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Abstract

Objectives: The number of people living with dementia is growing and most

patients go years without receiving a specific diagnosis or support services,

leading to suboptimal care, negative impacts on the quality of life, and

increased costs of care. To address these gaps, the State of Georgia Department

of Human Services collaborated with academic and community partners to

create the Georgia Memory Net (GMN).

Design: GMN is a hub and spoke model partnered with Emory University's

Cognitive Neurology Clinic and Emory Goizueta Alzheimer's Disease Research

Center to provide training and support for best practices in diagnosis and man-

agement to Memory Assessment Clinics (MACs) throughout the state.

Setting: Communities across the State of Georgia.

Participants: GMN is a mix of academic and community providers, hospital

systems, state and community agencies. Patients and families are evaluated at

the MACs and connected to community services.

Intervention: A dedicated clinic workflow: primary care providers (PCPs)

identify a memory problem and refer to the MACs for diagnostic evaluation;

meeting with a community services educator, and development of a care plan.

The patient is reconnected with the PCP for continuity of care.

Measurements: Initial metrics include numbers of unique patients, total

patient visits, and referrals to state agency partners for community services.
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Results: GMN established five MACs across Georgia with annual state

funding. Partners at Emory University provided initial training; refined

patient workflows for best practices; and provide ongoing support, guid-

ance, and continuing education for MAC teams. Local PCPs and commu-

nity services partners demonstrated strong engagement with the new

model.

Conclusions: GMN is an innovative care model to improve access to accu-

rate and timely diagnosis in patients with memory loss. GMN may help

improve the quality of life for patients and families through preventive and

early care.
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INTRODUCTION

The number of Americans with Alzheimer's disease and
related dementias (ADRD) is expected to grow to 14 million
by 2050.1 Several states, including Georgia, have established
mechanisms to address the need for Alzheimer's care.
Georgia's aging and ADRD advocates, academic institu-
tions, community organizations, and state leaders have
enthusiasm for forging new models and improving the
quality of life for persons with dementia and their care part-
ners. Discussions across these diverse, multi-institutional
groups resulted in the establishment of a codified dementia
state plan in 2014: the Georgia Alzheimer's and Related
Dementias State Plan (GARD). This plan is undergirded by
a coordinated team of state agencies, nonprofit organiza-
tions, businesses, and academic institutions known as the
GARD Task Force.

In 2018, Georgia legislators funded the “Georgia
Alzheimer's Project” as a clinical intervention arm of the
GARD State Plan.2 The program was renamed “Georgia
Memory Net” (GMN) to include non-Alzheimer's de-
mentias and connote a security net. The Georgia Depart-
ment of Human Services, Division of Aging Services
(DHS DAS), serves as GMN's administrative governing
body; the program is managed by the Cognitive Neurol-
ogy Program in the Emory University Brain Health Cen-
ter. GMN seeks to improve screening, diagnosis, and care
of Georgians with cognitive impairment indicative of
ADRD. GMN has benefited from its position in the State
Plan, DHS DAS oversight, and engagement with commu-
nity services organizations, including Aging and Disabil-
ities Resource Connections (ADRC), sister state agencies
(e.g., Department of Public Health), and policymakers
statewide.

Herein, we describe the development of GMN, orga-
nizational infrastructure, best practices model,

anticipated outcomes, and challenges. Information will
be useful for other states and entities replicating this
model for AD and ADRD care. As GMN began its fifth
year of funding in mid-2021, the program is at a pivotal
moment of pushing growth with an eye toward the qual-
ity improvement. There are also implications of future
therapies available to patients in earlier stages of the
disease.

Key points

• There are limitations with recognizing memory
problems and ADRD diagnoses in Georgia.

• The Georgia Memory Net (GMN) was
established as a novel care model for
Georgians and their families living
with ADRD.

• GMN is built on a foundation of close partner-
ships between the state, an academic medical
center, interdisciplinary memory assessment
center teams, primary care providers, commu-
nity services organizations, marketing, and
information technology experts.

Why does this paper matter?

The project has demonstrated how a state plan to
address the rising prevalence of ADRD coupled
with vision and expertise from an academic med-
ical center and state leadership led to the creation
of the unique GMN hub-and-spoke model. GMN
provides an opportunity to improve the quality of
life for patients and families through preventive
and early care.
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PROGRAM DESIGN AND
IMPLEMENTATION

Setting

GA demographics

Three hundred eighty-five thousand adults in Georgia
indicated concern with cognition in 2015, however, most
(80%) had not discussed concerns with a healthcare pro-
vider.2 Approximately 150,000 individuals live with AD in
Georgia, a number expected to climb to 190,000 by 2025.3

Older Georgians, particularly those with ADRD, are suscep-
tible to poor outcomes relating to social determinants of
health and access to services. In 2014, 13.5% of Georgians
were over 65 (30% minorities and 32.2% rural).4 Studies
show associations between rural living and increased risk of
AD-related death rates.4–6 Disparities in care experienced by
African Americans and other minority populations under-
score Georgia's need for services.7–11 Over 30% of older
adults in Georgia are ethnic minorities.4 Georgians who
self-identify as African Americans or Black are almost 2.5
times higher than the national average. Among beneficia-
ries over age 65, the prevalence of ADRD was highest
among African Americans.2

Clinical services availability

There are limitations to making ADRD diagnoses in
Georgia. This requires informed primary care providers
(PCPs) to identify the cognitive problem and specially
trained providers to determine accurate diagnoses. The
complexity of care management for cognitively impaired
patients requires support tools for these providers to
effectively manage care following a dementia diagnosis.
Thirty-five percent of Georgia's counties are full or partial
primary care Health Professional Shortage Areas: 73% as
high-need geographic and 56% as low-income population.
Nearly 90% of Georgia's counties meet the criteria for
Medically Underserved Areas (MUAs) and Medically
Underserved Populations (MUPs).12

There are not enough providers to conduct exams and
testing to accurately diagnose ADRDs. Historically, this
has fallen to a few specially trained neurologists and
advanced practice providers; however, out of 402 neurolo-
gists in the state (3.8/100,000),13 fewer than 20 focus on
ADRD.2,13 Over half work at the Emory Brain Health
Center, where wait times are often many months for new
patients. The confluence of PCP shortages, limited ADRD
screening, and mismatch between the Georgia population
and cognitive specialists, highlights the need for a pro-
gram to address these gaps.

Community services availability

Georgia has strong community services for older and at-risk
adults, persons with disabilities, and their families. DHS
DAS assists these groups in achieving safe, healthy, and
independent lives through the 12 Area Agencies on Aging
(AAA). As Georgia's primary access point for older adult
social services, the AAAs and ADRCs link Georgians to ser-
vices, however, they are often underutilized. A structured
program is needed to ensure longer-term use of these vital
community services14 that can help improve the quality of
care for people with dementia. Dementia best practice
models recommend referral to service agencies,15 yet these
are often underutilized and lack health care system coordi-
nation.16 Georgia is home to many organizations, including
the NIH-recognized Goizueta Alzheimer's Disease Research
Center (GADRC) and the Georgia Alzheimer's Association
(AA), one of the largest chapters in the country. GMN was
designed as a solution to forge linkages between primary
care and existing dementia care service organizations and
to combat ongoing widespread challenges of underutiliza-
tion of community services.

Rationale

The combination of an aging population in Georgia,
increasing patient numbers, rising disparities, limited access
to ADRD diagnostic specialists, and underutilization of exis-
ting resources have led to lengthy delays in diagnosis (esti-
mated at 6 years) and connection to services.3 Delays
contribute to avoidable emergency visits, hospitalizations,
earlier admission to subacute nursing facilities, and impacts
from social determinants of health.3 Rising ADRD rates
have consequences for state Medicaid programs, which are
responsible for long-term care for many older residents with
dementia. Healthcare costs are 23 times higher for people
with ADRD, often due to hospital admissions, skilled nurs-
ing facility stays, and emergency department visits.3

Other states face similar ADRD burdens and short-
ages of health care professionals. One approach used to
address these needs is through care consultations. North
Dakota instituted care consultations, resources, and refer-
rals to caregivers to people living with dementia. These
consultations demonstrated effective rural outreach and
showed decreases in hospitalizations, ambulance use,
emergency department visits and 911 calls.17 A New York
University-developed counseling program showed effec-
tive reductions in nursing home placement by providing
support to families living with AD in New York.17,18 Wis-
consin and Florida also created state-wide memory diag-
nostic clinics to improve the treatment of dementia. Cost
analyses in Wisconsin showed that early diagnosis and
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treatment, family counseling, and access to social services
resulted in savings of $10,000 per patient and reduced
institutionalization by 28%.19

Better alignment of social, medical, and health Infor-
mation Technology (IT) systems in GMN may positively
impact services delivery, cost, and health equity state-
wide. Early diagnosis and intervention for ADRD coupled
with linkage to wrap-around community services may
help mitigate the challenges noted above. GMN is an
opportunity to improve the quality of life for patients and
families through preventive and early care with the
potential for cost savings to the State.

Program design

Primary objectives

The GMN contract held by Emory University states the
program will: increase awareness of cognitive impair-
ment screening among PCPs; develop a network of Mem-
ory Assessment Clinics (MACs) to expand access to
diagnostic services statewide and enhance connectivity
for Georgians with ADRD to community services; and
deploy an IT infrastructure to facilitate program evalua-
tion, patient-level data capture, analysis of the statewide
impact and return on investment.

GMN workflow

The workflow consists of a two-visit model with integral
PCP and community services partnerships for longer-term
care management (Figure 1). Identification of cognitive
impairment (without previous dementia diagnosis) by a
PCP is the referral trigger to a MAC for evaluation and
neuropsychological testing on the first visit. Referral for
additional tests (e.g., brain imaging, cerebrospinal fluid
biomarker testing) may also occur during this visit. A spe-
cially trained community services educator (CSE) conducts
a psychosocial needs assessment for the care partner. Vali-
dated tools (Table SS1) are used to identify areas of care-
giver burden and in-home function. Ideally, MACs utilize
healthcare professionals from social work or nursing back-
grounds (LPN, RN) for the key CSE role. When personnel
is not readily available, MACs identify candidates with rel-
evant knowledge of elder care, dementia care, or commu-
nity services. A robust, standardized training program for
CSE's is further described below in Partnerships.

During the second visit, the patient, care partner, and
provider review results and discuss diagnosis, treatment,
and clinical trajectories. The patient and care partner also
meet with the CSE to discuss service needs and create a

care plan. The care plan and medical record are sent back
to the patient's PCP. As GMN has grown and the needs
of PCP's are better understood, we developed various
tools to embed in the patient transition packet to aid
PCPs in medication management and disease-specific
care. GMN patients are automatically referred (with con-
sent) to local AAA/ADRC and AA offices for quick link-
age to community resources. The GMN care plan covers
patient-centered goals for care and immediate needs of
patients and care partners; a cover sheet is included in
the referral to AAA and AA so that community services
are aware of needs and urgent issues. These plans and
cover sheets were developed in collaboration with AAA
leadership and GMN Community Services Core leads.
Similar PCP cover sheets are used to convey medical and
psycho-social information in one view.

After 1 month, the CSE contacts the patient or care
partner to confirm connections to PCP and community ser-
vices. To ensure long-term connectivity between PCPs and
community services, the GMN Primary Care Core and
Community Services Core work closely with the evaluation
team to develop sustainable long-term follow-up of GMN
patients and care partners. Tools include surveys (mailed,
digital, telephone) to monitor community service use, the
quality of life, and ways to identify high-risk patients
requiring referral to clinical or community services.

Participants

Leadership

Dedicated support and commitment from State legisla-
ture and Governor's office champions, DHS adminis-
trative oversight, Emory Neurology leadership, and
aging and ADRD advocates were able to energize the
Georgia Assembly to fund policy for GMN. The GMN
program director worked with DHS leadership to struc-
ture an ongoing contract that ensures transparent,
actionable, and measurable objectives. Other Emory
personnel, including multi-specialty team members
(neuropsychologists, physicians, social workers, and
gerontologists) from across the university were rec-
ruited along with IT specialists and support staff to
develop, refine, and deploy the GMN model. The
established infrastructure of the National Institute on
Aging-funded GARDC served as the initial base of
GMN, though the rapid maturation of GMN ultimately
demanded its own structure as a unique entity within
Emory's Cognitive Neurology Program. Close ties with
the Emory Cognitive Neurology Clinic and the GARDC
ensured access to evidence-based models of care, out-
reach efforts, and the latest research. Collaboration
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with leadership from the Emory Integrated Memory
Care Clinic (IMCC), a specialized nurse practitioner-
led primary care service for dementia patients, was
central to the development of care transitions processes
and primary care education to bolster continuity and
the quality of care for GMN patients.

Partnerships

GMN leadership selected MAC locations via geographic
diversity (Figure 2; lower right) and identification of

engaged medical providers with appropriate infrastructure
(e.g., contract management, brain imaging, laboratory).
Sites included private, safety-net, and academic health sys-
tems with interdisciplinary MAC teams embedded in family
medicine, geriatrics, and neurology practices. Emory Uni-
versity established ongoing sub-contracts and training from
experts in the Emory Cognitive Neurology Clinic. GMN
engaged private industry partners with expertise in health
informatics20 and brand identity and marketing21 to work
alongside university-based IT and communications
resources. Initially, GMN collaborated closely with the AA,
Rosalyn Carter Institute for Family Caregiving (RCI), and

FIGURE 1 Georgia Memory Net workflow design. PCP, primary care provider; CSE, community services educator; GMN, georgia

memory net; MAC, memory assessment clinic; AAA, area agency on aging; ADRC, aging disability resource center

FIGURE 2 Georgia Memory Net technology overview with hub and spoke model
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the Georgia Physicians Orders for Life-Sustaining Treat-
ment (POLST) for development and content needs for CSE
onboarding and curricula, which have transitioned to cen-
tral GMN Community Service Core activities with the con-
solidation of CSE educational initiatives. Continuing CSE
education is jointly delivered with community partners.
Table 1 shows detailed information on staffing, team roles,
and training for each role. Ongoing training includes

monthly and semi-annual CSE continuing education ses-
sions coupled with care plan auditing and focused individ-
ual CSE professional development. Establishing close
collaborations with PCPs was identified as a key partner-
ship to promote memory screening and GMN referral as
well as to provide continued care after MAC evaluation.
Patients with memory problems are referred to the MACs
by local PCPs. Patients receive expert evaluation, diagnosis,

TABLE 1 MAC staffing

Title Role Training
Additional
notes

MAC Provider • Comprehensive evaluation of patient
• Orders necessary brain MRI, labs,

and biomarker testing
• Reviews all available data
• Provides comprehensive discussion

of data, diagnosis, management, and
treatment to patient and care partner

• Licensure in medical specialty
• Training developed by Emory cognitive,

neuropsychology, social work specialists in
partnership with Augusta MAC and
community organization partners.

• Monthly case conferences, consultations with
Emory cognitive specialists

• Initial and ongoing training include seminars,
day-long conferences, workshops, and
informational booths at chapter meetings.

• Topic areas include dementia management and
care, patient needs and communication
strategies, Annual Wellness Visits and
cognitive screening, and GMN referral
workflows.

Physician or
Advance
Practice
Provider(s)

Community
services educator

• Provide initial support and education
• Assess initial care needs with

validated instruments (Table SS1)
• Develop written care

recommendations
• Link patients and care partners with

community resources for ongoing
support and address individualized
needs

• Coordination of state-wide agencies,
harmonization of clinical and
community-based services and
caregiver education

• Transfer of services back to primary
care following diagnosis

• GMN developed standards and curricula to
meet the need for facilitated linkage to
community services, especially when licensed
social workers were not available.

• Ongoing case conferences and connections
with Emory social work faculty

• Initial and continuing education curricula are
for all CSE's program-wide to ensure baseline
knowledge of dementia, dementia care needs,
and GMN workflow responsibilities.

• Ongoing training, developed and delivered in
collaboration with community partners,
includes monthly and semi-annual CSE
continuing education sessions, care plan
auditing, and individual CSE professional
development.

Embedded in
and vital to
the
workflow to
help
facilitate
handoffs to
community
partners and
PCPs.

Neuropsychological
technician

• Administer neuropsychology battery
initially developed via publicly
available NIH Toolbox augmented
with other tests of memory to ensure
adequate cognitive assessment.

• Utilize visual tools developed by
Himforatics to summarize data and
interpret results.

• Provide results to MAC provider

• GMN developed standards and curricula
• Ongoing assessment of skills for batter

administration
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and individual care plans followed by referral back to the
PCP and community services for continued care.

Implementation

Governance and infrastructure

During year one, GMN leadership established a cen-
tral administration and training hub including various
Cores (MAC Provider, PCP, and CSE) coupled with
cross-cutting support teams (Communications, IT, and
Evaluation) to facilitate the development of program
areas. First, the Augusta MAC team, embedded in
active neurology practice, piloted the GMN workflow,
which was critical for showing feasibility and model
refinement. Four additional MACs were established
across Georgia with a hub and spoke model (Figure 2;
top center). Monthly case conferences, data review
sessions, and annual summits were established to pro-
vide continuing medical education on data interpreta-
tion, diagnosis, and optimal management of patients.
Regularly scheduled operations meetings were held
(virtually, by phone, in person) to optimize workflows
and processes. Although the main goal focused on
standardized practices, it was also important to recog-
nize that individual sites had unique needs and
challenges.

To jumpstart education and supports for PCP's,
GMN engaged with the Georgia Academy of Family
Physicians (GAFP) to conduct basic needs assessments
and focus groups to understand needs PCPs. The col-
laboration continued with GAFP, the Georgia
Chapter of the American College of Physicians, and
the Gerontological Advanced Practice Nurses Associa-
tion to provide necessary education (Table 1). As
needs of referring PCPs became better understood and
with anticipated further support needs following
aducanumab approval, GMN Primary Care Core began
surveying referring providers to develop targeted long-
term PCP support mechanisms, such as a Project
ECHO-style peer-to-peer education22 and a consulta-
tion mechanism facilitated by cognitive leads at Emory
and MAC providers.

Branding and outreach

The marketing strategy team, Reckon, and website
developers from Helium were key partners during the
first year. Reckon brought creativity to assist with pro-
gram naming and branding, flyers, and website devel-
opment. Reckon was crucial to patient and PCP

engagement including the “Go Annual” campaign that
focused on memory screening in the annual wellness
visit. We also employed outreach through PCP profes-
sional organizations to broaden GMN messaging on
the importance of PCP engagement and to educate
early-career physicians through broad-spectrum adver-
tising, mobile application development, caregiving
blogs, and PCP “Welcome Kits” for new referring
providers.

Information technology

Vital to program success was the development of a robust
technology platform to manage GMN referrals and
patient data aimed at tracking outcomes. During the first
year, GMN's technology team worked with DHS Chief
Information Officer to select a HIPAA-compliant data
storage system (i.e., “the GMN Portal;” hosted on
Amazon Web Services) to manage MAC data (Figure 2).
Standard diagnostic protocols used in the Emory Cogni-
tive Neurology clinic and GADRC were codified in Portal
for clinical support with additional operational modules.
Portal tools include (but not be limited to): patient and
care partner data direct entry; dedicated REDCap envi-
ronment for neuropsychological testing and CSE data;
custom reporting for psychometric testing, CSE data and
care planning; PDF document export for scanning into
the local electronic medical record. User interface and
security penetration testing were conducted to assess
end-user satisfaction and remediate security risks before
dissemination to MACs. The system has the flexibility to
interact with local electronic medical record systems to
support documentation needs for compliance and billing.
Tableau Server was deployed in Amazon Web Service as
a foundation for GMN reporting and analytics. Metrics
dashboards were generated to monitor performance indi-
cators, driver and quality metrics, and financials. Dash-
boards allow specialized views for GMN central staff,
State reporting, and individual MAC sites.

Program costs

An initial $4.12 million annual line item was drafted
into the DHS budget to fund GMN. Each MAC is allo-
cated a subcontract capped at $350,000, with specific
language that $50,000 per subcontract be reserved for
CSE or similar community services support. The sub-
contract amount was estimated based on additional
funds needed by the Emory Cognitive Neurology Clinic
to support operations since the types of services ren-
dered (diagnostic, social services) often exceed what
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can be captured in billable revenues. The remaining
funds are used to support GMN central administration,
project organization, training tools, GMN Portal,
branding and outreach.

Barriers

Sites required various levels of training across roles
given the variability in cognitive evaluations, data
interpretation, diagnostic thought processes, and refer-
ral patterns to community services. Dedicated training
materials, patient care apprenticeships, case confer-
ences and other continuing education opportunities
were utilized to mitigate gaps in knowledge and experi-
ence. Administrative barriers included lengthy delays
in subcontract negotiation and challenges regarding
assurances of patient privacy in the GMN workflow.
Increased vigilance from central GMN staff and influ-
ence by MAC healthcare system leadership was needed
to navigate processes across healthcare systems to
ensure timely subcontract processing and execution.
Close collaboration with local MAC, Emory, DAS legal,
and external counsel afforded the development of a
patient authorization signature process to ensure pri-
vacy protection. Recruitment difficulties, provider
leave, other duty priorities, and system issues
(e.g., credentialing delays) added uncertainties that are

still present today. Including projected provider sched-
ules to standard MAC metrics and bi-weekly MAC calls
improved the ability to alert DAS and GMN central to
lower monthly volume metrics. Access to ancillary
diagnostic services (e.g., imaging, lumbar puncture)
also proved challenging and results in ongoing problem
solving within GMN central and local MACs/
leadership.

Unforeseen, major natural and public health disasters
have had significant negative impacts, including a hurri-
cane that directly affected the Albany MAC and the
ongoing COVID19 pandemic. However, pivoting care
models in the wake of COVID19 broadened telehealth
services. The transition to telehealth generated additional
challenges including telehealth-specific training, provider
reluctance, adjusting billing models, patient access to
compatible devices, MAC access to supportive technology
(i.e., tablets, computers with webcams), and appropriate
screen-sharing platforms and state-wide inadequacies in
internet infrastructure.

MONITORING AND EVALUATION

GMN evaluation includes resources for personnel,
mass data purchase, IT resources, and reporting tools.
The evaluation structure consists of a multi-level,
mixed-methods model that employs the expertise of

FIGURE 3 Guiding logic model
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research partners at Emory. It follows elements
including utilization of local- and county-level health
disparities data, qualitative feedback from stake-
holders, creation of trend metrics over time, and
development of dashboards to improve transpar-
ency.23 The approach employs validated methods and
analysis across systems and process evaluation, popu-
lation health, and mixed methodology.

An overarching logic model (Figure 3) with quality
improvement metrics guides implementation, evaluation,
modification of the workflow (process evaluation), and
improvement of care and satisfaction for patients and care
partners living with ADRD (outcome evaluation). Collabo-
rative advocacy of GMN and community partners continues
for expanded funding to augment return on investment,
health outcomes, and other evaluations related to program
effectiveness. The process evaluation is achieved through
in-person or virtual site visits, online MAC personnel (quar-
terly) and GMN core managers (annually) surveys, monthly
data reporting and calls with each MAC team and local
AAA representatives, and ongoing review of meeting notes.
MACs operate in five different healthcare systems with
regional and population variations that require slight modi-
fications to the general workflow. Having flexibility allows
the program to work for each partner, while central moni-
toring and evaluation are important to ensure appropriate
referrals and the highest quality of care.

A component of our outcome evaluation strategy
leverages Medicare claims data from all fee-for-service
Georgia beneficiaries and providers to assess the longi-
tudinal impact of GMN activities on statewide popula-
tion health and service use. We will assess the current
state and changes in emergency department visits, SNF
placement, and provision of cognitive impairment
screening, diagnosis, and treatment by all Georgia pro-
viders, with a focus on differences between MAC and
non-MAC patients. Short-term metrics include num-
bers of unique patients, total patient visits, and refer-
rals to community services. Figure 3 highlights
additional medium- and long-term quality improve-
ment and return on investment outcomes.

CONCLUSIONS AND FUTURE
IMPROVEMENTS

GMN is a novel care model for Georgians and their fami-
lies living with ADRD. The project demonstrated how a
state plan to address the rising prevalence of ADRD
coupled with vision and expertise from an academic med-
ical center and state leadership led to the creation of the
unique GMN hub-and-spoke model. This model is recog-
nized in national forums24 and could revolutionize the

standard of care for the growing population with ADRD.
Expected short-term advantages of GMN include timely
and accurate diagnoses for patients and families,
increased PCP ADRD awareness and knowledge, and
reduced numbers of hospitalizations and potential cost
savings to the state. We anticipate new initiatives and
unrealized future benefits.

An important next step for GMN includes next-
generation IT support (GMN Portal) to provide seamless
integration between PCP, MACs, community partners
and GMN central. GMN Portal will consolidate medical
information and care plans into one location for all
involved care partners. GMN Portal will allow GMN cen-
tral to follow metrics and begin quality improvement pro-
jects aimed at optimizing the GMN model. These data
will drive innovative research questions and lead to novel
funding opportunities. Clinical research opportunities
will be improved because the portal will have created a
trial-ready cohort. Advanced research and disease-
modifying therapies that were once relegated to academic
centers and private companies may be accessible to all
those who are interested, including rural participants.

Demand for GMN services is expected to increase
over time. Although the COVID19 pandemic has chal-
lenged health care systems on multiple levels,25 it has
moved telemedicine to the forefront as alternative effec-
tive care delivery.26,27 GMN will broaden access by insti-
tuting telemedicine as an alternative model to reach
patients who may not be geographically close to regional
MACs. This approach reveals challenges with internet
access, though this could be an unseen benefit that high-
lights the importance of striving for broadband access to
every Georgian. Another access improvement initiative
includes setting up additional MACs in the state. To
ensure highly engaged sites, the implementation may
involve a “request for proposals” model that allows other
physician groups the opportunity to apply for funding to
establish a MAC.

As we are entering a new era in the diagnosis and treat-
ment of ADRD it is critical to have the infrastructure and
workforce in place to fully realize potential benefits. In
addition to appropriately using and interpreting current bio-
markers like amyloid and tau in spinal fluid, amyloid PET,
MRI brain, and neuropsychological testing, novel bio-
markers are appearing. Although recent guidelines did not
find sufficient rationale to support or oppose cognitive
screening based on available published clinical trials, cur-
rent and future disease-modifying therapies for AD will
require accurate diagnosis and appropriate monitoring.28

MACs, with full support from GMN central, have the
knowledge and expertise to utilize biomarkers, make diag-
noses, and deliver novel therapies. GMN improves care and
provides hope for Georgians living with ADRD.
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