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Partnering to support 
Health Systems and clinicians in 
Alzheimer’s diagnosis and care

Health System 
Assessment 
Readiness

Objectives

• Health System Assessment Readiness – What does it mean?

• The Alzheimer’s Association approach to support

• Data to help address current state

• Other factors to consider
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Assessment + Readiness

Health system readiness is the ability of a health 
system to promptly and sustainably adapt its 
policies, infrastructure and processes to support 
the integration of innovative approaches to care.

• To understand the needs of 
clinicians so we can help them 
meet the complex care needs of 
individuals and families

• To support clinicians with 
strategies and solutions that 
can ensure quality care for 
people living with dementia

Goals:Alzheimer’s Association’s 
Health Systems Initiative
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Health Systems Directors

As subject-matter experts, HSDs will 
work with your health system to identify 
areas of opportunity by performing a gap 
analysis across the continuum of care 
and utilizing Quality Improvement (QI) 
best practices. 
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Ideal Patient Journey from Awareness of 
Cognitive Issues to Treatment 

Memory 
Concerns

Conversation 
with PCP

Referral to 
Specialist

Biomarker 
Testing

Treatment Dementia Care 
Navigation 

A person notices 
some changes to 
their memory and 
thinking and has 
some concerns

Discusses with 
PCP who 
assesses 
medical history, 
conducts 
physical and 
cognitive tests 
as well as lab 
tests

Suggestion of 
MCI on tests 
leads to referral 
to a dementia 
specialist who 
conducts further 
evaluations 

Diagnostic 
biomarker 
testing and 
brain imaging 
are 
recommended 
after MCI 
confirmation

Treatment 
options are 
discussed if 
beta-amyloid is 
confirmed by 
biomarker 
testing. 
Treatment is 
scheduled and 
monitored. 

Provide a 
quality 
evidence-based 
dementia care 
model and 
ongoing 
caregiver 
support ongoing

Health System 
Readiness:  Key Factors
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Clinical Readiness

• Staff capacity

• Training considerations

• Willingness to adapt to new protocols and/or 
processes

Operational Readiness

• Infrastructure

• Resources

• Leadership buy-in, commitment 
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Technological Readiness

• Data Management

• EHR support

• Interoperability

Assessing Readiness:  
Framework & Tools
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Framework & Tools

• SWOT Analysis, ORC Assessment, PEST Analysis

• Supporting guidance and framework from partner 
organizations:  WHO, CDC, IHI, other evidence-based 
care models, Alzheimer’s Association

Alzheimer’s Association Technical Support

• Identify key champions

• Establish current state baseline using data

• Help create ideal state/outcomes

• Inform the plan
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Identifying Current State
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Additional Prevalence Rate Questions

• What is the prevalence of patients with ADRD by the 
presence of coexisting chronic disease (COPD, 
Diabetes, HF) & ADRD

• Falls

– Overall:  Total with falls, ADRD/Total with ADRD
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Create Ideal/Future State

Define the vision

• What does success look like?

• How will this align with other metrics/goals?

• What are the best possible outcomes in patient care 
along the dementia care continuum?
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Ideal Patient Journey from Awareness of 
Cognitive Issues to Treatment and Care

Memory 
Concerns

Conversation 
with PCP

Referral to 
Specialist

Biomarker 
Testing

Treatment Dementia Care 
Navigation 

A person notices 
some changes to 
their memory and 
thinking and has 
some concerns

Discusses with 
PCP who 
assesses 
medical history, 
conducts 
physical and 
cognitive tests 
as well as lab 
tests

Suggestion of 
MCI on tests 
leads to referral 
to a dementia 
specialist who 
conducts further 
evaluations 

Diagnostic 
biomarker 
testing and 
brain imaging 
are 
recommended 
after MCI 
confirmation

Treatment 
options are 
discussed if 
beta-amyloid is 
confirmed by 
biomarker 
testing. 
Treatment is 
scheduled and 
monitored. 

Provide a 
quality 
evidence-based 
dementia care 
model and 
ongoing 
caregiver 
support ongoing

Conduct Gap Analysis

• What gaps exist between current state and ideal state?

• What is going well?

• What are the barriers?
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Develop the Plan

Building the Roadmap

• Prioritize interventions

• Create specific action steps

• Assign responsibility

• Set measurable goals

• Measure progress and continuously improve
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Assumptions
Earlier diagnosis of dementia through screening improves 

clinical outcomes and quality of life for patients and 
families

INPUTS
OUTCOMES-IMPACT

Short-Term                 Intermediate                       Long-Term

Results in terms 
of learning

Clinic staff have 
greater knowledge, 
skill, confidence in 
assessing dementia 
in the clinic setting

Clinical staff have 
greater skills and 
ability to treat 
Alzheimer’s disease 

Patients and
families have 
greater and earlier 
awareness of 
community services

What we 
create

Proposals for 
supportive 
activities, such 
as suggesting 
resources like 
Dementia Care 
Aware

Proposals for 
primary 
activities such 
as a workflow 
to improve 
dementia 
assessment

QI plans for 
clinic sites

Data collection 
tools

Who we 
reach

FQHC 
organizations
/ clinics in CA 

Other 
community 
clinics in CA

External Factors
Data availability, clinic competing priorities, staff bandwidth and 

turnover, cultural barriers may limit patient/family engagement and 
referrals, availability of community services 

Results in terms of 
changing action

Clinicians routinely 
use the appropriate 
screening and 
assessments tools for 
dementia

Workflow in the clinic 
includes appropriate 
use of screening 
tools for dementia

Clinic leaders make 
changes to policies 
and procedures to 
support early 
screening and 
treatment

Support services and 
treatment are easily 
available and 
accessed by patients/ 
families, if dementia 
is diagnosed

OUTPUTS

Participation - Activities – Direct Products

What we do
Recruit high-
need clinics to 
participate 

Discovery 
meetings to 
identify 
interests/ needs

Ongoing 
contact to 
support and 
assess progress

Offer 
interventions 
based on needs 
and interests

Conduct
workshops and 
meetings 

Collect data on 
activities and 
engagement

Results in terms of 
change to the 
Conditions

Social: families 
receive caregiving 
support, reducing 
stress and improving 
their productivity

Economic: early 
diagnosis and 
treatment reduces 
avoidable 
complications, 
utilization and costs

Quality of life 
improves for patients 
and their families

Clinical outcomes 
improve for patients

Equity is advanced as 
the gap in appropriate 
dementia screening 
and care is narrowed

What we 
invest

Staff time

Evidence 
based models

QI expertise

Advisory 
Group

Data tracking 
efforts

Situation
Dementia 

screening tools are 
underutilized in 

community clinics 
in CA; people of 

color are 
disproportionately 

affected

Dementia 
diagnosis delayed, 

along with 
treatment and 

support

Resources:

Alzheimer’s 
Association 
toolkits

Dementia 
Care Aware

Project ECHO

UCLA  
Alzheimer’s 
and 
Dementia 
Care

Age Friendly 
Health 
Systems

Collaborator
s
CPCA

PROGRAM EVALUATION LOGIC MODEL: ALZHEIMER’S ASSOCIATION HEALTH SYSTEMS INITIATIVE

Legend: Dementia Care Aware (DCA); Federally Qualified Health Center (FQHC); Quality Improvement (QI); Project Extension for Community Healthcare Outcomes (ECHO); California Primary Care Association 

Common Challenges & 
Solutions
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Tips, Tools and What Else You Need to Know 

• If this was easy, it would be done

• Highlight the impact of cognitive impairment on comorbidities

• Quality vs. Quantity

• No is usually not now or not in that way

• Align with current priorities and connect with dementia

• Screening is just the first step

• Marathon not a sprint

• If this was easy, it would be done

• Share and celebrate success 
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More Tools & Resources

Health Systems Directors

R15&16 Steph Watts

R1 Kathy Hansen

R2 Cheryl Brunk

R2 Ondine Boulter

R3 Bekah McLean

R3 Judith Martinez

R4 Danelle Hubbard

R6 Erica Forrest

R7 Elise Passy

R8 Liz Hall

R9 Terrianne Reynolds

HS Acct Mgr Gene Kuhn

HS Acct Mgr Patti Hahn

Laura McEntire
Area West Senior HS Director

Amy Boehm
Area East Senior HS Director

Vacant
Area West National HS Director

Gregg Walker
Area East National HS Director

R11 Liz McCarthy

R13 Lori Balog

R14 Karen Fagan

Liz H covering some 
Virginia accounts

Liz M covering some 
Maryland  accounts

R12 Doris Phildor

Terrianne Reynolds & 
Erica ForrestR5 
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Amy Boehm
Senior Director, Health Systems

amboehm@alz.org
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