Long Term Care Coordinating Council

State Plan for Alzheimer’s and Related Disorders Working Group

Access
11:30 — 12:30 pm
Thursday, December 13, 2012
RICCMHO
Small Conference Room
40 Sharpe Drive
Cranston, RI1 02920

Agenda

1. Care Transitions — Gail Patry, Healthcentric Advisors

a.

Healthcentric’s pilot project on transitions began in 2008 and has focused
on providers (patient empowerment and engagement; coaching),
community and system-wide interventions (five community coalitions
consisting of doctors, home health providers, nursing homes and other
providers), and the Continuity of Care form (getting this form to the pcp).
Electronic Medical Records are not widely used across nursing homes,
however, they’re trying to make the system compatible with online
transmission for the future. Current Care may play some role in this in the
near future. Twelve nursing homes currently have access to Current Care.
There are “meaningful use” requirements in hospitals and physicians
offices, but not yet at the nursing home level (may be under consideration
at the federal level currently).

There is also a Leadership Advisory Board that has been working on the
geri-psych needs in the Alzheimer’s population especially.

A component of the transitions work has been to recognize where a
particular diagnosis makes transitions more complicated than others — and
dementia is certainly one such diagnosis.

In Gail’s opinion, there is also a lack of awareness and use of palliative
care programs. There is a grant to increase palliative care services in



Rhode Island nursing homes. There will be up to 20 residences
participating.

f. A major challenge with the transitions work the group identified is the
COC Form transmission; the content transmitted (how many pages of the
form, which pages, what is on the pages) varies by hospital. Some
hospitals’ EMR systems are set up to transmit a certain way, others do not
send the full form because it is not required. Some are still using fax to
send it so only one side of the page is transmitted.

i. The narrative on the back of page 3 is of particular interest because
the level of care determination in contained within this page.
Clinical eligibility for nursing home level of care is determined
using the hospitals’ COC form, along with additional information
provided by the physician.

ii. Another concern is the derivation of the cognitive screening
assessment; it is unclear to some providers how that level is
determined (what screening test is used) and sometimes, that
portion of the form is left off if the full COC is not provided.

2. Program Funding for Caregivers and Alzheimer’s Disease and Related Disorders
in the Long Term Care Setting — Director Taylor

a. The group would like to reach out to Susan Allen, who is conducting a
study on who gets Medicaid and what their primary/secondary diagnoses
are.

b. Access (re. affordability) to respite care is a concern. Funding has not,
historically, been robust and one must be 55+ to access. For younger onset
cases, there may need to be an age exception for this — a carve out.

c. Current acuity doesn’t capture the acuity level of the dementia population.
This is hard information to parse out.

d. There may be a dementia add-on (a quality adjuster) and a “behavioral
health” add on for dementia unites and adult day programs serving
individuals with dementia.

3. Subgroup Planning
a. March — next meeting is on 3/5. We will have an update on the listening
sessions and discuss telehealth.
b. April — our final subgroup meeting.
c. Other Needs? - None mentioned
4. Public Comment — There was no additional public comment.
5. Adjourn — the meeting was adjourned at 12:45 pm.



