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Welcome & Announcements

Welcome – Rob Dribbon, Strategic Innovation, Merck

Upcoming PCPCC Webinars 

Interested in PCPCC Executive 
Membership?

Email Jenifer Renton (jrenton@pcpcc.org) or 
visit www.pcpcc.org/executive-membership

PCPCC Annual Conference Save the Date: November 4 - 5, 2019

http://www.pcpcc.org/executive-membership
http://www.pcpccevents.com/


2019 PCPCC Annual Conference
#PCPCC2019 is 10 DAYS AWAY!

This year’s conference features exciting sessions and a dynamic group of speakers 
including:

• The PCPCC Tech Pre-conference, Digital Disruption: Activating Primary Care 
with keynote from James Weinstein, SVP, Microsoft Health Care

• Keynote presentations from from Eric Topol, MD, Scripps Research, and Asaf 
Bitton, MD, Ariadne Labs, Harvard Medical School

• Fireside chat, featuring Richard Baron, President and CEO, American Board 
of Internal Medicine Foundation, (former Group Director of Seamless Care 
Models, CMMI) and Amy Bassano, Acting Director, Center for Medicare and 
Medicaid Innovation (CMMI) as they discuss CMMI’s efforts, results to date, 
and what they hope to accomplish in the future with CPC+ and the Primary 
Care Models, with a particular focus on Primary Care First

• and much more!

Visit pcpccevents.com today to view the agenda, full list of speakers, conference 
prospectus, and to register for this year’s conference. 

Today’s webinar attendees can receive $100 off conference registration with 
discount code, webinar2019



Today’s Speakers 

Carolyn Clevenger, RN, DNP
Clinical Director and Nurse Practitioner

Integrated Memory Care Clinic
Emory University

Morgan Daven, MA
Senior Director for Health Systems, 

Alzheimer's Association

David B. Reuben, MD
Director, Multicampus Program in 

Geriatrics Medicine and Gerontology
University of California, Los Angeles

Robert Dribbon
Strategy and Innovation

Merck
(Moderator)



Innovations in Caring for Persons 

with Alzheimer’s and Related 

Dementias 

Morgan Daven Senior Director, Health Systems

Alzheimer's Association

Carolyn Clevenger, RN, DNP, Associate Dean for Clinical and 

Community Partnerships at the Nell Hodgson Woodruff School 

of Nursing

David B. Reuben, MD, Archstone Professor of Geriatrics

David Geffen School of Medicine at UCLA



What We Will Cover

• Overview: the magnitude of the problem

• New guidelines for diagnoses of dementia

• Outreach programs to identify persons with dementia

• A population-based approach to caring for persons 

with dementia

• Examples of innovative programs

• Questions and answers



More than 5 million Americans 

are living with Alzheimer’s, the 

most expensive disease in 

the United States.



In 2019, total payments for 

caring for Americans age 65 

and older with Alzheimer’s or 

other dementias will surpass a 

quarter of a trillion dollars,

an increase of nearly $13 

billion since last year.



$240B

$480B

$720B

$960B

$1.2T

By 2050, these costs could 

rise as high as $1.1 trillion.

2019

2050



Alzheimer’s adds to the 

difficulty and cost of managing 

care for adults, creating more 

expensive hospitalizations 

and increased emergency 

department visits.



Primary care providers 

may be especially well-

positioned to perform 

this evaluation and 

ensure timely

follow-up. 

Early detection has 

medical, social, 

emotional, planning  

and financial benefits.

A cornerstone of early 

detection is 

assessment of 

cognitive impairment.



Benefits of Early Detection

• Accurate Diagnosis

• Medical Benefits

• Participation in Clinical Trials 

• Planning for the Future

• Emotional and Social Benefits



• For use by primary care and 

specialty care physicians and 

nurse practitioners

• Best practices for partnering 

with the patient and their loved 

ones, to improve patient 

autonomy, care, and outcomes

Practice Guidelines for Clinical Evaluation of Alzheimer's Disease                           

and Other Dementias for Primary and Specialty Care (for publication in 2020)













GMN: Statewide Initiative

• Core Collaborators

– Coordinating Center

– Memory Assessment Clinics

– Primary Care Practices

– Alzheimer’s Association

– Area Agencies on Aging

– Aging and Disability Resource Centers



Population-based Dementia Care 

Model



New Models of Comprehensive Care for Dementia

• Focus on patient and caregiver

• Community-based

– BRI Care Consultation

– MIND at Home

• Health System-based

– Indiana University Healthy Aging Brain Center (HABC)

– The UCLA Alzheimer’s and Dementia Care Program (UCLA ADC)

– The Care Ecosystem

– Emory Primary Care Program



Community-based

• Implemented at CBOs by SWs, RNs, MFTs

– Systematic assessment

– Care planning

– Delivery or referral care, services, and support

– May or may not have in-person visits, home visits

• Reduced caregiver burden/strain/depression

• Better guideline care, QoL, behaviors

• Reduced NH placement

• No effect on health care use or costs



Health-system Based

• Implemented in health systems by nurse 

practitioner or physician-led staff

– Face-to-face annual visits

– Coordination within health system and EHR

– Order writing

– May or may not have home visits

• Better quality of care

• Reduced caregiver burden/strain/depression

• Reduced NH placement

• Lower health care costs



The Integrated Memory Care 

Clinic:

Primary Care for People with 

Dementia

Website: www.emoryhealthcare.org/imcc

http://www.emoryhealthcare.org/imcc


Geriatric 

Primary Care

Dementia 

Care

Palliative 

Care

Specialized care for aged or people 

with syndromes of the aged 

population

Aggressive symptom 

management to improve 

quality of life

Including neurological and 

geriatric psychiatry care

IMCC: A “One-

Stop Shop”



“Primary 

Care for 

People 

Living with 

Dementia”



Dementia + Primary Care 

1. Intentional assessment and 

appropriate, aggressive 

treatment

2. Availability of clinicians to families

3. Connection to community-based 

aging service providers

4. Input from patient/family advisors

5. Leveraging the interprofessional 

team.





Outcomes • Primary Care

– Outperform the system goals for 

hypertension, diabetes care

– Outperform the system goals for 

immunizations, [appropriate] 

screenings

• Value

– Ambulatory sensitive admission rate 

less than 2%*

– 99th percentile Patient Experience 

scores

*(published national rate typically ~13-15%)



Healthy Aging Brain Center 

(HABC): Indiana University
• Care management services focused on improving self-

management, problem solving and coping skills

1. Patient and family education and counseling

2. Data collection via standardized tools

3. Coordination of care transitions across multiple settings

4. Design and delivery of person-centered, non-

pharmacological interventions to reduce physical and 

psychological burden

5. Modification of physical and social environment

6. Engagement of palliative and hospice care as appropriate



MULTI-DISCIPLINARY CARE TEAM: 

Non-licensed Care Coordinator Assistants are the primary liaison 

between the care team, our patients and their informal caregivers.

• Conduct visits anywhere in the community convenient to the 

patient and their informal caregivers

• Care is delivered through a variety of mechanisms including 

in person, phone and email

MD
Licensed Clinicia

n

RN, Social Worker

, 

Psychologist

Community Health Workers:

Care Coordinator Assistant

Patients and Family Caregivers



HABC Benefits

• Fewer ED visits

• Fewer hospitalizations

• Shorter lengths of stay



Care Ecosystem

• Telephone and internet-based care delivery (15.3 calls/y)

• Team of unlicensed Care Team Navigators plus 

dementia specialists (APN, SW, pharmacist)

• Care plan protocols (immediate needs, meds, safety, 

referrals and caregiver education, caregiver well-being, 

behavior management, advance care planning)

• Improved: person with dementia quality of life

• Reduced: ED utilization, caregiver depression and 

burden



The UCLA Alzheimer’s and 

Dementia Care Program

• Clinical program with goals:

– Maximize patient function, independence, & dignity

– Minimize caregiver strain

– Reduce unnecessary costs

• Provides comprehensive care based in the 

health system that reaches into the community

• Uses a co-management model with Nurse 

Practitioner Dementia Care Specialist (DCS) 

who does not assume primary care of patient



The UCLA Alzheimer’s and 

Dementia Care Program

• DCM works with physicians to care for 

patients by:

– Conducting in-person needs assessments 

– Developing and implementing individualized 

dementia care plans

– Monitoring response and revising as needed

– Providing access 24 hours/day, 365 days a year 

• Caseload 250-300 patients







Utilization and Costs

38

* p<.05

Based on NORC external evaluation of CMMI Award using fee-for-service 

claims data and UCLA ACO data September 2015- September 2017

• Hospitalizations: 12% reduction

• ED visits: 20% reduction*

• ICU stays: 21% reduction

• Hospital days: 26% reduction*

• Hospice in last 6 months: 60% increase*

• Total Medicare costs of care: $2404/year*

• Nursing home placement: 40% reduction*



Population-based Dementia Care 

Model



Dementia Care Pathway 

Initiatives
Tiers Initiatives

1 (Top 1%)

• Referrals to Extensivist Clinic or home visit program, if appropriate

• Referrals to Alzheimer’s and Dementia Care (ADC), if appropriate

• Referrals to Palliative Care

• Referrals to  Urogynecolgy (Frequent UTIs)

2 & 3 (2-20%)

• Primary care with additional services

• Optimized Referral to ADC Program

• Referrals to Urogynecology (Frequent UTIs)

4 & 5 (21-100%)

• Enhance Dementia Care within Primary Care

• Enhance Memory Evaluation Referrals

• Promote Advance Care Planning

• UCLA Dementia Information and Referral (I&R) Service (ADIS)

All Tiers
• CareConnect Registry

• Referrals to Pharmacy for Medication Reconciliation (15+ meds)



Conclusions

• Despite the lack of very effective medications for 

dementia, the lives of persons with dementia and their 

caregivers can be improved with lower health care 

costs

• Several models are models are effective and choices 

should be guided by the population served, local 

resources, and institutional goals.



Questions


