
Learning Objectives

• Leverage tools/training to be comprehensive 
and efficient during the office visit.

• Identify the management goals and your role for 
patients with Alzheimer's and other dementias. 

• Utilize the visit codes that best reflect your 
value/time/complex comprehensive care with 
patient and family.



The Dr. Robert Bree Collaborative
Dementia and Alzheimer’s Disease: 

Building a Health Care System for All of Us

To align care delivery with existing evidence-based standard of care for diagnosis, treatment, supportive care, and advance care planning 
within primary care for patients with Alzheimer’s disease or other dementias and their families and caregivers while decreasing variation in 
quality of treatment across the state of Washington. 
http://www.breecollaborative.org/2018/02/26/dementia/

Our Report and Recommendations has six focus areas developed in 
partnership with the Dementia Action Collaborative:
1. Timely and Accurate Diagnosis with AWV or family /patient concern
2. Ongoing care and support
3. Advance care planning and palliative care
4. Need for increased support and/or higher levels of care
5. Preparing for potential hospitalization
6. Screening for delirium risk

http://www.breecollaborative.org/2018/02/26/dementia/




people 65+ are projected to 
have Alzheimer’s dementia 
by 2025

7.2million

Source: https://www.alz.org/media/documents/alzheimers-facts-and-figures.pdf

The Problem:  Time Lost is Independence Lost



Timely detection and comprehensive care

• Growing evidence regarding the importance of early detection and accurate 
diagnosis –

-Cardiometabolic risk reduction/improving management of comorbid 
conditions/reducing polypharmacy/iatrogenic harm 

-Connecting with community resources, programs/services
-Reducing preventable hospitalizations, inappropriate surgeries, delirium, 

PHCD/POCD and emergency room visits 
-Identifying goals around what matters, end-of-life care and improving 

advance care planning 





• Each year 40% of community-dwelling People with dementia (PwD) will 
visit ED and 30% will be hospitalized at least once.

• Hospital care is 3 times as costly compared to older people w/o 
dementia

• Acute hospitalization in PwD is associated with increased risk of delirium, 
falls, cognitive and functional decline, 30 day readmission, longer LOS, 
long-term care admission and death

• Shepherd et al, BMC Medicine 2019

Hospitalization Rates in Dementia



The Office Visit
• Patient and caregivers should bring in all meds 

at each visit
• Med reconciliation should occur at each visit

– Printed copy of adjusted meds AVS
• AD drugs dosed early and effectively

– Discontinuations based on drug side effects
• GI, cardiac, sleep (dreams & nightmares)

– As disease progresses, discontinuation based on 
benefit vs. risk

• Simplify care at every opportunity/deprescribe



Mitigating the impact of Alzheimer’s 
Disease
Hallmarks of disease remain memory loss and inability 
to problem solve

– Environment needs to change
– Caregiver needs to learn, receive support and change
– Pt with dementia has more challenges over time

• Pt and their families can still improve their odds
– Lower cholesterol and homocysteine levels
– Lower high blood pressure
– Control diabetes
– Exercise regularly
– Engage in social and intellectually stimulating 

activities, care partner self-care, education, support.
– Optimize hearing, diet, sleep, mood 



Simplification of the treatment program

• Each therapy needs a justification
• Redundancies and duplication can be eliminated
• Pharmacies can blister pack a week (or a month) worth 

of medications for easy identification and improved 
compliance

• Reductions in drug passes may be single biggest 
opportunity to reduce errors, reduce caregiver burden, 
save money and limit transitions of care 



Medication Safety
• Simplification

– 3 or 4 x a day reduced to 1 or 2 x a day
– Elimination of PRN drugs
– Switch from daily to weekly or from

weekly to monthly
– Consider using an infusion center (and its cost) for 

once a year rather than monthly or quarterly 
treatments

• Osteoporosis
• Anemia



Goals of Care
• Simplify treatment strategies
• Provide a rationale for each treatment
• Limit transitions

– Home to hospital
– Hospital to nursing home
– Assisted living to skilled care

• Provide an environment where a person can 
function with minimal frustration/failure and 
maximal use of retained abilities/preserved 
strengths





About CPT 99483
Effective January 1, 2018, 
CPT code 99483 is used to 
report cognitive assessment 
and comprehensive care 
planning services provided 
face to face to individuals who 
exhibit symptoms of cognitive 
impairment.



CPT 99483: Cognitive Assessment and Care 
Plan Services Required Service Elements

Cognition-focused evaluation, including a pertinent history and examination of the patient

Medical decision making of moderate or high complexity (defined by the E/M guidelines)

Functional assessment (for example, ADLs and IADLs), including decision-making capacity

Use of standardized instruments for staging of dementia (FAST is often used)

Medication reconciliation and review for high-risk medications

Evaluation for neuropsychiatric and behavioral symptoms, including depression and including use of 
standardized screening instrument(s) (PHQ-9)

Evaluation of safety (e.g., home), including motor vehicle operation

Identification of caregiver(s), caregiver knowledge, caregiver needs, social supports and the willingness of 
caregiver to take on caregiving tasks

Development, updating or revision, or review, of an Advance Care Plan 

Creation of a written care plan, including initial plans to address any neuropsychiatric symptoms, 
neurocognitive symptoms, functional limitations, and referral to community resources as needed (e.g., 
rehabilitation programs, adult day programs and support groups); shared with the patient and/or caregiver 
with initial education and support. (Easy to do with Epic’s After Visit Summary)



Alzheimer’s Association Toolkit for CPT 99483



Every 180 days as appropriate
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