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SUPPORTING STRUCTURE:  WORKING GROUP 2.0 
 Providing Oversight, Monitoring, Advocacy and Advice 
Assuring Implementation and Outcomes Achievement 



 

 

   

 

 

   

 

 

 

 

 

 

 

 

 

 

 

  

  

Individuals with 
Dementia and 

their Care 
Partners 

Promulgate a common 
definition of the 
characteristics of a 
dementia competent 
community that can be 
communicated and 
adopted/adapted by 
communities 
statewide. 

 

Create a public 
awareness campaign 
(individuals and 
communities) that 
increases knowledge 
and awareness and 
decreases the stigma of 
dementia. 

 

Create “action kits” for 
communities to identify 
their own needs and 
strategies to meet those 
needs, build capacity 
and identify local follow 
up activity   

 

Ensure that MN resources for 
locating and navigating care   
options are dementia competent, 
inclusive of medical and 
community supports, apply 
through all stages of the disease 
and easily accessed.  Recommend 
that providers work with the 
Alzheimer’s Association and other 
interested parties to publicize 
meaningful indicators of care   

 

Develop/enhance/ improve 
support systems for 
caregivers including 
informal and formal 
resources, current strategies, 
and “community as 
caregiver” networks 

 

Design a web-based 
dementia clearing house 
and resource center to 
serve persons across the 
full range of cognitive 
function. Continually 
update “Matrix” 

 

 

Collect state-wide data 
re: frequency of 
cognitive impairment; 
support coordination 
between delivery 
systems and dementia 
researchers to collect 
relevant data. 

  
    

 
   

   
  
    

 

Develop and 
sustain evidence   
-based care 
coordination, 
care planning, 
education and 
support. 

 

 

Use Alz Assoc 
Care Practice 
Recommendations  
1-4 for all service 
quality standards, 
modified as 
necessary. 

 

 

Ensure 
interventions 
aimed at disease 
knowledge and 
management 

. 
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Individuals with 
Dementia and 

their care 
partners 

Health Care 
and Quality 

Services  Provider 
Awareness  

Early ID and 
Screening 

Standards, 
Best-Practices 
for Evaluation, 
Treatment and 

Joint 
Management 
of Alzheimer’s 

Disease 

 

Joint Care 
Planning and 

Ongoing 
Education on 

Standards and 
Best Practices 

Patient-
Centered 

Medical Home 

Ensure state-wide 
website and 
awareness 
campaign about 
screening, early ID 
and intervention; 
and communicate 
with providers 
about incentives 
for and importance 
of each. 

Recognize the 
importance of 
cognitive 
screening as a 
vital sign and 
include 
screening in 
wellness visits 

 

Develop quality 
standards, best 
practices, measures of 
performance, or 
ongoing quality 
improvement for 
health practitioners or 
practitioners in 
training regarding 
working with 
individuals and 
families living with 
dementia 

 

Include 
dementia care 
in medical 
schools, 
academic 
health centers 
and allied 
health 
professional 
education; 
include in 
continuing 
education; and 
develop an 
incentive 
based, reward 
model to 
ensure quality 
education for 
all levels of 
care 

 

Include 
Alzheimer’s 
care in basket 
of care in 
multi-payer 
medical home 
model  

 

Engage in care 
coordination 
with community 
organization as 
noted above 

If diagnosed, 
cognitive 
impairment 
becomes an 
organizing 
principle for all 
other care of 
the patient 

 

Develop 
“disease 
educator” 
status and 
referrals and 
establish 
protocol and 
curriculum for 
disease 
educators 

 

Provide care 
consistent with 
patient’s needs, 
values, and 
preferences  

 

 

 

Develop a 
provider tool box 
that includes 
screening 
measures and 
strategies for 
further 
evaluation 


