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Diagnosing and treating Dementia in Primary Care

Diagnosis and Therapeutics

‘ Alzheimer’s disease and Dementia Research

|
Cognitive Screening in Primary Care

Available Treatments in Primary Care

‘ Caregiver Support




Clinical Workflow
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The Practice of Geriatric Medicine

Assess
and
Treat
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The Clinical Team and Partners in Care
« Core Team: Physician, Nurses (including case management), Social worker,
Physician extenders

« Extended Team members: Pharmacist, Neurologist, Geriatric Psychiatrist,
Neuropsychologist, Physical/Occupational Therapists, Nutritionist

Community Resources

« Community: neighbors & friends, aging & mental health networks, adult day care,
respite care, home-health agency

* Organizations: Alzheimer’s Association, Area Agencies on Aging, Councils on Aging
« Services: Meals-on-Wheels, senior centers

« Attorney for will, conservatorship, estate planning

A.
AGS23 -




Care Team Optimization

‘ History and Functional report
‘ Mood assessment PHQ-9, GDS, GAD-7

‘ Cognitive testing MOCA, SLUMS, MMSE, etc

‘ Careglver stress assessment




Dementia care is an ongoing conversation
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Quality Improvement in Dementia care

AAAAAAA
IIIIIIIIII
EEEEEEE




Advanced Care Planning in Dementia Care

GAP: Provider comfort / time in discussing decline = lack of knowledge of
the course of dementia (prognostication) in families

Risk: inability to capture patient preferences AND identify surrogate
decision maker

Highlights importance of disclosing diagnosis AND conversation AT
diagnosis

Shared decision making in dementia

Advance directive, Orders for Life Sustaining Treatments




Screening for BPSD and Antipsychotic use

« Signs and symptoms of disturbed perception, thought content, mood, or behavior
« GAP: antipsychotic use is often continued chronically

« Risk: Harm to patient. Black Box Warning since 2005, Increased risk of death: OR
1.6x-1.7x

» Very modest efficacy (but statistically significant)
* QI: Deprescribing, Goal: | medication burden , <1 quality of life

« Deprescribing Guidelines
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Follow up Visit re: Dementia

« GAP: time being factor in balancing assessing patient vs hearing caregiver

« RISK: not identifying caregiver stress and burnout - depression,
exacerbation of underlying chronic conditions + increased risk of decline
with patient

* QI: Concurrent conversations (Role optimization) , Goal: 1 patient (and
caregiver) quality of life

« Dementia Care Models
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Dementia Care Models




Dementia Care Core Elements

Continuous
monitoring
and
assessment

Ongoing care

Caregiver
plans

support

Coordination Comprehensive Psychosocial
of care Dementia Care interventions

Treatment of
related
conditions

Self-
management

Medication
management
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Comparison of Six Dementia Care Models

Structure and
Process

Benjamin Rose
Institute Care
Consultation

Care Ecosystem

Maximizing
Independence at
Home

Eskenazi
Healthy Aging
Brain Center

UCLA
Alzheimer’s and
Dementia Care

Integrated
Memory Care
Clinic

Key personnel

Non-licensed, SW,
RN, MFT

Non-licensed
care navigator,

Non-licensed staff,
RN, MD

Non-licensed
staff, MD, SW,

NP, PA, SW, non-
licensed staff,

NP, SW, RN

CNS, Sw, RN, Psychologist | MD

Pharmacist
Key personnel base CBO or health Health system or | Community or Health system Health system Health system

system community managed care
organization

Face-to-face visits No No Yes Yes Yes Yes
Access 24/7/365 Optional No No Yes Yes Yes
Communication w/ Mail, fax, phone Fax, phone Phone, mail, fax EHR, phone, mail | EHR, phone N/A
primary care physician
Order writing No No No Yes Yes Yes
Medication No Yes No Yes Yes Yes
management
Benefits
High quality of care N/A N/A N/A Yes Yes Yes
Patient benefit Yes Yes Yes Yes Yes Yes
Caregiver benefit Yes Yes Yes Yes Yes Yes
Cost of the program +++ ++ +++ +++ ++++ ++++
Cost savings, gross ++ ++ +++ (Medicaid) ++ ++++ ++++
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Balancing act in Dementia Care Models

Patient Outcomes Caregiver Outcomes

Patient behaviors (NPI- Q Severity) Caregiver strain (MCSI) / (NPI-Q Distress)
ED use/ Hospitalization / Rehab use Caregiver depression (PHQ-9)
Institutionalization Caregiver satisfaction with dementia care
Cognition / Functional status Quality of life

Mortality

Quality of life

Goal of Dementia care: | costs, 1 care and outcomes (patient and caregiver)
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Care Ecosystem ni Health Care

Providers

The Care model includes:
* nonlicensed Care team
navigators (CTNSs)

* Clinicians with dementia
expertise (nurse, pharmacist,
social worker)

 Care protocols

» outcomes: QOL, ED utilization,
caregiver burnout

Pharmacist Nurse

Care Ecosystem Clinical Team
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Care Ecosystem (CEam
Workflow

Monthly
Check-In Call

= BAL 255 D anry Ci CEMms
Update Tracking System . igg.ﬁ; ;JLT;S.;UM s
- Log appropriate information - If not brought up by Patient/Caregiver Calls About
iver or patient, a Behavior, Symptom, lssue,

ver/patient . - - Question, Etc.

contact profiles as necessary

measure items

Update Care Plan during monthiy _::| Situation
- Challenges overcome ) check-in call | Background
- Goals being worked on Resources Given - = _
and new challenges _:,| | dentified Issue(s)
- Steps being taken re m res '|h Plan
towards these goals

Review with Nurse Coordinator
Complete Necessary Follow Up

Referred/Escalated
FU“DW-UF} L iy e P TP to Murse Coordinator
or other team member
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The UCLA Alzheimer’s and Dementia Care (ADC) Program

The Care model includes:
* NP Dementia Care Managers (DCMs)

* DCMs partnering with PCPs

Alzheimer's and Dementia Care
 Community based organizations A D C P ROG RAM

* Involvement with Transitions of Care

* Care protocols




The Benjamin Rose Institute (BRI)
Care Consultation model

The Care model consists of:
Telephone / email based

Trained care consultants (college
educated)

Licensed Model vs WeCare

ONGOING
SUPPORT

ACTION
PLANNING

Outcomes: patient and caregiver
depression, caregiver stress, isolation
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Billing / Coding in Dementia Care




Faults of current payment models

Goal of healthcare: | costs, 1 care and
outcomes

Fractured Dementia Care

Continuous
monitoring
and
assessment

Caregiver needs and other components
aren’t covered

Reimbursement doesn’t adequately reflect
time and resource use

Newer billing codes are underused and may
not align with roles and workflow

Feasibility of implementing in primary care
Health care disparities and social
determinants of health

High rates of provider turnover

Caregiver
support

Ongoing care
plans

Coordination Comprehensive Psychosocial
of care Dementia Care interventions

Treatment of
related
conditions

Self-
management

Medication
management
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Initial Evaluation

Annual Wellness visit Not specified Initial GO438
Annual G0439
Brief questions to assess

whether there is a cognitive Can be billed with problem-focused E/M visit,

complaint same-day, separate note (99211- 99215
depending on length of visit or complexity of
MDM)

Routine Visit w/ unanticipated 30 min beyond Add-on Code: 99354

cognitive complaint regular visit

Must be billed with another E/M code
Cognitive complaints (or health (can’t be used with AWV)
provider concerns) during visit
for other purposes

Specific visit to further evaluate 25 min visit 99214 (or bill for time)
significance of cognitive
complaint
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Investigation and Diagnosis

Cognitive Evaluation Exam (Full New patient: New patient 99205 (60 mins)
HX/Work up) 60min Established 99215 (40 mins)

Est. patient:
After significant cognitive 40min Can add prolonged services code if needed
complaint = a full assessment is
needed Can “bill for time” or complexity of MDM
Diagnosis and Counseling 25-40min 99214 (25min)

99215 (40min)
e Disclosing diagnosis with patient

and informant (if available) Can add prolonged services code if needed
e Education and support Can “bill for time” spent counseling patient
e Brief treatment or for complexity

recommendations
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Further Discussion and Referral

Type of visit

Follow up by Phone + Referral to Explain to patient and family 99358
specialist about need for additional
assessment or need for referral

Follow up IN Person + Referral Explain to patient and family 99214 (25min)
to specialist about need for additional 99215 (40min)
assessment or need for referral
Can add prolonged services
code if needed

Can “bill for time” spent
counseling patient or for
complexity
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are Continuity and Follow U
Description

Cognitive evaluation and Collecting information needed for ACP 99483 (formerly GO505)
Care Planning (ACP) * Documenting needs (or lack of need)

in all important aspects of care

e Discussion/ Instruction with patient

and family on care plan

Routine Follow up visit e Collecting additional information 99214 (25min)
e Following up on outcomes of specific 99215 (40min)
intervention
Can add prolonged services code
if needed

Can “bill for time” spent
counseling patient or for
complexity of medical decision

making
Palliative Care / Advance e Explanation and discussion of 99497 (first 30min)
Care Planning Advance Directives 99498 (each additional 30min)

* May include completion of form




Care Continuity and Follow up

Early Discussions Diagnosis Corners

. Life Care Planning .

Difficult Discussions .
. Driving .
. Finances .

. Leaving Home

Incontinence (Fecal > Urine)
Wandering

Psych/Behaviors
Recognition of Loved ones
Speech and Swallowing

*Choosing Wisely: Do not recommend percutaneous feeding tubes in
patients with advanced dementia; instead offer oral assisted feeding.




Care Continuity and Follow up

Complex Care
Management

Facilitate
implementation of care
plan (education, support,
safety monitoring, care
coordination, linkages to
community services

Transitional Care
Management

* Permit medication
review and reconciliation
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e Monthly follow-up
with clinical staff (RN,
SW, trained MA) under
general supervision of
billing provider

¢ 30-day period of post-
discharge care
management initiated
upon discharge from
hospital, skilled nursing,
or nursing home facility

20+ minutes of clinical
staff time per month plus
a minimum of 15min of
provider time for general
supervision

Time not specified

99490

99487 (60min clinical
staff time per month, +
at least 15min provider
time)

Add-on code: 99489, for
every 30min of
additional clinical staff
time (use with 99487)

99496: High-complexity
Face-to-face visit within
7 days of discharge
(provider only)

99495: Moderate-
complexity face-to-face
visit within 14 days of
discharge (provider only)




References
1. Reuben DB, Evertson LC, Jackson-Stoeckle R, et al. Dissemination of a successful dementia care program: Lessons to
facilitate spread of innovations. J Am Geriatr Soc. 2022;1-9
2. Joint Committee on Biomedical Ethics of the Los Angeles County Medical Association and Los Angeles County Bar
Association, Ethical considerations concerning use of percutaneous endoscopic gastrostomy feeding tubes in
patients with advanced dementia, 2018

3. "Payment For Comprehensive Dementia Care: Five Key Recommendations", Health Affairs Forefront, February 7,
2023.

4. Lees Haggerty, K., Epstein-Lubow, G., Spragens, L.H., Stoeckle, R.J., Evertson, L.C., Jennings, L.A. and Reuben, D.B.
(2020), Recommendations to Improve Payment Policies for Comprehensive Dementia Care. ] Am Geriatr Soc, 68:
2478-2485.

5. The Assessment of Cognitive Complaints Toolkit for Alzheimer's Disease (ACCT-AD)

6. National Academies of Sciences, Engineering, and Medicine; Division of Behavioral and Social Sciences and

Education; Board on Behavioral, Cognitive, and Sensory Sciences; Committee on the Decadal Survey of Behavioral
and Social Science Research on Alzheimer's Disease and Alzheimer's Disease-Related Dementias. Reducing the
Impact of Dementia in America: A Decadal Survey of the Behavioral and Social Sciences. Washington (DC): National
Academies Press (US); 2021 Jul 26. 7, Economic Costs of Dementia.

7. Schultz SK, Llorente MD, Sanders AE, Tai WA, Bennett A, Shugarman S, Roca R. Quality improvement in dementia
care: Dementia Management Quality Measurement Set 2018 Implementation Update. Neurology. 2020 Feb
4;94(5):210-216. doi: 10.1212/WNL.0000000000008678. PMID: 32007929.

National Academies of Sciences, Engineering and Medicine. 2017. Preventing Cognitive Decline and Dementia: A
Way Forward. Washington, DC. The National Academies Press.

9. Reus, V.l.,, Fochtmann, L.J. et.al. The American Psychiatric Association Practice Guideline on the Use of
Anti otics to treat Agitation or Psychosis in Patients with Dementia Am J Psychiatry 2016; 173:543-546

ANNUAL -
A 35CIENTIFIC
MEETING

o




	The Business of Providing Dementia  Care in Primary Care 
	 
	 
	 
	 
	 
	Care Team Optimization�
	 
	 
	 
	 
	 
	 
	Slide Number 14
	 
	 
	 
	Care Ecosystem Workflow
	Slide Number 19
	 
	 
	Fractured Dementia Care
	Workflow
	Workflow
	Workflow
	Workflow
	Care Continuity and Follow up 
	Workflow
	Slide Number 29

