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Prevalence of Dementia

From Herbert et al data  as presented in Alzheimer’s Association. 2017 AD Facts and Figures. 
Alzheimer’s Dementia 2017:13:325-373.



Cost of Care 
Per person per year in thousands

Patients with dementia 
cost Medicare 3X more than 
other beneficiaries in the 
same age group, primarily 
because of hospitalizations.

They cost Medicaid 23X
more, primarily because of 
nursing home placement.



Quality Challenges

• Poor detection of people with Alzheimer’s 
disease and related disorders (ADRD)

• Limited recognition of the caregiver’s role

• Limited use of home and community-based 
services (HCBS) and long-term services and 
supports (LTSS)



Indicators of a Dementia Capable 
System

Indicator #1 
Better detection of 

patients with 
dementia

• Include cognitive 
impairment questions in the 
health risk assessment 
(HRA) and other 
assessments

• Adopt a validated screening 
tool 

• Document cognitive 
assessment in the 
electronic medical record 
(e-MR)

• Establish a follow-up 
protocol if the cognitive 
screen is positive



Indicators of a Dementia Capable 
System

• Identify caregiver and 
document  him/her in the 
medical record(s)

• Assess the caregiver’s needs
• Provide the caregiver with 

education & supports
• Engage the patient, as 

appropriate,  and the caregiver 
in care planning

• Develop a care plan based on 
person and family-centered 
needs

Indicator #2 
Caregiver 

identification and 
support



Indicators of a Dementia Capable 
System

• Dementia education
• Meals on Wheels
• Support groups
• Caregiver education
• Adult day services
• Care counseling and care 

management
• In-home services
• Engagement programs
• Caregiver education

Indicator #3 
Connect to home 
and community-
based services
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Cal MediConnect Health Plan 
Benefits
Participating plans must provide:
• All Medicare and Medi-Cal services: primary and acute care, 

prescription drugs, & most behavioral health and LTSS.
• Supplemental benefits not otherwise available under Medi-

Cal: dental care, vision care, and non-emergency medical 
transportation.

• Care management services.

Plans have discretion to provide:
• Other home and community-based services – like respite, 

non-medical transportation, Medic Alert bracelets, etc.



Policy Levers for Dementia Cal 
MediConnect (DCMC) Project

• Financial & Administrative Alignment 
o Emphasis on coordination of care
o Quality improvement targets
o Partnerships with CBOs encouraged
o Caregivers’ roles acknowledged

• Informational Bulletin on Dementia
• Health Risk Assessment Changes



DCMC Project: Components
• Advocacy with health plans, state and Center for 

Medicare & Medicaid Services (CMS) - Making the 
case for focusing on dementia care

• Care manager training and support  

• Health plan technical assistance from Alzheimer’s 
organizations

• Support services and disease education for patients 
and caregivers through the health plans and/or through 
referrals to Alzheimer’s organizations for: caregiver 
supports, care planning information & referral,  respite, 
etc.



Key Steps of Partnership
Step 1: Identify Champions & Leaders
Step 2: Make the Case 

Value Proposition
Highlight Policy Levers

Step 3: Make the Ask
Propose Clear & Realistic Goals 
Evidence to Support these Goals
Preliminary Plan for Achievement

Step 4: Implement the Plan
Step 5: Evaluate & Provide Feedback



Dementia Care Manager Training Components

 Fundamentals of Cognitive Impairment, Alzheimer’s 
Disease and Related Dementias

• AD8TM Screening 
 Practical Behavioral Symptom Management

• IDEA! Behavior Management Approach
• Caregiver Tip Sheets on Behaviors

 Caring for the Caregiver
 Home & Community-Based Support Services

www.alzgla.org/professionals

https://www.alzgla.org/professionals


Plain Language 
Caregiver Tip Sheets

• Anger and Fighting
• Bathing
• Getting Lost
• Medications
• Hallucinations
• Paranoia
• Sundowning 

• And more…at 
www.alzgla.org/professionals

http://www.alzgla.org/professionals


Tool to Facilitate Warm Referrals



Available for download at:
www.alzgla.org/professionals

http://www.alzgla.org/professionals


• Sample HRA Questions

• Training Curricula for Care Managers

• ALZ Direct Connect Form (for 
adaptation)

• Dementia Care Management Toolkit

• AD8TM Dementia Screening Tool and 
others

• Caregiver Identification Tool

• Benjamin Rose Caregiver Stress and 
Strain Scale and others

• Care Needs Assessment Tool

• IDEA! Strategy for Managing 
Challenging Behaviors

• Best Practice Care Plans

• Plain Language Caregiver Tip Sheets

Download at: www.alzgla.org/professionals
Tools Available

http://www.alzgla.org/professionals


Care Manager Training: Progress to 
Date 
Care manager training (8 hours)
• 10 health plans
• Nearly 500 care managers
Dementia Care Specialist trainings (12 hours)
• 9 health plans 
• 109 specialists trained



Step 5: Evaluate & Provide 
Feedback

Evaluations provide evidence and talking 
points to promote systems change



Evaluation Design

• Care Manager training outcomes
• Knowledge of ADRD
• Practice change, outcomes
• Systems change
• Pre-, post- and 6 months post surveys

• Systems Change Tracking
• Tracking indicators of dementia capable systems of care.
• Staff report and key informant validation



** p<.008

Care Manager Practice Change results



Health Plan Systems Change 
Results (n=10)

Screening and Diagnosis
• All have at least one question in HRA regarding cognitive issues
• 6 have adopted a validated screening tool and integrated results into their electronic 

health records (EHR)
• 5 have protocol to refer members for a diagnostic evaluation if screen is positive

Caregiver Identification, Assessment, and Involvement
• 9 report documentation of caregivers
• 4 plans report engaging caregivers in care planning and Interdisciplinary Care Team
• 2 adopted validated measure of caregiver stress and strain and integrated into EHR
• 6 offered respite as a Care Plan Option,  1 offered other non-covered LTSS services
• 6 plans offer or arrange for caregiver education

Referrals to HCBS
• 4 plans have formally adopted ALZ Direct Connect
• All plans make referrals to the Alzheimer’s organizations



Cognitive Screening and Diagnosis
• Molina changed their HRA to better identify members with 

memory concerns / recent changes in cognition
• Molina added a validated tool into the clinical software to 

screen members for dementia- AD8TM

• Creation of primary care physician (PCP) Notification of 
AD8TM score

Case Example: Molina Healthcare  



Caregiver Screenings  
• HRA and other methods identify caregivers of those with 

dementia
• American Medical Associations Caregiver Self-Assessment 

tool was added to the clinical system as a method to assess 
the needs of family caregivers

• Case Managers assist to link caregivers to appropriate 
resources based on identified needs

Case Example: Molina Healthcare  
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Texas Takes on Dementia

This presentation was supported in part by a cooperative agreement (No. 90DS2023) 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



Texas Takes on Dementia

Advisors: Baylor Scott & White; Texas Department of State Health Services, Baylor 
College of Medicine, Alzheimer’s, Greater Los Angeles



How does it work?

• Identify PWDs 
and CGs

• Provide Direct 
Services



Everything’s “Different” in 
Texas

Frame work already established

Health plan support from onset

Minimal policy drivers



Progress to Date

Baseline 
Assessment

Change 
Recommendations Training Systems 

Change Referrals Evaluation



What we have learned…
• Service Coordinators want:

• Screening tools
• Knowledge of community resources
• Easy referral system
• Coordination of care

• What plan members need:
• Dementia specific services 
• Dementia specific adult day centers
• Caregiver education
• Respite



Challenges and Lessons Learned

• Making dementia care a priority
• Turn-over of champions
• Lack of access to meaningful data
• Detection of dementia
• Caregiver identification, assessment & support
• Connecting to community based organizations 
• Overcoming the lack of policy drivers



Katie Scott, MPH
Sr. Director of Dementia and Caregiver Support Services
Sheltering Arms Senior Services Division
713.558.6306
kscott@bakerripley.org

Debra Cherry, PhD
Executive Vice President
Alzheimer’s Greater Los Angeles
323.930.6225
dcherry@alzgla.org

Contact information

mailto:kscott@bakerripley.org
mailto:dcherry@alzgla.org
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