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/Promulgate a common\

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

\statewide.
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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

\dementia. /
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/Create “action kits” for \

communities to identify
their own needs and
strategies to meet those
needs, build capacity
and identify local follow
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@sure that MN resources for \
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re: frequency of
cognitive impairment;
support coordination
between delivery
systems and dementia
researchers to collect

\relevant data.
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Care Practice
Recommendations
1-4 for all service
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education and modified as
support. necessary. '
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[Develop/enhance/ improve \
support systems for
caregivers including
informal and formal
resources, current strategies,
and “community as
Qareuiver” networks j
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/Design a web-based \

dementia clearing house
and resource center to
Serve persons across the
full range of cognitive
function. Continually

deate “Matrix”
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of each working with education; and status and
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ensure quality disease
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