
This four-phase process brings people together to help a community 
create a supportive environment for people with dementia.

Translations of Health Equity, clockwise from 
the top: English, Spanish, Hmong, Somali, 
Ojibwe, and American Sign Language

PREPARING MINNESOTA COMMUNITIES

ACT Together to pursue 
priority goals that foster 
community readiness 

for dementia.

Analyze community 
needs and develop a 
plan to take action.

Assess current 
strengths and 

gaps within your 
community.

Convene key 
community leaders and 

members to form an 
Action Team.

ACT on Alzheimer’s is a statewide, volunteer-driven collaboration preparing 
Minnesota for the personal, social, and budgetary impacts of Alzheimer’s disease. 
Passionate and committed partners, supporters, action communities, and 
Minnesotans are taking part in the work and making a difference.

Community Toolkit

Learn more and view toolkit videos at www.ACTonALZ.org/minnesota-communities

Five Shared Goals 
with a Health Equity 
Perspective
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Dementia-Friendly Community

Becoming an informed, safe, and respectful community for people with dementia involves:

•• Raising awareness about Alzheimer’s and transforming attitudes
•• Having supportive options that foster quality of life
•• Supporting caregivers and families touched by the disease
•• Including diverse communities
•• Promoting meaningful participation in community life

Learn about Minnesota communities ACTing on Alzheimer’s at www.ACTonALZ.org.

Go to www.actonalz.org/communities-action-resources to find valuable resources for every part of your community.

Independent
living and meaningful 

engagement

Dementia-aware
and responsive client 

services

Early
diagnosis

and quality care; 
patient and caregiver 

support

Dementia-friendly
businesses; customer 
and employee support

Specialized
memory loss supports

and services

Welcoming and 
supportive spiritual 

environments

    Accessible, 
user-friendly 

transportation and 
environments

Emergency
preparedness and 

response



Care Coordination and 
Community-Based Provider 
Practice Tool
This tool helps ensure that a care 
plan is guided by the goals, needs 
and preferences of the person with 
Alzheimer’s, thereby fostering support 
for the person and care partners.
User: Health care settings and 
community-based provider settings

Identify client’s needs using organization’s assessment tool.

Provide or arrange supports based on client’s needs, diagnosis and stage of disease (if known).
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Care Partner Education and Support (if client has a care partner)
 • Support groups, respite care, caregiver education and training programs, and caregiver coaching services
 • Provide information on maintaining health and well-being (visit www.alz.org/care)
 • Provide education on behaviors and stages (visit www.alz.org/care)

Health, Wellness and Engagement
 • Engagement programs (Call Alzheimer’s Association Minnesota-North Dakota 24/7 Helpline 1-800-272-3900)
 • Adult day     •      Exercise and healthy eating programs

Medication Therapy and Management
 • Refer to health care provider to create a medication management plan
 • Refer to pharmacist for medication review and to simplify medication regimen
 • Educate client and care partner on medication management aids (pill organizers, dispensers, alarms)

Home and Personal Safety
 • Refer to an occupational therapist and/or physical therapist to address fall risk, sensory/mobility aids and home 

modifications
 • Obtain MedicAlert® + Alzheimer’s Association Safe Return® 

(call 1-800-272-3900 or visit www.alz.org/care/dementia-medic-alert-safe-return.asp)
 • Refer to occupational therapy for driving evaluation (http://myaota.aota.org/driver_search/index.aspx)

Legal Planning
 • Refer to an elder law attorney
 • Encourage client to assign durable power of attorney and health care directive

Advance Care Planning
 • Encourage client and family to discuss and document preferences for care (www.honoringchoices.org or 

www.extension.umn.edu/family/live-healthy-live-well/healthy-futures/health-care-directive/)

Counseling and Support
 • Individual and family counseling  •     Support groups for person with disease

When client has diagnosis:
 • Offer care consultation or refer to the Alzheimer’s 

Association Minnesota-North Dakota or Senior LinkAge 
Line® for care consultation

 • Provide education about diagnosis and disease process

When client has memory concerns, but no diagnosis: 
 • Conduct screening (see Flow Chart)
 • Encourage client to make appointment with 

primary care physician for memory loss 
work-up

Link to an expert by calling Senior LinkAge Line®, A One Stop Shop for Minnesota Seniors at 1-800-333-2433 or 
visit www.MinnesotaHelp.info® to locate and arrange for support, such as indoor and outdoor chore services, 
home-delivered meals, caregiver consultation, transportation and assistance with paying for prescription drugs. 

Determine timeframe for follow-up and plan for communication.
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COMMUNITY ORGANIZATION PRACTICE TOOL
SUPPORTING CLIENTS WITH MEMORY CONCERNS
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COGNITIVE IMPAIRMENT IDENTIFICATION AND DEMENTIA CARE COORDINATION*

Family Questionnaire
www.actonalz.org/pdf/Family-Questionnaire.pdf

Mini-Cog
www.actonalz.org/pdf/Mini-Cog.pdf

Montreal Cognitive Assessment (MoCA)
www.mocatest.org

St. Louis University Mental Status (SLUMS)
http://medschool.slu.edu/agingsuccessfully/
pdfsurveys/slumsexam_05.pdf

MoCA:
Normal . . . . . . . . . . . . . . . . . . . 26-30
Mild Cognitive Impairment .  .  .  .  .  .  .  .  . 21-25
Moderate .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 15-20
Severe . . . . . . . . . . . . . . . . . . . 0-14

SLUMS (high school education)
Normal . . . . . . . . . . . . . . . . . . . 27-30
Mild Cognitive Impairment .  .  .  .  .  .  .  .  . 21-26
Dementia .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  1-20

SLUMS (Less than high school education)
Normal . . . . . . . . . . . . . . . . . . . 25-30
Mild Cognitive Impairment .  .  .  .  .  .  .  .  . 20-24
Dementia .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  1-19

Normal 
score

Monitor patient for changes in condition, medication 
management needs and ER or hospital admission

Refer to physician for 
dementia work-up

Mini-Cog score 0-3 OR 
Family Questionnaire 3 or more

Assess using SLUMS or MoCA

Screen cognition using Mini-Cog AND 
Family Questionnaire (if family available)

Mini-Cog score 4-5 AND 
Family Questionnaire 0-2

Score falls outside of 
normal range Diagnosis

DEMENTIA CARE COORDINATION
•	 Identify care partner

•	 Conduct comprehensive assessment 
of patient

•	 Provide disease education

•	 Develop care plan based on patient’s 
diagnosis and stage of disease (MCI, 
early, middle, late), needs and goals

•	 Arrange services and supports

•	 Determine visit frequency

•	 Develop plan for communication

•	 Monitor patient for changes in 
condition, medication management 
needs and emergency room or 
hospital admission

•	 Re-evaluate and modify care plan 
as needed

PATIENT

ACT on Alzheimer’s® www.ACTonALZ.org

* The latest DSM-5 manual uses the term “Major Neurocognitive Disorder” for dementia and “Mild Neurocognitive Disorder” for mild cognitive 
impairment. This ACT on Alzheimer’s resource uses the more familiar terminology, as the new terms have yet to be universally adopted.

CARE COORDINATION PRACTICE TOOL
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Tools and Resources

These ACT on Alzheimer’s® tools and resources were developed by experts to help guide communities in 
becoming dementia friendly, to assist community-based service providers in supporting people with Alzheimer’s 
and their care partners, and to help health care professionals identify and manage the disease.

Tools and resources available free of charge at www.ACTonALZ.org

Dementia Capable 
Communities Toolkit
This four-phase process guides a 
community in becoming dementia 
friendly. View videos of toolkit 
action steps at: http://www.
youtube.com/ACTonALZ
User: Community leaders, 
organizations, and individuals

Clinical Provider Practice Tool
This easy-to-use tool gives physicians 
a streamlined protocol for managing 
cognitive impairment and guiding 
decisions for screening, diagnosis, 
and disease management.
User: Health care settings

Managing Dementia Across the 
Continuum
This tool includes a protocol for 
treating, managing and supporting 
persons with dementia beyond the early 
stages of the disease.
User: Medical and nursing directors 
in older adult settings and other 
professionals involved in dementia care

Electronic Medical Record 
Decision Support Tool
This template with how-to guide 
helps clinicians implement within 
the health record a standardized 
approach to dementia care, 
including screening, diagnosis, 
and treatment/management.
User: Health care settings

After a Diagnosis
This resource has action steps, 
tips, and resources for persons 
diagnosed with Alzheimer’s and 
their caregivers and is a helpful 
resource to share and discuss 
after a diagnosis is made.
User: Health care and community-
based providers serving persons 
with the disease and caregivers

Dementia Trainings for Direct 
Care Staff
This comprehensive list of 
dementia training resources 
provides options for organizations 
seeking best practices in preparing 
their direct care staff. 
User: Dementia care settings

Dementia Curriculum
A 10-module dementia curriculum 
– including disease description and 
diagnosis, demographics, cognitive 
assessment, and societal impact – 
that can be used alone or with other 
education offerings.
User: Educators, practicing 
professionals, and health care students

Once you receive a diagnosis 
of dementia or Alzheimer’s 
disease, it’s important to 

consider what to do next. Start 
by talking with your physician.  

AFTER A DIAGNOSIS

When diagnosed with Alzheimer’s or a related 
dementia, you should expect specific, helpful 
information from your physician. He or she will:
 • Explain the diagnosis and disease process.

ASK: What can I expect in the near future and 
over time?

 • Tell you about possible treatments, so 
together, you can select what is best for you.

ASK: What are the available treatments that do 
not involve medications?

 • Directly discuss medication options for 
memory loss, behavior changes, or both.

ASK: What are the risks and benefits? What are 
the side effects?

 • Explain ways to maintain your lifestyle and stay 
engaged and active.

ASK: What can I do to maintain my health and 
wellness? 

ASK: What activities should I consider? 

 • Tell you where to get more information about 
the disease and services in your community.

ASK: Where can I turn locally to learn more 
about the disease and find services available 
to me?

 • Schedule your next visit and let you know how 
often he/she wants to see you.

ASK: What can my care partner learn that will 
be helpful to both of us?

Your Physician Visit
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People living with Alzheimer’s disease and related dementias, 
along with their caregivers, turn to trusted professionals 
to understand the condition and the challenges they may 
face. Get prepared for these conversations by exploring the 
Dementia Curriculum offered by ACT on Alzheimer’s®.

Developed by leading experts in Minnesota, the 10-module 
curriculum can stand on its own or be integrated into 
complementary education offerings. Educators, practicing 
professionals, and students across multiple disciplines will 
benefit from advancing their knowledge of dementia.

The Dementia Curriculum is available free of charge at: 
www.ACTonALZ.org

Dementia CurriCulum

Disease Description
 • Gain understanding of normal aging and 

cognitive functioning.
 • List potential causes of dementia and 

memory loss.
 • Identify the impact that Alzheimer’s disease 

and other dementias have on the human 
brain and its function.

 • Demonstrate knowledge of Alzheimer’s 
disease, including stages and categories, 
symptoms, diagnosis, risk factors and 
disease duration.

Demographics
 • Identify the demographics of people affected 

by Alzheimer’s disease. 
 • Gain insight of the anticipated increase and 

impact of Alzheimer’s disease in the future. 

Societal Impact
 • Identify challenges that families and 

caregivers experience when caring for 
someone who has dementia.

 • Gain insight into the costs, risks and 
stressors that affect families and caregivers.

Effective Interactions
 • Understand the principle of person-centered 

care and the importance of recognizing each 
person as a unique individual.

 • Articulate verbal and non-verbal 
communication that people with cognitive 
impairment may display.

 • Reframe what is traditionally labeled difficult 
behaviors to expressions of needs, desires 
and distress, and understand how these 
expressions are manifested in specific 
behaviors.

Cognitive Assessment and Early Detection
 • Identify tips for detecting cognitive 

impairment and using observation as an 
assessment tool.

 • List and describe a variety of cognitive 
tools for conducting assessments and 
demonstrate an understanding of the 
recommended course of action when 
cognitive impairment is identified.

Topics of the 10 modules 
and their learning 
objectives follow.
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Assisted Living 
Dementia Care 

Training Kit

CARES® Online 
Training & essentiALZ® 

Certification

Dementia Care 
Certificate Program

Dementia 
Curriculum

EduCare Dementia 
Care

Foundations of 
Dementia Care Hand in Hand Dementia 

Capable Care Silverchair 

Source Care and Compliance HealthCare 
Interactive, Inc.

Aging Services 
of Minnesota 
and Alzheimer's 
Association MN-North 
Dakota Chapter

ACT on Alzheimer's Mirabelle 
Management

Alzheimer's 
Association

Centers for Medicare 
& Medicaid Services

Dementia Care 
Specialists

Silverchair Learning 
Systems (Relias 
Learning)

Audience Staff in assisted living/
housing with services

Staff in nursing 
homes, assisted 
living, hospice, adult 
day, and home health. 
Appropriate for all 
levels of staff

Staff in assisted 
living/housing with 
services, adult day, 
care centers, home 
care agencies.  
Appropriate for all 
levels of staff

Educators, practicing 
professionals, and 
students across 
multiple disciplines

Staff in assisted living/
housing with services, 
adult day, home care, 
nursing home/skilled 
nursing facilities

Supervisors and direct 
care workers 

Nurse aides in nursing 
homes

Staff within healthcare 
and long-term care, 
as well as educators 
and students across 
healthcare disciplines.  
Special applications 
for Care Partners and 
Therapists.

Staff in various 
settings

Training Topics
Behavior as 
Communication √ √ √ √ √ √ √ √ √

Depression and 
Dementia √ √ √ √

End of Life √ √ √ √ √ √ √

Individual Resident 
Needs √ √ √ √ √ √ √ √

Medications √ √ √ √

Philosophy of Care √ √ √ √ √ √ √ √

Resident Activities √ √ √ √ √ √ √

Understanding 
Dementia √ √ √ √ √ √ √ √ √

Other Tips for ADLs. Food 
service in dementia 
care. Additional 
topics: sexuality 
and promoting 
dignity; hydration; 
sundowning; 
wandering; 
aggression.

Person-centered 
care training. 
Understanding 
dementia, dementia-
related behavior, and 
changes that happen 
to thinking skills as 
dementia progresses. 
Strategies to connect 
with people with 
dementia and improve 
care. The CARES® 
Approach.

Role of environment 
in promoting quality 
dementia care. Legal 
aspects of decision 
making for persons 
with dementia. 
Relationship between 
mental illness and 
dementia. Skill 
development for 
handling challenging 
behaviors.  

Demographics; 
societal impact; early 
detection; screening; 
assessment 
and diagnosis; 
interventions;  
caregiver support.

Activities of daily 
living from a holistic 
perspective.  
Problem-solving 
techniques and 
symptom anticipation.  
Recognizing stress 
and burnout in 
professional and 
family caregivers.  
Meaningful and 
purposeful activities.

Pain reduction; 
enhancing mealtimes; 
fall prevention; 
understanding 
wandering; restraint-
free care.

Being with a person 
with dementia: 
listening, speaking, 
actions, reactions.

A common framework 
about Alzheimer’s 
disease and related 
dementias (ADRD), 
a best-abilities 
perspective, dementia 
stages, behavior 
management, 
and care and 
communication 
techniques to promote 
the best ability to 
function.

How to help families 
and caregiver. How to 
manage challenging 
behaviors.

Dementia trainings for Direct care staff
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89,000 Minnesotans 
age 65+ live with 

Alzheimer’s disease and 
the number is growing.

Our communities must ACT to be ready. 
Here’s why:

ACT on Alzheimer’s has a toolkit 
with a four-phase process for 

bringing people together to help your 
community become dementia friendly.

The toolkit also has resources that assist 
communities through each action phase. 

Learn more and view toolkit videos at: 
www.actonalz.org/toolkit

IS YOUR COMMUNITY PREPARED? 

85 +
of people age 85+
have Alzheimer’s.

One-third

65 +
people age 65+ 
has Alzheimer’s.

One in nine

in Minnesota are caring for family members 
with Alzheimer’s and other dementias.

245,000 caregivers
ACT Together to pursue 
priority goals that foster 
community readiness 
for dementia.

Analyze community 
needs and develop a 
plan to take action.

Assess current strengths 
and gaps within your 
community.

Convene key community 
leaders and members to 
form an Action Team.

70 percent of people
with Alzheimer’s live in their own homes and need 
support from families and community members.

Older African Americans 
and Hispanics
are proportionately more likely than older whites 
to have Alzheimer’s disease and other dementias.  

A community that is informed, safe, and respectful of individuals with 
dementia is a community prepared to support people living with Alzheimer’s 
and those touched by the disease. It’s a dementia-friendly community.

Source: Alzheimer’s Association, 2015 Alzheimer’s Disease Facts and Figures, Alzheimer’s & Dementia 2015, Volume 11 (3).

Criteria For When to Use:
As a general cognitive screening tool or as part of an annual exam (Medicare Annual Wellness Visit).

How to Use:
This is the first Decision Support Tool (DST) of three that helps guide you through evidence-based 
assessment and care for your patients with cognitive impairment. The second is a guide to evaluation for 
memory loss / dementia, and the third DST is designated for the post-diagnostic follow-up visit.

Evidence Based Practice Resources:
American Academy of Neurology: 
www.aan.com/Guidelines/Home/ByTopic?topicId=15

ACT on Alzheimer’s Clinical Provider Practice Tool: 
www.actonalz.org/sites/default/files/documents/ACT-ClinicalProvider.pdf

Screening Tool:
Conduct brief objective cognitive screen with the Mini-Cog. If score is < 4 or patient/family 
express concern regarding deteriorating cognitive function, proceed with workup for possible 
cognitive disorder/dementia.

MINI-COG (www.actonalz.org/pdf/Mini-Cog.pdf)
Borson S, Scanlan JM, Chen P, Ganguli M. The Mini-Cog as a screen for dementia: validation in a 
population-based sample. J Am Geriatr Soc. 2003;51(10):1451-1454. 

Contents:

1.1 - Documentation
1.2 - Orders
 Labs
 - Routine Dementia Screening Labs
 - Contingent Labs
1.3 - Imaging
1.4 - Specialty Consult
1.5 - Patient Instructions

1. Screening Tool

EMR DECISION SUPPORT TOOLS FOR 
ALZHEIMER’S AND RELATED DEMENTIAS
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CLINICAL PROVIDER PRACTICE TOOL

ACT on Alzheimer’s® www.ACTonALZ.org

Tools
Mini-Cog or GPCOG AND 

Family Questionniare (if family available)

Annual Exam
Mini Screen

Cognitive Assessment
(same day or new visit) 

+ include family

Tools
One of the following: SLUMS, MoCA, 

Kokmen STMS, MMSE-2 or MMSE 
AND Family Questionnaire

Option 1
Do complete dementia workup 

(see provider checklist)

Option 2
Refer to: Champion in your practice, 

neurologist, neuropsychologist*

Family 
Questionnaire 

< 3

SLUMS = 27–30 (HS education)
MoCA = 26–30 (HS education)
Kokmen STMS = 29–30
MMSE/MMSE-2 = 27–30

No
rm

al
 

Ra
ng

e:

Mini-Cog < 4 or GPCOG < 9
Family Questionnaire > 2

Follow up in 
1 year

Follow up in 
1 year

Normal

Normal

IF

IF

Score falls outside 
of normal range

*Neuropsychological evaluation is typically most helpful for differential 
diagnosis, determining nature and severity of cognitive functioning, and the 
development of an appropriate treatment plan. Testing is typically maximally 
beneficial in the following score ranges:

SLUMS = 18–27
MoCA = 19–27
Kokmen STMS = 19–33
MMSE/MMSE-2 = 18–28

COGNITIVE IMPAIRMENT IDENTIFICATION
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MANAGING DEMENTIA ACROSS THE 
CONTINUUM (MID TO LATE STAGE)*

ACT on Alzheimer’s® www.ACTonALZ.org

Optimize Function and Quality of Life

 ☐ Assess cognitive and functional status
 ☐ Identify preserved capabilities and preferred activities; encourage socializing and participating in 

activities
 ☐ Refer to an occupational therapist and/or physical therapist to maximize independence
 ☐ Encourage lifestyle changes that may reduce disease symptoms or slow their progression (e.g., 

establish routines for person with disease and care partner)
 ☐ Work with health care team to appropriately treat conditions that can worsen symptoms or lead to 

poor outcomes, including depression and existing medical issues

Using Dementia as the Organizing Principle when Caring for Patients with Dementia and Comorbidities: 
www.mnmed.org/Portals/mma/MMA Events/CME/Schoephoerster.pdf

* The latest DSM-5 manual uses the term “Major Neurocognitive Disorder” for dementia and “Mild Neurocognitive Disorder” 
for mild cognitive impairment. This ACT on Alzheimer’s resource uses the more familiar terminology, as the new terms have 
yet to be universally adopted.

• Optimize Function and Quality of Life
• Manage Chronic Disease
• Promote Positive Behavioral Health
• Optimize Medication Therapy
• Assess Safety and Driving
• Facilitate Advance Care Planning and End of Life Care
• Assess Care Partner Needs 
• Report Suspected Abuse
• Refer to Services and Supports

Communicate 
Plan of Care 

Across Health 
Care Team

PERSON 
WITH 

DEMENTIA

CARE PARTNER

Identify, Assess 
and Support

Manage Chronic Disease

 ☐ As dementia progresses, modify treatment goals and thresholds
 ☐ Create an action plan for chronic conditions (e.g., CHF) and geriatric syndromes to prevent 

potentially harmful hospitalization
 ☐ Schedule regular health care provider visits, encourage care partner presence
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To get involved, contact info@ACTonALZ.org

89,000 Minnesotans age 65+ live with Alzheimer’s 
disease and the number is growing.

Source: Alzheimer’s Association, 2015 Alzheimer’s Disease Facts and Figures, Alzheimer’s & Dementia 2015, Volume 11 (3).

All collaborative partners can be found at www.actonalz.org/our-partners

85 +
of people age 85+
have Alzheimer’s.

One-third

65 +
people age 65+ 
has Alzheimer’s.

One in nine in Minnesota are caring for family members 
with Alzheimer’s and other dementias.

245,000 caregivers

Nearly 60 percent of people
with Alzheimer’s live in their own homes and need 
support from families and community members.

Older African Americans 
and Hispanics
are proportionately more likely than older whites 
to have Alzheimer’s disease and other dementias.  

A Sampling of Key Partners...

Our communities must ACT to be ready. Here’s why:
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AARP Minnesota Essentia Health Minnesota Department of Human 
Services

Accredited Investors Inc. Fairview Minnesota Hospital Association

Aging Services of Minnesota Greater Twin Cities United Way Minnesota Medical Association

Allina Health HealthPartners Minnesota’s Area Agencies on Aging

Alzheimer’s Association Minnesota- 
North Dakota

Mayo Clinic Stratis Health

Amherst H. Wilder Foundation Medica U of MN Center on Aging

Blue Cross Blue Shield of Minnesota Minnesota Board on Aging UCare

Care Providers of Minnesota Minnesota Department of Health Volunteers of America – Minnesota


