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Our Mission

• The mission of the Maine
Dementia Care Partnership is to
convene an expert group of
stakeholders to provide
education, resources, and
support systems to assist
Maine’s nursing homes to
enhance person-centered
dementia care practices and
non-pharmacological
approaches to care.

3

✓
✓
✓
✓
✓
✓
✓

Shared Experiences
Values
Commitment
Vision
Opportunity
A Voice
Willingness
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National Dementia Care Partnership Highlights
2017

2011

2012-2016

CMS launches
VOLUNTARY
effort to reduce
the off-label use
of anti-psychotic
medications for
nursing home
residents living
with dementia.

Stakeholders
come together to
provide
education,
training, OASIS,
Music & Memory.
See early success.
Met first 15%
goal and next
15% goal.

Maine plateaus in
reduction efforts
for a variety of
reasons.
• Burnout
• Turnover
• ROPs
Lots of other
things to be
worried about.

Statewide
reduction of
35.5%

Work on
Toolkit

Goal is 15%
reduction

2019
CMS identifies a
specific 15%
reduction of
antipsychotic
medication use
by the end of
2019 in homes
with limited
reduction rates.

Work with
individual
homes
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National Dementia Care Partnership Highlights
2020

2021

2022

2022

Long term care
providers rise to
a completely
unprecedented
public health
emergency.

DITTO! However,
we see progress
and change with
vaccines, lessons
learned and
ongoing
commitment to
caring for
residents.

We can do this!
Maine’s A/P rates
continue to be at a
standstill in terms
of prevalence.
Other states catch
up to our early
success. Members
interested in
reconvening.

CMS indicates in
recently released
QSO 22-02 that
surveyors should
identify the
inappropriate
use of A/Ps and
emphasize nonpharmacologic
approaches and
person-centered
care practices.

COVID-19!

COVID-19!

Toolkit
Completed

Toolkit offers
strategies
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Maine Quarterly Antipsychotic Use for
Long-Stay Residents
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2017Q1
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2017Q3

2017Q4
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2018Q2

18.1%

17.7%
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17.5%

2018Q3

2018Q4

2019Q1

17.2%

16.8%

2019Q2

18.8%

19.0%

2019Q4

2020Q2

20.7%
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Goal: Reduce the
unnecessary use of A/P
medications
Goal: Improve the quality of
life for those living with
Dementia through holistic
approach

Partnership
Receives
CMP grant

Engage 40 Maine Nursing
Homes with the Toolkit
to achieve both goals
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Partnership
Identified
Key Components

FIRST LINE OF DEFENSE
THERAPEUTIC ENVIRONMENT
DATA DRIVEN DASHBOARD
OBVIOUS & DEMONSTRATED COMPETENCIES

Members went
to work!

HOSPITAL TRANISITIONS PROCESS
FAMILY EDUCATION
PROCESS FOR GRADUAL DOSE REDUCTION
PHYSICIAN/MEDICAL DIRECTOR ENGAGEMENT
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At __________________we believe that people living with
Alzheimer’s Disease and/or other related dementias can continue to
engage in meaningful activities and participate in their overall
health and wellness, when receiving the appropriate support from
healthcare partners trained to meet their needs.
Our goal is to provide our residents with cognitive loss an
opportunity to achieve and maintain their highest level of selfperformance in daily living situations.
We are committed to the following goals and best practices outlined
by the Maine Dementia Care Partnership:

Embrace a
personcentered
approach to
care

Provide
quarterly
comprehensive
dementia
training to our
staff

Work with
Partnership to
set specific
antipsychotic
medication
reduction goal

Adopt
approaches
that engage
residents
without the use
of unnecessary
drugs

Evaluate
outcomes of
using Change
Package, using
data and
anecdotal
evidence
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FIRST LINE OF DEFENSE
A systemic understanding and commitment by families, nurses, all
staff, pharmacists and doctors that ensures residents can live safely without the
threat of off-label use of antipsychotic drugs

• A shared moral imperative-death, risks, dopamine
• Compelling elevator speech-why we don’t use them
• A shared philosophy that all behaviors are communication and
should be addressed directly
• A clear statement of alternatives and best practices utilized by
competent staff and clinicians
• A publicly visible goal
13

Staff
Education
Example

14

7

2/7/2022

THERAPEUTIC ENVIRONMENT
A community wide commitment to fostering an environment where residents thrive

•
•
•
•

Focused on well-being-spirit, mind and body
Ensures adequate sleep, nutrition and engagement
Uniquely fortified for the lifestyle and needs of those with dementia
Employs evidenced based programming and activities
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Stop and
Listen
Exercise
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DATA DRIVEN DASHBOARD
An organization-wide practice of using data to drive and inform quality approaches and
solutions, resulting in high levels of quality care that keep residents comfortable, safe and
engaged without the threat of off-label use of antipsychotic drugs

• How to use CASPER data to identify residents; how many? Who?
• How to use MDS data to identify specific behavioral, mood issues
• How to tie quantitative and qualitative data into QAPI and other
committees
• How to engage staff in daily QI and identification of residents needs
through daily huddles
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Data Driven
Dashboard
Example
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OBVIOUS & DEMONSTRATED
COMPETENCIES
An on-going, multifaceted education program that:

• Operates under the leadership of a well-qualified person (i.e. Coach or
Champion) with skill and experience in dementia care
• Defines dementia care competencies for staff
• Identifies advanced skill and career ladder competencies
• Offers dynamic, on-going, short, in-service education intended to
advance the knowledge and skill of new hires, and meet requirements
for routine dementia education of existing staff
• Provides Just-in-Time coaching and education
19

Competencies
Checklist
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HOSPITAL TRANISITIONS
PROCESS
A collaborative process between the hospital and SNF that assures that residents who
have been put on APMs while in the hospital will not remain on them.

• Establish pre-emptive strategies such to avoid unnecessary
hospitalization
• Use Decision Guide to decide if hospitalization is needed
• Utilize INTERACT tools
• Use hospital transfer form that is person-centered
• Ensure Advance Directives are in place
• Admissions collaboration
21

Sample
Hospital
Resident‘Transfer’
Centered
Transfer
Form
Form
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FAMILY EDUCATION
A structured program of education that ensures that families understand why APMs
are not used, the risks, the issues and the need for Advanced Directives

• Create opportunities for family engagement and training about
dementia and A/P medications
• Educate families with Decision Guide for hospitalization
• Provide factual resource materials
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PROCESS FOR GRADUAL DOSE
REDUCTION
A collaborative plan among all care-givers and clinicians that:

• Identifies specific individuals for dose reduction
• Outlines the necessary steps for the actual GDR
• Identifies alternative strategies that will be implemented to ensure
comfort of the resident and success of the GDR
• Assures that the strategies will be recognized in the individualized plan
of care
• Includes a review process
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Example
GDR Policy
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PHYSICIAN/MEDICAL
DIRECTOR ENGAGEMENT
A collaboration that:

• Provides access to peer physician support on the initiative (phone,
webinar, in person, etc.)
• Develops/distributes physician Fact Sheet on the initiative
• Identifies ways to promote physician buy-in to the "shared
philosophy"
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Next Steps
Today's participants have received an electronic version of the Toolkit. Hard
copies will be available via an order form to be distributed.

The Partnership seeks to engage 40 nursing homes in the use of the Toolkit
over a period of nine months with the goal of reducing off-label use of A/Ps
and illustrating improvement in resident quality of life.
Participants may choose 1 or more items from the Toolkit to implement.
Participants are NOT expected to implement the entire contents for the
purpose of this grant project.
Interested nursing homes will receive a one-page summary of the project
to include timeline, basic data collection requirements pre- and postintervention, an assigned volunteer from LTCOP or Partnership who will
provide support, check-ins, etc.
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