university/peripheral and mixed regions made several suggestions targeting
vulnerable patients or other diverse indicators. For example, they proposed stratifying dashboards or
having specific data for patients known in home support or support for elderly autonomy, patients of
solo-practicing physicians, and patients with mental health disorders not identified before being
diagnosed with dementia. Several specific indicators were proposed, but these proposals varied
widely between different organizations, whether from university/peripheral or mixed regions. These
propositions included: reasons or complexity of hospitalization or consultation, follow-up in
interdisciplinary primary care, trajectory indicators, customer satisfaction, home care follow-up,
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number of clinicians trained under the QAP, timely diagnosis, and projections for the next 10 years.
The complete list of proposals is presented in Table 1.

Participants from remote/isolated organizations expressed a need for more information and culturally
adapted training for their region. Especially, they expressed the need for diagnostic tools and training
adapted to their population, which includes many people from indigenous communities.

Similarities and Differences by Type of Professionals

Leading clinicians who participated in the focus groups mainly came from university/peripheral or
mixed organizations. Additionally, university/peripheral organizations were the only ones in which
other types of participants (research agents or coordinators) took part in the focus group.

In general, managers and leading clinicians shared the same interest in the prevalence indicator.
However, leading clinicians expressed needs that managers and other participants did not express,
particularly on follow-up indicators in Family Medicine Groups (interdisciplinary primary care
teams), reasons for consultations/visits in primary care or emergencies, and patient satisfaction.
Some managers and research agents or coordinators would have appreciated more information on
how individuals with dementia were identified for quantitative indicators. Finally, only one leading
clinician and the research agents or coordinators suggested using these dashboards for research
purposes.

Table 1 - Codes by regions (university/peripheral, mixed, remote/isolated) and by type of

professionals (managers, clinician leaders, other participants, unidentified participant)

Regions | 13 4 mixed | 7
university/periphe | organizations remote/isolated
ral organizations organizations

.« . 3 [%2] - —— — — [V5) —

Participants E N 5 @ E o é g E ° 5 N
b= d 9 9 5 g o g H & g £
| 1 9 5 9 9o g < § o g 3
17— Q S = pres] v wl = Q
ie) = o £ T v o o T s o <
c q oo & g & o g ¥ o9 35
) © R ) = £ - < R
o ® S| ® o ®
2l 9 3 2l 9
N ) ™
N I I
L g £
INTEREST
POSITIVE REACTIONS
Particpants found the results | 2 3 |12 2 3
not surprising
Participants found the results | 1 4 |3 |1 2 2
interesting
Participants did not ask for a 1
copy of the dashboard
Participant appreciated the 1
format of the dashboard
RESULTS THAT WERE DISCUSSED
Only qualitative findings were 2
available
Prevalence was not available 1
Alternate Level of Care (delayed 4 |11 1 1
discharge) indicator was
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discussed

Prevalence indicator was 1 |1 1 ]2 1
discussed

Emergency indictors  were 2 |1 1 2
discussed

Most regularly seen physicians 2 |1

indicator was discussed

Qualitative findings was 1 1 1
discussed

References (emergency  or 1 1 1
hospital) were discussed*

Hospitalization indicators were 1

discussed

UTILITY

PLANNING OR IMPLEMTATION SUPPORT

Dashbaords could be useful for | 1 2 |2 2

the local Quebec Alzheimer Plan

committees

Dashbaords could be useful for | 1 1 ]2 2

clincians training

Dashboards are useful to |1 1 1 1
identify challenges

Dashboards could be useful to 1 1

follow the patients
Participants did not react when | 1
prompted regarding the
dashboard usefulness for the
local Quebec Alzheimer Plan
committees or training

MOBILISATION

Mobilize directions 1 3 |1 2 1 ]2
Mobilize family physicians 1 1 2
Mobilize primary care clinicians 1 |1 1
(practicing in interdisciplinary

groups)

Mobilize  family  physicians 1

(practicing in solo practices or
who are uncooperative)

Mobilize champions (physicians) 1

Mobilize key actors (no 1 |1 1
precision on who are these key

actors)

OTHER USE

To modify the perceived role of 1

nurses
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To know what is done 1 1
elsewhere
Research purposes 1
NEEDS OR QUESTIONS
COMPARISONS

Comparisons over time 1 1 1
(evolution)
Comparisons to the province 1 1
are useful
Comparisons  with  another 2 |1
territory would be better
Comparisons with a specific 1
territory is not important, what
matters is to go beyond
territorial characteristics

Comparisons with the province 1
is too large (no alternative

offered)

Comparisons with a similar 1

territory in terms of aging
population, would be better

Comparisons to a completely 1

different territory would be

interesting

STRATIFICATIONS

Stratify by smaller regions 1 1 |1 1

within the territory
IDENTIFY SPECIFIC PATIENTS
Identify patients registered to | 1 1 ]2 2
an interdisciplinary primary care
clinic vs those in other practices
would be important

Identify orphan patients would 3 |3 1
be important

Identify patients who are knows 3 |1 1

to homecare services would be

important

Identify patients with 1

undiagnosed mental health
issues would be important
OTHER HEALTH PROFESSIONAL INDICATORS
Indicators from other 1 2
professionals would be
important, no precision on the
type of professionals
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Indicators from social workers 2
would be important
Indicators from occupational 1
therapists would be important
Indicators from nurses would be 1
important
Indicators from pharmacists 1 |1
would be important
OTHER INDICATORS
Primary care follow-up 1
indicators (evaluation, support
to the care partner, ...) as soon
as the diagnosis

Reasons for the consultation or 2 1

the hospitalisation

Home care service use 1

Trajectory indicators 1

Referrals for Behavioral and 1

psychological symptoms of

dementia

Number of beds 1

Number of physicians trained 1

for dementia care

Number of human resources 1

(before/after the pandemic)

Anti-dementia medications 1
Satisfaction of patients 1

Timeliness of the diagnosis 1

OTHER PROPOSITIONS OR QUESTIONS

Information on how to 1
diagnose, what is a diagnosis

allowing

Diagnostic tools and training 1

specific for their population
(Indigenous)

10-year projections of 1

prevalence

Dashboards presented monthly 1

More information on how |1 1 11 (1 1
patients were identified

Where is the data coming from 2 1

*Despite that no indicators of references were presented, the discussions revolved around
references to emergency or hospitalisations
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Discussion

This study determined that dashboards are of interest to those responsible for implementing an
Alzheimer's Plan in regional health organization, and their format and content were appreciated
regardless of the region or profession of the participants [51]. The study also highlighted specific
needs regarding these dashboards that transcend all regions. Participants from all regional health
organizations expressed a need for data on orphan patients or those not registered in interdisciplinary
primary care clinics, as well as data on indicators related to services offered by other healthcare and
social professionals (nurses, social workers, pharmacists, occupational therapists). These needs seem
to express a desire to better delineate the challenges posed by orphan patients in the organization of
healthcare across the province and to better monitor how interprofessional collaboration takes shape
in interdisciplinary primary care clinics (Family Medicine Groups in Quebec).

We also identified interests and specific needs among participants from different regions and
different types of professionals. The interest in hospitalization and continuity of care expressed by
participants from university/peripheral regions (more urban) can be explained by higher population
density and a diversity of health resources in these regions [31]. Additionally, urban regions often
have a greater diversity of healthcare and social professionals, specialists, and medical technologies
available to meet the population's needs [52]. In contrast, in remote or isolated regions, resources and
the number of professionals may be more limited [36, 38]. This higher resource availability in urban
settings could explain higher interest in continuity of care in urban settings.

Another significant specific need that varied between regions, is the need for diagnostic tools and
adapted training expressed by participants from remote and isolated regions. The geographical,
demographic, and socio-economic characteristics of these regions make them unique and require
different approaches to meet their health needs [1]. Healthcare professionals in these regions often
face different challenges in providing healthcare for people with dementia [35, 36]. This specific
need may arise from the observation that both in Quebec and Canada, there is a higher proportion of
indigenous communities in rural areas [53, 54], requiring cultural adaptation of care delivery and
supporting tools. This is especially important considering the data availability in these regions [55].
Two regions only received qualitative dashboards. Quantitative surveillance data were not available
for these organizations either due to their small populations posing risks to data dissemination or due
to the fee-for-service mode of physician payment, on which surveillance data rely, but which is less
frequent in these regions [56]. The inclusion of qualitative data has proven to be a significant asset in
addressing these limitations.

Finally, organizations that span a larger territory (often from remote/isolated or mixed regions)
expressed the need for a more granular analysis [42]. Several participants wanted more precise data
for smaller territories. However, an ethical constraint prevented us from producing dashboards for
smaller territories. Producing a single dashboard for all 24 regional health organizations remains a
challenge to explore in future work.

The collaborative approach between researchers, scientific advisors from the National Institute of
Public Health of Quebec, QAP project managers, and the QAP ministerial advisor is a major strength
of the study [42]. This approach ensured a good understanding of the QAP implementation and
formed an alliance between different stakeholders. The research and scientific advisor team could
identify the most relevant data, while project managers, true points of contact with leading clinicians
and managers of different regional health organizations, ensured that the messages were meaningful
and well understood by all. The ministerial advisor and the four project managers responsible of the
QAP also ensured that the collected and presented data allowed all stakeholders to align with the
QAP orientations.

Limitations

However, the study also has limitations, particularly in terms of participant acquiescence biases
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during focus groups. Although the meetings were organized for guidance purposes, managers and
leading clinicians from regional health organizations may have felt the need to demonstrate their
progress to the ministerial advisor and project managers, as well as to researchers, due to their
apparent proximity to the decision-makers, and in front of their colleagues. To counter this
acquiescence bias, we reiterated the independence of the research team from decision-makers at the
beginning of each meeting. Another limitation is the categorization of different regions. Such
categorizations are often arbitrary and inconsistent and do not consider the diversity of each region,
especially for larger territories, often more remote [57]. However, this categorization aligns with that
of the Ministry of Health and Social Services and reflects the organization of resources across the
different regions of Quebec [50]. Finally, the relatively short time for conducting focus groups (30
minutes) could be considered a limitation. However, in addition to achieving data saturation during
focus groups, we conducted these focus groups across all health organizations involved in the QAP
and involved several stakeholders (at least one manager was always present, leading clinicians
participated to several focus groups, and even research professionals participated to a few), ensuring
good representativity of the results.

Future Work and Recommendations

Considering that the use of dashboards for an Alzheimer's Plan is not documented in the scientific
literature, future research should focus on the adoption of this tool in different regional health
organizations in Quebec and at the governmental level. Studies on the use of dashboards exist for the
evaluation of major neurocognitive disorders and the improvement of care offered to these
individuals [20-22], but no study specifically mentions the use of a dashboard for an Alzheimer's
Plan. This will facilitate the transition from an experimental dashboard to a regular tool for managing
or monitoring the implementation of an Alzheimer's Plan. The composition of focus group
participants was different for each region, which may have influenced the results and conclusions.
The presence of more leading clinicians in university/peripheral regions may have led to discussions
more focused on clinical aspects, while the predominance of managers in mixed or remote/isolated
regions may have led to discussions more focused on logistical and organizational challenges related
to service delivery in these regions. Other demographic characteristics of participants, such as gender
and sex, could have influenced discussions and analyses. It would be interesting for future studies to
analyze these differences. Furthermore, no patient or caregiver was part of the focus group, a major
element of a learning health system. With increasing incentives to include citizen in health
innovations, it will be a great opportunity to study the impact of their perspective on developing and
using dashboards.

Conclusion

In conclusion, dashboards are part of a learning health system and are a very useful tool for reporting
on the challenges and issues related to the implementation of an Alzheimer's Plan. However, it is
important to consider the differences in the utility and information needs of various regions and types
of professionals when developing dashboards to enable an adapted, efficient, and equitable
implementation of an Alzheimer's Plan that extends to a diverse set of organizations with varied
resources. Taking these differences into account in the development of dashboards supporting the
implementation of an Alzheimer's Plan allows for better meeting the needs of all individuals with
major neurocognitive disorders and providing optimal and equitable care, regardless of their region
of residence.
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