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Abstract

The value of screening for cognitive impairment, including dementia and Alzheimer’s disease, has
been debated for decades. Recent research on causes of and treatments for cognitive impairment has
converged to challenge previous thinking about screening for cognitive impairment. Consequently,
changes have occurred in health care policies and priorities, including the establishment of the annual
wellness visit, which requires detection of any cognitive impairment for Medicare enrollees. In response to these changes, the Alzheimer’s Foundation of America and the Alzheimer’s Drug Discovery Foundation convened a workgroup to review evidence for screening implementation and to
evaluate the implications of routine dementia detection for health care redesign. The primary domains
reviewed were consideration of the benefits, harms, and impact of cognitive screening on health care
quality. In conference, the workgroup developed 10 recommendations for realizing the national policy goals of early detection as the first step in improving clinical care and ensuring proactive, patientcentered management of dementia.
Ó 2013 The Alzheimer’s Association. All rights reserved.
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1. Introduction
Cognition is a complex group of mental processes that includes memory, attention, language, and decision making,
and mild impairment of cognition may be an early sign of
a disease that will lead to dementia. More significant cognitive impairment may indicate the presence of dementia. The
decades-long debate over whether to screen older persons
for dementia has gained momentum with four converging
developments: a rapidly growing population at risk for dementia, the U.S. Food and Drug Administration’s approval
of five pharmaceutical agents for treatment of dementia of
the Alzheimer’s type, broad media attention to the human
suffering associated with Alzheimer’s disease (AD) through
news coverage of AD diagnoses of well-known individuals,
and the growing potential of both basic science and health
services research to improve the outlook for affected patients
and their families. Until recently, professional and advocacy
organizations, and governmental bodies tasked with evidence reviews, stopped short of recommending routine dementia screening of patients in whom cognitive
impairment was not “symptomatic” or “suspected” [1,2].
The same bodies endorsed the importance of dementia
case detection among patients with cognitive symptoms,
but offered no specific method for case detection. In its
2003 statement, the U.S. Preventive Services Task Force
concluded that evidence was insufficient to recommend
routine screening for dementia in the primary care setting
[3]. Since then, new health care priorities and research
have suggested that the benefits of routine dementia screening outweigh its potential harms and have altered how we
think about screening for cognitive impairment and its role
in the health care of older persons, particularly as an indicator of impending or existing dementia.
The role of cognition in sustaining the autonomy of seniors is now widely recognized, and the critical role of neurodegenerative disease, particularly AD, in causing
cognitive impairment has become a major concern in health
care. The popularity of National Memory Screening Day,
sponsored annually since 2003 by the Alzheimer’s Foundation of America (AFA), corresponds to the increased public
awareness of AD and acceptance of cognitive screening.
Furthermore, the delineation of the early stages of neurodegenerative diseases, in the hope of discovering therapeutic
interventions that can delay progression to dementia, has
emerged as a major scientific priority. Recommendations
for revised research diagnostic criteria for AD dementia
and prodromal states have been widely published and discussed [4–7]. In addition, educational campaigns such as
those led by the Alzheimer’s Association, and disclosure
of the AD diagnoses of such well-known public figures as
Rita Hayworth, Ronald Reagan, Pat Summit, and Glen
Campbell, have greatly increased the awareness of AD. At
the same time, a focus on “patient centeredness” has
emerged as an important priority in health care and research,
formalized in the creation of the federally funded Patient-

Centered Outcomes Research Institute, to encourage new research on the role of the patient in medical care and inclusion
of patients’ and families’ values in setting priorities for managing chronic conditions. The Patient-Centered Outcomes
Research Institute was established by the same legislation
that established the annual wellness visit (AWV; Patient Protection and Affordable Care Act of 2010) [8].
“Detection of any cognitive impairment,” as defined by
Medicare for the AWV, requires “direct observation, with
due consideration of information obtained by way of patient
report, concerns raised by family members, friends, caretakers, or others.” How to operationalize the detection of
any cognitive impairment component of the AWV is currently under discussion by the Centers for Medicare & Medicaid Services, with advice from multiple stakeholder
organizations including the AFA, the Alzheimer’s Drug Discovery Foundation, the Alzheimer’s Association, and the
National Institute on Aging.
In November 2011, the AFA and the Alzheimer’s Drug
Discovery Foundation brought together a workgroup of experts in dementia screening, care, and policy, with a threefold
aim: to examine the current state of knowledge regarding
screening for dementia and clinically important cognitive impairment, to consider how screening can best be implemented,
and to evaluate the implications of routine dementia detection
efforts for health care redesign. There is substantial literature
that reviews and updates the evidence supporting the efficacy
of screening in detecting cognitive impairment and dementia
[9–14]. The current report summarizes the conclusions and
recommendations of the group regarding the role of
screening in the health care context, with the primary aim
of identifying patients who have unrecognized cognitive
impairment or undiagnosed dementia, and determining how
screening can be linked usefully to improvements in
subsequent patient care. (Note that this workgroup did not
address the specific issues regarding the hundreds of
screening tests that have been studied for cognitive
assessment and dementia screening, including such items as
the continual development of such tests, the need for
repeated measurement over time to detect trajectories of
change, the selection of at-risk subjects for early screening,
and the relevance of biomarkers of dementia).
2. Benefits of screening for cognitive impairment in
clinical practice settings: Increased recognition of
dementia by health care providers
Multiple studies over three decades, including more recent
work [15], have established that many (in some studies most)
patients with dementia have received no formal diagnosis.
Screening has been shown to increase case identification
[16], but the value of screening has been questioned, largely
as a result of the lack of data demonstrating improvement in patient outcomes for individuals whose dementia is detecting by
screening [3]. Despite promising advances in research that may
eventually offer more decisive benefits for patients, confidence
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in the value of existing medical therapies for dementing diseases remains low, and evidence is scant showing improved
health outcomes for patients whose dementia is formally recognized, diagnosed, and managed in health care settings. The
value of screening, beyond identification of otherwise “silent”
cases, must be assessed in terms of the potential benefits to be
realized through changes in patient care that follow diagnosis
relative to the costs of failing to diagnose, and the costs of
the screening and diagnostic processes [12,17].
Although dementia is rarely caused by a fully reversible
condition [18], finding treatable conditions that contribute
to cognitive or functional impairment may benefit both nondemented and demented patients. Finding cases of AD dementia allows early consideration of both pharmacological
and nonpharmacological interventions in a patient-centered
decision making process. Although there is broad agreement
that current drug treatments for AD dementia and related disorders have modest benefits and that not all patients tolerate
available medications, some patients benefit from treatment
[19]. Consequently, the choice of when to consider pharmacotherapy is left to the individual physician, patient, family,
and/or other persons who have a significant role in ensuring
the patient’s well-being. This decision-making process is not
standardized and is subject to important nonclinical influences [20]. Systematic case finding at the population level
can establish a platform for developing evidence-based
guidelines for establishing value of early case finding to patients and families as well as to health systems and society.
Beyond questions of whether, when, and with whom to
use cognitive enhancing medications, confirmation of a dementia diagnosis validates the concerns that have usually
been present before a diagnosis is made, and “naming” the
problem is beneficial for patients and family members
[21]. Furthermore, confirmation of the presence of dementing disease permits initiation of planning, organizing ongoing care, taking suitable steps toward long-range planning
for financial and social well-being for both patient and family care partners, and identifying those who can benefit from
supportive interventions such as care-giving training, stress
management, and health-promoting activities [22–27].
Ruling out the presence of dementia permits an efficient
search for alternate causes of symptoms.
Innovations in health care design and delivery for patients
and families can also improve adherence to recommended processes of care and some outcomes [26,28–30], as well as
increase provider capacity to deliver comprehensive dementia
care [31]. Early detection, facilitated by screening, may allow
proactive, comprehensive management of the patient with dementia to begin at a milder level of impairment, before a crisis
disrupts the patient’s life and requires urgent intervention. This
potential benefit of screening has not yet been tested empirically.
3. Does screening for cognitive impairment cause harm?
Research on the potential harms of screening addresses
several issues, including anxiety and depression resulting

153

from knowledge of a dementia diagnosis, fear of negative financial consequences (eg, denial of long-term care insurance, risk to employment), removal of driving privileges,
and fear of negative social consequences (eg, abandonment
by friends, social isolation) [32–35]. However, screening is
not the source or cause of harm. Rather, the potential
harms relate to the conditions screening is intended to
reveal or to the inappropriate interpretation or use of
information derived from the screening process. In
research studies investigating acceptance of dementia
diagnostic evaluation by researchers after a positive
screening test, subjects often refuse that step [10,36].
However, most data from routine health care settings
indicates that screening is well accepted by patients when
endorsed by their health care providers [9,10,16,33,37].
An important and unanswered question is whether systemlevel factors, such as screening and referral for further evaluation by the patient’s primary care physician, would lead to
higher follow-up rates. A critical issue for the future is to develop systems in which patients will follow screening algorithms reliably to move to appropriate diagnosis and
recommended treatment.
4. The net value of screening: Benefits, harms, and costs
Efforts to quantify the value of medical interventions have
been dominated by econometric methods, which seek to
represent nonmonetary values in terms of cost–benefit and
cost-effectiveness ratios [38], and cost worthiness [12].
Cost-effectiveness analysis has limited overt impact on policy
decisions in the United States, but cost sensitivity is high
among all insurers, public and private, and cost consequences
of interventions are examined by government and nongovernment insurers alike. It is helpful, therefore, to consider the
value of dementia screening from the differing, and often conflicting, perspectives of patients, families, health care practitioners, public and private health systems, and society.
However, these perspectives have not been studied sufficiently to identify areas of potential agreement. In the following paragraphs, we highlight some of the relevant theoretical
considerations and the current limitations in available data
that prevent full assessment of the net value of screening.
The costs of initial screening can be kept quite inexpensive, but the costs of a subsequent diagnostic workup will
vary with clinicians’ views of how extensive further evaluation needs to be for a given patient. Federal policy guidance
has not been developed, but pressures toward greater definition of requirements will likely be called for with broad implementation of the AWV.
The monetary benefits and costs of screening must ultimately be measured in terms of the value of timely and correct diagnosis of individuals with specific dementias, and
application of appropriate medical treatments and care management programs. There are relevant subjects for study
along the entire trajectory of care. At the screening and diagnosis phase, costs should be considered in connection with
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misinterpreted screening results (eg, wrong action on false
positives and false negatives), delayed diagnosis (eg, missed
opportunities to prevent avoidable emergency department
visits and hospitalizations, and to prevent or mitigate delirium in hospital), and incorrect diagnosis (eg, prolonged
treatment for the wrong disease, such as treating frontotemporal dementia as attention deficit disorder). The rate of misdiagnosis is not inconsequential. In one study of experts at
specialized Alzheimer disease centers, for the diagnosis of
AD at neuropathological examination, sensitivity ranged
from 70.9% to 87.3%; specificity ranged from 44.3% to
70.8% [39]. It is likely that diagnostic accuracy of AD is
well below these figures across all physicians, particularly
those who do not specialize in dementia.
At the management phase, the value of screening can be
assessed as the net benefit of implementing a treatment and
management program after initial screening and case identification have occurred. Relevant cost components include
overall health care costs, outcomes of other chronic conditions (including potential for reduction in costs associated
with comorbidities and preventable acute care episodes),
and clinically supported shifts from high cost (eg, emergency
department, hospital, nursing home) to lower cost (eg, ambulatory care, adult daycare, assisted living) services. There are
currently no comprehensive data available to make precise
calculations of these kinds of benefits, although such information could be used to adjust the screening process carefully to optimize its efficiency [40,41]. A recent economic
forecasting study modeled the impact of implementing
a dementia screening, diagnosis, and management program
for AD in primary care, at varying rates of effectiveness
and in constant dollars. The model estimates that direct
annual savings for Medicare & Medicaid Services could be
as much as $22 billion in 2025 and $29 billion in 2050 [42].
5. Can screening promote better dementia care?
Screening by itself does not automatically lead to better
clinical care. Although rates of dementia diagnosis and medical treatment by primary care physicians were increased for
patients screening positive in a randomized trial [16], persons
screening positive often have no further diagnostic assessment by their primary care providers and may not choose to
see a specialist. As noted earlier, fewer than half of individuals
screening positive sought follow-up diagnosis during the time
horizon of the research studies in which they participated
[10,37]. Although reasons for not pursuing further followup were not evaluated formally, they may include a failure
to differentiate between screening and diagnosis, fear of a diagnosis, or system-level barriers to obtaining further care.
These studies do not provide guidance regarding how to improve acceptance of screening-derived clinical follow-up recommendations. In one study [37], research consent for further
evaluation was required; in another [10], participants were referred to a separate clinic. In both circumstances, the choice
was left to the participant. Further testing of the acceptability

of dementia screening and diagnosis should embed the process in actual clinical care, with the primary care provider
or an experienced assistant guiding the discussion with the patient and family, and should integrate the process with the
overall goals of patient care [16]. Then, failure to pursue diagnostic evaluation after a positive screen would be an index of
the quality of care, and rates of follow-up diagnostic evaluation could be used as a clinical performance indicator that
could spur more appropriate management.
6. Screening, diagnosis, and improving the quality of
care for persons with dementia
Several lines of evidence support the conclusion that ambulatory care for persons with diagnosed dementia is suboptimal.
In a cohort of cognitively intact older persons monitored carefully for up to 8 years, adjusted rates of potentially preventable
hospitalizations are much higher for those who eventually develop dementia than for those remaining dementia free [43],
and recent analyses of Medicare claims data [44] confirm earlier findings [45,46] that overall hospitalization rates are higher
for persons with a claims-based dementia diagnosis than those
without. Moreover, older persons at risk for dementia are likely
to experience accelerated cognitive decline after episodes of
severe illness [47]. Such findings challenge health care organizations to focus their efforts on improving ambulatory care for
persons at risk or for persons who already have dementia.
Care for patients with dementia requires long-range care
management, usually in combination with medical therapeutics, as does care for patients with other chronic conditions
that increase risk for poor health outcomes. In hypertension,
for example, although antihypertensive drugs have been in
use for more than 60 years, no one expects them to cure
the patient of the condition; their primary impact on patient
outcomes is measured in long-term prevention of the secondary consequences, such as myocardial infarction, heart
failure, and stroke. Although hypertension is usually a lifelong disease, most patients take their antihypertensive medications only for short periods of time and are often
noncompliant; care management strategies that address individual impediments to adherence and that promote lifestyle
changes such as diet, weight loss, and exercise are critical to
achieving the best outcomes. Similarly, AD dementia requires both medical therapeutics and care management. Because current symptomatic treatments are only modestly
effective, have minimal if any disease modifying effects,
and are certainly not curative, effective care management
is even more important to overall health care quality for
AD dementia than it is for other chronic conditions, yet it
is much less often available.
7. Moving from better individual care to better health
systems for managing dementia
The National Alzheimer Project Act calls for substantial improvements in comprehensive clinical care for patients with
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Alzheimer’s disease (see Goal 2 [48]). “Medical home” concepts, initially developed to improve care for children with complex medical needs and subsequently extended as an innovation
in general adult care, are an ideal approach to conceptualizing
dementia care [31,49] but have not been tested in randomized
intervention designs. Other approaches to health care redesign
include structured partnerships between primary care and
community organizations to connect patients and families
with educational and support resources after dementia is
identified in primary care [26], as well as the use of nonphysician care managers (nurses or social workers) as bridges between primary and specialty care and community-based
services [29,30]. Each model has a particular conceptual
orientation and approach to evaluating outcomes.
Although none of these programs has yet been implemented on a wide scale, a brief review of key intervention
trials illustrates their variety in implementation and outcome
focus. Caregivers receiving education and counseling about
dementia [50] or care consultation [51] had lower rates of
hospitalization and emergency room visits. Initial inperson followed by as-needed telephonic care management
counseling for caregivers of individuals with AD dementia
enrolled in an Alzheimer’s disease research center has
been reported to delay time to nursing home placement by
almost 1 year [52]. More recently, a randomized trial of dementia care management by social workers who acted to
bridge clinical and psychosocial care [29] found improved
quality of care scores on 21 of 23 measures and increased
use of community agency assistance in the intervention
group. Patient health-related quality of life, overall quality
of patient care, caregiving quality, social support, and level
of unmet caregiving assistance needs also improved. Last,
collaborative care, adding a nurse as care manager for AD
dementia patients and families, resulted in significant improvement in the quality of care and in behavioral and psychological symptoms of dementia among primary care
patients. These improvements were achieved without increasing the use of antipsychotics or sedative hypnotics significantly [30]. More recently, a simple practice intervention
linked screening for dementia in primary care to diagnosis
and referral to the local chapter of the Alzheimer’s Association [26]. Some improvements in care quality were noted,
particularly when adherence to quality measures was low
at the outset. These studies show that targeted reorganization
of health care for demented patients and their caregivers can
have a significant impact on quality of care, quality of life for
families, and health care utilization outcomes. Although
promising and not yet definitive, these studies are consistent
with the likelihood that quality care for the demented patient
can be achieved if the patient with dementia can be identified
and health systems make the commitment to do so.
Other approaches to improve the care of patients with AD
dementia focus on educational programs to encourage primary care physicians to improve their current, usual practice
through use of clinical practice guidelines and educational
programs. Also, support groups for caregivers can be of great
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benefit in helping the caregiver to cope with the stress of
managing an AD patient. Such groups are sponsored by official government programs at several levels and by voluntary organizations such as the Alzheimer’s Association.
8. Recommendations
Following review and discussion of the evidence, the
workgroup meeting participants developed the following
recommendations for realizing the national policy goals of
early detection as the first step in improving clinical care
and management of dementia.
1. Promote in-depth education of the public, health
care providers, health care organizations, and insurers about screening for cognitive impairment
and dementia, and its role in initiating highquality dementia care (Goal 2b1 [48]). Dissemination should be both “top down” (starting with health
care organizations and providers) and “bottom up”
(starting with consumers). Education is needed to increase the depth of knowledge (vertical strategy) as
well as to improve the penetration of relevant knowledge (horizontal strategy) into health care environments.
The workgroup recommends a comprehensive program
for educating clinicians, health system leadership, and the
general public about the importance of identifying cognitive
impairment and dementia in older persons, using all efficient
forms of media, particularly computer and Internet-based
systems.
2. Address the public health impact of diagnostic
thresholds as related to the application of screening
for cognitive impairment and dementia. Neurodegenerative diseases, like chronic degenerative conditions of other organs, typically have a prolonged
asymptomatic phase during which abnormalities and
cellular dysfunction are accumulating undetected.
This long, silent phase underscores the importance of
defining the point on the continuum of cognitive decline at which the value of screening is optimal from
the standpoint of improving health care. The early
stages of dementia are likely to be ideal points of detection. However, some cognitive loss may only be detectable through detailed memory or cognitive processing
tasks, and some cognitive loss may be detectable to patients or family members far in advance of when clinicians would suspect a dementing illness. Evaluation of
screening methods based on revealing what is truly “invisible” to the clinician requires recognition that different methods of screening can identify impairments at
different points on the neurodegeneration continuum.
The workgroup recommends development of consensus
on the degree of cognitive impairment, between states of
normal cognition and dementia, at which detection offers
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the greatest clinical value. Novel, rapid approaches are
needed to measure cognitive function, with the capacity
for repeatability over extended periods, for the purpose of
determining clinically relevant changes over time to detect
individuals with developing cognitive problems at the most
appropriate point in their progression.
3. Place screening in the context of personalized
health care. The development of the Medicare
AWV and its required detection of cognitive impairment is a major positive step toward enhancing providers’ awareness of cognitive impairment as a focus
for clinical attention, and toward further alignment
of Medicare benefits with the principles of geriatric
care. The AWV is intended to set the stage for proactive, long-term health care planning in terms that are
meaningful to individual patients and those individuals supporting them. Recommendations for operationalizing the cognitive impairment detection
component of the AWV are a focus of several national
efforts, including those by the AFA, Alzheimer’s Association, and the National Institute on Aging, and
are beyond the scope of this report.
The workgroup recommends continued examination and
development of methods for quantifying and communicating
the value of routine cognitive measurement in supporting personalized health care for older persons (see, for example, [41]).
4. Develop further the evidence base supporting the
value of formal dementia care. Despite substantial
evidence on performance of specific cognitive screens
[12,53], much less attention has been paid to
systematic study of the consequences of detecting
cognitive impairment in and across health care
settings, and still less to what happens after initial
detection of impairment by screening [16].
Evidence-based measures of the quality of dementia
care processes have been developed [54]; however,
comprehensive, evidence-based, patient-level outcome measures do not yet exist, nor have the costs associated with dementia-focused health care been
evaluated systematically in large, representative samples of patients.
The workgroup recommends a formal evaluation of ways
to organize dementia case finding and management in health
care settings. This evaluation should begin with a coherent
definition of which outcomes are desirable and which are undesirable, based on existing evidence combined with review
by expert panels. Comprehensive health care cost data
should be included in studies of dementia care delivery, including those initiated as part of the National Alzheimer’s
Project Act implementation plan.
5. Identify and mitigate health system factors that impede high-quality care for cognitively impaired patients and their family caregivers. The families and

caregivers of patients with cognitive impairment need
to be involved in medical decision making and care
planning. Such involvement is critical to the safety
and effectiveness of health care for persons with impaired decision-making capacity. Dementing diseases
are the principal causes of social dependency in older
persons [55], and autonomy is usually eroded gradually. In the absence of initiating events, it is difficult
to standardize thresholds to assist patients in making
difficult decisions. Patients’ abilities to understand
and manage their own health care and everyday needs
diminish in close relationship to cognitive decline. Engaged care partners can benefit patients substantially
in this critical area.
The workgroup recommends continued support for new
scholarship and policy analysis to define how the boundaries of patient autonomy and confidentiality should be revised for health care of cognitively impaired persons at
stages that precede progression to legally defined decisional incapacity.
6. Support efforts to articulate patient- and familycentered outcomes for assessing the value of screening, case finding, and comprehensive care.
The workgroup recommends focused initiatives to support both theoretical research and empirical studies on
patient-, family-, and provider-centered preferences. Collaborations between social and health scientists and scholars in
the humanities should be aimed at improving understanding
of the meaning and specificity of outcomes for dementia
screening and subsequent care, and communicating its potential benefits and harms. Development of decision aids targeting patients and family caregivers is of high priority to
personalize dementia care, including screening for cognitive
impairment and dementia.
7. Review health system and health plan barriers to
optimal management, including lack of incentives
to find patients with dementia and to develop comprehensive care plans. Educate providers about incentives to improve care, when they exist [56]. The
workgroup agreed that consensus is lacking for proper
attention to the complexities of dealing with cognitively impaired patients in health care settings. Dementia care requires more provider time, in both
face-to-face encounters and between visits, than is reimbursed under the formulas used by most private and
public insurers in the United States [46,57].
Productivity and revenue generation requirements
discourage provision of comprehensive primary care
for patients with cognitive impairment. However, the
Centers for Medicare & Medicaid Services has taken
a step to reduce financial barriers for physicians by
authorizing incentive payments to qualified
providers who implement specific dementia care
quality measures.
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The workgroup recommends that health care systems
confront and revise the incentive system that impedes proper
case finding, evaluation, and treatment, and couple that effort with education of providers and payers on the clinical
and economic importance of identifying and managing proactively patients with dementia.
8. Move toward a dynamic, participatory cognitive
screening, surveillance, and management model facilitated by information technology. Connecting
providers, patients, family, and other caregivers with
researchers is feasible in ways not possible even 5
years ago with the creation and adoption of Internetbased networking. Within the AD community, the formation of connections between organizations with
similar goals is recognized as a “megacommunity”
[58–60]. Such groups should be leveraged to
improve uptake of successful technologies (eg, [10],
avoiding duplication and improving efficiency). There
are also efficient computer-based measurement tools
for cognitive function [61], intelligent systems for
home-based assessment [62], and even audiencebased testing of memory [63], which may play roles
in screening for cognitive impairment in the future.
The workgroup recommends that health systems, providers, and individuals take an active role in developing personal electronic health records that integrate regular cognitive
checkups and treatment plans into routine care. There should
be progressive integration of computer assistance into clinical
evaluations to meet the AWV requirement for direct observation to detect cognitive impairment. Assessment can also be
extended into other medical (eg, hospital) and nonmedical
(eg, Department of Motor Vehicles) settings to take some of
the burden off of primary care providers.
9. Define “ownership” of dementia in the layout of
health care. From the standpoint of health care delivery, initial screening for cognitive impairment is most
practical in the primary care setting, as reflected in the
design of the Medicare AWV and its cognitive evaluation component. The best setting for further diagnostic evaluation and comprehensive management is
unclear, however. In the United States, specialtybased clinical dementia care programs are challenged
by the generally low rates of reimbursement for
chronic care.
The workgroup encourages systematic consideration of
the respective roles of primary and specialty care in the
long-range management of dementia patients, as part of
the work of the National Alzheimer’s Project Act implementation plan [48,64]. The discussion should include
consideration of primary care–specialty care partnerships,
specialized chronic care manager roles within primary
care, and research on identifying specific subgroups of
patients and families who require ongoing complex or
specialized management.
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10. Promote critical system change in health care delivery for dementia. The cognitive impairment detection requirement of Medicare’s AWV is an
important innovation and could set the stage for
broad, national improvements in care. However, detection alone will not improve patient and family outcomes, nor will it influence health care quality or
costs positively without further changes in how
care is structured, organized, and paid for. Studies
in three different primary care settings have demonstrated low rates of follow-up on positive dementia
screens in patients without a pre-existing diagnosis
of cognitive impairment [10,16,37]. Creating
pathways to additional assessment and care
requires a series of steps:
a. Follow up on any positive indicator of cognitive
impairment to define the causes and impacts on
everyday life and functioning for both patients
and family care partners.
b. Recognize the complexity of managing individuals with dementia within health care settings.
Multimorbidity is the norm in dementia [65],
and multiple pathologic causation is recognized
as a hallmark of dementia in advanced age [66].
Furthermore, evidence indicates that dementia is
not “just another diagnosis” on a patient’s problem list, but an important contextual factor in
care that can influence relationships between providers and patients negatively [67–69], which can
diminish the quality and effectiveness of general
medical care.
c. Engage patients, caregivers, providers, health system leaders, and other relevant stakeholders in developing pathways for comprehensive care and
choosing high-value outcomes.
The workgroup encourages further development and refinement of models of health care for persons with dementia
and their family caregivers. Alternative approaches can be
adapted to a variety of different types of health care organizations, from the small primary care office to large, integrated health care systems. Further articulation of the
components of good dementia care will promote research
on clinical outcomes, allow testing of quality-of-care indicators, and foster steps toward health policy that better serves
our current and rapidly growing aging population.

9. Conclusion
Three new national policy initiatives offer an unprecedented stimulus for improving health care for persons with
dementia and their families: (1) the requirement for cognitive assessment of older adults as part of the AWV, (2) guidance from the National Alzheimer Project Act
implementation workgroup regarding the components and
goals of high-quality health care for demented patients,
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and (3) new measures for assessing dementia care quality
that have been endorsed by the Centers for Medicare and
Medicaid services for 2012. Further development of
patient-centered measures of health care quality, indices of
the impact of clinical quality improvements on health care
and related costs, and methods for consistent implementation across health care settings are priorities for future development.
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