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DISCLOSURES

• The opinions expressed here are my own and not necessarily the 

same as the University of Utah or University of Utah Health.

• The views expressed are my own and do not represent formal 

policy of the Veterans Administration.

• I receive salary support as Project Director for the University of 

Utah’s participation in the Davos Alzheimer’s Collaborative US 

Fellowship Expansion Program.



OBJECTIVES

• Review the evidence for the current state of cognitive assessment 

in US primary care

• Describe the Davos Alzheimer’s Collaborative approach to 

improve early detection of cognitive impairment in primary care

• Recommend structural changes to improve the Nation’s capacity 

to address Mentation in primary care





GOING BEYOND THE USPSTF “I” RECOMMENDATION: 

BENEFITS OF EARLY DETECTION OF COGNITIVE 

IMPAIRMENT IN PRIMARY CARE 

• Render an accurate diagnosis

– Identify potentially reversible causes of cognitive impairment

– Avoid delays in diagnosis

• Identify factors (e.g. blood pressure control, lifestyle changes, deprescribing or starting 

medications) that can slow progression of cognitive impairment

• Assess eligibility for caregiver and respite support (e.g. CMS GUIDE Model)

• Identify safety concerns (e.g. medications, home safety, driving, firearms, elder abuse)

• Conduct advance care planning to ensure patient wishes are captured before a crisis 

occurs



REALITIES OF DEMENTIA CARE IN PRIMARY CARE 

Sideman et al.  JAMA Network Open 2023.  



LOW PCP CONFIDENCE IN COGNITIVE 

ASSESSMENT

• A survey of 100 PCPs and 50 neurologists caring for older adults 

found that 20% of PCPs had high confidence in interpreting 

cognitive test results (vs. 68% for neurologists)1

– 14% of PCPs had high confidence in interpreting brain imaging (vs. 70% for 

specialists)1

• A survey of 1000 PCPs caring for older adults found that 39% are 

“never or sometimes comfortable” diagnosing ADRD2

– 27% of PCPs are “never or sometimes comfortable” answering patient 
questions about ADRD2

1Bernstein et al.  BMC Health Services Research 2019.
2Primary Care Physicians on the Front Lines of Diagnosing and Providing Alzheimer’s and Dementia Care: Half 

Say Medical Profession Not Prepared to Meet Expected Increase in Demands (Alzheimer’s Association)

https://www.alz.org/news/2020/primary-care-physicians-on-the-front-lines-of-diagnosing-and-providing-alzheimer-s-and-dementia-care
https://www.alz.org/news/2020/primary-care-physicians-on-the-front-lines-of-diagnosing-and-providing-alzheimer-s-and-dementia-care


INADEQUATE PCP TRAINING IN DEMENTIA 

CARE

• A systematic review of PCP views on barriers to dementia care 

identified lack of training as a key factor1

• 22% of PCPs caring for older adults had no residency training in 

dementia care2

– Of the 78% receiving training, 65% reported the training was “too little”2

1Mansfield et al.  The Gerontologist, 2019.
2Primary Care Physicians on the Front Lines of Diagnosing and Providing Alzheimer’s and Dementia Care: Half 

Say Medical Profession Not Prepared to Meet Expected Increase in Demands

https://www.alz.org/news/2020/primary-care-physicians-on-the-front-lines-of-diagnosing-and-providing-alzheimer-s-and-dementia-care
https://www.alz.org/news/2020/primary-care-physicians-on-the-front-lines-of-diagnosing-and-providing-alzheimer-s-and-dementia-care


UNIVERSITY OF UTAH HEALTH RATES OF 

DEMENTIA SCREENING IN PRIMARY CARE

• Between June 2024 – June 2025:

– Only 46.5% of older adults were screened for dementia in Geriatrics

– Only 42.1% of older adults were screened for dementia in Primary Care

• Anecdotally, U of Utah PCPs express lack of comfort with cognitive 

assessment, and cite challenges of workflow integration and 

reimbursement related to cognitive assessment

• How might these challenges be addressed?



DAC-SP Key Programs

 Early Detection Flagship

What Is It?

• Global initiative launched in 2021 to 
implement early detection of cognitive 
impairment in primary care settings

• Two-pronged approach: Flagship 
program (7 sites) + Grant program (12 
sites)

Key Elements

• Testing digital cognitive assessments 
and blood biomarkers

• Identifying real-world implementation 
barriers and the acceptability and 
feasibility of tools in real world settings

• Developing scalable solutions across 
different healthcare systems

Major Output

• Early Detection Blueprint: practical 
implementation guide

• Academic publications, media coverage, 
conference presentations

 Accurate Diagnosis

What Is It?

• Real-world implementation study 
launched 2024

• Focuses on accurate diagnosis of MCI 
due to AD vs. other dementias

• Implementation across 8 global sites (4 
US, 1 Japan, 1 UK, 2 EU)

• Testing blood-based biomarkers and a 
confirmatory diagnostic (CSF or PET)

Key Elements

• Documenting workflow

• Understanding changes to clinical 
management and resource use, 
barriers and facilitators to 
implementation and key 
implementation outcomes

• Expansion through IHI AD-RIDDLE 
program (6 additional EU sites)

Current Status

• Sites are actively onboarding clinics 
and enrolling patients

 US Early Detection 

Program

What Is It?

• Launched H2 2024

• Provides technical assistance and 
seed funding to healthcare 
organizations to implement the early 
detection Blueprint 1.0 in primary 
care settings 

• Increase Patient Access to Early 
Detection at 10 US sites

Key Elements

• Blueprint implementation support

• Community of practice participation

• Collaborative barrier identification

• Data-driven evaluation of Blueprint 
effectiveness

Current Status

• 10 US sites have implemented the 
BP 1.0 and are in various stages of 
completing their plans/developing 
report.

  US Brain Health 

Navigator Program

What Is It?

• Brain Health Navigator program 
launched Q3 2024

• Complementary to US Early Detection

• Develop training materials for pre-
diagnosis and post-diagnostic 
processes with emphasis on pre-
diagnosis

• Six sites participating in co-design and 
pilot implementation

Key Elements

• Training material development

• Pilot implementation at selected sites

• Material refinement based on pilot 
results

• Dissemination through DAC channels 
and events , congress presentations, 
and train-the-trainer events

Slide courtesy of the Davos Alzheimer’s Collaborative.
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DAC-SP US Early Detection Program and Expansion Sites

Brent Forester, MD, MSc

Caitin Rivet, BSN, RN, CENP

Timothy Farrell, MD, AGSF, CPAFH

Andrea Harris, RN, MSN, CPAFH

Slide courtesy of the Davos Alzheimer’s Collaborative



PAIN POINTS IN COGNITIVE ASSESSMENT IN 

PRIMARY CARE: THE UTAH EXPERIENCE 

• Need for additional training in cognitive assessment 

– Consistent with national studies of PCPs, U Health PCP site leads generally 

feel uncomfortable with cognitive assessment

– They have received little or no training on appropriate use of biomarkers 

(e.g. importance of avoiding biomarker use for patients without objective 
evidence of cognitive impairment)

– They generally have little time for lectures/modules but instead prefer to 

embed learning at the point of care



PAIN POINTS IN COGNITIVE ASSESSMENT IN 

PRIMARY CARE: THE UTAH EXPERIENCE 

• Structural issues (billing and workflow) impede cognitive assessment

– 20 to 30-minute appointment slots are generally inadequate for cognitive 

assessment

– It is difficult to pair a follow-up MoCA with a clinician visit using existing 

scheduling templates

– Utah PCP site leads cannot satisfy 99483 billing requirements in a 30-minute 

visit

– 2 consecutive 99214 visits reimburse as much or more than a single 99483 visit



COGNITIVE ASSESSMENT WORKFLOW EXAMPLE

After an abnormal Mini-Cog, there are 

structural barriers to arrange for follow-

up testing (labs, imaging, MoCA) in 

primary care.



RESOLVING PAIN POINTS IN COGNITIVE 

ASSESSMENT AT U OF UTAH HEALTH

Problem Approach

Clinician discomfort • 1-page educational handout at point of care
• “Micro-CMEs” embedded in EHR workflows

Low screening rates • Prioritize Medicare Annual Wellness Visit 

scheduling

• Educate medical assistants in cognitive 

screening (Mini-Cog, MoCA)

Workflow integration • Schedule MoCA administration adjacent to an 

office visit

Inadequate time to bill 99483 • Divide the cognitive assessment into 2 separate 

appointments each billed with 99214



U OF UTAH TRAININGS IMPLEMENTED IN 2026

• Virtual lectures from cognitive neurology to family medicine, 

internal medicine and geriatrics provider meetings

• Standardized Mini-Cog and MoCA training materials for medical 

assistants administering these tests

• HCC coding seminar for PCPs treating neurological conditions 

including ADRD

• 1-page clinician education handout for PCPs at 5 pilot sites



1-PAGE CLINICIAN EDUCATION HANDOUT



U OF UTAH LESSONS LEARNED IN INCREASING 

EARLY DETECTION OF COGNITIVE IMPAIRMENT*

• PCPs generally prefer educational content embedded in their 

workflows (e.g. 1-page handout, EHR prompts) over separate 

resources such as training modules or lectures

• Increasing Medicare Annual Wellness Visits appears to be an 

effective way to increase cognitive screening of older adults

• Billing remains misaligned with the work of cognitive assessment in 

primary care 

   *Data collection is underway and should be completed by mid to late 2027.
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Provides practical recommendations for planning, implementing, and monitoring and 

evaluating an early detection program for cognitive impairment

Blueprint is Central to the Early Detection Programs’ Curriculum

Blueprint 1.0

www.dacblueprint.org

• Informed by DAC-SP Flagship Program

• BP 1.0 guided program development 

and implementation for current cohort

Blueprint 2.0 (2027)

• Informed by extensive interim program 

data, CoP insights, site feedback

• Consolidate & streamline content

Blueprint 1.5
• Revised, streamlined 

content based on 

current program’s 

feedback

US Early Detection 
Expansion Program

Slide courtesy of the Davos Alzheimer’s Collaborative

http://www.dacblueprint.org/


RECOMMENDATIONS TO THE NAPA ADVISORY 

COUNCIL: PCP TRAINING

1. Geriatrics Competencies for Medical Students | ADGAP - Association of Directors of Geriatrics Academic 
Programs

2. Minimum Competencies in Geriatrics for IM/FM Residents | ADGAP - Association of Directors of Geriatrics 
Academic Programs

Problem #1:  Inadequate PCP training in cognitive assessment

Recommendations:  

1. Ensure that all medical students, internal medicine residents, and family medicine residents 

acquire proficiency in the Minimum Geriatrics Competencies1,2 – including assessment and 

management of cognitive concerns.

2. Embed best practices & guidelines for cognitive assessment within EHR workflows

       as “micro-CMEs,” including education on appropriate use of biomarkers.

https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/geriatrics-competencies-medical-students
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/geriatrics-competencies-medical-students
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/geriatrics-competencies-medical-students
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/geriatrics-competencies-medical-students
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/geriatrics-competencies-medical-students
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/minimum-competencies-geriatrics-imfm-residents
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/minimum-competencies-geriatrics-imfm-residents
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/minimum-competencies-geriatrics-imfm-residents
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/minimum-competencies-geriatrics-imfm-residents
https://adgap.americangeriatrics.org/education-training/competencies-and-milestones/minimum-competencies-geriatrics-imfm-residents


RECOMMENDATIONS TO THE NAPA ADVISORY 

COUNCIL: FINANCIAL INCENTIVES
Problem #2:  Inadequate financial incentives for cognitive assessment in primary care

Recommendations:

1. Create a modifier* for both new and established patient billing codes that would increase 

primary care reimbursement for conducting additional cognitive evaluation (labs, imaging, 

MoCA) when there is an abnormal cognitive screen such as an abnormal Mini-Cog.*

2. Create a new billing code (similar to Transitional Care Management codes) that would 

provide increased primary care reimbursement for cognitive assessment and management 

over a defined time period (e.g. 6 months).

3. Incorporate metrics to incentivize “acting on” a cognitive screen including driving safety 

evaluation, completed CMS GUIDE referral, completed cognitive neurology referral, and 

discussion of pharmacotherapy options in appropriate patients (for an abnormal screen), or 

a plan to reassess cognition in 1 year (for a normal cognitive screen). 

*This modifier would be in addition to the G2211 add-on code.



THANK YOU!

© UNIVERSITY OF UTAH HEALTH

timothy.farrell@hsc.utah.edu
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