
Virginiaôs Care Coordination Program for 

Individuals with Dementia 

 Carol A. Manning, PhD, ABPP-CN   Scott A. Sperling, PsyD 

 Director, Memory Disorders Clinic   Clinical Neuropsychologist 

 Associate Professor of Neurology   Assistant Professor of Neurology 

 University of Virginia    University of Virginia 

 

 

 George Worthington, MS Clin. Psych.  Devin M. Bowers, MPH 

 Dementia Services Manager   Dementia Services Coordinator 

 Jefferson Area Board of Aging    Virginia Department for Aging and   

          Rehabilitative Services 



Disclaimer 

 

This presentation was supported in part by a cooperative agreement (No. 90AL0020-01-00) 
from the Administration on Aging (AoA), Administration for Community Living (ACL), U.S. 
Department of Health and Human Services (DHHS). Grantees carrying out projects under 
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 DHHS 
policy.  



Dementia and Caregiving Snapshot 

}Dementia: 

} 140,000 individuals aged 65 and older 
ǿƛǘƘ !ƭȊƘŜƛƳŜǊΩǎ ŘƛǎŜŀǎŜ 

} ~92,106 FFS Medicare beneficiaries 
όфΦн҈ύ ǿƛǘƘ !ƭȊƘŜƛƳŜǊΩǎ 
disease/dementia 

} ~6,427 Medicaid beneficiaries with 
cognitive impairment or dementia 
(conservative estimate) 

} 1 in 11 (8.9%) individuals aged 45 and 
older are experiencing memory 
loss/confusion 

 

}Caregiving: 

}пруΣллл !ƭȊƘŜƛƳŜǊΩǎ ŘƛǎŜŀǎŜ ŀƴŘ 
dementia caregivers 

} 20.7% of Virginians providing care or 
assistance to a friend or family 
member with a health problem or 
disability 

}7.5% selected dementia or other forms of 
cognitive impairment as the main health 
problem of the care recipient 

5ŀǘŀ {ƻǳǊŎŜǎΥ !ƭȊƘŜƛƳŜǊΩǎ !ǎǎƻŎƛŀǘƛƻƴ όнлмтύΣ /a{ όнлмрύΣ .wC{{ όнлмрύΣ 5a!{ όнлмнύ 



¢ƘŜ !ƭȊƘŜƛƳŜǊΩǎ 5ƛǎŜŀǎŜ ŀƴŘ wŜƭŀǘŜŘ 5ƛǎƻǊŘŜǊǎ ό!5w5ύ /ƻƳƳƛǎǎƛƻƴ 

Established in 1982 by the 
Virginia General Assembly 

§ 51.5-154 of the Code of 
Virginia 

15 Members;         
Quarterly Meetings  

Advises the Governor and 
General Assembly on 

policy, funding, regulatory 
and other issues related 

to dementia 



ADRD Commission: Duties and Powers 
ωExamine the needs and ways that state government 

can most effectively and efficiently assist in meeting 
those needs;  

1 
ωDevelop and promote strategies to encourage brain 

health and reduce cognitive decline;  2 

ωAdvise the Governor and General Assembly;   3 
ωDevelop the Commonwealth's plan for meeting the 

needs; 4 
ωSubmit annual reports on activities to the Governor, 

General Assembly, and DARS; and 5 
ωEstablish priorities for programs among state agencies 

and criteria to evaluate these programs.  6 



Timeline: Dementia State Plan 

2009-2010 

ωReviewed other state plans 

2010-2011 

ωDrafted DSP 

ωPublic listening sessions and comments received 

December 2011 

ωPublication of the 2011-2015 DSP 

2014-2015 

ωDrafted update to DSP 

ωPublic listening sessions and comments received 

October 2015 

ωPublication of 2015-2019 DSP 



Goals of the Dementia State Plan 

ωCoordinate Quality Dementia Services in the 
Commonwealth to Ensure Dementia Capability Goal 1 

ωUse Dementia Related Data to Improve Public Health 
Outcomes Goal 2 

ωIncrease Awareness and Create Dementia-Specific Training Goal 3 

ωProvide Access to Quality Coordinated Care for Individuals 
with Dementia in the Most Integrated Setting Goal 4 

ωExpand Resources for Dementia-Specific Translational 
Research and Evidence-Based Practices Goal 5 

http://alzpossible.org/dementia-state-plan-2015-2019/
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Care Coordination 
 

 
United States Agency for Healthcare Research and Quality: 

 

"éthe deliberate organization of patient care activities between two or more participants 

(including the patient) involved in a patient's care to facilitate the appropriate delivery of 

health care services.  

 

Organizing care involves the marshaling of personnel and other resources needed to carry out 

all required patient care activities and is often managed by the exchange of information among 

participants responsible for different aspects of care."  

 



Care Coordination 
 

In Essence: 

 

ÅCare coordination programs emphasize coordinated and 

comprehensive approaches to improving quality of care 



Care Coordination 
 

 

Most effective for diseases that are: 

 

ÅHigh-volume and primarily managed in the outpatient setting 

 

ÅSubstantial variability in treatment 

 

ÅRely on coordination with community agencies/social services 



Care Coordination: Positive Impacts 
 

 

ÅSeverity of patientsô symptoms 

 

ÅPatientôs quality of life 

 

ÅSocial support 

 

ÅLevel of unmet caregiving needs 

 

ÅQuality of caregiving 

 

ÅCaregiver distress 

 

ÅAdherence to published dementia care guidelines 



Care Coordination: Positive Impacts 
 

 

ÅAppropriate use of medications 

 

ÅUse of community services 

 

ÅSatisfaction with care and community service use 

 

ÅUse of acute care services 

 

Å Institutionalization rates 



Care Coordination: What Works? 
 

 

Factors for success 

 

ÅExpert knowledge of the care coordinators 

 

ÅInvestment in a strong provider network 

 

ÅCoherent conditions for effective inter-organizational cooperation to deliver integrated 

care 
 



Care Coordination: Costs 
 

 

 

ÅEffects of interventions off-set start-up costs  

ÅReductions in hospitalizations and other acute/unplanned health care 

 

 

ÅPrograms with substantial in-person contact that target moderate to severe patients can be 

cost-neutral and improve aspects of care 



Care Coordination: Costs 
 

 

 

ÅPayer Perspective: Mean monthly adjusted costs of healthcare and caregiving services 

during were $219 less for those in CC 



Care Coordination at UVA 

Social Work  

Neurology 
 

Neuropsychology 

Nurse  
Practitioner 

Nurse  
Coordinator 

Clinical Research 
PT/OT/SL 
!ƭȊƘŜƛƳŜǊΩǎ 
Association 

Patient 
& 

Family 

UVA Memory and Aging Care Clinic 

 

ÅA multidisciplinary clinic providing 

patient/family centered care 



UVA MACC 

 

Health care provision is better as a ñteam sportò 

 

Multi -Disciplinary Care 

ÅImproves patient outcomes 

ÅDecreases hospitalizations 

ÅIncreases patient satisfaction 

 

Social Work  

Neurology 
 

Neuropsychology 

Nurse  
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UVAôs Memory and Aging Care Clinic 

Initial Evaluation 

 

ÅNeuropsychological testing 

 

ÅNeurological evaluation 

 

ÅNeuroimaging 

 

ÅAdvanced imaging/biomarker work-up 



UVAôs Memory and Aging Care Clinic 
 

Subsequent Care 

 

ÅOngoing coordinated care 

ÅRe-assessments of cognition, behavior, and functioning 

ÅNon-pharmacological management of symptoms 

ÅSpeech evaluations and therapeutic strategies 

ÅSocial work services 

ÅMedication management 



Care Coordination UVA/JABA
  

 

 

ÅA model program of coordinated care for individuals and their primary care partners 

 

ÅOpen to all Virginians with a recent diagnosis of MCI or dementia 

 

ÅCollaboration: 

ÅVirginia Department of Aging and Rehabilitative Services 

ÅUVA Health System 

ÅJefferson Area Board for Aging (JABA) 



JABAïJefferson Area Board for Aging  

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

 

ÅJoint hiring and training of Care Coordinators (one employed by each organization) 

ÅCare Coordinators work with clinic staff and JABAôs Options Counseling team 

ÅAble to access and refer to services provided by UVA hospital and JABA 

 

ÅDementia programs add to connections between JABA and largest area hospital 

 Care Transitions Program  Community outreach 

 Cross training    Research links 

 



JABAïJefferson Area Board for Aging   

ÅArea Agency on Aging serving Charlottesville and five surrounding counties 

 

Å42 years of providing services to older residents (60+) 

 

ÅPrograms defined by level of need: 

ÅIndependent Seniors 

ÅIndividuals needing Supports and Resources 

ÅIndividuals needing 24-hour Assistance 

ÅCaregivers 



JABAïJefferson Area Board for Aging  

ÅWide range of services available at low or no cost 

Å Information and Assistance 

ÅJABA Community Centers 

Å Insurance Counseling (SHIP) 

ÅVolunteer Services 

ÅAffordable Senior Housing 

ÅAdult Care Centers 

ÅOptions Counseling 

ÅHome Delivered Meals 

ÅCaregiver Support Groups 

ÅChronic Disease Self 

Management Education 

ÅOmbudsman 

ÅPACE 

 



Care Coordination Program  

 

Goals 

ÅImprove the quality of dementia care in Virginia 

 

ÅCoordination of services 

 

ÅProvide education about dementia 

 

ÅProvide emotional support to patients and caregivers 

 



30 

Liz Boyd and Sam Fields 

 

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

 

ÅKnowledge of community services enhances cooperation and cross-referrals  

Å (e.g., respite care available at JABAôs Adult Day Centers) 

 

ÅSeamless connection between multiple agencies 

 

 

Care Coordinators  



31 

Extensive training in: 

 

ÅAging and dementia 

 

ÅDementia-capability 

 

ÅOptions Counseling 

 

ÅPerson-centered care 

 

ÅFuture planning needs (e.g. Advance Directives) 

 

 

 

Care Coordinators  



 

ÅForm proactive relationships with patient and family 

 

ÅConduct at least one home visit 

 

ÅCentral continuous point of contact 

 

ÅKey advocates 

 

ÅShare knowledge of the range of health and care services 

 

ÅAssist in navigation of complex health care and social services 

 

ÅMonitor and review care services 

 

 

 

 

 

Care Coordinators  



 

Patient & 
Caregiver 

 

 

 

Govôt 
Resources 

Medical 
Resources 

Local 
Resources 

AAA 
Resources 

Non-Profit 

OT, PT, 
SPCH 

Durable 
Medical 

Equipment 

Adult Care 
Centers 

Transportation 

Senior Orgs 

Care 
Coordinator 

Care Coordination Program  



 

ÅAdminister validated measures at the first visit and annually 

 

 

ÅOutcomes 1: (1) Decreased depression 

   (2) More steps to prepare for dementia 

   (3) Satisfaction with the Care Coordination program 

 

 

ÅOutcome 2:   (1) Decreased use of emergency or unplanned health care   
 

Care Coordination: Outcome Measures 



Care Coordination Program: Patients 

54% Female; 46% Male 

4% Medicaid 

61% Rural; 39% Urban 27% Veterans 

86% White; 10% Black 

85% Retired 71% Married 

87% Medicare 



  Care Coordination 


