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AGENDA

	Topic
	Key Points and/or Decisions Made 

	1. Welcome 
Bill Moss, Porsche Everson
	Bill Moss: 
· Thanks to Alzheimer’s Association for their successful Advocacy Day on February 25.
· Listening sessions are coming up; please plan to attend at least one if possible.
· Today’s goal is to solidify the goals for the state plan.

Porsche Everson:
· Overview of agenda.

	2. Moving Toward Dementia-Capable Health Care
Soo Borsin, MD

How can quality health care improve the lives of people with Alzheimer’s and their families?    What are proven/promising approaches in early detection and health/disease management?  What promising strategies are other states/systems using to improve disease management, care planning and coordination, and linkage with support services? 

	· Are health care systems ready for dementia? 
· Low recognition/diagnosis rates (under 50%).
· Care partners not identified.
· Care approach is unsystematic and uncoordinated.
· Poor clinician support for complex care.
· Lack of consensus around quality metrics.

· Dementia is a job for primary care.  From 1992-2013, the expected prevalence of Alzheimer’s has rapid increase due to aging of baby boomers and decrease in morbidity from other chronic diseases.  Geriatric medicine and geriatric psychiatry isn’t keeping up – not enough providers.

· Dementia care quality – targets for improvement
· Late/missed diagnosis.
· Providers shy away from brain care; fear of making incorrect diagnosis.
· Unnecessary crises.
· Safety risks.
· Medication mismanagement.
· Caregiver stress and family breakdown.
· Discontinuity of care.

· Remedy:
· Define the problem in new ways/ create new solutions.
· Where to start – routine screening for cognitive impairment in primary care.
· “Mini-Cog”; failing the screen is predicted by failing the mini-cog.
· A screen is not a diagnosis, but it can point the way to indcating potential bad outcomes.
· Cognitive screen: what next? 
· Failed screen.
· Diagnositc workup .
· Diagnosis.
· Assess self-management .
· Engage primary caregiver/care partner.
· Partner with caregiver for support services.
· Specify goals of care (care plan).
· Implement care plan.

· Framework for dementia care
· Dementia 
· Neuropsychiatric problems
· General medical status and safety
· Care partner status and needs

· Patient/caregiver/PCP is the key triad;  supported  by community based organizations, dementia care managers (social workers, RNs), other primary care providers, and/or dementia specialists.

· Policies that promote improvement in health care for dementia
· Medicare annual wellness visit (more people need to take advantage of this).  This is time for patient to talk to their provider about their health.  Cognitive assessment is mandated to be a part of this visit.
· Complex care management codes – increase in reimbursement rates.  
· Advance care planning codes (now reportable but not yet payable).
· Physician quality reporting system – thios has been in place for dementia since 2012.  Includes incentive payments when annual quality indicators are met.
· Advanced team based health care models.
· Value based frameworks – outcome rather than guideline driven.

· Putting it all into practice
· Several models have been tested.
· Some significant outcomes with small effect sizes; caregiver burden, medication profiles, behavoiro problems; inconsistent effects on acute care; no risk stratification.
· Dementia Medical Home model – primary care, implemented in Northern Minnesota .
· Mini-Cog screen.
· Referral for more detail testing which is done in a second visit by a nurse.
· Dementia focused visit with PCP for further diagnostic workup – responsibility for making diagnosis rests with primary doctor.
· The goal is to screen/diagnose/establish care management protocol with team-based approach; the patient is then to return ASAP; referral and linkage to community based resources.  Link to all organizations; model is designed to reduce disparities.
· Referral back to PCP from community service organizations.  Integrate community based and health plans into a single master plan.

Q & A/Comments

· Q: To what do you attribute the lack of geriatric med/psych providers?  A:  Twofold problem: 1) these are not lucrative specialties; 2) enormous debt load that new docs have going into practice is a disincentive to pursue non-high-paying specialties.  These specialties need to be revitalized thru loan forgiveness programs to encourage new docs to pursue them.  
· Q: Early detection in mid-life – how would you recommend this for the non-Medicare populations?  A:  Depends on how early you want to detect what.  Cognition begins to change by age 25; measurable declines in memory between ages 25-35.  At what point do you establish a threshold?  We need to adequately address diabetes, hypertension and other vascular risk factors, but younger adults don’t necessarily get regular health care.  The mini-cog is not a good screen for younger adults.  In healthcare we want to prevent chronic disease, but we aren’t good at that.  Q: AT VA Mason they work to identify patients with vascular risk factors and then start using cog screens at about age 50.  Likes the idea of the separate cognitive visit, but how to get docs to make the time and how to get them paid?  A: We need to think broadly about this and we need research to show outcomes that make a difference in order to influence policy.
· Q: Good models in presentation.  Long-range goal to implement.  Advice on state plan goals re: diagnosis?  How do we have the greatest impact as far as state plan implementation?  A:  Depends on the impact you want to make. Driven by priorities.  We need partnerships between the Alzheimer’s Association and the AAAs so that organizations that provide community based services can serve everyone.  Look at clinical outcomes; bring together the ‘charities’ with the government supported services that have a complementary mission, in order to establish a safety net that covers everyone.  Q:  What about physicians?  A: Translates into what we are going to do with healthcare systems that have a large amount of control over the docs in those systems.  Providers on the front lines have to become champions for better dementia care.  This has to become a priority for the healthcare systems.  To change healthcare you have to have top-level decision makers within large provider systems taking the lead and taking the first step.  Then the systems need to address ‘what do we do next’. CMS has finally taken on dementia; this is a step in the right direction.  
Table Discussions/Reports

· Topic: We have a system that does not promote adequate time or coordination; there are no easy fixes.  Identify 1 or 2 priorities that we can do right now.  Who needs to be on board to make these changes and how can this be done?
· Patient-centered medical home model being developed by Dept of Health – as distinguished from “health home” concept.  Framework matches closely what Dr. Borsin was describing in her presentation.  Treat dementia the same as any other chronic condition.
· Get in early with the accountable communites of health; purchasing care on regional levels; incorporate dementia care.
· Take advantage of electronic health records/linkages.
· Work to increase the utilziaation of the meidcare annual screens by medicare patients.
· Important for primary care providers to ask the patient back after screening/refer to support services.
· Pay attention to disparities – rural, language barriers, etc.
· Definition of standards of care, including screening, diagnosis and treatment, and care partner engagement/flagging those who don’t have care partners.
· Connection to local resources.
· Standards of care need to be enforceable.

· Who needs to be on board to make these changes?  Stakeholders other than the ones in this room?
· Professional associations.
· Payors – insurance companies, managed care organizations.

	3. Barriers to Access of Supports & Services

Roy Walker, Olympic AAA
Emma Medicine White Crow, Governor’s Interagency Council on Health Disparities

What are the availability of supports across the state? Common barriers to access? What are strategies to improve access to supports?  

	Emma Medicine White Crow:

· When you do outreach to specific populations it needs to be culturally and linguistically appropriate; embrace cultural and spiritual beliefs.

· Getting to appropriate care and follow-through is difficult.  

· Caregiver gaps include:  connectivity to AAAs (some do a great job of connecting to tribes, others don’t); culturally approapriate/inclusive education.

· Background checks for caregivers can be an issue in some communities.

· Native Americans fail certification tests, so they won’t take the tests.

· Solutions:
· Mobile units that provide day services programs
· Expand nutrition programs
· Expand transportation services in underserved communities


Roy Walker:

· The good news is that dementia is becoming more of a buzz.  The bad news is growth of disease is faster than growth of response.  Services are not to scale, especially in rural areas.  We need more of this specialty focus.  
· Availabilty of supports – lots of programs, but not in all areas.  Rural areas lack.  Geographic barriers to access to specialists in particular.
· Barrier – general awareness in the population.  Fear/stigma.  Hopeless of diagnosis.
· Coordination between primary care providers and specialists.
· Elder abuse/protection. 
· Family finances.

· Strategies 
· More champions at multiple levels to create a more informed population.
· AAAs build more programs in their communites; more funding for programs that support family caregivers.
· “Consumer engagement” – people taking a more active role in their own care.
· Social marketing .
· Political and corporate champions.
· Develop services models that are scalable to different sized communities and that build upon those community strengths and weaknesses.
· Move adult day services to a scale of 4-6 people.
· Transportation/access, including in urban areas.
· Grow evidence based services and support.

Q & A/Comments:

· Q: What are ways that dementia can be linked into existing systems/supports?  A:  “Money Follows the Person” tribal initiative is an example.  It is important to use existing structures/systems.  

· Q:  Building capacity- to connect organizations and services in rural areas – one of the strengths of rural areas is that everyone knows each other, but this can also be a barrier to services – reticence to ask for support (lack of privacy).   A:  It’s about social change and helping people retain their dignity while they go thorugh the disease process.  We have to change our mindset about this disease.  This is a complex issue, more on the consumer side.  People need to feel comfortable talking about it, as consumers, as caregivers and as providers.

· Q:  Education needs to go to young people as well.

· Q:  I am a caregiver and receive some services.  Being able to get help with housekeeping has been incredibly helpful.  The other thing is ‘getting your team together’ – my team is growing.  Finding people in my neighborhood who can help, including with patient care.  Very positive experience.

· Q: Part of the stigma is tring to get community aware that this a chronic disease rather than a terminal illness.   We can address as we do other chronic diseases.  It’s not a personality flaw, it’s a disease condition.  

· Q:  Part of what’s different about dementia dx is the fear of losing independence – but building a support network is a way of preserving independence.  A: In Indian communities, people are already isolated.  A dementia diagnosis makes the family bring the family member in even closer, and actually increases the isolation.  This is the reality of our aging population as well as of a part of our younger population.  Education, social media, “plainspeak” (using layman’s language), all can help.

· Q:  Issues are:  fear, confusion, fear of financial and physical abuse, being taken advantage of as a vulnerable person.

	4.  Working Lunch 

Porsche Everson

Subcommittee mini-meetings. What’s the difference between a goal, strategy and recommendation? Re-connect on goals and work in process. 
	We are moving towards phase in which we need to develop the goals-strategies and recommendations. The next meetings and couple of months are critical.  The Planning Team has agree to a timeline in which subcommittees will draft and discuss their draft GSRs at the next subcommittee – and get them ready for presentation in preliminary form at the May 14th full ADWG meeting. Timing as follows: [image: ]g into the phase where we need to be getting our thoughts – goals, recommend


	5. State Plan Goals Discussion

Porsche Everson
Subcommittee Chairs

What are the subcommittees’ initial ideas about goals? Subcommittees will meet to discuss goals and strategies. Report out to larger group.

	Porsche Everson:
· GOALS/STRATEGIES/RECOMMENDATIONS – 3 - level structure.  Today’s task is the goal level.   We want to get to somewhere between 4-6 overarching goals today if possible.

· Final decisions on goals/strategies/recommendations will be made as a group at a future ADWG meeting, and may include a voting process.

· Each subcommittee will spend a few minutes:
· Discussing goals previously identified.
· Adding/removing goals as necessary.
· Identifying potential overlap with other subcommittees.

· If a goal is identified by more than one subcommittee, other committees can still contribute regardless of which topic area the goal ends up.  

Subcommittee Reports – Identified Goals:

LTSS Subcommittee
· Ensure access to high quality, coordinated services and supports.
· Build and retain competent, knowledgable workforce
· Provide comprehensive, affordable, accessible services and supports for family caregivers 
· Provide viable options to cover the cost of financing care for the increasing number of people with Alzheimer’s and other dementia 
· Promote and support innovative and ongoing research
· Promote brain health and cognitive fitness across the life cycle

Public Health/Community Readiness Subcommittee
· Create inclusive, dementia friendly communities.
· Ensure safety and well being for persons with dementia.
· Promote brain health across life cycle
· Establish comprehensive approach to support family caregivers

Awareness & Outreach Subcommittee
· Eliminate stigma surrounding AD/dementia
· Enhance public awareness and engagement
· Improve awareness, knowledge and sense of urgency about implications of dementia
· Develop dementia-friendly communities
· Establish comprehensive approach to support family caregivers
· Create a Coordinated State Infrastructure that Enhances Delivery of Care

Health/Medical Subcommittee
· Statewide dementia capable healthcare system for patients and caregivers
· Workforce development, (health practitioners, public safety, LTSS)
· Promote brain health across life cycle 
· Advance research related to dementia, best practices, program development, practice, disease mgt., innovation, translational research, underserved groups 
· Establish a comprehensive approach to support caregivers 

Discussion and Comments:

· Enhancing public awareness and engagement as a strategy rather than as a goal?
· This was kept this as a goal because it is for the general public whereas erasing stigma is about the people affected by dementia.  This is about educating the masses and should be kept as a goal.
· The awareness and stigma  goals are something persons with dementia live with every day.  Public awareness is the perfect definition of a goal.

· Combine the two research related goals into a single goal.
· General agreement on this suggestion.

· Culturally competent workforce might be a strategy under ensuring access to healthcare.
· Should not be limited to just LTSS but across all sectors of healthcare
· LTSS committee agrees that this is a far broader goal

· The “Prepare our communities and the public” goal could replace the public awareness and stigma goals.
· The Public Awareness subcommittee wishes to discuss this suggestion further.

· Put infrastructure/roadmap as strategy under ‘access to care’ and possibly under other goals as well.  
· The “roadmap” concept should apply to entire plan.

· Important concepts that are relegated to the ‘strategy’ level run the risk of being overlooked as not as important as goals.

· What about “cultural competence” as an overarching principle of the entire plan, rather than as a specific goal?

· “Brain health” goal could work as a strategy under education.

· Consider settling on 6 to 8 goals rather than 4 to 6 goals.  Consider short vs. long term goals.  

· Demonstrate relevance and value sooner rather than later, in part because of the need for legislative buy-in.

Summary:

This is not the final word.  If we find strategies that don’t belong to an agreed upon goal we may develop new goals later. The planning team will work with this summary and edit the goals as needed prior to next subcommittee meetings. 
[bookmark: _GoBack][image: ]


	6. Abuse, Neglect and Exploitation

Page Ulrey, JD
Senior Deputy Prosecuting Attorney, Elder Abuse Project  Economic Crimes Unit 
King County Prosecutor’s Office  

How prevalent is abuse, neglect and exploitation in those with dementia?  What types of abuse are common in different stage of dementia? Where are “missed opportunities” within our system to prevent abuse or exploitation? What role might physicians, first responders or other institutions play? What is needed to address this issue?

	· Background of the Elder Abuse Project at King County
· Formed in 2001 to prosecute cases of elder finanial expoitation, neglect, sexual assault, and homicide.
· Trains first responders, medical community, public.
· Improve system response to elder abuse.

· Typical case – 
· Evelyn:  85 uyears old, recently widowed, living in own home, grown children nearby, mild undiagnosed dementia, never handled her own finances.
· Caregiver: started as husband’s caregiver and stayed on to care for Evelyn after his death.  Became Evelyn’s best friend.  
· Children asked caregiver to take over bill paying.  Caregiver began to write checks to herself but entered legitimate payees in the check register.  Used Evelyn’s credit card for personal purchases.
· Evelyn had a stroke; children uncovered the thefts.  Some items were returned to them.  Caregiver then went to hospital at night and forced Evelyn to sign a letter saying that the thefts were gifts.
· This was an obvious attempt on caregiver’s part to create a legal defense for herself.  Evelyn was devastated when she learned of caregiver’s thefts and she died shortly thereafter.  Amount stolen ~ $130K.
· Charges were filed even though Evelyn was dead.  Caregiver was found guilty and was sentenced to 18 months, served 12 months.

· Sometimes the thief is a relative – it’s not just paid caregivers.

· Most elder abuse cases are never prosecuted, due to 
· These cases often treated as civil matters.
· Victims not able to participate due to dementia, illness, death.
· Lackof training of law enforcement, rposecutors, 911 dispatchers.
· Lack of coordination with APS, medical field, financial industry, capacity experts.
· Lack of proper assessment of victims’ cognitive impairment at time of investigation.

· Prosecution of elder abuse crimes is not consistent from county  to county – depends on capacity, training, etc.  Resources are not always available.  There is a statewide need not just for prosecutors but also for specially trained detectives.
· Inconsistency of response by Adult Protective Services  from county to county for the same reasons.  More training is needed statewide.

· Types of elder abuse from criminal justice perspective
· Physical /emotional abuse
· Neglect/ abandonment
· Financial exploitation
· Sexual assault

· Elder abuse is a growing crisis.  10% of elders are victims of elder abuse; 20% are victims of financial exploitation.  Even miled abuse, neglect or expoitation increase premature deaths in the elderly by 300%.

· Elder abuse is most often committed by someone the elder trusts.

· Only 1 in 43 cases of elder abuse is reported.
· Don’t report because:
· Fear of losing independence
· Fear of retaliation by perpetrator
· Unaware or doesn’t believe abuse is occurring
· Emotional dependence on perpetrator
· Dementia

· Risk factors:
· Dementia
· Social isolation

· Victims with dementia
· May be unable to recognize abuse
· May be unable to report
· May be the perpetrator
· May not be believed

· Early stage dementia patients are most likely to be victims of financial abuse.  Financial capacity – one of the first abilities to decline; declining skills are often detectable before dementia diagnosis.

· Mid stage dementia patients are most likely to be victims of physical abuse. 

· Late stage dementia patients are most likely to be victims of neglect.   Cases of self neglect are not dealt with by prosecutors because it’s not criminal behavior. 

· Resource:  The National Center on Elder Abuse – http://www.ncea.aoa.gov/

· What prosecutors need
· Better criminal laws
· Dedicated, trained detectives and prosecutors
· Better response by APS and RCS
· Oversight of POAs
· Better oversight of guardianships
· Better capacity screening tools and evaluation
· Training of health care professionals
· Mandatory reporting by financial institutions

Q&A/Comments:

· Q:  Is there a way to find out how prosecutors are doing in specific counties in case advocacy is needed?  A:  See if your county as an elder abuse prosecutor.   Contact your elected prosecutor.  Vancouver WA has a great model – multidisciplinary team housed at prosecutor’s office.

· Q:  What about sexual crimes?  Example: PWDs in facilities who give consent but don’t  have capacity to consent.  A: definition of rape/sexual assault is the same regardless of age – consent, whether victim has capacity to consent.  We don’t do a very good job of assessing capacity in cases of PWDs.  In nursing homes, victims tend to have severe dementia so it can be easier to prove lack of capacity to consent.  

· Q:  Background checks on caregivers who have been investigated for abuse?   A: There  is clearly a need for this, but a mechanism would need to be put in place, which would require funding.

Individual Exercise:

Please use post-it notes on tables to write one or two ideas for a potential strategy or recommendation that ADWG could utilize in its report.   Porsche and Lynne will compile and distribute to committees.


	7. Public Comment Period

	Diana Thompson – Hearing Loss Association: 

The Hearing Loss Association has developed ten recommendations that they want to see included in the state Alzheimer’s plan.  This list of recommendations is available to ADWG members.   

	8.  Wrap-Up and Next Steps

	· Press releases are going out for the listening sessions in each market just prior to the session.  ADWG members are asked to help publicize the sessions as well. 

· Please do evaluations before you leave

· Next meeting is May 14, 2015 at the  Blake West building in Lacey.





 ACTION ITEMS
	ACTION
	Assignee
	Due Date

	Compile ideas for strategies and recommendations re: elder abuse for the ADWG report.
	Lynne Korte and Porsche Everson
	ASAP

	Distribute listening session schedule to ADWG members; ADWG to help publicize the sessions.

	Lynne Korte; ADWG members
	ASAP
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