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Instructions for use

« This resource includes 6 examples of care pathways from the healthcare
systems that were part of the Davos Alzheimer’s Collaborative Brain Health
Navigator program.

« These case studies were developed through real-world experience and
continue to evolve as the practices develop and refine their care pathways.

* To create your own workflow, please see the Workflow Overview Template.
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¢ and symptom management
Can refer directly to
Referral to BHN program broad navigation services
can occur at any point
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Refer to Navigation
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Assessment for anti-amyloid
therapies (biomarker testing, CSF or
PET, MRI) and offer DMT, if eligible
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Suspected AD _ _
Biomarker testing Diagnosis Itigtetieatmentplan Refer to specialty if
(including blood-based) still in primary care

AD= Alzheimer’s Disease, BHN= Brain Health Navigator, CSF test= cerebrospinal fluid test, DMT= disease modifying therapy, MRI= magnetic resonance
imaging, PET scan= positron emission tomography scan

A
m Healthcare System Model: BHN joins an existing department


Presenter Notes
Presentation Notes
NORTON HEALTHCARE 

Detailed Exploration Of Steps
At risk of cognitive impairment:
The BHN helps identify and bring alerts when these patients are coming through the door
Implement triage workflows for electronic health record referrals
Risk assessment
Initiation of patient/family centered case management workflow
Role(s): BHN (RN or MSSW)
May be done in outpatient (scanning the electronic health record)

Symptom presentation:
Patient presents to primary care physician for Annual Medicare Visit or for illness/concern
Patient may be self-referred or present to Neurology
Positive screening for memory concerns at transition-of-care visits
Role(s): PCP, Specialist, BHN (RN or MSSW), patient, support staff (ex. Whole care navigator)

Initial meeting at primary care or self-referred to neurology:
Identify “memory concern” and/or change in behavior/functional capacity as expressed by patient/caregiver
Identify and implement supportive social determinants of health (SDOH) services, if needed
Identification, screening, tests
Treating provider to determine clinical workflow
Role(s): PCP, Specialist

Can bring in BHN for Care Plan Navigation Services (RN, MSSW):
BHN will not perform cognitive assessment, but can be engaged at this point for navigation services
Role(s): PCP, Specialist, BHN (RN or MSSW)

Detailed medical history & physical exam:
Evaluate obtaining exam with labs and brief cognitive exam prior to neurologist consult at primary care physician’s discretion versus a direct referral to specialist
Assess caregiver concerns
Order labs/imaging and review
Role(s): PCP, Specialist

Initial workup (cognitive screening, depression screening, routine bloodwork):
Treating provider to initiate initial workup
Chart review for primary care cognitive and depression screening
Baseline functional capacity (FAQ)
Cognitive screening tools (MMSE, MoCA), include in wellness exam
Routine bloodwork to establish baseline
BHN risk assessment and care management triage
Monitoring brain health management of risk factors
Communicate back to primary care provider
Team meeting to review and discuss recommendations for medical management
BHN workflow Handoff to Infusion Navigator (for patients receiving anti-amyloid therapies) and Secondary Symptom management
Role(s): PCP, Specialist, Primary Care Nurse Navigator
May be done in outpatient in cases of remote/telephone screening tools

Diagnosis including MRI and biomarker testing (including blood-based):
Explain purpose of additional testing (confirm diagnosis and/or eligibility for disease modifying therapies)
Suspected Alzheimer’s Disease (AD) – MRI Brain if no contraindications
Biomarker testing (including blood-based biomarkers)
Provider discusses results and treatment option and agrees on best path forward
Role(s): PCP, Specialist

Initiate treatment plan and refer to specialty if still in primary care:
Review treatment options
Referral to Infusion Nurse Navigator (INN) if appropriate (will keep biomarker testing within specialty clinics)
Refer to specialty if still in primary care
Role(s): PCP, Specialist

Assessment for anti-Amyloid therapies:
Biomarker testing (BBM, CSF or PET), if not done previously
Internal referral for MRI
Internal lab collection
Neurologist oversight
Educational resources
Follow up with referring provider 
Offer disease modifying therapy (DMT) as soon as possible, if eligible
Role(s): Specialist, BHN (RN or MSSW), Infusion Nurse Navigator

Provide ongoing care, monitoring, and symptom management:
Patient is assessed for risk and safety in living situation to determine type and frequency of follow-up
Discuss routine follow-up care
Follow up with plan of care shared with primary care provider
Ensure that care plan is visible within electronic health record to primary care provider
Case manager assumes oversight of plan of care
Provide flexibility for primary care providers for ongoing care/management and use neurologists as needed, or just hand off to neurologists
Initiate support services and symptom management
Manage risk factors
Monitor for progression
Provider revises plan of care
BHN schedules follow-up in-office with NP/PA
BHN hand-off to social worker and/or secondary case manager for symptom management
Program coordinator to provide community-based support services
Internal referral to MDC
Focus on maintaining patient/caregiver engagement with routine primary care provider follow-up
Option to access Alzheimer’s Disease treatment in future 
Identify and implement supportive services in context of social determinants of health
Falls prevention
Educational materials and caregiver support services
BHN to help facilitate
Role(s): PCP, Specialist, BHN (RN or MSSW), Infusion Nurse Navigator, Clinicians, Ancillary Staff, Resource Center, Specialty Memory Center

Refer to Navigation Services / Infusion Nurse Navigator
Role(s): BHN (RN or MSSW) in Specialty Clinic

Connect to Norton Neuroscience Institute (NNI) resource center, other NNI Memory Center resources, Norton Institute for Health Equity, community resources, etc.:
Navigation services to connect with resources
Role(s): BHN (RN or MSSW)
May be done in Primary Care, Specialty Clinic, Community
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Detailed Exploration Of Steps
Annual Medicare Wellness Visit or Complete Physical Exam age 50+Cognitive Screening abnormal / Patient or family report cognitive concerns:
Patient presentation or identification
Role(s): PCP, Patient

Primary care physician refers to BHN:
Primary care physician asks BHN to perform and order testing
Role(s): PCP, Pre-diagnosis BHN (RN)

BHN conducts Detailed History (AD8, etc.) & Cognitive Assessment (MMSE, MOCA, etc.):
Cognitive testing: MMSE, MOCA, or SLUMS
Role(s): Pre-diagnosis BHN (RN)

Advanced memory care clinic (neurology) in case of moderate to severe dementia:
Patient presentation
Share resources
Social work
Family support
Can be with Neurologist, Pharmacist, Home Health RN, Social Worker
Role(s): Neurologist, Pharmacist, Home Health RN, Social Worker

Evaluations:
Depression screening (PHQ9)
Anxiety screening (GAD7)
Medication review 
Sleep evaluation (OSA)
Order reversible labs for causes of cognitive impairment (CI)
Role(s): Pre-diagnosis BHN (RN), PCP

Treating abnormal results or concerns if identified:
Role(s): PCP

MRI w/wo contrast and blood-based biomarker for Alzheimer’s Disease if evaluations within normal limits:
Role(s): PCP

Monitor and repeat cognitive testing at annual wellness visit (if blood-based biomarkers/neuroimaging within normal limits):
Hold to rescreen in one year
Schedule rescreening
Role(s): PCP, Pre-diagnosis BHN (RN), Post-diagnosis BHN (MA)

Neurology consultation (if abnormal results from blood-based biomarkers/neuroimaging):
Role(s): Neurologist, Post-diagnosis BHN (MA)

Amyloid PET, CSF analysis:
Amyloid confirmation
Role(s): Neurologist

Anti-amyloid treatment discussion for appropriate patients:
Role(s): Neurologist

Anti-amyloid treatment tracking/mapping:
Composing the treatment journey
Role(s): Post-diagnosis BHN (MA)
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Detailed Exploration Of Steps
Patient schedules annual wellness visit with PCP
Patient informed via MyChart/appointment reminder of objectives of visit, including cognitive screening
Role(s): Patient

Cognitive assessment, Neuropsychiatric screening, and PCP exam (in cases of annual wellness visit):
Medical Assistant rooms patient
Medical Assistant  administers Cognica (cognitive assessment)
Medical Assistant administers PHQ2, GAD7 
Medical Assistant completes pre-charting (medical/vascular history, anticholinergic burden, sleep assessment such as the STOP-BANG or PSQI)
Primary Care Physician reviews information and completes exam (sleep assessment includes HSAT apnea risk, sleep habit education)
Role(s): Medical Assistant, PCP

If unimpaired and other criteria met, proceed with Brain Health, Sleep, Vascular risk, ACB reduction, Exercise, Mind diet, Socialization, Awe/humor:
Role(s): PCP

Patient/Care partner schedules cognitive complaint visit:
Patient informed via MyChart/appointment reminder of objectives of visit
Role(s): Patient, care partner

PCP Exam:
Medical Assistant rooms patient
Medical Assistant completes pre-charting (medical/vascular history, anticholinergic burden, sleep assessment such as the STOP-BANG or PSQI)
Primary Care Physician reviews information and completes exam
Role(s): Medical Assistant, PCP

If acute condition identified in complaint visit, treat:
Role(s): PCP

Order labs (if certain criteria on-slide is met, if acute conditions rule out):
pTau 217 (smart set)
B12, folate, TSH cascade, hemoglobin A1C lipid profile
CBC with diff and comprehensive biochemistry if not done in the past year
Record designated care partner and contact information in electronic health record
Role(s): PCP, administrator

Obtain consent and place referral for BHN, educate on BHN program:
Referral to Brain Health Navigator (specific referral number)
Provide brochure on Primary Care Provider Brain Health Specialist program in the Memory Care and Brain Health Center
Explain BHN role (consent, co-pay, care partner)
Role(s): PCP, administrator

BHN pre-screening for BH PCP, MRI order, appointment preparation:
BHN contacts care partner and obtains consent and confirms lab work orders
Build rapport
Describe BHN roles, responsibilities
Review patient chart in EPIC
Check insurance for co-pay responsibility and amount
Contact patient/care partner
Obtain patient and care partner verbal consent, notify if co-pay required, document in EPIC
Confirm documentation of social determinants of health
Confirm Primary Care Provider tests are orders (labs, pTau 217)
Explain pre-diagnosis workup including social worker contract
Provide social worker with Care Partner contact
Schedule phone appointment to complete pre-visit screening if not possible during introduction call, conduct phone appointment
Review/collect sleep history
Collect dementia targeted family history
Conduct mild behavioral impairment assessment/NPIQ (flowsheets)
Check ACB done, flag for potential drug changes
Screen for alcohol, drugs, caffeine, OTC 
Order HSAT 
Order 3T MRI with SWAN, Icometrix
Document in EPIC notes (template)
Start time tracker for CCM billing (Epic tracker)
Confirm insurance
Secure transportation to/from appointments if needed
Educate patient / care partner on biomarkers and what they entail
Assess availability of care partner and patient to visit Brain Health PCP (BH PCP)
Schedule patient with BH PCP
BH PCP signs off on orders
BHN tracks completion of tests and flags results to BH PCP before visit
Role(s): BHN (RN)

Care partner connected with Alzheimer’s / Brain Health Social Worker:
MSW contacts care partner and explains longitudinal role
Administers cognitive history template / obtain objective history
Administers modified I/ADL template
Reviews and supplements NPIQ/MBI
Identifies immediate needs and provides resources
Role(s): Masters of Social Work (MSW)

Cognitive assessment at Brain Health Primary Care Provider:
Patient arrives with care partner to Brain Health PCP
Medical Assistant rooms patient 
Medical Assistant administers Cognica
Medical Assistant invites care partner into room
Role(s): Medical Assistant

BH PCP reviews results and completes targeted neuro exam:
BH PCP reviews screens and notes from MSW/BHN (RN) 
Info from flowsheets in PCP template
Reviews ptau 217
Confirms cognitive history
BH PCP reviews Cognica score
Completes targeted neuro exam
Neuro exam (target PD, focal findings, eye movement, gait)
Mitigate ACB
Discuss alcohol, drug use
See Medications to Avoid wallet card
Role(s): BH PCP

Diagnose AD if criteria applies:
Determines if AD diagnosis, then initiate treatment consider AAT
Role(s): BH PCP

If not diagnosed or AAT eligible, refer to Memory Care Clinic for care plan:
If AD not confirmed, neuro referral provides care plan
Role(s): BH PCP

Clinical dementia rating (CDR):
Role(s): BH PCP

Treat apnea/sleep hygiene. treat mood/behavior, optimize vascular factors, MIND diet, Exercise, Awe/positive emotions, Socialization:
Role(s): BH PCP

If CDR 2-3, initiate donepezil target 10 mg; Consider memantine after 90 days on donepezil:
Role(s): BH PCP

Refer to Geriatrics for continuing care:
Role(s): BH PCP

If CDR 0.5-1, initiate donepezil:
Role(s): BH PCP

MRI to assess path forward:
Conduct MRI???
Determine AAT eligibility:
MRI
<5 microhemorrhages
No superifical siderosis
No large vessel infarcts
only mild to moderate white matter disease
No anticoagulation
Role(s): BH PCP

AAT referral to Memory and AAT education if AAT eligible:
AAT referral to Memory
AAT brochures
Role(s): BH PCP

Continue treatment in BH PCP clinic if AAT ineligible:
Role(s): BH PCP

Provide targeted care plan:
Role(s): BH PCP, Geriatrics, Specialty

BHN and BH SW 2-week check-up; establish regular follow ups:
BHN
BHN calls care partner
Medical check side effects protocol
Answer medical questions on diagnosis or prescription
Set up monthly check-in, 6-month clinic follow-up
Provides contact information
Track time and bill monthly  CCM
Can be over the phone
MSW
MSW calls care partner
Addresses non-medical queries
Ensures access and successful connection to resources
Determines check-in needs and arranges follow-up
Provides contact information
Role(s): BHN, BH MSW
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Detailed Exploration Of Steps
PCP flags patients with cognitive change:
Flag potential patients on PCP panel
Role(s): PCP

Refer to BHN Program (Brain Health Provider (APRN) and Brain Health Navigator (RN)):
Refer to BHN as common pathway to appropriate specialist provider
Role(s): PCP

Track referrals in a registry:
Start registry for referral tracking
Initiate tracking/registry
Update monthly and track outcomes
Review progress/referrals
Track metrics
Role(s): BHN (APRN) & Admin support, BHN staff
BHN In Geriatric Psychiatry

Initial Appointment with Brain Health Provider (APRN) and Brain Health Navigator (RN)
Cognitive care appointment:
Record retrieval
Review chart and PCP reason for referral
Review patient understanding of referral
Review advanced directive
Completion of screening metrics, presenting concerns
Obtain consent for ongoing care management
Review of existing information and diagnostics at start of BHN phase
Initial Appointment with BHN Provider
Detailed medical history:
History taking (SDOH, SU, ASCVD, etc.)
Identify risk factors
Identify existing systems of support
Outline current specialists involved
Screening, if appropriate
Begin to rule out reversible causes of dementia
Conduct initial assessments
Review comorbidities/risks
Medication review
Reviewing gaps in history pertinent to brain health (SDOH, tobacco, alcohol, SUD etc.)
Functional Screening
Review mobility
Sleep
ADLs
Cognitive screening
Development of Cognitive Care Plan
Assess care partner support, assess care partner needs/goals
Discussion of available resources
Brain health score/plan
Review Labs, imaging/EKG
Review safety needs
Assess patient needs/goals
Educate on disease progression
Family supports / collateral information & Perform caregiver burden assessment (e.g., Zarit) if appropriate
Assess psychosocial factors
Review sensory health
Provide education and clinical trial referrals
Connect with ARC/Resources
Connect with patient on healthy aging, needs, brain health score/plan
Role(s): BHN (APRN)

PCP level interventions for brain health / follow up with recommendations
Send recommendation back to PCP / referral source
PCP to initiate early diagnostics and interventions:
Hearing / Vision / Dental
Nutrition?
Other medical specialties
SLP / OT / PT / Driving eval
“Dementia labs” / MRI
Aging Resource Center
Role(s): BHN Provider

Referrals as needed (Refer to non-HABC specialists):
Refer to PT/OT/SLP
Refer to other resources
Refer to ARC
Availability of specialists to follow referrals (audiology, nutritionist, pharmacist)
Connect with BHN APP PRN for further assistance / questions 
Role(s): PCP

Neuropsychological testing:
Role(s): PhD in Geriatric Psychiatry

Refer to appropriate specialist or social worker as needed:
Connect to appropriate HABC provider / Triage and refer to specialist
Present to COA
Recommend further diagnostics prior to specialist appointment based on assessment
Schedule with appropriate specialist
Escalate appropriate needs / involvement to SW per protocol
Role(s): BHN Provider, BHN team, BHN in Geriatric Psychology

Initial consult with specialist, Order and Interpret Diagnostics (PET, biomarkers, lumbar puncture, labs, EKG, etc.):
Order neuroimaging (PET-FDG, Amyloid-PET)
Order Biomarkers/LP
Order and interpret labs, imaging, EKG
Refer to Genetics, if needed
Role(s): Specialist

Diagnostic decision making:
Role(s): Specialist

Order Treatments (NPS, AChEl, DMT):
Order treatment for NPS
Order AChEl
Order DMT
Role(s): Specialist

Follow/monitor as appropriate:
Follow/monitor treatments as appropriate
Follow imaging for DMT
Role(s): Specialist

Continued Collaboration and Long-Term Care Management:
Coordinate with COA
Share updates/treatment progress with referring PCP
Coordinate with different relevant specialists:
Neurology (e.g., Movement Disorders) 
Geriatric Psychiatry (e.g., Major Depressive Disorder)
Geriatrics (e.g., Frailty).
Role(s): BHN team, Specialist, PCP
In Geriatric Psychology
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Detailed Exploration Of Steps
Clinician concern:
Clinician concern raised
Role(s): PCP (Internal medicine or family medicine)

Patient or family concern:
Patient or family present with a concern
Role(s): Patient or family

Patient schedules annual wellness visit with PCP:
Patient schedules annual wellness visit with PCP
Role(s): Patient or PCP

BHN Referral ; Ambulatory Referral Management (ARM) vs Cerner Message (Healthcare Navigator in Family Medicine):
Refer to the BHN, with the exception of:
Clear known cause of cognitive changes(ADHD, substance use, etc.)
Moderate/severe dementia
Other major medical problem taking priority or causing cognitive changes (ex. chemo, ESRD, etc)
Abnormal neurology exam
Hospice/palliative care
Considering a packet with what to expect, what the steps are, a few self-completed questionnaires to bring to BHN appointment
Provide informational materials
Provide patient / caregiver questionnaire and goal identification
Role(s): PCP

BHN initial visit:
Obtain consent for PIN services from patient / caregiver
Administer (Linus) digital cognitive assessment
Depression (PHQ 9)
Activities of Daily Living (FAQ)
Medication audit
Sleep (STOP-BANG)
Substance use
Gait/balance
Vision
Hearing
NPIQ
Caregiver burden
Role(s): BHN (Healthcare Navigator)

Ongoing BHN follow-up
Triage to neurology versus primary care follow-up per protocol
Propose referrals (PT, psychiatry, sleep, audiology, pharmacy, etc.)
Assist with scheduling appointments and follow ups to clinicians and imaging
Obtain outside records and review
Propose orders to PCP per protocol
Connect with outreach/resources
Discuss questions for patients to ask specialists and PCP
Documentation of services provided
Role(s): BHN (Healthcare Navigator)
Can take place in specialty care, primary care, imaging, lab
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Detailed Exploration Of Steps
Internal Medicine physician and pilot site identified:
Role(s): Treating PCP

Physicians send referrals to Population Health
Role(s): Treating PCP

Referrals are triaged and assigned to BHN (RN, ASW)
Population health: a program already in place to virtually support primary care, robust programs, behavioral health team, community workers and social workers
Role(s): BHN (RN, ASW)

Community health worker identified as back-up:
Assist BHN/BSW in explaining program and screening
Role(s): Community health worker

Initial contact:
Initial virtual contact
Role(s): BHN (RN, ASW)

Cognitive Screening:
Role(s): BHN (RN, ASW)

Physician notified of results in EPIC:
Notify PCP of screening results
Population health via Epic. PCP decides if specialty should be involved
Role(s): BHN (RN, ASW)

Follow-up screening done in 6 months:
Schedule six months out
Follow-up screening
Role(s): BHN (RN, ASW)

Physician notified of results in EPIC:
Notify Internal Medicine physician of screening results
Population health via Epic. PCP decides if specialty should be involved
Role(s): BHN (RN, ASW)
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