Generic Notes to Go with Generic Guideline PowerPoint Slides

Directions

The generic notes and PowerPoint slides were developed for your use.  Feel free to modify/change/delete any information to meet your needs.  

The PowerPoint slides have a blank background.  You can add a background to meet your needs.

The notes below include the slide number and title of the slide.  Then the information that is on the slide is shown, followed by the suggested dialogue.    

Please contact me if you have any questions.  Carol.Hahn@alz.org or 323-930-6253.

PP Slide #1 – The 2008 California Guideline for Alzheimer’s Disease Management 

PP Slide #2 – Speaker(s)
Dialogue

Introduce yourself and any other speakers

PP Slide #3 - Objectives:

After attending this presentation the participant will be able to:

1.  Describe the process utilized to update the California Guideline for 

      Alzheimer’s Disease Management.  

2.  Discuss California Guideline for Alzheimer’s Disease Management

      recommendations.  

Dialogue

This valuable guideline has been about a year in the making.  I’m going to give you some background information about the guideline and then we will talk about the actual recommendations.     

PP Slide #4 – Facts about Alzheimer’s Disease

· 6th leading cause of death in the U.S.

· 5 million Americans live with Alzheimer’s

· Someone will develop Alzheimer’s every 72 seconds

· Baby boomers are entering the age of greatest risk

· 1 out of 8 over 65; 1 out of 2 over 85 have the disease

· About a quarter million under 65 have Alzheimer’s

Dialogue

According to Center for Disease Control, Alzheimer’s Disease (AD) is the 7th leading cause of death in the U.S.

Over 5 million American’s currently have Alzheimer’s disease and this number is expected to increase to nearly 16 million by the year 2050 

It is important to note that Alzheimer’s not only affects the people who have the disease but also their loved ones. 70% of people with Alzheimer’s live at home and are cared for by family and friends. In addition to the 5 million people living with Alzheimer's, there are nearly 10 million caregivers directly affected every day. 

The risk increases as we age. One in 8 people over the age of 65 and half of people over 85 have the disease. 

Alzheimer’s is being diagnosed at a younger age--early onset Alzheimer’s affects people under 65 who are in the prime of their lives with careers and raising families.

PP Slide #5 – What is a clinical guideline?

A document with the aim of guiding decisions and criteria regarding:

· diagnosis

· management

· treatment

Briefly identifies, summarizes and evaluates best evidence and most current data.  Includes consensus statements from experts.    

Dialogue

A clinical guideline or medical guideline is a document with the aim of guiding decisions and criteria regarding diagnosis, management, and treatment in specific areas of healthcare.  This kind of document has been used for many years, but previous approaches were often based on tradition or authority.  Modern medical guidelines are based on examination of current evidence – you may hear this called evidence-based medicine. They usually include summarized consensus statements which are agreed upon as the evidence-based, state-of-the-art knowledge by a representative group of experts in that area.

Clinical guidelines briefly identify, summarize and evaluate the best evidence and most current data.   

Clinical guidelines can be used to standardize medical care, raise quality of care, reduce risks (to the patient, to the healthcare provider, to medical insurers and health plans) and to achieve the best balance between cost and medical parameters (like effectiveness).  The guideline-based approach to healthcare is a relatively recent one and has originated in the United States in the 1990s. 

PP Slide #6 - History of CA Guidelines

· 1991: Ad Hoc Standard of Care Committee formed by State’s Alzheimer’s Research Centers (ARCC’s)

· 1993:  Federal ADDGS Funds allocated to project.  Alzheimer’s Association joins effort

· 1995: California Workgroup on Guidelines for Alzheimer’s Disease Management formed

  Dialogue

Now that you understand what this guideline is and how important it can be, I’m going to take you through the history.  

In 1991 an Ad Hoc Standard of Care Committee was formed by California’s Alzheimer’s Research Centers.

1n 1993, Federal Agency on Aging’s Alzheimer’s Disease Demonstration Grants to States (ADDGS) contributed funds to the project.  The Los Angeles chapter of the Alzheimer’s Association also joined the effort.

In 1995 the California workgroup on Guideline for Alzheimer’s Disease Management was formed.  

PP Slide #7 - Initial California Guideline 1997

· Evidence based literature review - 275 articles identified

· 1996 – 1997 Workgroups review of articles/evidence

· 1997 Consensus meeting

· 1998 Publication

· 1999 Dissemination

Dialogue
In 1997 the California Department of Health Services and the Los Angeles chapter of the Alzheimer’s Association with financial support from the US Department of Health and Human Services, Health Resources and Services Administration, convened a multi-disciplinary task force to develop a clinical practice guideline for post-diagnostic management of patients with Alzheimer’s disease.  

The guideline was formed to assist primary care providers to improve the quality and outcome of health care for Alzheimer’s disease and other dementia.  

Workgroup members formed subgroups that focused on specific topics, identified and reviewed literature (reviewed 275 articles) and developed specific recommendations for care.  These recommendations were refined and the supporting literature summarized to create the final guideline.  The resulting guideline was completed in the fall of 1998 and consists of a one-page recommendation summary and a report of extensive background and supporting material.   Dissemination of the guideline throughout the state took place.     

PP Slide #8 - CA AD Guideline Revision 2002

· Alzheimer’s Association, California Geriatric Education Center at UCLA, Rand / UCLA / VAMC Center for the Study of Healthcare Provider Behavior

· Statewide Workgroups

· Evidence Based Literature Review – 222 articles (1998 – 2002) reviewed and rated

Dialogue
The Alzheimer’s Association, CA Geriatric Education Center at UCLA, and the Rand/UCLA/VAMC Center for Study of Healthcare Provider Behavior developed the second version of the guideline.  In this revision, over 222 articles published between 1998 and 2002 were reviewed.  The most recent primary articles were chosen as supporting evidence for the guidelines, along with several key seminal articles on Alzheimer’s disease care.  

The guideline also focused attention on Alzheimer’s disease care concerns of diverse populations.  Considerations for special populations of people with Alzheimer’s disease were provided in text boxes throughout the report. 

The format was similar – updated the one-page recommendation summary and the extensive background report.  Dissemination continued too.  

PP Slide #9 - CA AD Guideline Revision 2007 - 2008

· Contract awarded (April 2007)

· Project Analyst hired (May)

· Initial literature search (June) – 600 articles identified 2002 – 2007

· Executive committee formed (May) – revised updated plan

· Workgroup chairs identified/invited (June)

· Workgroups formed (June)

Dialogue
This slide shows the process of the updated 2008 guideline.  It begin in April 2007.  Since the development of the 2002 guideline, there has been significant research and advances in the evidence base that have shown additional effective strategies for managing dementia. 

This revised guideline was based on the results of an extensive literature review, coupled with recommendations by the CA Guidelines Workgroups and the project’s executive committee. 

PP Slide #10 - Workgroups

· Executive Committee

· Assessment

· Treatment

· Patient and Family Education and Support

· Legal Considerations

Dialogue
Five Workgroups frequently met to revise the guideline.  Included an Executive Committee and a workgroup for the four sections in the report – Assessment, Treatment, Patient and Family Education and Support and Legal Considerations.  

PP Slide #11 - Composition of Workgroup

Representatives from throughout the State:

· Healthcare providers

· Consumers

· Academicians

· Professional and volunteer organizations

· Purchasers of health care

Dialogue
Each workgroup consisted of a collaborative effort of dementia experts from a variety of backgrounds including: healthcare providers, consumers, academicians, professional and volunteer organizations, and purchasers of health care.  These experts reviewed the current literature and determined the appropriate information for each category.  

PP Slide #12 - CA AD Guideline Revision 2007 – 2008 (cont.)

· Workgroups conduct reviews (June – Oct 2007)

· Nov meeting

· Consolidation of material

· Development of report and one page (April 2008)

· Possible Website

· Dissemination and Implementation Projects
Dialogue
The process continued into early 2008.  The finalized version of the guideline and report was completed in April 2008.  Dissemination and implementation projects have begun and will continue.  

PP Slide #13 - Purpose of the Guideline  

Represents core care recommendations for AD management which are: 

· Clear

· Measurable

· Practical

· Based on scientific evidence and expert opinion

Dialogue
Although no disease-modifying treatment is currently available to halt or reverse Alzheimer’s disease, there are steps that can be taken to minimize the adverse effects of the disease on the individuals’ physical status, mental status, functioning, and quality of life.  

This clinical practice guideline represents core care recommendations for Alzheimer’s disease management, which are clear, measurable, practical, and based on scientific evidence and expert opinion.  

PP Slide #14 - Purpose of the Guidelines (cont.)  

· General guide for ongoing management of people with Alzheimer’s disease

· Intended audience:

-  Physicians

-  Nurse Practitioners

-  Physician Assistants

-  Social Workers

-  Other professional providing care to patients and their families

Dialogue
The guideline is intended to serve as a general guide for the ongoing management of people with Alzheimer’s disease.  It is based on the assumption that a proper diagnosis of Alzheimer’s disease using reliable and valid diagnostic techniques has been made.   

The intended audience of this guideline is Primary Care Practitioners (PCPs), including physicians, nurses, nurse practitioners, physician assistants, social workers, and other professionals providing primary care to AD patients and their families.  

The guideline comprises basic recommendations for care and treatment, including treatment of the condition and its symptoms, but also addresses other co-existing medical conditions and related issues.  

Inclusion of a recommended action in this guideline does not necessarily imply that the action should be taken by the PCP alone; the guideline is intended to cover recommended actions that the PCP may refer to others to address (e.g. Alzheimer’s Association, community support group, social worker).

PP Slide #15 – Four Substantive Changes

· Advent of a new class of medication (NMDA antagonists) for the management of moderate to advanced AD

· Support for a team approach (medical and social support strategies) to quality management of AD

· Strong evidence linking positive patient outcomes to caregiver education and support

· New evidence on management of the disease in the very early and end stages

Dialogue
Before we look at the actual guideline, there are 4 substantive changes since the last guideline that I want to mention.  They include:

· New class of medication - NMDA antagonists -  for moderate to severe AD

· Support for a team approach (medical and social support strategies) to quality management of AD

· Strong evidence linking positive patient outcomes to caregiver education and support

· New evidence on management of the disease in the early stage and end stages

PP Slide #16 - Assessment Recommendations

· Conduct and document an assessment and monitor changes in daily functioning, including feeding, bathing, dressing, mobility, toileting, continence, and ability to manage finances and medications.

· Conduct and document an assessment and monitor changes in cognitive status, using a reliable and valid instrument.

· Conduct and document an assessment and monitor changes in comorbid medical conditions, which may present with sudden worsening in cognition or function, or as change in behavior.

Dialogue
The complete recommendations are listed on the guideline.  Here is a brief overview of the Assessment recommendations.  Assessment should be conducted and documented related to functioning, cognitive status, co-morbid medical conditions . . . 

PP Slide #17 - Assessment Recommendations (cont.)

· Conduct and document an assessment and monitor changes in behavioral symptoms, psychotic symptoms, or depression.

· Conduct and document an assessment and monitor changes in medications, both prescription and non-prescription (at every visit).

· Conduct and document an assessment and monitor changes in living arrangements, safety, care needs, and abuse and/or neglect.

Dialogue
behavioral symptoms, changes in medications, and changes in living arrangements, . . .  

PP Slide #18 - Assessment Recommendations (cont.)

· Conduct and document an assessment and monitor changes in need for palliative and/or end-of-life care planning.

· Reassessment should occur at least every 6 months, and sudden changes in behavior or increase in the rate of decline should trigger an urgent visit to the PCP.

· Identify the primary caregiver and assess the adequacy of family and other support systems, paying particular attention to the caregiver’s own mental and physical health.

Dialogue
need for palliative and/or end of life care, and family and support systems.

Reassessment should occur at least every 6 months, and sudden changes in behavior or increase in rate of decline should trigger an urgent visit to the PCP.

PP Slide #19 - Assessment Recommendations (cont.)

· Assess the patient’s decision-making capacity and determine whether a surrogate has been identified.

· Identify the patient’s and family’s culture, values, primary language, literacy level, and decision-making process.

Dialogue
Assessment of decision making capacity and diversity of the person should be also conducted.  

PP Slide #20 - Treatment Recommendations

· Develop and implement an ongoing treatment plan with defined goals. Discuss with patient and family: 

· Use of cholinesterase inhibitors, NMDA antagonist, and other medications, if clinically indicated, to treat cognitive decline.

· Referral to adult day services for appropriate structured activities, such as physical exercise and recreation.

Refer patient and family to clinical drug trials and other research studies when appropriate.  

Dialogue
Ongoing treatment plans should be implemented.  Discuss use of anti-dementia medications with patient and family.  Refer to clinical drug trials and other research studies when appropriate.  

PP Slide #21 - Treatment Recommendations (cont)

Treat behavioral symptoms and mood disorders using: 

· Non-pharmacologic approaches, such as environmental modification, task simplification, appropriate activities, etc. 

· Referral to social service agencies or support organizations, including the Alzheimer’s Association’s MedicAlert + Safe Return program for patients who may wander.

IF non-pharmacological approaches prove unsuccessful, THEN use medications, targeted to specific behaviors, if clinically indicated. Note that side effects may be serious and significant. 

Dialogue

Treat behavioral symptoms with non-pharmacological approaches first, then use medications if these approaches are unsuccessful.  Refer to appropriate services.  

PP Slide #22 - Treatment Recommendations (cont)

· Provide appropriate treatment for co-morbid medical conditions.

· Provide appropriate end-of-life care, including palliative care as needed.


Dialogue
Treat co-morbid medical conditions and provide appropriate end of life care.

PP Slide #23 - Patient and Caregiver Education and Support Recommendations

· Integrate medical care with education & support by connecting patient & caregiver to support organizations for linguistically and culturally appropriate educational materials and referrals to community resources, support groups, legal counseling, respite care, consultation on care needs and options, and financial resources. Organizations include:

- Alzheimer’s Association 1-800-272-3900  
 www.alz.org
- Caregiver Resource Centers    1-800-445-8106    www.caregiver.org
- or your own social service department.

Dialogue
Provide patient and caregiver with appropriate education materials and referrals for support.

PP Slide #24 - Patient and Caregiver Education and Support Recommendations (cont.)

· Discuss the diagnosis, progression, treatment choices, and goals of AD care with the patient and family in a manner consistent with their values, preferences, culture, educational level, and the patient’s abilities.

· Pay particular attention to the special needs of early-stage patients, involving them in care planning, heeding their opinions and wishes, and referring them to community resources, including the Alzheimer’s Association.

Dialogue
Educate patient and family about the disease and progression of the disease.  

PP Slide #25 - Patient and Caregiver Education and Support Recommendations (cont.)

· Discuss the patient’s need to make care choices at all stages of the disease through the use of advance directives and identification of surrogates for medical and legal decision-making.

· Discuss the intensity of care and other end-of-life care decisions with the AD patient and involved family members while respecting their cultural preferences.

Dialogue
Discuss choices of patient and family throughout the disease progression.

PP Slide #26 - Legal Issues Recommendations

· Include a discussion of the importance of basic legal and financial planning as part of the treatment plan as soon as possible after the diagnosis of AD.

· Use a structured approach to the assessment of patient capacity, being aware of the relevant criteria for particular kinds of decisions.

Dialogue
Discuss legal and financial planning with patient and family.  Assess patient capacity.

PP Slide #27 - Legal Issues Recommendations (cont.)

· Monitor for evidence of and report all suspicions of abuse (physical, sexual, financial, neglect, isolation, abandonment, abduction) to Adult Protective Services, Ombudsman, or the local police department, as required by law.

· Report the diagnosis of AD to your local health officer in accordance with California law.

Dialogue
Be alert for abuse.  Report diagnoses as required by CA law.  

PP Slide #28 – Early Stage Recommendations

· Follow up 2 months after diagnosis and every six months

· Involve in care planning

· Refer to community services

· Discuss implications with respect to:

· Work

· Driving

· Other safety issues

Dialogue
Added in this guideline is information about early stage.  Patients in early stage AD have unique concerns.  AD may progress slowly in the early stage, but they should have a follow-up 2 months after diagnosis and every 6 months.  Particular attention needs to be paid to the special needs of early stage patients, involving them in care planning and referring them to community resources.  Discuss implications with respect to work, driving, and other safety issues with the patient.  

PP Slide #29 – Early Stage Recommendations (cont.)

· Initiate pharmacologic therapy early

· Recommend interventions to:


- protect and promote continuing function


- assist with independence


- maintain cognitive health including physical 

            exercise, cognitive stimulation, and psychosocial

            support

Dialogue
Pharmacologic therapy should be started early.  Recommend interventions to protect and promote continuing functioning, assist with independence.  Maintain cognitive health including physical exercise, cognitive stimulation and psychosocial support.  

PP Slide #30 – End of Life Recommendations

· Care shifts to focus on the relief of discomfort

· Referral to hospice should be considered

Dialogue
As the patient’s dementia worsens and the ability to understand treatments and participate in medical decision-making declines, care shifts to focus on the relief of discomfort.  The advisability of routine screening tests, hospitalization, and invasive procedures, including artificial nutrition and hydration, will depend upon previously discussed care plan and the severity of the dementia. Predicting the end-of-life for a patient with severe AD is difficult.  Referral to hospice should be considered.   

PP Slide #31 - Guideline as a Tool to Improve Care

· Educational resource for providers

· Help establish a standard of care

· Improve continuity of care

· Raise consumer awareness

Dialogue
The guideline was designed as a tool to help improve care for people with Alzheimer’s disease.  It provides resources to PCPs, helps establish a standard of care, improve continuity of care, and helps raise consumer awareness.  

PP Slide #32 – Guideline Features and Characteristics

One-page list of summary recommendations

Supporting Text Report

Website pdf files

Dialogue
The guideline is formatted as a one-page list of summary recommendations with an accompanying document containing supporting text.  This report includes an introduction/overview and a summary of the evidence and rationale for each specific guideline recommendation.  Both documents are available at pdf files. 

Although some recommendations are specific to California (e.g. the reporting requirement to the DMV) or its culturally diverse population (e.g. the assessment of primary language), in general, the guideline is potentially portable to other states with minimal modification.  The guideline is designed for use with patients at any time after a diagnosis of AD has been established, although the guideline would ideally be applied as soon after diagnosis as possible. 

The guideline’s content reflects the somewhat unique features of AD and its care, such as the high level of family or caregiver involvement, the need for multidisciplinary care and community resources, and the population’s age and relatively high prevalence of one or more other medical conditions. 

PP Slide #33 – Dissemination 

·  One page summary of recommendations

· More likely to be read

· More likely to be applied in routine clinical care

·   Detailed supporting information provides

· Extensive reviews of the scientific literature and other evidence

· Support for specific recommendations
Dialogue
Guideline development represents only the first step in achieving desired improvements in clinical quality and outcomes.  A program of guideline dissemination and implementation activities needed to achieve widespread awareness, acceptance, and use of the guideline in routine clinical practice.    

The two-part format of the guideline (summary of recommendations and accompanying text) was designed to facilitate effective dissemination and implementation. 

Previous research suggests that a concise, one-page summary of specific recommendations is more likely to be read and applied in routine clinical care than a more extensive, elaborate document. Guideline users also need detailed supporting information, including extensive reviews of the scientific literature and other evidence and support for the specific recommendations. The AD guideline contains both of these components. 

PP Slide #34 – Dissemination 

Dissemination activities include:

· Distribution

· Publicity

· Outreach activities 

Intended to increase access to, and awareness, knowledge and understanding of, the guideline and its content.  

Dialogue

Dissemination activities include distribution, publicity and outreach activities intended to increase access to, and awareness, knowledge and understanding of, a guideline and its content. Such activities generally include: 

· publication of the guidelines and supporting information (e.g., summaries of the guidelines, analyses of their value and potential role) in professional and non-professional outlets, 

· mass mailings of the guideline,

· multimedia/computerized materials, 

· presentations and lectures describing the guideline, and 

· evaluation of dissemination activities. 
A broad range of publication and presentation approaches is necessary to reach the targeted provider audiences, including physicians, provider organization administrators and clinical leaders, payer organizations, purchaser organizations, consumer advocacy/support groups, and others. 

PP Slide #35 – Implementation of the Guideline

Intended to achieve widespread use of the guideline by primary care practitioners in their practice.  Require activities such as:
•  Development of specific tools to support and encourage guideline use
•  Education or practice management interventions 

•  Evaluation

Dialogue

When we talk about implementation of the guideline, we are looking to achieve widespread use of the guideline by the primary care practitioner in their everyday practice.  This can include activities like:

· Development of specific tools to support and encourage the primary care practitioners to use the guideline.  This could be a specific medical record format, a computerized system, or utilization review criteria or quality improvement criteria that comes from the guideline

· Development and delivery of education programs

· Development of practice interventions that would help increase the use of the guideline

· Evaluation of the interventions developed

Implementation activities are usually more local that dissemination activities and involve changes in the primary care practitioners decisions and practices organizational changes in policies and procedures.   

PP Slide #36 - Using the Guideline in a Health Care Setting

Health care organizations are challenged to care for the growing number of older adults with chronic health conditions
Dialogue

The 2002 version of the guideline has been implement and utilized in several managed care setting.  Healthcare organizations are being challenged to care for the growing number of older adults with chronic health conditions.  Dementing disease, such as Alzheimer’s disease, and other associated disorders, present challenges because of the strong social and behavioral components to disease management.  

Health care organizations, play a central role in assessment, diagnosis and treatment.  Primary care physicians, often faced with short visit times, manage a broad range of disorders and may be unaware that some of their older adult patients are compensating for cognitive losses with retained social skills.  Much of the management of the psychosocial aspects of dementia including caregiver stress, patient depression, challenging behaviors and need for community services is done by families with support of care mangers and community aging service providers.

PP Slide #37 – Establishing Partnerships Replication Manual

Based on Alzheimer’s Association – Kaiser Permanent Metropolitan Los Angeles Dementia Care Project 
www.alz.org/california

 HYPERLINK "http://www.alz.org/californiasouthland" \t "_parent" southland  

Click on Professional Training then Replication Manual
Dialogue
A valuable resource for this type of project is the “Establishing Partnerships Between Managed Care and Aging Service Organizations” publication.  This is a replication manual based on the Alzheimer’s Association – Kaiser Permanente Metropolitan Los Angeles Dementia Care Project and includes the step needed to conduct an effective project.   

Included is the URL for the website.  Click on Professional Training, then Replication Manual and you can download this valuable manual.  

PP Slide #38 – Got Guideline?

Download from Alzheimer’s Association website 

www.caalz.org
(you can put your own website information here)

Or contact 
Amy.Landers@alz.org
 

323-930-6289

(you can put your own contact information here)
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