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Abstract

Background Dementia is a global public health priority. The World Health Organization adopted a Global Action Plan
on Dementia, with dementia awareness a priority. This study examined the knowledge, attitudes, and self-confidence
with skills required for providing dementia care among primary health care providers in Vietnam.

Methods A cross-sectional study was conducted with 405 primary health care providers who worked at commune
health stations and district health centers in eight provinces across Vietnam.

Results The results showed that primary health care providers had poor knowledge and little confidence but more
positive attitudes toward dementia care and management.

Conclusions The results suggest the training needs for building capacity amongst primary health care providers,
which will be critical as Vietnam's population ages.
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Background

Dementia is the seventh leading cause of mortality in the
world [1]. Fifty million people around the world were
estimated to be living with dementia in 2018; a figure that
will triple to 152 million by 2050 [2]. Dementia is one of
the leading causes of disability and dependence in older
adults. It affects not only people with dementia, [3, 4] but
also their carers, family, and society [5].

Early diagnosis of dementia enables better preparation
for treatment, care, and support for people with dementia
and their care [6, 7]. However, published evidence indi-
cates that dementia is underdiagnosed in primary care,
with an estimated 61% of undiagnosed dementia cases
worldwide [8, 9]. Delayed diagnosis leads to a higher
burden of disease and costs to both individuals and the
health system [10, 11]. Early diagnosis may be linked to
economic benefits, which can translate into long-term
cost savings for healthcare systems [12, 13].

The theory of knowledge, attitude and practice shows
that any practice is determined by knowledge, and atti-
tude [14]. Many studies have approved the relationship
between knowledge, attitude, and practice. Research
in China shows that higher levels of knowledge about
mild cognitive impairment are likely to have more favor-
able attitudes about the detection and management of
mild cognitive impairment [15, 16]. Additionally, one of
the major factors contributing to the underdiagnosis of
moderate cognitive impairment in the world is the lack
of proper knowledge. Skepticism about the validity of
diagnostic criteria for mild cognitive impairment, as well
as uncertainty about the progression of it to dementia,
may be a barrier for performing screening and diagnos-
ing mild cognitive impairment [16]. A systematic mixed
studies review also reported a similar result. The doc-
tor’s belief in the effectiveness of treatment as well as the
doctor’s confidence in diagnosing dementia is one of the
factors that determine the diagnosis of dementia [17].
Therefore, inadequate knowledge and attitude may lead
to the hesistancy in early diagnosis in dementia.

Primary care physicians play an important role in early
dementia diagnosis and management [18, 19]. However,
studies even in developed countries, show that early diag-
nosis in the primary care setting is challenging because
of limited resources, and lack of knowledge and skills in
dementia [20, 21]. Lack of knowledge about dementia has
been identified as a key contributor to the global under-
diagnosis of dementia [22].

In 2050, two-thirds of people living with dementia will
live in low- and middle-income countries [2]. Vietnam, a
low-middle-income country, is one of the fastest-aging
Asian nations and is predicted to have a dementia bur-
den. The proportion of people aged 65 years and above
was 8% in 2020 and will reach 20% by 2050 [23]. Addi-
tionally, the number of people aged 80 years and over will
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triple to 6% of the population by 2050 [24]. In 2015, about
660,000 Vietnamese people were living with dementia,
with resultant care costs of US$960 million [25]. The
number of people with dementia is predicted to increase
to 2.4 million by 2050 [26], thus Vietnam’s health sys-
tem must be strategically placed to support people with
dementia.

In the Vietnamese healthcare system, there are four
levels of administrative structure for health care includ-
ing level I (central), level II (provincial), level III (dis-
trict), and level IV (commune) [27]. Primary healthcare
at the grassroots level, including health care providers at
district and commune levels, is a key component of the
health care system to ensure that all people can receive
the lowest cost and most effective health care close to
their communities [28]. However, Vietnam’s primary
healthcare system has been under-utilized, and there is
an over-reliance on hospitals including provincial or cen-
ter hospitals. Over-reliance on hospitals might be exac-
erbated as the number of dementia patients increases
in the future [29] if health care workers aren’t skilled at
the grassroots level to diagnose and care for people with
dementia. Notably, primary health care physicians have
provided a diagnosis of dementia for the individual at
the first steps in most countries [1]. However, there is a
lack of information in Vietnam about the capabilities
of primary health care providers in dementia care. This
study aimed to understand the current knowledge, atti-
tudes, and self-rated skills in dementia care among pri-
mary health care providers in Vietnam. These findings
will inform healthcare system planning for an increasing
elderly population in Vietnam.

Methods

Setting

This cross-sectional study was conducted in 2019 in 8
provinces located in the North, the South, the Center and
the highland mountainous area, and also representing
for the different ecological regions of Vietnam. The eight
provinces are shown in the map by different ecological
regions (see Fig. 1).

Sample size and sampling

The World Health Organization sample size calculation
formula was used to calculate the sample size. Assuming
that the prevalence of correctly answering the questions
related to dementia knowledge was 67% among general
practitioners [30] (with a precision of £0.2 and a 95%
confidence level) a sample size of 340 primary health pro-
viders was required.

We used a multi-stage stratified sampling approach.
Firstly, at the district level, one district with the aver-
age economic level was selected in each selected prov-
ince. Each district has only one district health center
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Fig. 1 The eight selected provinces in the study

responsible for both preventive and treatment tasks. All
doctors working in internal medicine and examination
departments at the district health center were invited to
participate in the study.

Secondly, at the commune level, all health commune
stations under the direct management of the district
health center were included in the study. The number of
health commune stations in each district varied depend-
ing on the number of communes per district. Since each
health commune station mostly has one doctor who is
responsible for the examination and treatment of the
commune we invited the doctor to participate in the
study. If the commune health station did not have a doc-
tor, we invited the doctor’s assistant or others who had
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responsibility instead. As a result, there were 405 partici-
pants in the study.

Development of questionnaire

There were two steps in the development of the ques-
tionnaire. First, a list of questions was generated, includ-
ing some adapted from previous surveys on knowledge,
attitudes, beliefs, and practice of health professionals on
dementia and available dementia knowledge-based tools
[31-33]. Additional survey items were developed specifi-
cally for this survey, including questions about cultural
factors and the primary care provider’s role in demen-
tia prevention and management, traditional medicine
practices, and participants’ opinions on dementia train-
ing. These items were grouped into themes to produce
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a draft questionnaire. This was the new questionnaire
developed for this study (See the supplementary file 1).
The draft English version of the questionnaire was sent to
two Australian dementia experts. The inclusion criteria
for selecting experts were much experience in dementia
including chief investigators of the dementia project; pro-
fessors with more than 25 years of working experience
in dementia; and willingness for this duties. The experts
assessed for face and content validity and rated each item
as valid, possibly valid, or not valid. The items where it
was agreed that they were valid were included. Those
items where both experts considered the question invalid
were excluded. The research team discussed items with a
disagreement or rated possibly valid before a final deci-
sion. The panel including two experts from a research
team in the dementia area also judged the content valid-
ity of the items (i.e. if the content accurately assesses all
fundamental aspects of the topic).

The questionnaire was formatted, translated into
Vietnamese, and back-translated into English after
validity testing of the English version. The Vietnamese-
translated version of the questionnaire was sent to a
panel of two Vietnamese dementia experts including
neuologists working in the national geriatric hospital
and dementia research team to rate the face and content
validity of each item.

The Vietnamese questionnaire was then piloted among
12 primary care clinicians providers (2 from district
health centers and 10 from commune health stations) in
Ha Nam province, who were not included in this study.
The health care providers were asked to complete the
survey twice, one week apart. A member of the research
team discussed the clinical sensitivity, questionnaire lay-
out, and question flow with the clinicians who completed
the questionnaire. To reduce the recall bias, we did not
inform the twelve respondents that we will come back to
collect the data in the second times. Additionally, ques-
tions in the questionnaire were developed an ease to use
and answer. We provided enough time for interviewing
each respondent to make sure that he/she has enough
time to carefully think and answer the questions.

The reliability of survey items was assessed using the
intra-class correlation (ICC) for continuous variables,
Gwet’s AC1 for dichotomous and nominal variables, and
weighted Gwet’s AC1 for ordinal variables. Any items
found to have low reliability were either modified or
discarded. The procedure to modify the low-reliability
questions followed three steps (1) made phone calls to
the respondents and asked them how to understand the
questions; (2) used other words to modify the questions
(if needed) to make it clearer and prevent misunder-
standing; (3) discussed with the experts to make sure that
the meaning of questions was the same.
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Measure
The questionnaire covered six parts.

Part 1: demographic information on gender, age, edu-
cational degree, work experience, and professional title.

Part 2: questions that explored the factual knowledge
of primary health providers about dementia comprising
13 fixed-response (single choice) questions. The demen-
tia knowledge covered in this paper is the knowledge of
primary health care providers on awareness of dementia,
epidemiology, risk and protective factors, early symp-
toms, diagnosis and treatment. Therefore, the knowledge
questions pertained to the above topics. Each correct
item was scored as one. A total score was calculated by
summing the correct scores for each item, yielding a total
score ranging from 0 to 13. A higher total score indicated
better knowledge.

Part 3: questions that explored primary health provid-
ers’ attitudes towards early and pre-dementia diagnosis
at the stage of very mild dementia. The attitudes covered
in this paper include attitudes toward benefits and risks
of early diagnosis, attitudes on treatment options, care
people with dementia; and the role of primary health
providers in dementia care and management. Attitude
questions were chosen and adapted from previous ques-
tionnaires [16]. The attitude questions consisted of 16
closed questions measured with a five-point Likert scale
(1=disagree to 5=agree).

Part 4: Confidence in skills in this study covered the
skills in identifying, managing, and distinguishing behav-
ioral and psychological symptoms of dementia; as well
as non-pharmacological intervention for diagnosing and
treatment dementia consisting of 4 questions with a five-
point Likert scale.

Part 5: Practices regarding diagnosis and treatment
of dementia at primary healthcare settings in this study
including how to diagnose suspect people with dementia,
and how to treat and advise people with dementia, which
comprised 1 closed question and 3 open-ended questions
related to diagnosis and treatment for dementia.

Part 6: Open-ended questions related to further train-
ing needs of respondents.

Data collection

Participation was voluntary and participants were informed
about the aims of the study. During the training, ten inves-
tigators were trained to ensure that they understood all the
questions would follow the same processes, and provide the
same explanations to interviewees. The investigators deliv-
ered the self-administered questionnaire to the respondents
at the regular monthly meeting held at each district health
center. If the respondents raised any questions, the inves-
tigators answered or explained the questions according
to the interview guideline. After each data collection time,
new questions raised by respondents were added to the
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interviewing guideline and unified with all the investigators.
The purpose of the study was noted in the questionnaires.
Respondents who agreed to participate in the study filled in
the questionnaire and returned it to the investigators.

Analysis

Quantitative data were analyzed using the Stata 15 statis-
tical package. Descriptive statistics including frequency,
percentages, means and standard deviations were
reported for demographics, knowledge scores, attitudes,
and confidence variables. All the correlation between
knowledge, attitude and confidence variables were low
(£0.3). Qualitative data obtained from open-ended ques-
tions on practice in dementia are also listed by content.

Table 1 Characteristics of 405 participants in 8 provinces cross
Vietnam

Characteristics District Commune Total
level level (n%)
(n%) (n %)

Number of respondents by

cities

Dien Bien/ North West 16 (12.3) 33(12.0) 49 (12.1)

Kon Tum/ Highland 16(123)  39(14.2) 5(13.6)

Can Tho/MK delta 25(19.2) 23(84) 48 (1 1.85)

Ha Nam/ Red River Delta 11(8.5) 36 (13.1) 47 (11.6)

Khanh Hoa/ Southern Central 15(11.5) 36 (13.1) 1(12.6)

Coastal

Lang Son/ Northern mountainous 7 (5.4) 40 (14.5) 47 (11.6)

Tay Ninh/ Eastern of MK delta 13 (10.0) 35(12.7) 48 (11.85)

Thanh Hoa/ Northern Central 27 (20.8) 33(12.0) 60 (14.8)

coastal

Gender

Male 51(39.2) 137(49.8) 188(46.4)

Female 79 (60.8) 138(50.2) 217 (53.6)

Working position

Doctor assistants 4(3.1) 181 (65.8) 185(45.7)

General practitioner/specialist 126 (96.9) 92 (33.5) 218 (53.8)

doctors

Others 0 2(0.7) 2(0.5)

Education level

Post graduate degree 34(26.1) 4(14) 38 (9.4)

Undergraduate degree 91(70.0)  92(33.5) 183 (45.2)

College degree or below 5(3.9) 179 (65.1) 184 (45.4)

Work experience

Under 10years 55 (42.6) 111 (409) 166 (41.5)

10-19years 36 (27.9) 69 (25.5) 105 (26.2)

20-29years 30(233)  69(255) 99 (24.8)

30years and above 8(6.2) 22(8.1) 30(7.5)

Age

Under 30years 23(17.7) 41 (15.0) 64 (15.8)

30-39years 48 (36.9) 97 (35.5) 145 (36.0)

40-49years 28 (21.5) 69(25.3) 97 (24.1)

50years and above 31(239) 66(24.2) 97 (24.1)
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Results

Characteristics of participants

In total 405 primary health providers from 8 cities (68%
at the commune level and 32% at the district level)
received and filled in the questionnaires.

Among respondents, 46% were male; 45% were doc-
tors’ assistants and 53% were general or specialised
doctors. The health care providers’ number of years of
work varied; with 41% having less than 10 years of work
experience, 26% having 10 to 19 years of work experi-
ence, 24% having 20 to 29 years, and 7% having 30 years
and over. Almost all respondents had either a university
degree (45%) or a college degree (45%) and nearly one in
ten had a postgraduate degree (9%) (Data shown in the
Table 1).

Primary health providers’ dementia knowledge

Table 2 shows the primary health providers’ responses to
the dementia knowledge questions. The total mean score
of the primary health providers’ dementia knowledge was
6.9 (SD=2.1) (accounting for 53% of correct answers),
out of a total of 13 questions, suggesting knowledge gaps.
Results showed areas of concern regarding knowledge
of “post-mortem procedures can confirm a diagnosis of
dementia” and “When a person develops a sudden onset
of confusion, disorientation, and inability to sustain
attention, this presentation is most consistent with the
diagnosis of Delirium”.

Primary health care providers’ attitudes to dementia care
Figure 2 shows the health care providers’ agreement
rate with the questionnaire items related to attitude. The
results show attitudes were much more positive towards
the following items: “Family members should take their
relative to the hospital to know their relative’s demen-
tia as soon as possible”; “Much can be done to improve
the quality of life of carers of people with dementia and
people with dementia”; “providing dementia status for
patients and their relatives is usually more helpful than
harmful”; “dementia is best diagnosed by specialist ser-
vices”; while attitudes were much negative towards
the following items: “memory loss is a normal part of
aging, so is not worth treating”; “It is not worth refer-
ring patients to a clinic or hospital as travel is too difficult
or expensive”; “the primary care team has a very limited
role to play in the management and care of people with
dementia”

Primary health providers’ self-confidence and belief about
behavior and psychological symptom of dementia

Less than half the participants reported they felt con-
fident in dementia care. Few respondents felt confi-
dent in identifying, diagnosing, and managing behavior
and psychological symptoms of dementia. The highest
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Table 2 Primary health providers'dementia knowledge
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Items

Number of participants

Number of partici-

Total (n; %) P

at the commune level pants at the district (n=405) value
answered correctly level answered cor-
(n;%) (n=275) rectly (n;%) (n=130)
Definition
Dementia is a decline in mental ability severe enough to interfere with 173 (62.9) 79 (60.8) 252(62.2)  >005
everyday life
Early symptom and Diagnosis
Early symptom of Alzheimer’s disease is impaired memory. 197 (71.6) 108 (83.1) 305 (75.3) <0.05
Post-mortem procedures can confirm a diagnosis of dementia. 2(0.7) 0(0) 2(0.5) >0.05
Delirium can be caused by Infection, Dehydration, Medication. 223 (81.1) 111(854) 334(825) >005
When a person develops a sudden onset of confusion, disorientation, and 26 (9.5) 16 (12.3) 42 (104) >0.05
inability to sustain attention, this presentation is most consistent with the
diagnosis of Delirium
It is important to rule out and treat reversible diseases 102 (37.1) 51(39.2) 153 (37.8) >0.05
Treatment
Not all types of dementia are progressive and can be cured 92 (69.8) 83 (63.8) 275 (67.9) >0.05
Anti-dementia drugs can temporarily halt or slow the progression of 185 3) 97 (74.6) 282(69.6) >0.05
symptoms in some patients
If someone with dementia is also depressed, anti-depressant drugs can 172 (62.5) 74 (56.9) 246 (60.7) >0.05
sometimes work
Risk and protective factors
Depression, some medications and stress can cause memory loss 227 (82.5) 115 (88.5) 342 (84.4) >0.05
A good balance diet helps brain functioning in healthy adults 87 (31.6) 39(30.0) 126 (31.1) >0.05
Drinking a lot of alcohol decreases brain functioning in healthy adults. 131 (47.6) 76 (58.5) 207 (51.1)  <0.05
Epidemiology
5-10% of people age over 65 are likely to have dementia. 149 (54.2) 72 (554) 221 (546) >0.05
Total score of knowldege (Mean; SD)- Median(Min-Max) (6.8; 2.1)- (7.1;1.9)- 6.9:21)-  >005
70(0;11) 70(2;11) 70(0;11)

confidence was reported for the item “believe that non-
pharmacological interventions have a major role in
managing behavioral and psychological symptoms of
dementia” and the lowest percentage was for the item “I
have sufficient skills to manage behavioral and psycho-
logical symptoms of dementia” Detailed results are dis-
played in Table 3.

Primary health providers’ practices on dementia diagnosis
and treatment

Table 4 shows the answers to the questions about pri-
mary health providers’ practices on dementia diagnosis
and treatment. Nearly 90% of participants reported that
they would refer dementia patients to someone else for
diagnosis and treatment. Among 405 respondents, only
10% answered the open-ended questions related to diag-
nosis, treatment, and instruction for dementia.

More than 90% of respondents reported that they
needed to have further training in dementia prevention,
diagnosis, treatment, and care.

Figure 3 reports the training needs in dementia from
the point of view of primary health providers. More
respondents at the district level reported training needs
than respondents at the commune level. Interestingly,
there were significant differences between commune and

district levels regarding need for training in “psychologi-
cal basis of attention, memory, intelligence”; “epidemiol-
ogy of dementia’, “diagnostic criteria for dementia’, and
“principles of treatment of dementia”

Discussion

Our study examines the knowledge, attitudes, and self-
confidence with skills in the diagnosis and management
of dementia among primary health care providers in
Vietnam. It is of fundamental importance to understand
the community health professionals’ perspectives who
play an important role in responding to the increas-
ing number of people living with dementia in Vietnam.
When understating the capacity of community health
professionals, the government can provide appropriate
educational interventions, and policies can be designed
and implemented to develop a competent dementia
workforce in the community setting.

This study suggests gaps in dementia knowledge
among primary health care providers in Vietnam. The
mean knowledge score was 6.9 (about 53% of correct
answers), and nobody obtained 100% correct answers.
We could not directly compare the knowledge between
respondents in our study and other studies. However a
study in China revealed that the mean knowledge score
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Fig. 2 Primary health providers' positive and negative attitudes to dementia care (n=405)

was 20 out of 30 (66% correct answers) and in the US
the score was 27 out of 30 [32], (90% correct answers).
The poor knowledge in our study might be explained by
the fact that dementia diagnosis and treatment is only
taught one lesson in the training curriculum of under-
graduate medical students. Additionally, although pri-
mary health care providers in Vietnam are required to
attend continuing professional development programs
to gain 48 continuous training hours per two years, [34]
dementia is not a compulsory topic for continuing pro-
fessional development. Furthermore, most annual train-
ing programs from the Direction of Healthcare Activities
(Chi dao tuyen) for staff working at the primary health
level rarely include dementia diagnosis, treatment, and

management. Notably, our study shows no difference
in dementia knowledge between providers at commune
and district levels except for two statements “impaired
memory is an early symptom of Alzheimer’s disease” and
“drinking a lot of alcohol decreases brain functioning in
healthy adults” This result might be explained by the fact
that all primary health care providers are less exposed to
people with dementia therefore there is no difference in
knowledge between the two levels of the primary health-
care system. In Vietnam, people with dementia are diag-
nosed by neurologists at special national or provincial
hospitals. However, there are only 27 hospitals and clin-
ics provide dementia diagnosis and treatment, which are
mostly located in the two biggest cities including Hanoi



Pham et al. BMC Health Services Research (2024) 24:86 Page 8 of 12

a OO and Hochiminh [34]. Therefore, primary health care pro-
i cce S . . . . .
H — o g viders should be trained to recognize high-risk people
m N ™ ™M
g with dementia and then refer them to a higher level for
e diagnosis.
—~ N o
2 &c SS o The study reveals that primary health care providers
B > mn N o e . .
23 > j:' oo have a positive attitude to dementia care and manage-
w . . .
Efs s ment. A high percentage of primary health care providers
Zan . iy
ane I generally agreed and strongly agreed with more positive
se® 2458 attitudes except for the statement “Traditional Vietnam-
Sc®% oy =
23 % Ng o o ese medicine has a strong role to play in dementia” The
I findings reveal that most primary health care providers
S O
za-s recognized the importance of dementia diagnosis, man-
_ g 2 E{r & agement, and care. Similar findings have been reported
o~
::_f s 5 g é § in other countries including China [35] and the US [32].
2c - - - = Our study shows that 65% of primary health care pro-
. |lmex @& viders recognized or understood their role in dementia
°g = 288 § management. There was a much smaller proportion of
é o5 IR23 3 primary health care providers (20-30%) who believed
b “« : . . . .
3 -E_' 23 that “It is not worth referring patients to a clinic or hos-
saa o pital as travel is too difficult or expensive” and “Manag-
.23 ccd d ing dementia is more often frustrating than rewarding”
5 § z g- - - - These beliefs suggest that a higher percentage of primary
Qo X . I .
EZS ¢ health care providers had a generally positive attitude
L =500 . g
Z4vw toward dementia care and management. The positive
_ finding suggested that primary health care providers
% - might consider dementia care as a part of their duties,
- & which is similar to other chronic diseases they are man-
i % aging. In Vietnam, there is a national chronic disease
é 3 prevention program including hypertension and diabe-
<
g 8 tes that comprises a care approach to manage and screen
“ . ® 5 high-risk people at the commune health centers and refer
< £ £ é them to higher levels for confirmation diagnosis [36].
g % g g S This model has been working well at the grassroots level
© % % & 5 and has helped to decrease the workload for the higher
< 2 £ g § levels. Therefore, the existing model in hypertension and
£ g g5 = diabetes management in primary healthcare settings
e — .
2 € % v g could apply to dementia care and management.
] ~ Y o N
£ 585 5 Notably, less than 50% of respondents felt confident
5 g g & g in diagnosing and managing dementia. The confidence
© © . . . . . .
qg 2 S 3 g in our study is lower than that in other studies in China
3 283z =B (self-confidence in dementia care skills was 53.93 out of
= - @ L e 2 s _
c g g g=E 75) [16] and Malaysia (mean confidence score=2.96 out
o s © Q< f—j
L T2 § % S of 5) [37]. Our questions in the confidence scale were
O >3 >
& 2 % % T3 “ability to identify/manage behavioral and psychological
n 2 Ee . P
g < P P % z symptoms of dementia”; and “distinguish between behav-
= a1 @ . . .
3 >y ER: § £ ioral and psychological symptoms of dementia and other
= E 25573 “ behavioural disturbance not related to dementia” The
= 2 g ° § £ £ explanation for the low confidence might be the lack of
i: 225 sg knowledge and also the lack of screening tools that can be
5 e 53558 used at the primary healthcare center. Research showed
= é é é o = T that screening tools can be effectively used at the primary
. €€ E€3 f g healthcare level and then referring patients to the confir-
won .= > 0 . . . .
% g ¢ L e 52 ] matory diagnosis at the special hospital level [38].
el ££<£823
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Table 4 Primary health providers'practices on dementia diagnosis and treatment (n=405)

Question Answers Number %
If you think that one of your patients Diagnose and manage their care yourself 44 109
might have dementia, do you: Refer them to someone else for diagnosis and treatment 361 89.1
How would you make a diagnosis of 44 responses: clinical assessment, Mini mental state examination (MMSE), age group, symptoms of memory
dementia? lost, sickness history, tests on memory and attention, observation, mental and psychological tests

What treatment 44 responses around:

- Traditional medicines
- Non-pharmacological treatment
- General treatment
- Focusing on behaviour
- Changing social life context
- Rehabilitation
- Physical exercises
- Attending social clubs
- Stress/depression treatment
Special medicines
What advices/instructions 44 responses around:
- Changing eating habits to more wheats, vegetables of Vitamin B group
- Changing attitudes on caring
- Social supports, encouragement
- Dementia information and caring information
- Social connectedness and encouragement of social interaction/communication
- Do not panic
- Be positive
- Paying more attention
Reducing triggers

Training about how to take care to prevent dementia 58
63.2
(p>0.05) 55.6

Training about communicate with Dementia Patients 424
49.6
(p>0.05) 38.9
. o . 45.5
Training about principles of treatment of dementia (p<0.01) _ 58.1
- ) S ) 47
Training about diagnostic criteria for dementia (p<0.001) g 63.2

Training about symptomatology in dementia (p>0.05)

w

m‘w

o
AW
wu
w

Training about causes of dementia (p>0.05)

w‘
Uil w
o
AN
W
<))

Training about psychological basis of attention, memory,
intelligence (p<0.01) 33.1

w

[~

N
~
e
)

923
93.5

Require further training in dementia prevention, diagnosis,
treatment and care (p>0.05)

o

o
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Fig. 3 Further training needs in dementia among primary health providers (n=405)
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In our study, less than half of respondents agreed with
the role of non-pharmacological interventions in demen-
tia treatment and management, while this number in
Israel was nearly double [39] (96% of physicians in the
study were aware of the importance of non-pharmacolog-
ical interventions). The difference between the findings in
the two countries might explain that in Vietnam, confir-
mation of diagnosis and treatment for dementia is mostly
provided by specialists at national or provincial hospitals
but not in primary health care centers. Therefore primary
health providers are not familiar with the dementia treat-
ment including non-pharmacological interventions.

Our study results also show that almost all primary
health care providers reported that they needed to have
further training in dementia prevention, diagnosis, treat-
ment, and care. Many researchers reported the effec-
tiveness of training can help to improve knowledge of
dementia [15, 40]. A study in Malaysia approved that an
increase in the knowledge as well as attitude score can
increase the confidence score [37]. Since Vietnam will
become an aged country by 2050 when people over the
age of 65 will predictably account for about 20% of the
population, training primary health care providers to
prepare dementia workforce in the future is much neces-
sary. Facing this problem, the National Plan for Preven-
tion and Control of Non-Communicable Diseases (NCD)
2022-2025 was approved in 2022, which mentions Men-
tal Health Disorders as one part of the Plan. It is the
first time mental health disorder was mentioned in the
national Plan, showing government attention to demen-
tia area [41]. Therefore, to obtain the objective of the
National Plan, the Vietnamese government should follow
the World Health Organization (WHO) suggestion that
effective intervention in dementia areas should involve
primary care settings [42]. To do that, the early diagnosis
and management guidelines for dementia in primary care
should be issued. Additionally, screening tools for early
diagnosis of dementia should be introduced and trained
for the primary health care providers. Furthermore,
annual training programs from the Direction of Health-
care Activities (Chi dao tuyen) should plan the train-
ing focus on screening and management of dementia
for primary health care providers. Dementia services in
Vietnam are concentrated in the hospital system, which
is mostly located in the two biggest cities. Other cities of
Vietnam have provincial hospitals with geriatrics depart-
ments, however, there are no specialists who can pro-
vide a diagnosis for people with dementia so patients are
referred to higher specialist hospitals [34]. Therefore, it is
necessary to think about dementia care and management
models that have been approved and effective in Western
countries [43]. Integrated and collaborative care should
involve primary healthcare centers, social services, and
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hospitals that help to provide comprehensive care for
dementia patients.

Further study should focus on implementation research
for a pilot integrated and collaborated dementia care
in Vietnam. Based on the pilot result, might suggest an
effective model for the Vietnamese context.

Conclusion
Primary health care providers in Vietnam’s healthcare
system play an important role, however, they have poor
knowledge and confidence but more positive attitudes
toward dementia care and management. The government
could consider developing a national program training
for primary health care providers and increase awareness
of the population about dementia care and management.
In this way, Vietnam can prepare for the future of a rap-
idly aging population and improve the quality of life for
people with dementia and their family caregivers, which
leads to reduce the burden on healthcare and social care
systems.
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