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Editor’s key points

» Given the growing number of
persons with dementia managed

in the community, indicators to
measure the quality of primary care
provided to patients with dementia
based on routinely collected data
are needed to support quality
initiatives and monitoring.

» Primary care and dementia
indicators were used to create a
framework for the primary care of
patients with dementia, resulting in
the identification of 34 indicators
measurable in administrative data.
Among these indicators, access

to a regular primary care provider,
continuity of care, early-stage
diagnosis, and access to home care
were consistently rated as priorities
by stakeholders.

» With the growing role of primary
care providers in managing the care
of patients with dementia, routine
monitoring of relevant and targeted
indicators will become increasingly
important. It is hoped that this
framework can provide a solid
footing to facilitate this goal and
support primary care providers

and teams in implementing
initiatives to improve and monitor
the care of persons with dementia.
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Abstract

Objective To develop a framework of population-based primary care quality
indicators adapted to patients with dementia and to identify a subset of
stakeholder-driven priority indicators.

Design Framework development was carried out through the selection of

an initial framework based on a rapid review and identification of relevant
indicators and enrichment based on existing dementia indicators and guidelines.
Prioritization of indicators was carried out through a stakeholder survey.

Setting Ontario, Quebec, New Brunswick, and Saskatchewan.

Participants Stakeholders in community dementia care (N=109) including
clinicians, patients, caregivers, decision makers, and managers.

Main outcome measures Primary care quality indicators.

Results The framework comprised 34 indicators across 8 domains of quality
(access, integration, effective care, efficient care, equity, safety, population
health, and patient-centred care). Access to a regular primary care provider,
continuity of care, early-stage diagnosis, and access to home care were
consistently rated as priorities. Equitable care was a specific priority among
patients and caregivers; clinicians reported avoidable hospitalizations as
among their priorities.

Conclusion A framework of indicators was established for persons with
dementia that adds an important dimension to existing primary care and
dementia quality indicators by providing primary care and population-

based perspectives. This framework could set a foundation for the ongoing
monitoring of primary care practices and policies for persons with dementia at
a population level.
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Referentiel d’indicateurs
de la qualité des soins
primaires aux patients
atteints de demence
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Résume

Objectif Elaborer un référentiel d'indicateurs populationnels de la qualité des
soins primaires adaptés aux patients atteints de démence et déterminer un
sous-groupe d’indicateurs prioritaires aux yeux des intervenants concernés.

Type d’étude L'élaboration du référentiel a été effectuée en établissant

un référentiel initial fondé sur une revue et une identification rapides
d’indicateurs pertinents, et en le peaufinant en fonction de lignes directrices
et d’'indicateurs existants sur la démence. La priorisation des indicateurs a été
effectuée au moyen d’un sondage aupres d’intervenants concernés.

Contexte L'Ontario, le Québec, le Nouveau-Brunswick et la Saskatchewan.

Participants Des intervenant engagés dans les soins communautaires pour
la démence (n=109), y compris des cliniciens, des patients, des aidants, des
décideurs et des gestionnaires.

Principaux paramétres a 'étude Des indicateurs de la qualité des soins primaires.

Résultats Le référentiel comptait 34 indicateurs dans 8 domaines de la
qualité (accés, intégration, efficacité des soins, efficience des soins, équité,
sécurité, santé populationnelle et soins centrés sur le patient). Laccés a un
professionnel des soins primaires attitré, la continuité des soins, le diagnostic
a un stade précoce et l'accés a des soins a domicile étaient constamment
cotés comme étant des priorités. Des soins équitables étaient une priorité
particuliere chez les patients et les aidants; les cliniciens signalaient
'évitement des hospitalisations comme figurant parmi leurs priorités.

Conclusion Un référentiel d’indicateurs a été établi pour les personnes
atteintes de démence; il ajoute une dimension importante aux indicateurs
actuels de la qualité des soins primaires pour la déemence en dégageant les
points de vue particuliers des soins primaires et de la population. Ce référentiel
pourrait servir de fondement a la surveillance continue des pratiques en soins
primaires et des politiques pour les personnes atteintes de démence au niveau
de la population.
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Points de repére
du redacteur

» Compte tenu du nombre croissant
de personnes atteintes de démence
qui sont prises en charge dans

la communauté, des indicateurs

de la qualité des soins primaires
prodigués a ces patients, fondés
sur des données recueillies
systématiquement, sont nécessaires
pour appuyer les initiatives et la
surveillance concernant la qualité.

» Des indicateurs liés aux soins
primaires et a la démence ont servi
a produire un référentiel spécifique
aux soins primaires prodigués aux
patients atteints de démence et a
identifier 34 indicateurs mesurables
dans les données administratives.
Parmi ces indicateurs, l'acces a un
professionnel des soins primaires
attitre, la continuité des soins, le
diagnostic a un stade précoce

et l'accés a des soins a domicile
étaient constamment cotés

comme étant des priorités par

les intervenants concernés.

» Etant donné le role grandissant
des professionnels des soins
primaires dans la gestion des

soins aux patients atteints

de démence, la surveillance
systématique d'indicateurs
pertinents et ciblés deviendra

de plus en plus importante. Il

est a espérer que ce référentiel
offrira un solide fondement pour
faciliter l'atteinte de cet objectif, et
soutiendra les professionnels et les
équipes des soins primaires dans

la mise en ceuvre d'initiatives visant
a améliorer et a surveiller les soins
aux personnes atteintes de démence.
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recognized by the World Health Organization

as a global public health crisis.!? Half a million
Canadians live with dementia, a number expected to
double over the next generation.®> Moreover, more than
60% of persons with dementia live at home and are cared
for in the community.* There is growing consensus in
Canada and elsewhere that family physicians, with the
support of other health care professionals, are ideally
positioned to provide a person-centred approach with
respect to the prevention of dementia and to the diag-
nosis, treatment, and follow-up of most persons with
dementia.>® Given the growing role of primary care in
the care of the population with dementia, it is essential to
monitor and evaluate ongoing quality initiatives or policy
interventions aimed at improving the quality of care of
persons with dementia in primary care. Quality indicators
that align with stakeholders’ needs and can be measured
routinely using readily available sources are necessary to
ensure feedback and improvement are continuous and
decision making is efficient and timely.!o!!

Within the primary care literature, several general
frameworks have been proposed to measure the quality
of primary care.'*!'* However, it is unclear whether these
frameworks are applicable or appropriate for persons with
dementia; incorporate indicators relevant to dementia and
of importance to stakeholders; and have indicators that
can be measured using routinely collected data such as
health administrative data. In addition, within the dementia
literature, work on indicators has focused on clinical proc-
esses of care assessed primarily through chart review.!s1
While these indicators provide an essential component of
the evaluation of the quality of care provided to patients
with dementia, they cannot easily be measured routinely.

This study aimed to develop a framework of primary
care quality indicators for persons with dementia based
on health administrative data and to identify stakeholder-
relevant priority indicators for ongoing quality monitor-
ing in this population.

Dementia, including Alzheimer disease, has been

— Methods—

Our methodologic approach for the development and pri-
oritization of quality indicators for primary care of patients
with dementia involved 3 steps: a rapid review for the
selection of an initial framework, an iterative expert con-
sultation for the selection and enrichment of indicators,
and a stakeholder survey for the prioritization of indica-
tors. Previous studies have demonstrated the suitability of
a rapid review and expert consensus to adapt and develop
a new framework for health practice improvement.202!

Selection of an initial framework

A rapid review of published and gray literature on frame-
works for health system or primary care performance was
conducted.???* As described by Tricco et al, “rapid reviews

are a form of knowledge synthesis in which components
of the systematic review process are simplified or omitted
to produce information in a timely manner.”? This review
strategy was selected to ensure timely knowledge transfer
of the final framework and indicators to the decision mak-
ers and other stakeholders involved in the research. The
review process was streamlined by limiting the search by
date (articles from between 2008 and 2018), conducting
the study selection with 1 reviewer (N.S.), and conducting
data abstraction with 1 reviewer (N.S.) and 1 verifier (I.V.).
This rapid review methodology has previously been found
to be the most common and the most accepted.??

Search criteria and detailed review methods are pro-
vided in Supplemental Text 1, available from CFPlus.* The
following exclusion criteria were applied to the identified
records: not a primary care framework (either a frame-
work not including primary care or any set of indicators
without a formal framework), frameworks entirely disease-
or population-specific aside from dementia (eg, cancer,
diabetes, maternal or child health), frameworks not opera-
tionalized with specific indicators, framework indicators
not measurable using administrative data, or frameworks
not appropriate for the Canadian health system context.

One reviewer (N.S.) screened the records based on the
title, abstract, and full text using the above criteria. Of
the eligible records remaining, 2 reviewers (1 of whom
was N.S.) independently scored the frameworks based
on the following categories: comprehensiveness of the
framework in terms of the number of quality domains
and indicators, focus of the framework on patient-level
indicators (rather than practice-level or system-level),
pertinence of the framework indicators to the population
with dementia, and measurability using health adminis-
trative data. All 4 categories were scored on a scale of
1 (low) to 4 (high). In the case of disagreements between
the 2 reviewers, a third reviewer (I1.V.) was consulted.
The selected framework corresponded to the one that
was most optimal based on the scores and its overall
clinical pertinence and suitability.

Indicator identification and enrichment

Following the selection of a framework, an assessment
of the appropriateness and feasibility of indicators within
the framework was conducted by a panel of 8 experts
consisting of family physicians, geriatricians, health serv-
ice researchers, and biostatisticians involved in the
ROSA (Research on Organization of Healthcare Services
for Alzheimers) team within the CCNA (Canadian
Consortium on Neurodegeneration in Aging).?* Indicators
were retained based on the following inclusion criteria:
appropriate for an older population or population with

*Supplemental Texts 1 and 2, Supplemental Figure 1,

and Supplemental Tables 1, 2, 3, and 4 are available from
https://www.cfp.ca. Go to the full text of the article online
and click on the CFPlus tab.
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dementia; not specific to a single disease or subgroup
other than dementia (eg, cancer, diabetes); measurable at
the patient level; and potentially measurable using health
administrative data. The process for assessing and select-
ing indicators was iterative and was conducted over 18
months until consensus was achieved.

During this process our expert panel raised concerns
about the absence of dementia-specific indicators in the pri-
mary care frameworks, in contrast to other chronic diseases
such as diabetes, and the need to enrich the framework
based on Canadian guidelines and practices. The panel
first prioritized the recommendations from the Canadian
Consensus Conference on the Diagnosis and Treatment of
Dementia meetings, as indicators developed within these
meetings represented a Canadian consensus on targets for
the quality of dementia care.> We also reviewed demen-
tia indicators related to the Assessing Care of Vulnerable
Elders quality indicator measurement set for dementia,
as it represents the most widely cited set of quality indi-
cators for dementia in the United States,'>!” with a strong
influence on Canadian practice. Additional sources were
also reviewed based on the panel's expert knowledge of
dementia indicators measured using administrative data in
Canada, including a dementia report by the Canadian
Institute for Health Information,* dementia care quality stand-
ards by Health Quality Ontario (HQO),* and a 2015 study
conducted in British Columbia by Sivananthan et al that
assessed dementia care in the community using administra-
tive data and was based on provincial dementia guidelines.?

Stakeholder prioritization
A survey of the selected indicators was initially distributed
to stakeholders present at a preplanned council meeting of
the ROSA-CCNA research team in June 2017.2* Stakeholders
included clinicians, patient and caregiver representatives
(eg, from the Alzheimer Society of Canada), managers from
integrated health networks, and government representa-
tives from the ministries of health of 4 Canadian provinces
(Ontario, Quebec, New Brunswick, and Saskatchewan)
(Supplemental Text 2, available from CFPlus*). The sur-
vey was pretested with 3 stakeholders (2 physicians and 1
patient representative) for clarity and face validity. Labeling
of some indicators was subsequently revised based on feed-
back from stakeholders to ensure clarity and ease of under-
standing (eg, continuity of care was relabeled as coordination
between health care providers). Stakeholders were asked to
identify a maximum of 10 indicators among the set pre-
sented that were most important from their points of view.
At the stakeholders’ request, the survey was also distributed
to their colleagues within their own organizations. This
form of snowball sampling?” allowed us to reach a broader
network of relevant stakeholders.?® The survey was avail-
able in both English and French.

Demographic information on province, type of stake-
holder, age group, and sex were collected. The frequency
with which each indicator was selected as a priority

was calculated overall and by stakeholder group. We
selected 60% as a threshold to represent common prior-
ity indicators. This threshold emerged from the results
as an appropriate cutoff in the ranking of priority indi-
cators overall and by stakeholder group, and it allowed
us to retain a list of 10 common and stakeholder-
specific priorities. Cross-stakeholder comparisons in pri-
ority indicators were tabulated to determine overall and
stakeholder group-specific priorities.

This study was approved by the research ethics board
of the Centre intégré universitaire de santé et de serv-
ices sociaux for West-Central Montréal in Quebec.

— Results—

Framework development

The literature review yielded a total of 358 peer-reviewed

citations and 18 additional records obtained through

backward citation searches, gray literature searches,
and expert consultation (Supplemental Figure 1, avail-
able from CFPlus*). After duplicates were removed and
eligibility criteria were assessed, the full-text articles of

67 records were assessed. Of these, 18 references refer-

ring to 14 distinct operationalized frameworks were

considered eligible for inclusion (Supplemental Table 1,

available from CFPlus*).1!.14.2529-43
Among these eligible frameworks, the HQO Primary

Care Performance Measurement Framework?®® was

selected as the initial framework, as it scored highly

across all 4 prespecified categories of comprehensiveness

(4 of 4), focus on patient-level indicators (3 of 4), perti-

nence to the population with dementia (3 of 4), and meas-

urability using administrative data (3 of 4) (Supplemental

Table 1). It also aligned closely with seminal theoret-

ical frameworks, such as the Institute of Medicine's

6 aims for improvement!? and the Institute for Healthcare

Improvement Triple Aim,* and it had been validated

within a Canadian health care context.

Seventeen of the set of 199 HQO indicators were
retained based on the inclusion criteria:

e Access: access to a regular primary care provider,
after-hours access to the regular primary care pro-
vider, access to an interprofessional primary care
team, visits to the regular primary care provider, and
nonurgent visits to the emergency department;

* Integration: continuity of care, telephone calls
between the regular primary care provider and spe-
cialists, potentially avoidable hospitalizations, visits
to the regular primary care provider within 7 days fol-
lowing a hospitalization, and readmission to the hos-
pital within 30 days following a hospitalization;

e Effective care: annual visit to the regular primary
care provider;

» Efficient care: annual cost of health services;

e Population health: yearly flu shot and other recom-
mended immunizations;
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e Safety: potentially inappropriate prescriptions for
medications associated with serious side effects pre-
scribed by the regular primary care provider;

e Patient-centred care: access to palliative end-of-life care
provided by the regular primary care provider; and

* Equity: equitable care across all patients.

Excluded indicators were mainly practice-level indi-
cators (eg, percentage of primary care organizations
reporting that they monitor adherence to infection
prevention and control policies and procedures), self-
reported survey indicators for which there could be no
equivalent health administrative measure (eg, percent-
age of patients who report that their family physicians
or nurse practitioners involve them as much as they
want in decisions), or indicators referring to specific
disease subcohorts other than dementia (eg, diabetes,
hypertension, cancer) or younger populations (eg, chil-
dren, perinatal health).

Seventeen additional indicators based on existing
dementia indicators, guidelines, and expert opinion met
the inclusion criteria and were added to the framework:

¢ Integration: length of time spent in hospital in the year
following diagnosis of dementia;

e Effective care: diagnosis at an early stage of dis-
ease, dementia diagnosed by the regular primary
care provider, requests for blood tests originating
from the regular primary care provider, medications
prescribed for dementia, first medication for demen-
tia prescribed by the regular primary care provider,
referrals to specialists in dementia originating from
the regular primary care provider, and referrals to
other specialists originating from the regular primary
care provider;

¢ Efficient care: duplication of medical tests;

¢ Safety: having a high number of medications; and

e Patient-centred care: access to counseling for patients,
access to counseling for caregivers, access to home care,
access to long-term care, number of days spent in long-
term care, number of days spent in hospital in the last
3 months of life, and dying at home (Figure 1).49:1517.25.26
Indicators were matched to the most relevant domain

within the framework. Literature sources, suggested

Figure 1. Framework of primary care quality indicators for patients with dementia
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operational definitions, and administrative data sources
for each indicator are provided in Supplemental Table 4,
available from CFPlus.* Administrative data sources are
cited for operationalization in Ontario and Quebec. As
many data were derived from the Canadian Institute for
Health Information, indicators may potentially be mea-
surable in provinces other than Ontario and Quebec.
Administrative data sources for Ontario and Quebec are
described in Supplemental Tables 2 and 3, respectively,
which are available from CFPlus.*

Our final framework included 34 indicators across
8 domains of performance (access, integration, effec-
tive care, efficient care, equity, safety, population health,
and patient-centred care) (Figure 1).

Stakeholder prioritization

Overall, 109 stakeholders completed the survey.
Participants were mainly evenly distributed (numerically)
across Ontario, Quebec, and New Brunswick; and were
predominantly women, English-speaking, and between
35 and 64 years of age (Table 1). Half of the partici-
pants were clinicians; 18% were persons with demen-
tia or caregiver representatives, 13% were health care
managers, and 7% were government representatives
(Table 1). The most frequently prioritized indicators
among all participants were access to a regular primary

Table 1. Characteristics of survey participants: N=109.

CHARACTERISTIC PARTICIPANTS, n (%)
Female sex 79 (72.5)
English as first language 71 (65.1)
Age,y
+ <35 14 (12.8)
* 35-44 31 (28.4)
- 45-54 30 (27.5)
55-64 24 (22.0)
* 265 7 (6.4)
* Missing 3(2.8)
Province
« New Brunswick 39 (35.8)
* Quebec 38 (34.9)
+ Ontario 31(28.4)
+ Saskatchewan 1(0.9)
Stakeholder group
« Clinician 54 (49.5)
+ Person with dementia or 20 (18.3)
caregiver representative
+ Manager 14 (12.8)
- Government representative 8(7.3)
- Other 13 (11.9)

care provider (81.7%), coordination between health
care providers (77.1%), access to home care (75.2%),
early-stage diagnosis (71.6%), and avoidable hospital-
izations (63.3%) (Figure 2).

A comparison of priorities across stakeholder groups
is presented in Table 2. We found that access to a regu-
lar primary care provider, coordination between health
care providers, access to home care, and early-stage
diagnosis were common priorities among all stake-
holder groups (Table 2). Avoidable hospitalizations
were a greater concern among clinicians, while equi-
table care was considered a highly important indicator
by persons with dementia and caregiver representatives.
Finally, government representatives rated referrals to
specialists in dementia by the regular primary care pro-
vider among their priorities.

— Discussion—

We developed a framework of 34 quality indicators for
the primary care of patients with dementia that are meas-
urable in routinely collected administrative data. By
leveraging an existing primary care performance meas-
urement framework and quality indicators in dementia
care, we arrived at a set of indicators that were both
relevant to primary care and adapted to the population
with dementia.

Our rapid review confirmed the paucity of demen-
tia indicators in current primary care quality improve-
ment frameworks. These frameworks did not capture
specific elements of dementia care, limiting their use and
scope. Among the operationalized primary care frame-
works reviewed, while most contained indicators on the
prevention or management of chronic diseases such as
diabetes, cancer, and hypertension, indicators relating to
dementia were generally absent. Even within the HQO
primary care framework that we assessed as most appro-
priate and relevant to use as a basis for our framework,
only 1 of the original HQO indicators was directly focused
on dementia care (proportion of persons with demen-
tia receiving annual follow-up).*® This is consistent with
reports citing the lack of consideration of dementia as a
common chronic disease among older adults and its lack
of representation in studies and discussions on chronic
disease management.*4> This important gap highlights
the need to bring dementia management to the forefront
of chronic disease management in primary care.

The few indicators proposed within the dementia
literature that could be measurable with administra-
tive data either lacked a theoretical framework or were
limited in number.25264142 Qur framework provides an
extension to this by considering a rich number of pri-
mary care-specific and dementia-relevant indicators
across several domains of performance. The applica-
tion of this framework also has the potential to facilitate
ongoing evaluation efforts to support the management
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Figure 2. Proportion of stakeholders considering each indicator a key indicator: Based on pretest feedback, 4 indicators
(access to an interprofessional primary care team, visits to the regular primary care provider, other recommended

immunizations [eg, pneumococcal bacteria and shingles], and number of days spent in long-term care) were considered
similar in concept to other indicators and omitted from the stakeholder survey for clarity in identifying areas of priority.
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during pretesting.
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CT—computed tomography, ED—emergency department, MRI—magnetic resonance imaging, PCP—primary care provider.
*The framework indicator continuity of care was labeled coordination between health care providers in the survey based on feedback from stakeholders
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of patients with dementia in primary care. For example,
a study by our research team that operationalized and
applied this framework to assess sex differences in pri-
mary care management for persons with dementia in
Ontario* brought to light the need to develop care plans
and interventions that consider the influence of sex and
gender on the need for services.

While we strove to develop a comprehensive set of
indicators, we also considered the value in prioritiz-
ing a subset of these indicators that could feasibly be
measured on an ongoing basis. Our stakeholder con-
sultation allowed us to get a “pulse” on what end users
wanted to know and measure. Among the priorities
identified, continuity of care (described as coordination
between health care providers in the survey) was unani-
mously reported as a key quality indicator among all
stakeholders. This finding is consistent with an interna-
tional comparison of primary care quality indicators that

found that primary care providers perceived continuity
of care as the most important dimension of quality of
care.® Stakeholder-specific priorities were also brought
to light. These differences point to underlying targets
and goals specific to individual stakeholder groups and
highlight the importance of involving all types of end
users in the research process and in knowledge trans-
lation and exchange activities*” to ensure that all per-
spectives are included. Establishing subsets of indicators
tailored to specific stakeholder priorities may also con-
fer benefit in responding to specific quality improvement
goals in the primary care of patients with dementia.

Limitations

Several limitations should be acknowledged. First, the
streamlined process of the rapid review may have missed
some eligible frameworks. However, the use of a back-
ward citation tracking approach and expert committee
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Table 2. Comparison of selected indicator priorities across stakeholder groups: In each stakeholder group, percentages
are shown for indicators that were selected as priorities by at least 60% of participants in that group.

PERSONS WITH
GOVERNMENT DEMENTIA OR CAREGIVER
CLINICIANS REPRESENTATIVES MANAGERS REPRESENTATIVES OTHER
INDICATOR (n=54), % (n=8), % (n=14), % (n=20), % (n=13), %
Coordination between 75.9 75.0 71.4 80.0 84.6
health care providers*
Diagnosis at an early 68.5 75.0 64.3 85.0 69.2
stage of disease
Access to home care 72.2 62.5 85.7 90.0 61.5
Access to a regular 81.5 NA 92.9 90.0 76.9
primary care provider
Access to counseling for caregivers NA 62.5 64.3 60.0 61.5
Potentially inappropriate 66.7 NA 64.3 60.0 NA
prescriptions for medications
assiciated with serious side effects
Avoidable hospitalizations 75.9 NA NA NA 61.5
Referrals to specialists in NA 62.5 NA NA NA
dementia by the regular
primary care provider
Dementia diagnosed by the NA NA NA NA 61.5
regular primary care provider
Equitable care across all patients NA NA NA 60.0 NA

NA—not applicable.

*The indicator continuity of care was labeled coordination between health care providers in the survey based on feedback from stakeholders during

pretesting. Other indicators were also framed slightly differently in the survey compared with the framework (eg, the indicator potentially avoidable hos-
pitalizations was labeled avoidable hospitalizations in the survey).

allowed us to mitigate this risk. Second, the addition of
dementia indicators was based on a review of consen-
sus guidelines and highly cited dementia quality indica-
tors in Canada and the United States and not through a
comprehensive systematic review. Future research could
validate the comprehensiveness of the proposed frame-
work through the incorporation of a systematic review
of dementia quality indicators. Third, as the goal of this
work was to create a framework of quality indicators that
could be routinely measured using existing health admin-
istrative data, self-reported or process-based indicators
not adapted to be measured in administrative databases
were excluded from our framework. It would therefore
seem advisable that quality improvement or monitoring
initiatives be complemented with other data sources such
as patient chart reviews and surveys to provide these
additional perspectives when needed.!" In addition, other
jurisdictions may have access to other routinely collected
data, (eg, nurse practitioner visits). In such cases, this
framework could be expanded to include additional indi-
cators as new data sources become available. Finally,
regular consultations with a large and representative
group of stakeholders would be beneficial in ensuring
continual stakeholder engagement and priority setting for
quality improvement goals.

Conclusion

With the growing role of primary care in managing
dementia, routine monitoring of relevant and targeted
indicators will become increasingly important.*® It is
hoped that this framework can provide a solid footing
to facilitate this goal and support primary care providers
and teams in implementing initiatives to improve and
monitor the care of persons with dementia. The identi-
fication of priority indicators will also help primary care
providers, program evaluators, and researchers narrow
targets for quality improvement. Overall, this framework
may help create a feasible approach to ongoing quality
monitoring of the management of patients with demen-
tia in primary care at a population level and support
the identification and scale-up of policies and programs
with the most potential to optimize care provided to this
vulnerable population. %
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