Vi rgl nitaos Care CoOrTr
Individuals with Dementia

Carol A. Manning, PhD, ABPEN Scott A. Sperling, PsyD

Director, Memory Disorder€linic Clinical Neuropsychologist
AssociateProfessor oNeurology Assistant Professor of Neurology
Universityof Virginia University of Virginia

George Worthington, M€lin. Psych Devin M. Bowers, MPH
Dementia Services Manager Dementia Services Coordinator
Jefferson Area Board of Aging Virginia Department for Aging and

RehabilitativeServices

%&%‘( DARS

VIRGINIA DEPARTMENT FOR AGING

LiV better. Loner. " SCHOOL OF MEDICINE AND REHABILITATIV £ Scavices




Disclaimer

This presentation was supported in part by a cooperative agreement (No. 904116020

from the Administration on Aging (AoA), Administration for Community Living (ACL), U.S.
Department of Health and Human Services (DHHS). Grantees carrying out projects unde
government sponsorship are encouraged to express freely their findings and conclusions
Therefore, points of view or opinions do not necessarily represent official AoA, ACL, or D}
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Dementia and Caregiving Snapshot

} Dementia: } Caregiving:
} 140,000 individuals aged 65 andolder } npy Znnn ! f I KSAYSNIO:
pAUK ' 11 KSAYSNXa RA desmmkendiaxaregivers
} ~92,106 FFS Medicare beneficiaries + 20.7% of Virginians providing care or
OpdH:20 gAGK ! £ 1 KSA Y Sskidisdice to a friend or family

disease/dementia member with a health problem or

1 ~6,427 Medicaid beneficiaries with disability
cognitive impairment or dementia 7.5% selected dementia or other forms of
(conservative estimate) cognitive impairment as the main health

1 1in 11 (8.9%) individuals aged 45 and BIORSHIOMIRG CalcicCRICHL

older are experiencing memory
loss/confusion
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Established in 1982 by tr
Virginia General Assemb

§51.5154 of the Code of
Virginia

15 Members;
Quarterly Meetings

Advises the Governor and
General Assembly on
policy, funding, regulaton
and other issues relatec
to dementia




ADRD Commission: Duties and Powers

wExamine the needs and ways that state government
can most effectively and efficiently assist in meeting
those needs;

wDevelop and promote strategies to encourage brain
health and reduce cognitive decline;

wAdvise the Governor and General Assembly;

wDevelop the Commonwealth's plan for meeting the
needs;

wSubmit annual reports on activities to the Governor,
General Assembly, and DARS; and

wEstablish priorities for programs among state agencies
and criteria to evaluate these programs.




Timeline: Dementia State Plan

20092010

wReviewed other state plans

20102011

wDrafted DSP
wPublic listening sessions and comments received

December 2011
wPublication of the 2012015 DSP

20142015

wDrafted update to DSP
wPublic listening sessions and comments received

October 2015
wPublication of 2012019 DSP




Goals of thddementia State Plan

( ; O al 1 wCoordinate Quality Dementia Services in the
Commonwealth to Ensure Dementia Capability

( ; O al 2 wUse Dementia Related Data to Improve Public Health
Outcomes

G O al 3 wlncrease Awareness and Create Demefjpecific Training

wProvide Access to Quality Coordinated Care for Individuals
with Dementia in the Most Integrated Setting

wExpand Resources for Demenr8aecific Translational
Research and Eviden&ased Practices



http://alzpossible.org/dementia-state-plan-2015-2019/
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Dementia Services Coordinator

Outreach &
Education

Tracking Policy

Grant Writing & Collaboration &
Administration Partnerships
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Disease and Related
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DEMENTIA
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Virginia's Response to the
Needs of Individuals with
Dementia and their Caregivers

2015-2019

www.alzpossible.org

Overview of Goals

GOALS

Godl I: Coordinate Quality Dementia Services in the Commonwealth to Ensure Dementia-
Capability.

A. Support and maintain a dementia services coordinator (DSC) who oversees
Virginia’s dementia-capability by recommending policy and coordinating
statewide data collection, research and analysis, and fraining and awareness
efforts in conjunction with the Commission.

B. Expand availability and access of dementia-capable Medicaid and other state-
level administered services.

C. Review all state-funded services to ensure dementia-capable approaches and
policies based on principles derived from the Person-Centered Care and Culture
Change movements.

Godl ll: Use Dementia Related Data to Improve Public Hedlth.

A. Collect and monitor data related to dementia’s impact on the people of the
Commonwealth.

B. Collaborate with related public health efforfs and encourage possible risk-
reduction strategies.

Godl llI: Increase Awareness and Create Dementia Specific Training.

A. Provide standardized dementia specific training tfo individuals in the medical,
health- and social services-related fields and require demonstrated competency.

B. Provide dementia specific fraining to professional first responders (police, fire, EMS
and search & rescue personnel], financial services personnel, and the legal
profession.

C. Support caregivers, family members and people with dementia by providing
educational information about dementia and available resources and services.

Godl IV: Provide Access to Quality Coordinated Care for Individuals with Dementia in the
Most Integrated Setting.
A. Create a statewide network of interdisciplinary memory assessment centers with

specidlized, dementia-capable services for individuals with dementia and their
caregivers from assessment and diagnosis through end-of-life.

B, Provide a sysiem of services 1har are niegrared, cooradnaed and diverse 1o meer
the varied needs of individuals with dementia and caregivers during the disease
frajectory.

C. Identify needed supports for informal and family caregivers and coordinate them
fo ensure positive caregiving experiences.

Goadal V: Expand Resources for Dementia Specific Translational Research and Evidence-
Based Practices.

A. Support Alzheimer’'s and Related Diseases Research Award Fund [ARDRAF),
especially projects that have a specific emphasis on “methods of freatment, ways
that families can cope with the stresses of the disease, and the impact of the
disease on the citizens of the Commonwealth” (§ 51.5-153).

B. Provide support to researchers and interested stakeholders across the
Commonwealth through data sources and networking opportunities.

c. Promote the advancement of franslational research, evidence-based practices
and research participation in Virginia.
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Dementia State Plan
GOAL 4A:

Create a statewide network of
interdisciplinary memory assessment
clinics with specialized,
dementia-capable services
for individuals with dementia
and their caregivers

from assessment and diagnosis Care
through end-of-life Provider

Memory Assessment Clinic

Interdisciplinary Clinical Teams
Strategically located throughout the Commonwealth
Flaced within health systems

Evaluation _
\ Diagnosis Dementia
and Care Care

The MAC team provides a full
evaluation that may include: Plan Manager
a review of the PCP's records; Pafient, family and
clinical interviews with the PCP receive a clinical
patient, family and friends; diagnosis and

collaborate on a

neuropsychological and
treatment plan.

cognifive testing; blood and lab
work-up; and neurcimaaging.

Patient or family have
concermns about memory.

Primary The patient's primary care provider

(PCP) conducts a basic assessment.

IT needed, the PCP makes a referral
for further evaluation.

The Demenfia Care
Manager (DCM) is located
within the MAC.

The DCM supports the
patient, family and PCP
with in-person and
telephone assistance
and connects them with
information, education
and resources for an
extended period.

Long-Term Support Eligibility
OUTCOMES: Care Groups Assistance
Delayed Institutionalization
Fewer Hospitalizations Home and )
= Community Based Caregiver Other

Caregiver Satisfaction Services Support Resources
Decreased Depression
Wore Family Supports




Care Coordination Program
&
Effective Strategies Program



Care Coordination

United States Agency for Healthcare Research@uodlity:

"ethe deli berate organization of patien
(including the patient) involved in a patient's care to facilitate the appropriate delivery of
health care services.

Organizingcare involves the marshaling of personnel and other resources needed to carl
all required patient care activities and is often managed by the exchange of information ¢
participants responsible for different aspects of care."



Care Coordination

In Essence:

A Care coordination progranesnphasize coordinated and
comprehensive approaches to improving qualityaoé



Care Coordination

Most effective for diseases that are:
A High-volume and primarily managed in the outpatient setting
A Substantial variability in treatment

A Rely on coordination with community agencies/social services



Care Coordination: Positive Impacts

A Severityof patientsé sympt oms
APatient olfe qual ity of

A Social support

A Level of unmet caregiving needs

A Quality of caregiving

A Caregiverdistress

A Adherence to published dementia cguédelines



Care Coordination: Positive Impacts

A Appropriateuse of medications

A Useof community services

A Satisfactiorwith care and community service use
A Use of acute care services

A Institutionalizatiorrates



Care CoordinatiorniwWhat Works?

Factorsfor success

A Expertknowledgeof the care coordinators
A Investmentn a strong providenmetwork

A Coherent conditionfor effective interorganizational cooperation tieliver integrated
care



CareCoordination:Costs

A Effects of interventions ofetstartup costs
A Reductionsn hospitalizations and other acute/unplanhedith care

A Programs with substantial-person contact that target moderate to severe patients can
costneutral and improveaspect®f care



Care Coordination: Costs

A Payer Perspective: Mean monthly adjusted costs of healthcare and caregiving service
during were$219 less for thosen CC



CareCoordinatiomat UVA

UVA Memory and Aging Care Clinic

A A multidisciplinary clinic providing
patient/familycentered care

Patient
&
Family

Neurology

Neuropsychology




UVA MACC

Healthc ar e provi si on

Multi-Disciplinary Care
Almproves patient outcomes
ADecreases hospitalizations
Alncreases patient satisfaction

S

better a3 a Nteam

Patient
&
Family

Neurology

Neuropsychology

<



UVAOs Memory and Agli ng

Initial Evaluation

ANeuropsychological testing
ANeurological evaluation
ANeuroimaging

A Advanced imaging/biomarker woikp




UVAOsSs Memory and

Subsequent Care

AOngoing coordinated care
ARe-assessments of cognition, behavior, and functioning
ANon-pharmacological management of symptoms
ASpeech evaluations and therapeutic strategies
A Social work services

AMedication management

Agl ng




Care Coordination UVA/JABA

A A model program of coordinated care for individuals and their primary care partners
AOpen to all Virginians with a recent diagnosis of MCtiementia

ACollaboration:
AVirginia Department of Aging and Rehabilitative Services
AUVA Health System
AJefferson Area Board for Aging (JABA)



JABAI Jefferson Area Board for Aging

AACL Grant provided an opportunity to collaborate with Memory and Aging Care Clinic

AJoint hiring and training of Care Coordinators (one employed by each organization)
ACare Coordinatorsworkwittt i ni ¢ staff and JABAOGsS Oj
AAble to access and refer to services provided by UVA hospital and JABA

ADementia programs add to connections between JABA and largest area hospital
Care Transitions Program Community outreach
Cross training Research links



JABAI JeffersomArea Board for Aging

AArea Agency on Aging serving Charlottesville and five surrounding counties
A 42 years of providing services to older residents (60+)

APrograms defined by level of need:
AlIndependent Seniors
AlIndividuals needing Supports and Resources
AlIndividuals needing 24our Assistance
ACaregivers




JABAI Jefferson Area Board for Aging

AWide range of services available at low or no cost

A Information and Assistance
A JABA Community Centers

A Insurance Counseling (SHIP)
A Volunteer Services

A Affordable Senior Housing

A Adult Care Centers

A Options Counseling

A Home Delivered Meals
A Caregiver Support Groups

A Chronic Disease Self
Management Education

A Ombudsman
A PACE



Care Coordination Program

Goals
Almprovethe quality of dementia care in Virginia

A Coordinatiornof services
AProvide educatioaboutdementia

AProvide emotionasupport to patientand caregivers



Care Coordinators

Liz Boyd and Sanirields

A Advanced degrees in fields related to area of work (psychology, social work)

A Knowledgeof community services enhances cooperation and-cefegals
A (e.g.respitecarav ai | abl e at JABAO6s Adult Da

A Seamless connection between multiple agencies



Care Coordinators

Extensive training in:

AAging and dementia
ADementiacapability
AOptions Counseling
APersorcentered care

AFuture planning needs (e.g. Advance Directives)



CareCoordinators

AForm proactive relationships with patient and family
AConduct at least one home visit

A Central continuous point of contact

AKey advocates

A Shareknowledgeof the range of health and caervices

A Assist in navigation of complex health care and social services

AMonitor and review care services



Care Coordination Program

G ov O
Senlor Org Resources e
Resource

Patlent& / Rel_so(;:l?rlces
Caregiver i )
Care
e
JAVAVAY

Resourcej

Durable

Medical
Equipment




Care Coordination: Outcome Measures

A Administervalidated measures tite first visit and annually

A Outcomes 1 (1) Decreased depression
(2) More stepso prepardor dementia
(3) Satisfaction with the Care Coordinatjmmgram

A Outcome2: (1) Decreasedse of emergency or unplanned healhe



Care Coordinatiorogram: Patients

54% Female; 46% Mal 86% White; 10% Blac

27% Veterans 61% Rural: 39% Urba

71% Married

4% Medicaid

85% Retired

87% Medicare



Care Coordination



