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Our Goals for Today

Equip you with skills to help integrate routine cognitive assessment into
healthcare visits for older adults with signs of cognitive impairment

Provide guidance on best practices for documenting and coding
cognitive assessments and services

Offer strategies to effectively communicate with patients and caregivers
about their cognitive assessment results
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Welcome and Introduction

PeerView
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7 8
A Brief Review: What Is Dementia? Tvoes of Cognitive Decline
DSM-5 Definition’ yp 9
: Types of Cognitive _Magnltu_d_e i Decll_ne Affects Daily
Acquwed : Decline nlceaniielnerction Function?
L . Acquired for Age )
cognitive decline "
: functional
in at least . Age-related dedli “Normal” N
1 domain decline ge-related decline ormal o
e Mild Cognitive Impairment No, may be using
MCl)2 Abnormal compensatory strategies
No other causes
. A D tiab AEnernal Yes, unable to use
(eg, medical, psychiatric) cen compensatory strategies
Pt s Daprost s St Nansl o Mon O, i £6n DSH-5) Peeivicwesn A‘A&"‘ﬁp&.iw‘:; ,gmlmma‘ g;',72,.Zilﬁflu?:??iiiﬁfﬁs;fiém "Fith Edtion (D5 T
9 10
. Alzheimer’s Disease as a Cause of Dementia
Causes of Dementia' . 1
Is Highly Prevalent
L. R Number and Ages of People 65 Years or Older
Dementia is a syndrome often associated With Alzheimer’s Dementia, 2022
with a neurodegenerative disease 10.7% of the US
>85y 65y-74y .
2.31 million 1.75 million population over the
(85:7%) @7%) age of 65 has
dementia due to
Alzheimer’s disease
(only one cause
Alzheimer’'s Vascular Lewy Body Frontotemporal of dementla!)
50%-70% 20%-30% 10%-25% 10%-15% 75y-84y
2.41 million
(37.2%)
1. hitpialzbr.orgfalzheimers-cisease-dementia PeerView.com 1. Wtps:/www alz.org/alzheimers-dementiafiacts-figures. PeerView.com
11 12




Gender, Racial, and Ethnic Disparities in AD Prevalence
and Early Detection'-2

60% underdiagnosis of AD in high-income countries vs 90% in
low-income countries
Almost two-thirds of Americans with AD are women
Older Black and Hispanic Americans are more likely than older White
Americans to have AD or other dementias
Despite higher prevalence of AD in racial and ethnic minority populations,
there is poor detection overall and large disparities
— Racial and ethnic minorities are at higher risk of underdiagnosis
(Denmark, Norway, UK, US)
— Racial and ethnic minorities in the US (California) are less likely
to be diagnosed at a mild stage and receive a less comprehensive
evaluation at an early stage

1. Tsoy E et al. JAMA Neurol. 2021 2 PeerView.com

_europe_ethics_report_2018.pa.
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Integrating Cognitive Screening
Into Clinic Visits

Practical Strategies for Routine Care

Why Screen? Brain Health Is Whole Person Health'

Modifiable Risk Factors'

« The effectiveness of your care depends on your recognition of your patient’s
coghnitive function. Knowing if there is cognitive or functional decline guides your care for
all other conditions and affects how you

— Make shared decisions
— Structure a treatment plan and medication regimen

> New DMTs for AD are only available to patients with early stage AD (eg, MCI or
mild AD dementia)?

— Engage the person’s support network or help create one for them
— Follow through with referrals to specialists, resources and services
« Brain health and prevention of dementia or its progression relies on recognition
— There are 12 risk factors that when addressed can delay onset or progression

1. Liingsion G et al. Lancel. 2020:396:412-445. 2. Leqerb (lecanemab) Presciting Informaton. fles/Loqer i .
PeerView.com

* Minimize diabetes

« Treat hypertension
« Prevent head injury
« Stop smoking

Reduce neuropathological
damage (amyloid or
tau-mediated, vascular,
or inflammatory)

Increased and maintained
cognitive reserve

Reduce air pollution
Reduce midlife obesity

* Maintain frequent exercise
« Reduce occurrence

of depression
« Avoid excessive alcohol

Preventing dementia

« Treat hearing impairment
* Maintain frequent
social contact
+ Attain high level of education

1. Livingston G et al. Lancet. 2020:396:412-446. PeerView.com
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Start a Brain Health Plan at the Earliest Signs

Where to Start? Screen!!

SCD

Social and
physical activity

Manage BP
and diabetes

Hearing Review
and vision medications

PeerView.com

« People 65 years of age and older can be screened annually for cognitive impairment

— Medicare Annual Wellness Visit (AWV)—patients are eligible after the first 12 months
of Medicare Part B coverage

— Medi-Cal Cognitive Health Assessment (CHA)

Part 1 Part 2 Part 3
5 -
Take a brief Use screening Document care
patient history tools partner information

« Different members of the clinical team can administer the assessment
(eg, physicians, PAs, NPs, RNs, MAs, SWs)

+ AWV: www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/preventive-services/medicare-wellness-visits.html

- CHA: www.dementiacareaware.org

1. Cordell CB ot al. Alzheimers Dement. 2013::141-150. PeerView.com
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Training Available

Patient Case: Part 1

Welcome to Dementia Care dware o

Welcome! « 1.5 CE/CME
Wolcoma o o— available with
i Tl e iy i e v ’
R e the online

) training
o

www.dementiacareaware.

PeerView.com

Mr. Harold Sandoval, 70 years old, presents for Medicare Annual
Wellness Visit accompanied by his daughter Jacqueline

His daughter expresses concern that Harold increasingly seems to be
having trouble remembering the names of acquaintances at church

History: positive

PeerView.com
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Step 1: Take a Brief Patient History!

Step 2: Use Screening Tools'2

This could be noticing a sign or symptom ﬁ

« Apatient, informant, or health or social service team member LY
notes a new cognitive sign or symptom

« During the AWV, patient’s Health Risk Assessment contains a red !‘
flag (eg, indication of functional impairment) 1

This could be a simple question -

« Do you or others think that you are having trouble
remembering things?

« During the past few years, have you or others noticed changes in
your mental abilities?

In your documentation, note if there is a positive response to a

question or if signs/symptoms have been noticed by others

1. Cordell OB et al. Alzheimers Dement. 20139:141-150, PeerView.com

You have a toolbox!

Administered to the Patient Administered to the Care Partner

w

Short 1Q-CODE
Short Informant Qi

GP-COG "
Cognitive Decline in the Elderly

Part 1—General Practitioner
assessment of Cogpnition (for the

Cognitive

Screening 2
Tools patient) AD8
Eight-ltem Informant Interview to
Mini-Cog Differentiate Aging and Dementia
GP-COG
Part 2—General Practitioner
Functional ADLs/IADLs assessment of Cognition (for the
Screening Activities of Daily Living and informant)
Tool Instrumental Activities of Daily Living

FAQ
Functional Activities Questionnaire

1. hitps:/wiw domentiacareavare.org/page/show/ 139061
2

PeerView.com
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Screening Tools'2

Mini-Cog Screening Tool'

Mini-Cog <3 i ADS8 >2
» 80% sensitivity
« Specificity ranges from

>80% sensitivity

>80% specificity
60%-80% to detect Sensitivity/specificity data
dementia apply to when AD8 is
administered to informant

Results compare favorably
to Mini-Mental State Examination

1. Borson S ot al. J Am GeriatrSoc: 2. Gabin JE ot a. N PeerView.com

Step 1: Three Word Registration Say: “Please listen carefully. | am going

to say three words that | want you to
repeat back to me now and try to
The following and other word lists have been used in one or more dinical studies. remember. The words are [select a list
For repeated admi ions, use of an alternati dlistis of words from the versions at left].
Please say them for me now.”

Version 1 Version2 Version3  Versiond  Version5  Version 6

Banana Leader Village River Captain Daughter .
Sunrise Season Kitchen Nation Garden Heaven f ths pefrtsor:r:s unanble totrepem the §
Chair Table Baby Finger Picwre  Mountain | vO'dS after three attempts, move on to
Step 2 (clock drawing).
Mini-Cog takes approxil 3 mil to

1. Borson S et al. J Am Geriatr Soc. 200351:1451-1454. PeerView.com
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Mini-Cog Screening Tool'

Mini-Cog Screening Tool'

m Step 2: Clock Drawing Clock Drawing

Say: "Next, | want you to draw a clock for me.
First, put in all of the numbers where they go.”
When that is completed, say:

“Now, set the hands to 10 past 11.”

Use preprinted circle for this exercise.
Repeat instructions as needed as this is not a memory test.
Move to Step 3 if the clock is not
complete within three minutes.

1. Borson S et al.J Am Geriatr Soc. 200351:1451-1454. PeerView.com

1. Borson S et al. J Am Gerialr Soc. 2003/51:1451-1454.

Mini-Cog™ Step 3: Three Word Recall

Ask the person to recall the three words you stated in Step 1.
Say: “What were the three words | asked you to remember?” Record the word list version
number and the person’s answers.

Scoring

Word recall: 0-3 points

1 point for each word spontaneously recalled without cueing.

Clock drawing: 0 or 2 points ~ Normal clock = 2 points. A normal clock has all numbers
placed in the correct sequence and approximately correct
position with no missing or duplicate numbers. Hands are
pointing to the 11 and 2 (11:10). Hand length is not scored.
Inability or refusal to draw a clock (abnormal) = 0 points.

Total score: 0-5 points 23: pass, normal score

Score of <3: fail

If informant is present, they can complete the AD8
PeerView.com
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AD8 Screening Tool'

Functional Abilities: Quick Review'-3

ADB Dementia Screaring nteriew renion

+ The questions can be e
administered to the
informant as a questionnaire l—
for self-administration or can FomeanT
be read aloud to the ®
informant

« Scores range from 0-8
(every “yes” = 1 point)

+ Score 22: Positive for
cognitive impairment

sy copvis moina

7 e

PeerView.com

1. Galvin JE et al. Neurology. 2005:85:559-564.

Instrumental Act

Living (ADL) Independent  Needs Help Needs Help
Function
Using the telephone O O
Bathing O ]
Preparing meals ] ]
Dressing [ [ Managing household 3] 3]
finances
Transferring (eg, from . .
bed to chair) O O Taking medications ] ]
Doing laundry O O
Toileting [ [ o Y
Doing housework ] ]
Grooming O O

Shopping ] O
Feeding oneself [ [

Managing transportation

1
3. Lawton WP, Brody EM. Geronlologist, 1969.9:179-186.

f. 2.Katz S ot al. Gerontologist. 1970:10:20-30 "
P 95t PeerView.com
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Step 3: Document Care Partner Information

Interpreting the Cognitive Screening

Many people may be involved in a person’s care to different
degrees and for different purposes. There are three roles to
define that are involved in the CHA process

« An informant—can give you information
« A support person—someone who helps with care

« A healthcare agent—someone who has legal authority if
that person is unable to make their own decisions

“Do you have
anyone who is
available to speak
with me and who
Kknows you well?”

e decline, it often becomes crucial to understand

If someone has cog support system

PeerView.com

ANY OF THESE

* Positive symptoms

» Positive cognitive screen
« Positive functional screen

Start brain health plan

Next steps in the workup
(eg, Cognitive
Assessment and Care
Plan Services for
Medicare recipients)

Positive screening from patient
or care partner = Abnormal
result requiring further workup

PeerView.com
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Patient Case: Part 1, Continued

Communicating the Results of the Cognitive Screening

Mr. Sandoval's Mini-Cog: 1/3 recall, clock 0/2 = score 1/5 = positive screen
Daughter answers the AD8 and says yes to 1 item (trouble handling financial

affairs) = negative screen

Function: independent in ADLs, needs help with his finances and managing shopping
trips (new in last 2 years) = positive screen for functional impairment

Support system: daughter Jacqueline is his go-to support person, helps him with
medical care and IADLs—documented in his chart

By the end of the visit, you have completed all 3 components of the CHA—the patient
history, the cognitive screening tools, and care partner identification. Mr. Sandoval’s
CHA has a positive CHA, which you disclose to him and his daughter

You also schedule the required follow-up visit with the patient and care partner to more
thoroughly evaluate and diagnose his cognitive impairment and develop a care plan

» Best practices for disclosing cognitive screening results with patients
and informants

— What symptoms are being reported by the patient or informant?
— What are the findings from the brief cognitive screening?
— Where does this take us next?

« Patients should NOT be told that they have dementia based on the
results of a brief cognitive screen—more assessment is needed

31

Billing and Coding for Cognitive Screening'-?

Medicare Annual Wellness Visit
« Initial visit: CPT G0438
— Billable for the first AWV only
— Patient is eligible after the first 12 months of Medicare coverage

— For services within the first 12 months, conduct the Initial Preventive Physical Exam (IPPE),
also referred to as the Welcome to Medicare Visit (G0402)

— The patient must not have received an IPPE within the past 12 months
« Subsequent visits: CPT G0439

Non-Medicare patients may have separate billing and coding guidelines that vary by state
(eg, Medi-Cal Cognitive Health Assessment: CPT 1494F)

Next Steps

« Separate from the Annual Wellness Visit, CPT 99483 is a code that can be used once every 180 days
to perform a Cognitive Assessment and Care Plan (a more detailed cognitive evaluation)

— Many elements involved in the evaluation
— Should be scheduled within 2-3 months of the AWV

1 NML i

PeerView.com
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Cognitive Assessment

and Care Plan Services
Personalized Care for Patients With Symptoms
of Cognitive Impairment

PeerView

Live

Cognitive Assessment and Care Plan (CACP)'-2

CACP Requirements: 10 Elements'-3

CACP (CPT code: 99483)

Starting in 2017, Medicare provides reimbursement to physicians and other eligible billing
practitioners for a clinical visit that is dedicated to a more thorough assessment of cognitive
function and results in a written care plan

Only for Medicare patients who have already demonstrated signs of
coghnitive impairment

CACP can be used to diagnose MCI or dementia and identify treatable causes or
co-occurring conditions such as depression or anxiety

Requires an independent informant to complete assessments related to the patient’s
behavior, cognition, and functioning

Can be used once every 180 days

CACP includes 10 elements

1. Borson S et al. Alzheimers Dement 2017:13:1168-1173. 2. . 020323.p.
3. hltps:iwww.cms. govicognitive.

PeerView.com

Cognition-focused history and physical examination MMSE, MoCA, SLUMS (select one)
Document medical decision-making of moderate or high complexity
(defined by the E/M guidelines)

Functional assessment of ADLs/IADLs and decision-making capacity
Formal staging of dementia using a standardized tool

1

2

3 Katz (ADL) and Lawton-Brody (IADL)
; Reconciliation and review of high-risk medications

6

7

8

FAST, CDR (select one)

Evaluate neuropsychiatric and behavioral symptoms using

a standardized tool

Evaluate safety, including home and driving

Identify caregiver and address caregiving concerns
9 Develop, update/revise, or review advanced care plan and palliative needs
10 Create a written care plan

NPI-Q, PHQ-9, GDS-short form
(select at least one)
Safety assessment guide

End-of-Life Checklist, POLST

Additional Resources.

- Alzheimer's Project Glinical Roundtable. Physician Guidelines for the Screening, Evaluation, and Management of Alzheimer's Disease and Related Dementias:
https://Championsforhealth. Org/Wp-content/Uploads/2021/09/Alzheimers-project-booklet-v11-082221-web.pdf

- Alzheimer's ation. Cognitive Impairment and Care Planning Toolkit hitps:/www.alz.orgimedia/Documentsicognitive-impairment-care-planning-toolkit.pdf

=There must be an independent historian (eg, spouse, adull chid) who provides patient history when  patient isn' able 1o provide complete or reliable medical history
for assessments and corresponding care plans provided under CPT code 99483,
1. Borson S et al. Alzheimers Dement 2017:13:1168-1173. 2. . 020323.p.

PeerView.com

3. hips:/iwww.cms. govicognitive
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You Expect Me to Do All That in One Visit?!'-3

CACP #1: Cognition-Focused Evaluation, Including History
and Examination3

Split elements up

The 10 elements of the CACP do not have to be performed on the same day
Cover CACP-required elements in office visits prior to the CACP visit (they are still valid as long as they
are performed within 3 months of the care plan)

Ask for help

+ Many of the required assessment elements can be completed by appropriately trained members of the
clinical team working with the eligible provider

Embrace flexibility

+ Assessments that require direct participation of a knowledgeable care partner or caregiver may be
completed prior to the clinical visit and provided to the clinician for the care plan

+ Care planning visits can be conducted in an office or outpatient setting, but also in the home, domiciliary,
or rest-home settings, or via telehealth

1. Borson S et al. Alzheimers Dement 2017:13:1168-1173. 2. . 020323.pl.
3. hlps:iwww.cms. govicognitive.

PeerView.com

Diagnostic Workup

Detailed History

+ Informant interview (IQ-CODE, QDRS, AD8)
« Cognition

» Function and/or behavior changes

Neurological Exam

Mental Status Test
» MoCA?, gMCI, MMSE?, or SLUMS

“Requires remuneration.
1. Borson S et al. Alzheimers De 017:13:1168-1173. 2, jcogtve. 3. or

PeerView.com
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Montreal Cognitive Assessment (MoCA)!

CACP #2: Document Medical Decision-Making'-3

o] g e etk 11 11834

st vt
iy

Errere—y

Draw CLOCK (e
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[ ——Y
T s 8 he o when o e 1| .
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I I o Fwryrm—— i
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The MoCA includes assessments of the following

Scores range from 0 to 30

+ Orientation . Abstraction + 26 and higher is considered normal
+ Short-term memory/delayed recall  + Animal naming

« Executive function/visuospatial abilty + Attention

« Language + Clock-drawing test

PeerView.com

1. hitps:/mocacogrition.cory.

« Any practitioner eligible to report E/M services can provide this service
— Eligible providers include physicians (MD and DO), nurse
practitioners, clinical nurse specialists, and physician assistants
« Eligible practitioners must provide documentation that supports a
moderate-to-high level of complexity in medical decision-making,
as defined by E/M guidelines
— Documentation should include current and likely progression of the
patient’s disease, and the need for referral(s) for rehabilitative,
social, legal, financial, or community services, when appropriate

1 -
planning. 3. hitps:/www.oms.govicognitive PeerView.com
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CACP #3: Functional Assessment of ADLs/IADLSs, Including
Decision-Making Capacity'-6

CACP #4: Formal Staging of Dementia'-3

Administration

Ask patient or informant to rate patient's
ability to perform each activity using the
following scoring system

+ Dependent = 0

Activities of Daily Living

Clinician also needs to make a global
judgment of the patient’s ability to
engage in decision-making (three-level

Bathing
Dressin

Transferring (eg, from bed to * Independent = 1 rating: able to make own decisions;
Toileting Evaluation not able; uncertain/needs more

Sum scores (range 0-6). A score of 6 i P
Grooming indicates full function, 4 indicates moderate evaluation), and document this in
Feeding oneself impairment, and 2 or less indicates severe the medical record

TOTAL SCORE| functional impairment

Instrumental Activities of Daily Living (IADL) Function

Using the telephone Administration
Preparing meals Ask patient or informant to rate patient’s ability to perform
Managing household finances each activity using the following scoring system
Taking medications « Dependent = 0
Doing laundry + Independent = 1
Doing housework Evaluation
Shopping A summary score ranges from 0 (low function, dependent)
Do R 108 (high function, independent).
TOTAL SCORE]
1 _1ADL_Job 2 Kaz Setal
Gerontologst. 1970:10:20-30. 3. Lawon MP & Brody EM. Geronlologis. 1969::179-186. 4, Borson S et al. Alzheimers Dement 201713:1168-1173, —
s . o pot PeerView.com

Functional Assessment Scale (FAST)

[ o ificty aither subjectvaly or ojectively.
2 abjects
3

e locatons. Decreased organizatonal capacty. *

"4 | Decreased abity o peform complex tas, (e, planning dnner for
guests, handing personalfinances, such s forgettng to pay bl )

5 Tor the G, seon
vied."

) Improperty uttng on othes without assisance or cueing
) Unable t bathe propery  not able o choose proper waler temp)
o
oes ot wie propertyor propery dispose of tollet tisue)
) Urnary ncontinence

© Fecl ncontnence
7 [ ATy o spesk i  sprovimatsy <6

B) Spech abily is I to the use o a single ntllghie viord n an
average day o In the couse of o ntensive nterview

Q) Ambulatory abity i st (cannot walk without personal ssistance.)
D) Cannot s p without asistance (.. the ndividual il fall over i
thereare ot atera st [ams) on the crar.)

1. Borson S ot al. Alzheimers Dement 2017:13:1168-1173. 2 ive. 3. Reisberg 8. PeerView.com
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Teepa Snow’s Gems Model’

CACP #5: Reconciliation and Review
of ngh Rlsk Medications'-?

Gems Basic Characteristics Interests [ Basic Characteristics Interests

Sapphire -+ Normal aging - They like to choose Amber - Need to have sensation -+ Things to mess with or
ey boodootoma - May ood ap (toueh, look, eel, smell, or explore
changes of aging modifications o enjoy tasto) + Tertures, shapes, colors,
o Bt b interests + Private and quiet or public movement
cognition - Leaving alegacy, fufling and noisy - Verbal sounds that are
+ Diffculy learning now promises, or making a - Willget nto things. familar (music)
things diference . Cantwaitorputupwith  + Tastes—usually mors
Diamond  + Can do OLD habits and - Things that make them feel things thal take time sweet or salty
routines competent and valued Ruby - Fine motor skilislostor  + Waking a routing path
+ Bocomes more terrtorial + Whatthey enjoy and who 7 e o e, Wa‘chﬁ‘g ere, heking
OR less avare of they like ] 5 b
boundarles + Where they feal - Hard to siop. A et - Thingat i pick up, hold,
+ Likes tho familiar and has comfortable but stimulated oo e i v . 01,
dificulty with change - What gives thom a sonse of o TS et T e
+ Tells the same siories, asks  Gontrol - One direction—forward + Rhythmic movements and

the same questions

only, can't back up safely actions.
Emerald +  Gets lost in past life, past *  Doing familiar tasks
places, past rol + Engaging with or helping Pearl + Not aware of the world + Pleasant and familiar
« Gets emotional quickly others: around them (most of the sounds and voices
+ Loses important tings and  + Having a job or a purpose ,.\ time) - Warmth and comfort
thinks someone stole them  «  Does better with a friend + Hardly moves * Soft textures
+ Needs help, DOES NOT than a boss ‘ Problems swallowing +  Smooth and slow
know it or like it * Hard to get connected movement
1. ps:teepasnow.comiabout demerntia. PeerView.com

1. Bors
3

Review and reconcile
patient’s medication list

+  Verify which medications
are currently being taken

Determine whether any

meds need to be adjusted
or discontinued

Verify information with
caregiver if necessary

Cope mouraen by 465 et yesn

- e it et an i g AT sttt
e MASE v o 03 it e 2 yusea s
e

+ Aoy s creeein e

Aging Brain Care

—

on S et al. Azheimers Doment. 2017:13:1168-1173. 2. itps:/jwww.crms.govicognitie.

PeerView.com
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CACP #6: Evaluate Neuropsychiatric
and Behavioral Symptoms?-5

CACP #7: Evaluate

Patient’s Safety'-*

« PHQ-9is patient-rated

.,..‘-‘-“......._tr*'"'-""'" = =y

NPLQ SUMMARY i

N Caregiver [E— « v 1 s
sevesity iares

Detesions. o 12 o134
Haucinatons o ey 61234 R e v 2 s
AsiatioAggrenion | T 61134 . ,
DysphriaDepresion | 0 e 61234 = o
Amsity o ) 61234
FepheriaFlation o ) 0 123 a8 oo
Apathy/lndiflerence L LI 0123 45 : : :

Disabibion o Ve 012y as e v o4 s
by Labilty | 0 [ 0 12343 i
Aberrant Mator [} o2y 0 123 48 I ——
Nighte Bebavisr | 0 [RENE] IS
AppetiuEting . 12 01234 e e et —
ToTAL = - e ol
1. Borson S e al. Azheimers Dement, 2017:13:1168-1173. 2 1082221 .
webpdi. 3. hips:/ww s govicogniive. 4. Cummings . et al. Neurology. 1994:44:2308-2314. 5. Kroenke K et a. J Gen Inern Med. 2001:16:606-613, PeerView.com
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1. Bors
3

The patient and caregiver should both be asked the safety screening questions

If the patient or caregiver answers yes to questions 1

and 3-7 or no to quesuon 2, refer to the Safety

Assessment Guide, which can be accessed at https:
23002_CPT-Safety . Mar 3.pdf

Safety Screening Questions
Is the patient still driving?
Is the patient taking medications as prescribed?
Are there concerns about safety in the home?
Has the patient gotten lost in familiar places
or wandered?
Are firearms present in the home?
Has the patient experienced unsteadiness
or sustained falls?
Does the patient live alone?

alz. iC-

Patient Home Safety Checklist
v Stove/fire avoidance
v Smoke detectors
v Locks and alarms on doors

v’ Prevent falls (check stairs, lighting,
footwear, rugs, etc.)

v Firearms (at minimum remove ammunition

on S et al. Azheiimers Dement. 2017:13:1168-1173. 2.
P

Jeogni PeerView.com

 March2023.pef. 4.
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CACP #8: Identify Social Supports, Including How Much
Caregivers Know and Are Willing to Provide Care'-3

Caregiver Resources

Caregiver assessment questions
Do you understand Alzheimer’s disease and other dementias?
Do you know where you can obtain additional information about the disease?
Are you able and willing to provide care and/or assistance?

Do you know where you can receive support as a caregiver?

Five Action Steps for Family and Caregivers

1. Establish legal responsibility and create legal documents
2. Understand diagnostic process, symptoms, and course of memory loss/dementia
3. Practice self-care
4. Join a support group
5. Plan for the future
5 i e Doeuani G 23008 P S L March2023.pd. " i > PeerView.com

[~ ChampionsforHealth.org/alzheimers
Download the resource page and other documents,
or photocopy from Guidelines booklet for patients
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CHANGING LIVES

and family members

ALZHEIMER'S Q_') ASSOCIATION
Alz.org

by et Bl e
DementiaCareAware.org
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CACP #9: Develop, Update/Revise, or Review
Advanced Care Plan and any Palliative Needs'-?

CACP #10: Preparing the Written Care Plan’-3

Key Questions

» Have wishes or desires for end-of-life care been discussed?
* Is a power of attorney in place for financial needs?

« Is a power of attorney in place for healthcare decisions?

« |s palliative or hospice care appropriate for the patient?

1. Borson S ot al. Alzheimers Dement 2017:13:1168-1173. 2 pai o pot. 5 -
3 P { March2023.pdl. PeerView.com

v Additional tests that need to be performed to
confirm the etiology of the MCI or dementia (eg,
Alzheimer’s disease, vascular dementia), and
whether the patient needs to be referredto a
dementia specialist

* Indicate who has
responsibility for carrying
out each recommended
action step

v Specific istics of the cog
. P (eg, type and severity of cognitive impairment)
+ Specify an initial follow-up P <P o'ant}f gnve o pa"d

schedule neuropsychiatric symptoms

v Comorbid medical conditions and safety
management, including any changes needed to
accommodate the effects of cognitive impairment
Caregiver stress and support needs and
referrals to community-based education and
support, individual or family counseling, in-home
care, and legal or financial assistance, as needed

Care plan can be organized
into broad components —

<

1. Borson S e al. Azhimers Dement, 2017:13:1168-1173. 2 pa o pot. —
3 P { March2023.pdl. PeerView.com
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CACP #10, Continued:
Documenting and Sharing the Written Care Plan'-*

Patient Case: Part 2

Consider using a standardized care plan
template to ease office burden

Discuss and share the plan with the patient
and/or family or caregiver (face-to-face
conversation must be documentedin the
clinical note)

File the care plan in the patient’s medical
record for ease of retrieval and updating

Share the plan with other care team
members to help ensure continuity and
coordination of care

Obtain and document consent to share the
plan as needed

1. Borson S et al. Alzheimers Dement 2017:13:1168-1173. 2.
Services 020323 pd!. 3.
Titps:/fwww.2afp.org/fpm/2019/0100/p1 1.htmi

4. Form adapted from

Mr. Sandoval and his daughter come in for the Cognitive Assessment and Care Plan visit

You conduct a MoCA which reveals a score of 22/30, with deficits prominentin the
visuospatial/executive section as well as a 0/5 on delayed recall, although he does recall two of the
words with multiple choice cues

You ask Mr. Sandoval and his daughter to fill out questionnaires about his dementia symptoms,
neuropsychiatric symptoms, and safety concerns

The questionnaires reveal that Mr. Sandoval has mild dementia symptoms, he has been experiencing
some depression, anxiety, and irritability lately, and there are no significant safety concerns in his
home or environment

You decide to order labs and a brain MRI in order to gain more insight into the etiology of his mild
dementia and rule out potentially reversible causes of cognitive impairment

View.com
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Billing and Coding for CACP?-3

« CPT 99483 can be used once every 180 days
— Part B coinsurance and deductible apply
— Can be billed separately from the AWV; add modifier 25 to the claim if the AWV and CACP services
are performed in the same visit
— HCPCS G2212 can be billed in conjunction with visits that exceed 60 minutes
« Includes Level 5 E/M service CPT code 99215 elements such as
- Comprehensive history
- Comprehensive exam
~ High complexity medical decision-making
« Providers cannot bill CPT code 99483 on the same day as these services

— 90785 (Psytx complex interactive) - 99201-99215 (Office/outpatient visits)

— 90791 (Psych diagnostic evaluation) - 99324-99337 (Domicil/r-home visits new pt)
— 90792 (Psych diag eval w/med srvcs) — 99341-99350 (Home visits)

— 96103 (Psycho testing admin by comp) - 99366-99368 (Team conf w/pat by HCP)

— 96120 (Neuropsych test admin w/comp) — 99497 (Advncd care plan 30 min)

— 96127 (Brief emotional/behav assmt) — 99498 (Advncd care plan addl 30 min)

1. Borson S et al. Alzheimers Dement 2017:13:1168-1173. 2. . 020323.p.
3. hltps:iwww.cms. govicognitive.

PeerView.com
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Executing the Care Plan
Potential Next Steps in Making a Differential
Diagnosis and Initiating Medication Management
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Lab Tests and Neuroimaging Should Be Performed
If Etiology of Cognitive Impairment Is Unknown'

Need for Empathy?2

1. Labs: comprehensive metabolic panel if not already done at screening,
or others as appropriate
2. Imaging study: head CT scan OR brain MRI without contrast (with
contrast if indicated)
« MRIis preferred (superior for demonstrating regional brain atrophy,
CNS effects of vascular risk)
. Neuropsychological testing (optional; consider for atypical, mild,
or early onset cases)

v

@

Typical Dementia Syndrome Atypical Cases

Probably Alzheimer's disease * cerebral
vascular comorbidity prominent aphasia, early onset, rapid
. Discuss and disclose; counsel patient progression, fluctuations, unexplained

and family visual impairment, severe depression
. Develop treatment/management plan + Referral to neurologist, psychiatrist, or
. Access/provide community resources geriatrician recommended

« Parkinsonian features, hallucinations,

©n

1 PeerView.com

« Take time to listen
— Allow for longer patient visits and schedule regular check-ins

— Opportunity to assess caregiver stress and depression, and recommend
separate appointments for caregivers as appropriate

— Show empathy and communicate with caregivers
— Express understanding of the gravity of the road they are traveling

« Between diagnosis disclosure and end of life, there may be many years in which
to educate patients and caregivers on the progress of the disease

pot. 2. PeerView.com
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Discuss at Time of Diagnosis'

Medication Options'®

5 Critical Issues to Discuss

1. Primary diagnosis—assess amount of detail requested by patient and family,
and contributing factors

Acetylcholinesterase inhibitors: for patients with Alzheimer's dementia

- Donepezil, galantamine, rivastigmine (includes Exelon transdermal patch)
Memantine: for patients with moderate-to-severe Alzheimer's dementia
Anti-amyloid monoclonal antibodies: for patients with MCI due to Alzheimer's disease (AD)
and mild dementia due to AD

2. Medication options and adverse effects
- Lecanemab granted full FDA approval in July 2023 and is now covered by Medicare
3. Work, driving, managing finances, legal issues « Many clinical trial opportunities are available
4. Personal and home safety, including presence of firearms or other weapons - Over 400 medication trials currently recruiting participants with MCI and dementia
5. Need to have caregiver with individual while they absorb the diagnosis
for caregivers, but need to weigh risks and benefits
1 PeerView.com o 6 e e = PeerView.com
57 58
. Driving: Provider Is Legally Responsible
What Works: General Health Advice'? 9 . gaty = 1p
to Disclose Diagnosis
« Maintain physical activity (AHA minimum guidelines!)
« Healthy diet—heart healthy, Mediterranean, or DASH
« Maintain social engagement . A
9ag Reporting Requirements Vary By State
« Sleep hygiene
Know Your State Law
NO EVIDENCE FOR brain training, memory games,
specific diets, vitamins, or supplements
1 him. 2. Omura JD et al. MMWA Morb Mortal Wkiy Rep. 202271880685, PeerView.com 1 PeerView.com
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North Dakota Clinician and Caregiver Resources

ALZHEIMER'S QS ASSOCIATION'
Minnesota-North Dakota Chapter

hitps:/fwww.alz.orgimnnd

Datkott | Heath & Homan Services

Alzheimer's Disease/Dementia - North Dakota

httpsi/A

AGING & DISABILITY
ADRL RESOURCE LINK

hhs.nd. blic-health

Diakota | Hecth & Hunon senvices

Adults and Aging

https://www.hhs.nd.gov/adults-and-aging

htipsy/carechoice.nd assistguide.net

ALZHEIMER'S IMPACT MOVEMENT

hitps2/ruralhealth.und.edu/assels/4702-
hitps://alzimpact.org/North_Dakota 20934/alzheimer-dementia-plan-nd.pdf

PeerView.com
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Audience
Q&A
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Please remember to complete and submit

Abbreviations

your Post-Test and Evaluation for CE credit.

PeerView.com/Alzheimers-Survey-XUM

Thank you and have a good day.
PeerView

AD-8: Eight-ltem Informant Interview to
Differentiate Aging and Dementia

AD: Alzheimer's disease

AHA: American Heart Association
ARIA: amyloid-related imaging
abnormalities

AWV: annual wellness visit

B12: cobalamin

CACP: cognitive assessment and care
plan

CDR: clinical dementia rating

CHA: cognitive health assessment
CKD: chronic kidney disease

CMP: comprehensive metabolic panel
CMS: Centers for Medicare and
Medicaid Services

COG: cognition

CPT: current procedural terminology
DASH: dietary approaches 1o stop
hypertension

DCA: Dementia Care Aware

DO: doctor of osteopathic medicine

DSM-5: Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition
DSRS: dementia severity rating scale
E/M: evaluation and management

FAQ: Functional Activities Questionnaire
FAST: Functional Assessment Staging
Test

GDS: Global Deterioration Score
GP-COG: General Practitioner
Assessment of Cognition

HCP: healthcare professional/provider
HCPCS: Healthcare Common Procedure
Coding System

HTN: hypertension

IADL: instrumental activities of daily

living

IPPE: initial preventive physical exam
1Q-CODE: Information Questionnaire on
Cognitive Decline in the Elderly

JAMA: Journal of the American Medical
Association

MA: medical assistant

MCI: mild cognitive impairment
MD: medical doctor

MOCA: Montreal Cognitive Assessment
N/A: not applicable

NP: nurse practitioner

NPI: Neuropsychiatric Inventory

NPI-Q: Neuropsychiatric Inventory
Questionnaire

PA: physician assistant

PHQ-2: Patient Health Questionnaire 2
PHQ-9: Patient Health Questionnaire 9
s-MOCA: Short Montreal Cognitive
Assessment

SW: social work practitioner

PeerView.com
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