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Today, we’re going to talk about:

1.

The history & importance of
interdisciplinary team care

The evidence for team-based care &
Dementia Care Management (DCM) in
improving outcomes and reducing costs

Overview of the new Centers for Medicare
and Medicaid Innovation (CMMI)
GUIDE Model

Overcoming GUIDE Model implementation
challenges
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What do people living with
memory loss actually NEED?

e Safety
* Freedom from abuse and neglect

* Preserved access to modern technology

0{0‘%% « Socialization
N » Access to activities, hobbies and exercise
» Dementia-friendly communities
 Advance planning for the future

» Driving, housing, proxy decision-making
j * Proper medication management
R

» Avoidance of polypharmacy, anticholinergics,
and over- or under-prescribing

m * Well-supported caregivers
» Access to experts in dementia & geriatrics,
to respite, and to their own medical care

If it sounds complicated, that’s because IT IS!!!
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Caregivers are like Olympic
Athletes...

..and EVERY olympic athlete (3R
has a TEAM behind them. a8 ‘

https://sportsdata.usatoday.com/olympics/meet-team-usa/paris-2024 Midwest Dementia Summit 2024
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The importance ot
Interdisciplinary Team care

Landmark reports in
1999 & 2000 refocused
American medicine

on the importance of
chronic disease, harm
reduction and
team-based care.

“...physician groups, hospitals, and other
health care organizations operate as silos...”




Flash Forward: The Affordable Care
Act (2010) aligns the Triple Aim with
Value-based Care

The Affordable Care Act is
aligned around these goals:

- Better care of our population
- Better care of individuals
- Lower cost of care
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Studies show that team-based

care is effective:

Team-based care leads to: A
|
- Better patient outcomes .
- Improved patient experience |
- Better provider satisfaction . o
Team Practice | W

- Reduced costs

- Improved coordination of care

- Enhanced patient safety

“No one practitioner, no matter how well-trained
or skilled, can guarantee these outcomes alone.”

Clinician Burnout

|

Graphic credit: American College of Physicians. Team-based care toolkit.




Team-based care is evidence-based

JAMA Internal Medicine | Original Investigation | HEALTH CARE REFORM

Effect of Collaborative Dementia Care via Telephone and Internet
on Quality of Life, Caregiver Well-being, and Health Care Use
The Care Ecosystem Randomized Clinical Trial

PATIENT CARE MODELS

By Dustin D. French, Michael A. LaMantia, Lee R. Livin, Dorian Herceg, Catherine A. Alder, and

‘@ PLOS | meoicine Healthy Aging Brain Center

Improved Care Coordination |

HEALTHINACTION . . And Produced Net Savings
Development of an adaptive, personalized, >4 .
and scalable dementia care program: Early ool

. . 4 by 4«
findings from the Care Ecosystem & gt "
Katherine L. Possin'2*, Jennifer Merrilees', Stephen J. Bonasera®, Alissa Bernstein®*, A :{;
Winston Chiong', Kirby Lee‘,Les_Iie1WiIs9n5, Sarah!\n. Hooper®, Sarah Pulaney', o "

N ORIGINAL CONTRIBUTION - A 1 F{

Effectiveness of Collaborative Care for Older

Adults With Alzheimer Disease in Primary Care SO |
A Randomized Controlled Trial $ | A

Ouristapher M. Callshan, MI) Context Most older adults with dementia will be cared for by primary care physi-
Malaz A. Boustani, MD, MPH cians, but the primary care practice environment presents important challenges to pro-
Frederick W. Unverzagt. PhD viding quality care.

Article sources, from the top:

Possin KL, etal. JAMA lntef;n Med 2019:179(12).1658-1667, French DD, et al. Health Aff (Millwood). 2014:33(4).613-618;
Possin KL, etal. PLoS Med. 2017:41(3).:e1002260. Callahan CM. et al. JAMA. 2006:295(18).2148-2157.




The new CMS/CMMI GUIDE Model:
A value-based approach
to dementia care management

' ' ... tests whether a comprehensive package

(GUIDE) Model. https.//www.cms.goVv/priotities/innovation/innovation-models/guide

of care coordination and management,
caregiver support and education, and

respite services can improve the quality of

life for people living with dementia and their
caregivers, delay long-term nursing home
care entry, and enable more people to

remain at home through the end of life. ' '

4

— Guiding an Improved Dementia $
Experience (GUIDE) model.
US Centers for Medicare and Medicaid.

¥
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3 main GUIDE focus areas:

Care coordination & management

Caregiver support & education

Respite services
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Key facts:

« GUIDE is an 8-year, condition-specific
longitudinal care model
» Accessible via Medicare and Medicaid, for
those meeting the following criteria
« Confirmed dementia diagnosis by a
GUIDE dementia care—participating health
care provider
* Enrolled in Medicare Parts A & B
* Not residing in a long-term nursing home
* Not enrolled in Medicare hospice
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CMS gOV Guiding an Improved

Dementia Experience (GUIDE)
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GUIDE participants must provide
these services, at a minimum:

Employ an interdisciplinary care team, including a
care navigator and a clinician with dementia
proficiency

« Offer a comprehensive assessment — includes a
single home visit

« Map out a comprehensive care plan to address
goals, preferences, and needs

« Be accessible 24/7
« Offer ongoing monitoring and support

« Coordinate with community-based services and
support organizations

« Offer caregiver support, such as training and
support group services

* Provide medication management
Refer to specialists, as needed
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GUIDE Model evaluations

Evaluating model effectiveness

CMS will monitor and evaluate the program based
on the following areas:

« Care coordination and management: High-risk
medication use (eCQM/CQM)

« Patient quality of life: (PROMIS v1.2 Global
Health Measure)

« Caregiver support/burden: Zarit Burden
Interview

« Utilization: total per capita cost (claims-based)

* Long-term nursing home stay rate
(claims-based)
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GUIDE payment structure

* Regular billing for face-to-face visits
* No retrospective reconciliation
» Out-of-pocket costs stay much the same

* Monthly Dementia Care Management
Payment (DCMP) incentives health care

providers to provide comprehensive care
« Changes based on the disease stage and
presence of a caregiver

« Performance-based Adjustment (PBA) holds
care partners accountable to tenets of the
program in a monetary incentive

« Health Equity Adjustment (HEA) is designed
to decrease resource gaps in serving

disadvantaged communities

Midwest Dementia Sumit 2024




GUIDE implementation challenges:

GUIDE participants are responsible for
multiple aspects of the program:

- GUIDE program management
- Local marketing to eligible recipients
- Complex patient attribution process,

- Establishment of a local respite provider

- Coordinated in-home and

one beneficiary at a time with CMMI

network willing to accept rates set by CMMI

telephonic/remote service delivery

. Documentation needs, which may require $ 4
changes to current EHR |

ot
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