CHANGING THINKING!

a@ﬂ Advisory 24-1
Y g

NOTE: THIS ADVISORY WAS PREPARED FOR INTERNAL USE WITHIN THE CT! PROJECT FOR ORIENTATION AND
INFORMATIONAL PURPOSE. THE VERSIONS OF THE CMS CITED INSTRUMENTS REPRODUCED BELOW ARE
EXAMPLES OF THE INSTRUMENTS AND ARE SHOWN FOR EDUCATIONAL PURPOSES. IT IS NOT THE INTENT OF THE
CT! PROJECT TO USE THE INSTRUMENTS OR PROVIDE THEM TO GUIDE CLIENTS.

Beneficiary Model Criteria & Tools

Precis

This internal advisory encapsulates the determination of eligibility of beneficiaries with
dementia for ‘alignment’ with the GUIDE MODEL, these criteria would also apply to adults with
intellectual disability (including Down syndrome). The Beneficiary Model Criteria forms the basis
for payment under the Participants Monthly Dementia Care Management Payment (DCMP). The
payment schedule considers severity of dementia and ancillary issues, as well as caregiver
‘burden.’

COMMENTARY

CMS notes that ‘Beneficiary Model Tier’ is determined via assessment and is a
combination of beneficiary disease stage, presence of a caregiver, and if applicable, their
caregiver's needs.

Tier Criteria Corresponding
Assessment Tool Scores
Beneficiaries with a Low complexity dyad Mild dementia CDR=1, FAST=4
caregiver tier
Moderate complexity Moderate or severe dementia CDR= 2-3, FAST=5-7 AND ZBI=0-
dyad tier AND Low to moderate caregiver 60
strain
High complexity dyad Moderate or severe dementia CDR= 2-3, FAST=5-7 AND ZBI=
tier AND High caregiver strain 61-88
Beneficiaries without = Low complexity Mild dementia CDR=1, FAST=4
a caregiver! individual tier
Moderate to high Moderate or severe dementia CDR= 2-3, FAST=5-7
complexity individual
tier

1 Note: Beneficiaries may live independently in their own home or in a community setting such as an assisted living facility or group home.
Their caregiver does not have to live with the beneficiary to qualify for participation in the model. In some cases, the caregiver may live in a
different home, or in a different state; but they must be actively participating in the beneficiary’s care.
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The approved screening tools include two tools to report dementia stage — the Clinical
Dementia Rating (CDR) or the Functional Assessment Screening Tool (FAST) — and one tool to report
caregiver strain, the Zarit Burden Interview (ZBl).2 CMS may add screening tools throughout the course
of the model (GUIDE Participants can seek CMS’ approval to use an alternative screening tool by
submitting the proposed tool, along with published evidence that it is valid and reliable and a crosswalk
for how it corresponds to the model’s tiering thresholds).

Participants are told to report the aggregate scores for each of the instruments used.
Instruments include:

The Clinical Dementia Rating (CDR)

The Clinical Dementia Rating (CDR) scale is a structured, clinician-rated interview designed to
evaluate the severity of dementia. It gathers information on cognitive capacity from both the patient
and a collateral source. While initially developed to assess dementia severity, it can also be applied to
other conditions, such as Parkinson's disease.

The CDR assesses six domains: memory, orientation, judgment, and problem solving, community
affairs, home and hobbies, and personal care. Impairment is defined only when it results from cognitive
loss rather than physical disability or other non-cognitive factors. Each domain is rated on a 5-point scale
(except for personal care), and these ratings are synthesized to assign a Global CDR score. Table 6 from
Morris (1993)3 provides more detail on the criteria.

The Global CDR scores range from 0 to 3:

whRr oo

No dementia

Questionable dementia

Mild cognitive impairment (MCI)
Moderate cognitive impairment
Severe cognitive impairment

The assessment includes two sets of questions: one for the informant and another for the
patient. The informant's questions focus on the patient's memory, judgment and problem-solving
ability, community affairs, home life and hobbies, and personal care. The patient's questions address
memory, orientation, judgment, and problem-solving ability. See https://knightadrc.wustl.edu/wp-
content/uploads/2021/10/English-New-Zealand.pdf for a worksheet that produces CDR scores)

Table 6.2. The Clinical Dementia Rating Scale

with time
relationships

oriented for place at
examination; may have
geographic
disorientation
elsewhere

usually disoriented to
time, often to place

NONE 0 QUESTIONABLE 0.5 MILD 1 MODERATE 2 SEVERE
MEMORY No memory loss or Consistent slight Moderate memory Severe memory loss, Severe memory
slight; inconsistent forgetfulness; partial loss: more marked for only highly learned loss, only
forgetfulness recollection of recent events; defect material retained: new | fragments
events; “benign” interferes with material rapidly lost remain
forgetfulness everyday activity
ORIENTATION Fully oriented Fully oriented but Moderate difficulty Severe difficulty with Oriented to
with slight difficulty with time relationships; | time relationships; person only

2 Zarit SH, Reever KE, Bach-Peterson J. Relatives of the Impaired Elderly: Correlates of Feelings of Burden. Gerontologist. 1980;20(6):649-55
3 Morris, J.C. (1993). The Clinical Dementia Rating (CDR): current version and scoring rules. Neurology, 43, 2412-2414.
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https://knightadrc.wustl.edu/wp-content/uploads/2021/10/English-New-Zealand.pdf
https://knightadrc.wustl.edu/wp-content/uploads/2021/10/English-New-Zealand.pdf

JUDGMENT Solves everyday Slight impairment in Moderate difficulty in Severely impaired in Unable to make
AND PROBLEM problems and solving problems, handling problems, handling problems, judgments or
SOLVING manages business similarities, and similarities, and similarities, and solve problems
and financial affairs differences differences; social differences; social
well; judgment good judgment usually judgment usually
in relation to past maintained impaired
performance
COMMUNITY Independent function | Slightimpairmentin Unable to function No pretense of Appears tooill to
AFFAIRS as usual in job, these activities independently at these | independent function be taken to
shopping, volunteer, activities though may outside the home; functions
and social groups still be engaged in appears well enough outside the
some; appears normal to be taken to family home
to casual inspection functions outside the
family home
HOME AND Life at home, hobbies | Life at home, Mild but definite Only simple chores No significant
HOBBIES and intellectual hobbies, and impairment of preserved; very function in the
interests well intellectual interests functions at home; restricted interests, home
maintained slightly impaired more difficult chores, poorly maintained
and complicated
hobbies and interests
abandoned
PERSONAL Fully capable of self-care Needs prompting Requires assistance in Requires much
CARE dressing, hygiene and help with
keeping of personal personal care;
effects frequent
incontinence

A note of application of the CDR to adults with intellectual disability.

Some work has been done on applying a modified CDR to adults with intellectual disability (and
specifically with Down syndrome)* with the intent to see if it would discern dementia from inherent
cognitive impairment. Work at the Washington University School of Medicine resulted in validation that
an adaptation of the CDR for use with adults with intellectual disabilities [ID]—particularly those with
Down syndrome [DS] who face an elevated risk of Alzheimer’s disease—would lead to more accurate
cognitive assessments. Such an adapted Clinical Dementia Rating (CDR) Scale can offer an alternative
measure that would still align with the GUIDE model’s goals but also ensuring that dementia care is both
precise and person-centered.

As traditional dementia screening tools often fail to account for lifelong cognitive impairments
in individuals with DS, leading to misdiagnosis or overestimation of dementia severity, the use of a
modified CDR for ID/DS to incorporate premorbid function would aid in ensuring that care plans are
based on an accurate understanding of an individual’s baseline abilities rather than generalized

assumptions.

In this case, the modified CDR for ID/DS, which includes both informant data and in-person
assessments, showed that it could capture a broad spectrum of cognitive impairments, including early
and subthreshold symptoms. This granularity can be crucial for accurate assessment of any beneficiaries
with a neurodevelopmental condition. By integrating a more accurate assessment into dementia care
pathways, the GUIDE clinical team could improve diagnosis accuracy, optimize resource allocation, and
enhance the quality of care for beneficiaries with an ID.

ALIGNMENT OF BENEFICIARIES WITH GUIDE

4 Lessov-Schlaggar, C.N., del Rosario, O.L., Morris, J.C. et al. Adaptation of the Clinical Dementia Rating Scale for adults with Down syndrome. J
Neurodevelop Disord 11, 39 (2019). https://doi.org/10.1186/s11689-019-9300-2
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CMS notes that adults with Medicare must have dementia (of any type) to be eligible for
voluntary alignment to a GUIDE Participant and may be at any stage of dementia—mild, moderate, or
severe.

When an adult with Medicare is first assessed for the GUIDE Model, “CMS will rely on clinician
attestation rather than the presence of ICD-10 dementia diagnosis codes on prior Medicare claims.” A
clinician, who must be on the GUIDE Participant’s Practitioner Roster must attest that based on his or
her comprehensive assessment, beneficiaries meet the (1) National Institute on Aging-Alzheimer’s
Association Diagnostic Guidelines for Dementia® and/or the (2) DSM-5 diagnostic guidelines for major
neurocognitive disorder.

Alternatively, they are permitted to attest that they have received a written report of a
documented dementia diagnosis from another Medicare-enrolled practitioner.

Once a beneficiary is voluntarily aligned to a GUIDE Participant, the GUIDE Participant must
attach an eligible ICD-10 dementia diagnosis code to each Dementia Care Management Payment
(DCMP) monthly claim for it to be paid by CMS.

Internal notes:

(1) Itis unclear from CMS statements whether the National Institute on Aging-Alzheimer’s Association
Diagnostic Guidelines for Dementia — which came out in 2011 — will be overwritten by the Alzheimer’s
Association’s “Revised Criteria for Diagnosis and Staging of Alzheimer’s Disease: Alzheimer’s Association
Workgroup” (Jacks et al., 2024) which were recently issued. These new criteria are more aligned to
biomarkers and associated clinical staging for defining the presence of Alzheimer’s disease. Both
guidelines were developed for diagnosing Alzheimer's disease, however, it is assumed that CMS intends
that they apply to the diagnosing other forms of dementia.

(2) We are not yet informed whether the CMS GUIDE will accept the NTG-EDSD when adults with intellectual
disability are examined and diagnosed. This is something we will investigate as we move forward.

Functional Assessment Screening Tool (FAST)

[Section left blank to permit reproduction of Image on the next page]

5 https://ww]w.nia.nih.gov/news/alzheimers-diagnostic-guidelines-updated-first-time-decades
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Functional Analysis Screening Tool

1. Dot tha clent usually ngage In tha problemn behavior whan ha'she
k= badng Ignorad or wien caragivers cre paying atbention fo somacns
wlsaT

Clienit Data:

Informant: e el

To tha Interviewer: The FAET idenifes envircrmantal and ofvshoal

1 Tres [ [ Mo [ [ IMi&

2. Doss tha dient usually engage In the probiem DRNaviar when reguests
for preferred acthdiies [pames, snacks] are denied or wihsen these Mems

are laken away?

I Iras | [ | I IMiA

3. Wwhen the probicen hohavior oocurs, do ol o other comghvers usucliy try 1o
oaim tha dient down or bry o engage the: client Inpreforad actiwtics?

Tactors that miay dfiucnos problemn behaviors. 1Eshowld be used anly for
soreaning purposes as part of @ comprah & functional of
the bafanvior. Adminkster the FAST o several Indhviduals wio Rfenect
witth the: cllent frequentiy. Than use the resuls &5 & gulds Yor conducting
a seres of direct ohsenvations in dMzrent situcstons o wartty bohavioral
funcHons and te Idenify othar foctors that may Influence tha problem
berhankor.

To tha Informant Complate: the secfions balow. Than resd each
quastion carctully and crewear it by clreling "ves™ or "MHo™. ¥ you anc
uncefain about &n enswer, drcla WA

Informant-Cllent
1. Indicate your ralatdonszhip o the client: [ [Parent [ Instrucior
[ITTherapist [ Parapro | JRasidantdal Etaft [ [Othar
. How long hava you known the chend? _____yaars maonths
. O you nferact with cllent dally™  __ [T¥as  [IHo
. Inwhat sPuations do you usually Intaract with the client?
IMaals [ JAcadamic fraining [LsEure acthibas
[ TWork or vooaticnal Training  [1Sef cans:
[10dhar.

b

[ Tras | [ | [ JMA

4. |5 thae chlant usualy well bahaved whan ha'sha 5 gatfing lots of
att@nbion or whan pretemed Hams or activikes are raely avallabla?

1 Tres [ [ [ IMiA

5. Is the clant resistant when askoad o periom & tasi or o participats In
group acthibes?

I Ives | [ | [ IMiA

6. Doz tha cdient usually ngage In tha probdemn behavior when askad to
perfom & fask or to partiipata In group ecivileasT

I T¥as | [ 1M | [ IMiA

7. Whan Tw problem behavior cocurs, Is the cliant usually ghean a break
Troem tasks 7

I Tres [ [ [ [ 1Mk

B. Iz tha clant usosly well behavend whan heshs i not reguired fo de
anything?

I Iras | [ | I IMiA

5.0csas B prollar behavior seam o ba @ "rfual” or hablt, repaatadly
DOCUMInG T SamiE Waly 7

Probiesn Exhavior Infcrmation
1. F'mhlern hnhmdl:lr btk @nd Sescrisa]:

|]Enrr-lr|]ur_r

1 Tres [ [ Mo [ [ IMi&

10. Does T clent ususlly engags In e prookem behaviar @een whan
no on IS arcund or wekching?

I Tres | [ [ [ 1M

|]F'n:vp=rt:.l dn:ll:rl.ll'.\tl:h

11. Does the dient profer engaging In tha probiern hehoior ouer ofhar pes of
hatzure scfitiesT

[0 s e bafsavior:

I Ives | [ 1M | [ IMiA

Fraqussimy:
[Hcurly [110&ty | [iwesiny [ oess

Bavarty:
I disrupthes but e risk o proparty or heolth

12, Dot B probkem behovior appear o provide some sort of sensory
stimulsSonT

I Tves | [ | [ M

13. Doas T clant vsuslly engags In e probdem bahavior mone oSan
whan halshe 0T

I Tres [ [ N [ 1M

14. s the problam behavior cyclical, ccouring at high nates for several
days and than stopping 7

moderaba: property damage or mincs Injury

I Tres [ [ | [

Savare SignMcant Treet to nealth or Setety

15 Coe< the dient have reousmant painful condiions such o eor Imecions or
7 Fso, plhease ISt

4. BRuabons Inwhich the probiem beherior kS maost Nkl
DaysTimas:,

Parscns prasant

I Tras | [ 1Mo | I IHiA

1E. If thea cllant Is sxpariancing physical probkems, and these ere reatad,
doas the problam bshavior usually oo away 7

5. Enu:unn: Iri whch the problem bafaior B Rest IRy

F'&rsnn:- prazant
8. What Is usually haoDening o hs dient right before tha peoblem
bahawlor oocurs?.

I Tres [ [ o [ [ IME

Scorng Summary - Circle the rumbar from above
of @ach gueston erswsnad "Yas".

Iems circked “Yas" Total Polentsl Sourcs of Relnforoemant

7. "what usually FaEppens o the cllent ight after the probleam bahawior
DOCUrST,

1 2 3 AtenbonFratensnd Bems [Eockd]

B. How do you handke: the bahavior whan it ccours™

9. Cormimanisc

E s r Escaps [Eocisd]

5 10 11 1z Eansory SHmulation [Autcmmatic)

12 14 15 15 Faln Asniuaban [Buscamatie]

5 wciion; & 002, Tha Mo e on Sef-sfuny

Sourced: https://researchautism.org/wp-content/uploads/2019/08/A1-FAST-2002.pdf
Another format for the FAST

[Section left blank to permit reproduction of Image on the next page]
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FuNcTIONAL ASSESSMENT SCREENING TooL (FAST)

Marmne: Age: Diate:

Bahavior Problem:

Informant: Inlepiower

To the mtendewer. The Functional Analysis Screening Tool (FAST) is designed to denfify a number of faciors that may
Influence the occurrence of problem behaviors. It should be wsed only 83 an nitial screening toll and as pard of a
comprehenshee funclional aesessment or analysls of problem bahavior, The FAST should be administered to several
Individisals who interact with the parson frequently, Results should then B2 used as the basis for conducting direct
obserations In severak differant contexts 1o verify likely behavioral functiaons, carfy ambiguows functions, and dentify other
rebevant factors that may not have been inciuded in this instrument

To the Informant. Aller completing the section on “Informant-Person Reiationship,” read each of e numberad ilems
carefully. If a statemend accurately describes the person’s bahavior problem, circle "Yes" If not, circle “No” If the behavior
problem consists of sither self-injurious behavior or “repatiive stereotyped behaviors,” begin with Part |, However, if lhe
problem consists of aggression or some other form of socially disruptive behavior . such as proparty destruction or tanbrems,

complete anly Part 11

Informani-Person Relaionship

Indicate your relationship to the person: _ Paremt _ TeacherInstructor _ Residential Stefi _ Ciher
Hiw lorg have you known the parsen? Years Manihs

Do you interact with the persoen on a daily bosis? o Yes (]

If “¥es,” how many hours per day? I7"Mo,” how many hours par wasak?

In what situations do you typically obsarse the persen? (Mark all thal apgaly)
Self-care routines Acadamic skills training Meals. ‘Whean {s]ha hae nothing o do

Lesure activities __‘Workdwocational training _ Eveninga e

Part I. Social Influences on Behavior
1. The behawior usually OCCURS in wour presence o in e presence of olhers Yis

2. The hehavior usuwally oocurs soon after you or clhars interact with him'er in some way, such as delivering
an imstruction or reprimand. walking eweay from (gnoring} the himdher, taking away a “preferrad” item, Yas
requiring himher to change activities, talking ko someone alse in hizhar presanca, elc.

3. The behawor often |s accompanted by other ‘emational” responses, such as yellng or crying Yes
Complafe Part il i you answered “Yes" o dem 1, 2, or 3. Skip Pard I i pou answered "No® to alf oo dems in Part |,
Part II. Social Reinforcement

4. The behavior often ooours when haishe has not received much attention Yes Ko

f.  When the behawior occurs, you or olbwrs usually respond by interacling with the himber in soma way (s.q., Yes Mo
comforting stalemsants, verbal cormeclion or reprimand, response blocking, redirection)

. (5 3he often engages in othar annoying behaviors that produce attentlon Yes Mo

T. [S)he frequently approachos you or olbers and/or initiates social inleraction s Mo

8. The behaaor rarely gocurs when you ave himher Iceis of atlention Yes Mo

8.  The behavior oftan occurs whan you lake a pardicular item away frorm himedher or when you larminate a Yes Mo
prefemad leisure activity (If "Yes,” idenlify: ]

10, The behanvior aften accurs whern you inform the person that (sihe cannot have 2 certain item o cannot Yas Mo
BRgage in a garticular activity, {If “Yes," identify; [ |

11.  When the behavior ocours, you often respond by giving himsher a spacific itemn, such as a favante 1oy, Vs Mo
fod, or some othar itemn. (If "Yes.” identfy: 1

12, (S)he often ergages in other annoying behaviors thal oroduce access to preferred items or activiies. Yas Mo

13, The behaviar raraly ocours during irainng activities or when you place other types of demands on him/her. Yes Mo

(If *¥es.” identify the activitias: salf-cana Acadamic wiark ather]

Adapbad from the Florida Cenle’ on Sell-lrjury

Page 1/2
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TFunctional Azsessowent Screcaing Taoaol

Page 2

14, The behavier often occurs during traiming aclivilies or when asked to complels asks. Yes Mo

15, (8)he often is noncompliant during training activities or when asked o complete tasks. Yas Mo

16.  The behavior ofien occurs when the immediate environment is very noisy o crowed, Yes Mo

17, When the behavior ocowrs, you often respond by giving himter brief "break from an ongoing task. Yas Mo

18, The behavior rarely corurs when wou place fow demands on himdwer or when yow leave himdher alone, Yos ]

Part W, Nonsocial (Automatic)Reinforcement

19, The behavior ooours frequently when (sihe @ alone or unocsupled s M

2. The beha_'-'h:lr ococurs al felativaly high rales regandless of whal is geing on in histher immediate Ves Mo
surrauUrding ¢rviranment

21, (S)he seams to have few known resnforcers o rarcly engadges in appropriale oblect manipulation or “play” Mo
bizhawior.

22, (8)he is genesally unresponsive Lo social stimulation. Yes Mo

23, [5)he oftan engages in repetitive, stereatyped behandors such as body recking, hand or finger waving, You Mo

object twirling, mowthing, etc,

24, When (s)he engages in lhe behavior, you and others usually respond by doing rathing (i, you rover o Yas Mo
rarely attend ko the behandor.)

25,  The behavior seems to ocour in cycles, Duing a “high'” cycle, the behavior occurs frequently and is

cxlramety difficull io intermupt. During a “ow® oycle the behavior rarely ooours, Yas M
26.  The behavior seems to occur mose often whan the person is il Yos M
7. (S)he has a hislory of recurrent ilnass (B.g., sar or sinus infactions, allemiss, demiatitis). YBs Mo

Scoring Summary
Circle the iems answered “Yes. " If you completed only Part I, als0 circle itema 1, 2. and 3

Li Maintaining Variahie
1 2 3 4 5 6 7 8  Social Refnlarcemeant (atiention)

1 2 3 ] 10 11 12 13 Social Reirforcemant (ancess to specific activiiesitems)
12 3 14 15 e 17 18 Soclal Reinforcement (escape)

18 20 2 22 23 24 Automatic Reinforcement {sengsony stimulalion)

9 20 24 25 MO Automatiz Reinforcement (pain atenuation)

Comments/Noles:

Page 2/2

Sourced: https://ohiofamiliesengage.osu.edu/wp-content/uploads/2021/08/FAST-Tool.pdf

The Functional Assessment Staging Scale (FAST) is a screening test used to quantitatively assess the
degree of impairment and to document changes that occur over time. It is not intended to serve as the
sole criterion for diagnosing dementia or to differentiate between various forms of dementia.
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Zarit Burden Interview

The Zarit Burden Interview is a caregiver self-report measure that originated as a 29-item
guestionnaire. Each instrument item is a statement which the caregiver is asked to endorse using a 5-
point scale. Response options range from 0 (Never) to 4 (Nearly Always). The instrument is used to
assess the level of subjective feelings of burden experienced by caregivers of older persons with
dementia and other types of disability. The current version uses 22 items (ZBI-22). Below is a shorter, 12
item, version.

ZARIT BURDEN INTERVIEW
Indicate how often vou experience the feelings listed by circling the number in the box
that best corresponds to the frequency of these feelings.

Never | Rarely | Sometimes Qurie Nearly

| | | Frequently | Ablways
1) Do vou feel that because of the 0 1 3 4
time you spend with your relative
that vou don’t have enough time for
vourself?
2) Do vou feel stressed between 0 1 2 3 4
canng for your relative and trying to
meet other responsibilities
(work/family)?
3) Do you feel angry when you are 0 1 2 3 4
around the relative?
4) Do you feel that your relative 0 1 2 3 4
currently affects vour relationship
with family member or friends in a
negative way?
5) Do vou feel strained when you are 0 1 2 3 4
around vour relative?
6) Do vou feel that your health has 0 1 2 3 4
suffered because of your
involvement with vour relative?
7) Do you feel that vou don’t have 0 1 2 3 4
has much privacy as yvou would like
because of your relative?
8) Do vou feel that vour social life 0 1 2 3 4
has suffered because you are caring
for your relative? | |
9) Do vou feel that vou have lost 0 1
control of vour life since your
relative’s illness?
10) Do you feel uncertain about what 0 1
to do about vour relative?
11) Do you feel vou should be doing 0 1
more for your relative? | |
12) Do you feel you could do a better 0 1
job in caning for vour relative?

(]

12
"
.

[ I oS

2
"
'

Total for each column

Total Score

To use the longer version ZBI-22, permission must be obtained from: https://eprovide.mapi-
trust.org/instruments/zarit-burden-interview.
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INTERDISCIPLINARY TEAM

CMS envisions that the dementia care plan and services provided to caregivers and the
beneficiaries will be organized by an Interdisciplinary Care Team (ICT). The composition of the ICT will at
minimum be comprised of the Care Navigator and the Practitioner (which is a ‘Dementia Proficient
Clinician’) (see figure). GUIDE Participants are required to provide care through an interdisciplinary care
team. The care team may include the beneficiary’s primary care provider, and if not, the care team is
required to identify and share information with the beneficiary's primary care provider and specialists
and outline the care coordination services needed to manage the beneficiary's dementia and co-
occurring conditions. The ICT is responsible for integrating the findings of the assessments noted above
into a dementia care plan and assures that services are provided in accord with the plan.

The interdisciplinary care team is expected to deliver services by creating and maintaining a
person-centered care plan, which will include details on the beneficiary’s goals, strengths, and needs;
comprehensive assessment results; and recommendations for service providers and community-based
social services and supports.® The care plan care plan is intended to identify the beneficiary’s primary
care provider and specialists and outline the care coordination services needed to help manage the
beneficiary’s dementia and co-occurring conditions.

The Practitioner must be registered on a GUIDE Practitioner Roster, which is maintained by the
Participant. To be on the Roster, the Practitioner must have a National Provider Identifier (NPI) as an
individual Medicare-enrolled physician. Non-physician practitioners must have re-assigned their billing
rights to the Participant’s billing TIN. The practitioner must also be a clinician with "dementia
proficiency.” This is defined in the figure below.

Minimum Interdisciplinary Care Team Requirements

Participants must have an interdisciplinary care team that includes, at a minimum, a care navigator and a clinician with dementia proficiency who
is eligible to bill Medicare Part B evaluation and management services (E/M).

“DEMENTIA PROFICIENT"

CARE NAVIGATOR CLINICIAN

\, Interdisciplinary Care
Team /

ey

1y

Interdisciplinary Care Teams may include additional members at the Participant’s discretion.

Dementia proficiency is defined as:
i At least 25% of a clinician’s patient panel comprised of adults with any cognitive impairment, including dementia; or
ii. At least 25% of a clinician’s patient panel aged 65 years old or older; or
iii.  Have a specialty designation of neurology, psychiatry, geriatrics, geriatric psychiatry, behavioral neurology, or geriatric neurology.

6 CMS. Guiding an Improved Dementia Experience (GUIDE) Model Overview Factsheet.
https://www.cms.gov/priorities/innovation/media/document/guide-dementia-fs
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Source: Guiding an Improved Dementia Experience (GUIDE) Request for Applications (RFA) Webinar, November 30. 2023.
https://www.cms.gov/files/document/guide-rfa-webinar-slides.pdf

Suggested Citation: National Task Group on Intellectual Disabilities and Dementia Practices. CHANGING THINKING!
Advisory 24-1. Beneficiary Model Criteria & Tools. V.February 5, 2025. https://www.the-ntg.org/ changingthinking

v.3 - 8/19/24, updated 2/5/25

This product was supported in part by the Special Olympics Systems Change for Inclusive Health Subgrant, funded
by the Centers for Disease Control and Prevention. The contents of this project are solely the responsibility of the
authors and do not necessarily represent the official views of the Centers for Disease Control and Prevention or
the US Department of Health and Human Services.
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