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Executive Summary
This report summarizes strategies employed and lessons learned by counties that received a
Dementia Crisis Innovation Grant from the Wisconsin Department of Health Services (DHS) for
the period of January 2016 through July 2017. DHS awarded six grants to counties or county
coalitions to identify strengths and address shortcomings in their local crisis response systems
with respect to serving people with dementia. The grant recipients included: the Aging and
Disability Resource Center of the North (ADRC-N), serving Ashland, Bayfield, Iron, Price, and
Sawyer counties; the Adult Protective Services Department of North Central Health Care
(NCHC), serving Langlade, Lincoln, and Marathon counties; Dodge County; Kenosha County; La
Crosse County; and Milwaukee County.
Based on grant outcomes, there are seven broad recommendations for counties planning to
improve dementia-related crisis response services:
1.
2.
3.
4.
5.
6.
7.

Ensure leadership to oversee the activities of the project.
Include a broad-based collaborative coalition of partners.
Review the capacity of the existing dementia resources.
Evaluate and plan for local training needs.
Identify residential facilities willing to accept people needing urgent placement.
Create resources for stabilization-in-place supports for people with dementia.
Conduct reviews following incidents of dementia-related crisis to inform program
improvement efforts.

Introduction
The six Dementia Crisis Innovation Grants awarded by DHS in 2016 were for counties or groups
of counties to work with and expand local dementia coalitions with the intent of improving
their capacity to respond to people with dementia in crisis. The grantees represented 12
counties and 27 percent of the state’s population.
The 18-month grants required a review of local dementia resources, training needs, and crisis
protocols and procedures. These reviews aimed to highlight the strengths and gaps in grantees’
abilities to respond effectively to a person with dementia in crisis and to help them develop
improvement plans.
This guide summarizes strategies employed and lessons learned by grantees as they worked to
improve their crisis response capacity for people with dementia. The guide is intended to help
counties and their community partners take steps to improve the state of crisis response in the
best interest of those with dementia. In addition, the guide identifies gaps still in need of
resolution.
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Background
Description of the Crisis Response System
Under Wis. Stat. ch. 51 and Wis. Admin. Code ch. DHS 34, counties are responsible for
responding to crisis situations in which a person with a mental health condition, substance use
disorder, or dementia or other similar condition may harm themselves or others. All counties
must have basic emergency service programs in place to provide immediate evaluation and
care to someone experiencing a crisis. In addition, county crisis programs may be certified
under Wis. Admin. Code ch. DHS 34, subch. III to provide mobile crisis intervention, which is
designed to assess and de-escalate a crisis situation in the place where it occurs, and includes
creation of a plan to minimize the need to hospitalize or relocate the person to an unfamiliar
setting.
Crisis response systems in Wisconsin vary from county to county, depending on local practices
and resources. Some counties have highly skilled personnel and certified mobile crisis
intervention teams. In other areas, there is no effective crisis response beyond calling 911 or
the sheriff’s department. Many county crisis intervention teams do not have sufficient training
or resources to be able to identify and manage people with dementia.
Just as someone with a mental illness or substance use disorder may become self-injurious,
aggressive, or violent towards others, a small percentage of people with dementia exhibit these
behaviors as well. Dementia also may lead to behaviors such as wandering, entering other
residents’ rooms uninvited, repetitive questioning, sexual inappropriateness, and refusal to
bathe or accept care. These behaviors can be challenging to care providers. Other people’s
actions or responses can either alleviate or exacerbate these symptoms. Responding to
challenging behaviors by removing a person with dementia from his or her living environment
to an alternate setting can worsen confusion and agitation, cause unnecessary stress, and lead
to negative health outcomes for the person. The goal, therefore, is to respond to behavioral
symptoms in a manner that causes the least possible disruption to the person.
The appropriate response to challenging behaviors in an individual with dementia alone is likely
to be different from the response needed for people who have dementia in addition to mental
illness or substance use disorders. There are no generally accepted standards that can be used
to quickly identify the presence of a dementia or the specific care needs of a person exhibiting
unpredictable or difficult dementia-related behaviors.
In some counties, crisis responders and law enforcement officers have used ch. 51, Wisconsin’s
civil commitment mechanism, when responding to those with dementia in crisis who need
temporary relocation. This has typically resulted in placement to an inpatient psychiatric
setting. A 2012 Wisconsin Supreme Court decision in the case of Helen E.F., however, raised
questions about whether individuals with dementia, without co-existing mental health
diagnoses, are proper subjects for this type of a response. The majority of people with
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dementia committed under ch.51 are subsequently found to be proper subjects for
guardianship and protective placement or services rather than ongoing mental health services
and supports. Yet once a mental health resolution has been applied to someone with dementia
only, transition to a long-term care setting is often difficult due to newly prescribed
medications or the stigma of having been committed to a psychiatric unit.
Crisis intervention programs would benefit from having appropriate tools and training to better
identify, evaluate, and provide crisis response plans for people with dementia who exhibit
violent, aggressive, or other serious, challenging behaviors.
In February 2014, DHS released a Dementia Care System Redesign Plan to address gaps in the
dementia care delivery infrastructure, including crisis services for people with dementia. The
Plan advocated a model for dementia-capable mobile crisis response that focused on treating
people in place, when possible; clarifying roles and responsibilities for crisis response and
stabilization; and addressing the need for appropriate placement options for people with
dementia who are in crisis and who need to be relocated.

County Perceptions of the Crisis Response System and Capability
Two surveys conducted by DHS highlight county perceptions of whether local crisis response
systems are prepared to deal effectively with people with dementia who are in crisis. The first,
in the fall of 2014, collected information from county crisis response administrators about
existing arrangements for county crisis response and the capacity of those systems to respond
appropriately to the behavioral symptoms that may accompany dementia. A total of 51
responses representing 54 counties was received.
The results indicated that counties vary widely in their capacity for crisis response involving
older adults with dementia, and some county crisis units are ill prepared to respond effectively
to people with dementia in crisis. Specifically:
•
•
•
•

50 percent reported that staff do not have access to training specific to dementia.
88 percent do not have tools to screen or assess people in crisis for dementia.
80 percent do not have access to clinicians who specialize in aging or older adults.
68 percent do not have access to facilities to stabilize people with dementia who are in
crisis.

In February 2015, DHS surveyed county adult protective service units to learn how emergency
protective placements (under Wis. Stat. ch. 55) are used for people with dementia who exhibit
challenging behaviors. All 72 counties and the Oneida Tribe responded to this survey. (The
Oneida Tribe was surveyed because it operates its own Adult Protective Services [APS] unit,
whereas other Wisconsin tribes have memoranda of understanding with their county’s APS
units.)
In response to a question about how well the emergency protective placement process is
working for people with dementia who exhibit challenging behaviors, half of the respondents
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indicated that it works well some of the time, and one-fourth indicated that it rarely works well.
Only 33 percent of respondents from counties with a 24/7 mobile crisis team reported that the
mobile crisis response team “usually” responds effectively to situations involving people with
dementia.
Ninety percent of respondents to the second survey reported that they do not have access to
an adequate number of facilities that accept emergency protective placements of people with
dementia. One possible result is that people with dementia who are in crisis may be placed in
settings ill equipped to provide appropriate support. General hospitals, challenged by
wandering or disruptive behaviors, often have difficulty finding a long-term residential facility
willing to accept these individuals when they are ready for discharge, resulting in long hospital
stays. Some individuals have been sedated as a strategy to mitigate their challenging behaviors
until a placement can be found, which further complicates their discharge.

Dementia-Related Crisis Response: Recommendations Based on Grant
Outcomes
The six Dementia Crisis Innovation Grants, which are the subject of this report, were provided
to enable county coalitions to explore ways to identify the strengths and address the
shortcomings in their local crisis response systems. The grant recipients included: ADRC of the
North (serving Ashland, Bayfield, Iron, Price, and Sawyer counties); NCHC (serving Langlade,
Lincoln, and Marathon counties); Dodge County; Kenosha County; La Crosse County; and
Milwaukee County. Over the grant period, all grantees came to appreciate the importance of
prevention activities as a way to help reduce the incidence of dementia-related crisis. Some
projects included efforts to improve awareness of dementia, support caregivers, and help them
to prepare and plan for potential crisis events. Although the success of prevention efforts is
often difficult to verify with data, grantees recognized that prevention could be the best hope
of improving capacity in the future.
Based on the grant outcomes, the following section highlights recommendations for local,
collaborative efforts to improve dementia-related crisis response. More detailed accounts
provided by the grantees of their grant activities, achievements, and lessons learned are
included as an appendix.
1. Gather a broad-based collaborative coalition of individuals interested in improving the
dementia capacity of crisis response and who are willing to invest time in the effort.
Wisconsin counties are statutorily responsible for adult protective services, with specific
roles and responsibilities to ensure the protection of resident adults-at-risk, within the
limits of available resources. There is a great deal of variability in counties’ approaches to
fulfilling those responsibilities.
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Adding to the complexity, county agencies do not control all of the activities that may
transpire during a crisis, and there is no single funding stream to pay for the services
provided to keep a person safe. Counties have limited capacity to control the outcomes of
crisis response when it involves other entities, including law enforcement, corporation
counsel, the courts, guardians ad litem, family and caregivers, residential facilities,
hospitals, and others.
Although involved parties may have differing motivations for their involvement in the crisis
system, all are critical in helping to develop and implement improvements. The community
grants are intended to help partners recognize their collaborative potential and develop
strategies to make positive changes and solutions that require a community effort.
•

Include a variety of stakeholders.
In many Wisconsin counties, coalitions of individuals and agencies have come together
to address issues related to Alzheimer’s disease and other dementias. These local
coalitions commonly focus on caregiver support, raising awareness, fundraising, and
connecting people with resources. In addition, every Wisconsin county is required to
have an interdisciplinary team whose primary focus is elder abuse and neglect.
Most of the counties receiving Innovation Grants were able to expand these alreadyexisting local coalitions to include a broader membership focused on crisis response for
those with dementia. Dementia innovation coalitions reported involvement of staff
from the following partners in their projects:
Project Partners
Adult protective services (APS)
Aging and disability resource centers
(ADRCs)
Alzheimer’s Association
Community-based residential facilities
Emergency medical technicians
Faith communities
Family
Home health care agencies
Hospitals

•

Law enforcement
Legal community
Managed care organizations (MCOs)
Mental health crisis system
Nursing homes
Residential community apartment
complexes
Supportive home care agencies
911/211
Other care providers

Consider various roles.
Coalitions included a variety of stakeholders and each grantee determined how best to
use their coalitions to achieve the goals of the grant. Some conducted community
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training events focused on dementia-related issues to inform the community about the
grant and solicit their involvement. Some grants helped expand existing coalitions or
groups.
Other counties established workgroups of stakeholders to carry out specific tasks, like
assessing training needs and developing a work plan to address those needs; exploring
options for stabilization-in-place; or expanding the number of facilities willing to accept
people in crisis. Regardless of the approach, coalitions were critical to the success of the
grants and helped build sustainable efforts to improve capacity in crisis response to
people with dementia.
2. Conduct a review of the capacity of current dementia resources.
Several grant counties employed the grant as an opportunity to do an in-depth review of
existing dementia resources, update resource directories, and help providers articulate the
services they provide as well as their limitations.
The review offered the opportunity to explore the capability and needs of specific
stakeholders in the crisis response system, and assess their ability and willingness to expand
or improve their dementia capability. For example, grantees found some providers who
were very interested in receiving dementia-specific training. Grantees also found that some
providers misunderstood the roles, responsibilities, and limitations of the dementia crisis
system partners and focused efforts on clarifying those.
3. Evaluate local training needs and develop plans to address.
All of the grant proposals planned on using training as a mechanism to improve response to
those in crisis. Lack of dementia-specific training was a key finding from the 2015 crisis
response survey. Grantees were required to assess their training needs and implement a
strategy designed to address those needs.
Most grantees, in collaboration with their local coalitions, conducted a needs analysis to
identify training gaps and solicit feedback from stakeholders. The remaining grantees
already had a good sense of local training needs, and developed strategies to implement
training efforts with input and assistance from their coalition partners. Relevant trainings
are increasingly available from a variety of sources, and the grantees investigated those that
were most appropriate for their needs. Grantees partnered with other stakeholders to help
provide targeted training to a variety of audiences. Most used a train-the-trainer model for
the sake of cost effectiveness, availability, and sustainability moving forward.
•

Target training audiences.
The grant required participants to track and report training activities in two separate
categories: general training provided to a wide community audience, including families
and caregivers; and specialized training targeted to crisis responders including APS,
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mental health crisis staff, law enforcement, emergency medical technicians (EMTs), and
fire department personnel. Over the grant period, some grantees also developed
training for home health care service providers.
General training was often provided as part of community events meant to raise
awareness of Alzheimer’s disease and related dementias. In some places, these efforts
dovetailed with the ongoing activities of dementia coalitions and the work of dementia
care specialists in ADRCs. Grantees also pursued other opportunities to train caregivers.
In some cases, nursing home and residential caregivers were trained at their facilities,
which fostered consistency among staff in how to respond to residents with challenging
behaviors and defuse situations to minimize the need for outside crisis intervention.
Projects also targeted training to other community partners, including, in one example,
training Uber drivers who were providing transportation for people with dementia.
Dementia training for crisis responders, law enforcement, and emergency medical
services (EMS) more often involved accommodating the unique needs and schedules of
those professions. In some cases, dementia training had to be incorporated into annual
training activities. For example, some counties added a dementia-focused training
module into their crisis intervention training (CIT) for law enforcement. Others found it
necessary to plan numerous training opportunities at different times and locations to
reach intended audiences. All grant counties reported that these trainings were well
received and had a positive impact on response to crisis.
•

Develop role-specific training content.
All trainings provided general information designed to improve a participant’s
understanding of Alzheimer’s disease and related dementias, and how those conditions
can affect an individual’s ability to process information, understand the environment,
and communicate needs. The trainings emphasized “behavior as communication” and
built caregivers’ and responders’ skills for understanding those unable to express their
needs verbally. Training also emphasized the importance of appropriate responses in
preventing the escalation of behaviors and decreasing the need for intervention.
Families and caregivers were trained in proactive planning for a potential crisis.
Comprehensive contingency planning strategies include identifying others in the
individual’s support system who can be called upon to assist; identifying care facility
preferences in case the person with dementia needs to be relocated; and creating life
plans to support individuals to prevent crisis. In addition, family members and caregivers
learned how crisis responders could use the plans as a resource to better understand
the individual’s needs when called upon to respond. Families and caregivers were also
taught physical intervention strategies for the safety of the individual in crisis and others
in the environment.
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Trainings provided information to community audiences about the process of crisis
response and stabilization, including the details of crisis referrals, how they should be
made, and what response could be expected based on their local system configuration.
Trainings introduced the concept of stabilization-in-place as a preferred strategy to
avoid relocation of people in crisis situations, and described the potential adverse
effects of transferring individuals in crisis, such as transfer trauma, increased
disorientation, agitation, and disruption.
Trainings for law enforcement, EMTs, and other crisis responders had many of the same
elements as those provided to the general audiences, with additional skill-building
trainings on how to approach individuals with dementia, assess the situation, and divert
or diffuse crisis. Responders learned about the differences between emergency
detention under ch. 51 (mental health commitment) and emergency placement under
ch. 55 (protective placement), and how those differences can impact response and
outcomes.
4. Explore availability and expand the number of facilities willing to accept people who need
urgent placement.
The 2015 survey about emergency protective placements found that 90 percent of
respondents did not have an adequate number of facilities willing to admit people in crisis.
When this is the case, people with dementia who need to be relocated from their living
environment are often transferred to general hospitals or psychiatric facilities, which may
be far from the individual’s residence. This can create difficulties for individuals and their
families and challenge the resources of the county APS agency, which is typically involved
throughout the crisis process and with eventual long-term placement in an approved
residential setting.
Grantees were expected to conduct a thorough review of available dementia resources,
including access to residential care facilities that are willing and able to accept people in
crisis. In this effort, several of the grantees worked with their local coalitions, nursing
homes, and residential facilities to explore the reluctance and barriers to fulfilling this
critical need.
Grantees identified a number of factors, including a lack of clear protocols for crisis
responders; the need for medical clearance prior to admission; the risk that people with
aggressive behaviors may pose to the safety of residents and staff; associated regulatory
pressures; and the need for contingency options should the placement not work out.
Another significant barrier is facilities’ lack of trust in referral sources and a feeling that
behavioral challenges are sometimes downplayed to facilitate admission.
Some of the grantees were able to successfully address and navigate these issues to the
satisfaction of facilities; others were not. Those who made progress were able to expand
the number of facilities willing to accept people in crisis. To accomplish this, they refined
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protocols and incorporated them into the training module. They created decision trees for
crisis responders and others to use during crisis. Local hospitals agreed to expedite the
screening process to make placement easier, prevent delays, and reduce the burden on law
enforcement and the person in crisis. Facilities were assured of their ability to say no to
potential placements and found that the training provided to their staff helped to increase
the success of placements they did accept.
Over time, the strategies to expand the availability of facilities that were willing to accept
emergency placements paid off for some grantees, and admissions increased over the
duration of the 18-month grant. The project with the most marked success reported that
three individuals were placed during the initial six months of the grant. After their efforts,
they were able to successfully place 18 individuals in their final 12 months. Another county
had two individuals placed during the first six months and eight individuals in the final 12
months. Of course, other factors may have contributed to these changes, but the grantees
felt that the efforts carried out under the grant facilitated these successful outcomes.
Other grantees did not report similar improvements. One county was unable to impact
current practice, in which individuals protectively placed are always admitted to local
hospitals pending transfer to appropriate long-term care facilities. They continue to make
efforts to alter this trend but have yet to find a successful strategy.
5. Create resources to support stabilization-in-place.
County crisis systems consist of two components: crisis response and crisis stabilization.
Crisis response is the immediate response to an urgent, potentially dangerous situation; the
goal is to address immediate safety concerns and to de-escalate the situation until a longer
term plan can be developed and implemented. Crisis response may involve first responders,
such as law enforcement, as well as county mental health crisis teams or adult protective
service units.
Crisis stabilization consists of short-term, intensive actions and services provided following
an immediate crisis; the goal is to avoid moving the person from their current residence
whenever possible. Stabilization services include whatever is necessary and available to
meet the needs of the person in crisis, such as assistance with housing; medical treatment
or medication supervision; linkage and follow-up to long-term treatment providers; and
help accessing resources such as economic support and Medicaid programs, environmental
changes, or other services as needed. The stabilization services needed in a particular
situation depend on the person’s circumstances and available caregiving supports.
Over the past several years, Wisconsin’s mental health crisis response system has
transitioned from a reliance on psychiatric hospitals and institutions to greater utilization of
diversion facilities and other stabilization strategies, which is typically the least restrictive
and least invasive option. This approach has become the preferred and increasingly more
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available response to those in crisis. None-the-less, diversion facilities and other
stabilization services remain insufficient compared to the level of need.
For many with dementia who are in crisis, stabilization-in-place is also the preferred choice.
However, stabilization supports are generally scarce for people with dementia. For that
reason, grant recipients were required to explore the concept of stabilization-in-place as an
available response when appropriate. Several reported some progress in reducing
relocations through stabilization. One project trained a group of providers to act as
supportive independent living staff who would respond to requests for stabilization-in-place
supports. Two other grantees eventually were able to contract with home health agencies
willing to receive dementia training and consider requests based on staff availability. At
least one other grantee was unsuccessful in its attempts to find a stabilization partner.
The challenges of stabilization-in-place are affected by the setting in which the person with
dementia is living. Data collected from grantees showed that, of the 96 individuals
protectively placed during the grant period, 82 percent lived in their own home or the home
of another at the time of the placement. Over 35 percent were living alone. Many of these
individuals were unknown to APS prior to the presenting crisis. Though no data were
collected on the formal or informal supports available at the time of the placement,
sometimes there were none. In other cases, it was the support system itself in crisis, not the
person with dementia.
Providing stabilization-in-place supports for people living in care facilities presented
different challenges. Dementia training for facility staff at times prevented or defused a
crisis but there are complicated issues, such as supervision and client responsibility,
involved with bringing in staff from outside agencies; these could not always be overcome.
Grant-funded stabilization-in-place supports, when available, were shown to be beneficial,
but the lack of ongoing funding for these types of services is a distinct barrier. Partial
funding for crisis stabilization of people with dementia is available through Medicaid for
county programs certified under ch. DHS 34, but it requires a 40 percent local county match.
The burden of a 40 percent match and the intermittent nature of the need for dementiarelated crisis stabilization services make it prohibitive for many counties to add staff or
otherwise ensure that the services are readily available.
Some projects were able to make strides in creating stabilization-in-place options that
worked well for the individuals in crisis. But until some of the identified barriers are more
fully addressed, stabilization-in-place, in lieu of relocation, will continue to be an elusive
option in many places.
6. Find ways to review crisis response results and make adjustments in policy and protocol
as needed.
In order to assure that training and changes in policy and protocol were effective, some of
the grantees incorporated a crisis review process. The after-action review of crisis response
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cases encouraged ongoing quality improvement and thoughtful consistency in crisis
response, promoting positive outcomes. Some focused on crisis situations where things
went wrong, providing an opportunity to debrief and determine whether issues were
unique to that incident, or required additional training or adjustments to policy and
protocol. Some highlighted successful efforts, allowing for celebration and reinforcement of
successful collaboration.
7. Ensure leadership to oversee the initiative.
Four of six grantees planned to have project coordinators to help oversee and facilitate the
grant activities. Of those four, three were unable to secure the services of a project
manager for the term of the grant, creating delays in project activities and requiring
reassignment of those responsibilities to other agency employees. The grantee that was
able to successfully engage a project manager, and the two other grantees that had planned
for current staff to assume project oversight, seemed to make more immediate progress at
the start of their projects, without the delays experienced by others. Although all grantees
were ultimately able to move forward and compensate for initial setbacks, the delays some
grantees experienced highlight the importance of having someone with project
management responsibility designated early on to help organize, plan, and work with the
broad coalition of partners at the start of an initiative like this.

Next Steps
This guide presents recommendations for counties intending to improve their capacity for
dementia-related crisis response, based on the outcomes of a first set of Dementia Crisis
Innovation Grants (now referred to as the “Round One” grants). Due in part to the enthusiastic
efforts of the Round One grant recipients, DHS issued a second set of Dementia Crisis
Innovation Grants (“Round Two” grants) for the period July 1, 2017 through December 31,
2018. An update to this guide will be issued following completion of the Round Two grants.
Sign up to receive updates on this guide and other DHS dementia news on the DHS DementiaCapable Wisconsin website.
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Appendix 1

Round One Dementia-Related Crisis Innovation Grants: Grantee
Summaries
Aging and Disability Resource Center of the North (Ashland, Bayfield, Iron, Price,
and Sawyer Counties)
Description of Grant Activities
The focus of the grant in Ashland, Bayfield, Iron, Price, and Sawyer counties was to provide
consistent dementia crisis training across the five counties served by the ADRC of the North
to the groups charged with responding to people with dementia in crisis, so that there
would be a better understanding of how to work effectively with someone with dementia in
crisis. The training was targeted to the I-Team in each county. An I-Team is a group of
selected professionals from a variety of disciplines who meet regularly to discuss and
provide consultation on specific cases of elder abuse, neglect, or exploitation. An I-Team
generally includes law enforcement and first responders as well as ADRC staff, APS, mental
health and substance abuse providers, hospitals, and others. The Alzheimer’s Association of
Greater Wisconsin Chapter provided the validated dementia crisis response training,
Approaching Alzheimer’s: Make Your Response the Right Response. The in-person training,
which included three sessions over an 18-month period, focused on strategies and
protocols to better assess and triage persons with dementia, and the development of tools
and strategies to meet the needs of persons with dementia in crisis.
Achievements
The ADRC of the North implemented the training in each of the five counties, with some
customization for each locality. All training participants received manuals, assessment tools,
and a decision tree intended to formalize the local response and the process for serving
individuals with dementia who are in crisis. The participants expect the dementia care
specialist and the ADRC of the North staff to be able to provide additional training as
needed or requested, and to be able to consult with crisis service agencies, I-Teams, and
dementia networks. The ADRC of the North is still working on developing residential crisis
options for people with dementia so they can remain in their communities.
Lessons Learned
The ADRC of the North reports that it would have been helpful to have a designated project
manager—they were unsuccessful in hiring someone for this position, so the dementia care
specialist and ADRC director assumed those responsibilities. They reported that additional
follow-up with training participants is critical to ensure that those individuals are able to
implement the knowledge gained through training.
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Adult Protective Services Department of North Central Health Care (NCHC)—
Langlade, Lincoln, and Marathon Counties
Description of Grant Activities
The focus of NCHC’s grant was to increase collaboration between stakeholders in order to
positively impact the approach to crisis care, and to increase the community’s knowledge of
dementia supports by developing best practice approaches and providing guidelines,
assessment tools, and standards to crisis responders and providers. NCHC also planned to
increase knowledge of dementia in order to improve early identification before a crisis
happens. Part of their project was to increase options for crisis services, including
placements and agency response to help stabilize a crisis in the least disruptive fashion.
Achievements
Many tools were developed to assist in improving understanding of dementia, including a
Person Centered Information form, Protective Placement Location Provider form, a best
practice informational tool for better responses to frequent dementia behaviors,
communication tips and tricks, a decision tree for actions during a crisis, and helpful
informational documents on symptoms and behaviors associated with dementia.
Relationships between stakeholders were created, with more collaboration and
communication between agencies. Medical communities are making more referrals to APS,
and outreach efforts continue to happen to ensure engagement and awareness of options.
There have been connections made with providers willing to assist during a crisis, and swing
beds at hospitals have been discussed.
Trainings were developed and continue to happen on an ongoing basis for different
audiences, including first responders, APS and crisis staff, providers and the general
community.
Lessons Learned
Having a readily available system of support, with ongoing trainings, is necessary in order to
overcome the high turnover in staff throughout the crisis care system (e.g., providers, APS,
mental health crisis services, home health agencies). It is important not just to establish
relationships and communication between stakeholders but to maintain them over time.
Stakeholders need to continue to offer training and support to the direct care staff that
work side by side with people who have dementia. There is also a need for an increase in
providers who would be able to assist during a crisis event.
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Dodge County
Description of Grant Activities
Dodge County’s goals for the grant included educating existing county crisis staff and other
involved stakeholders about dementia; creating and training new dementia crisis response
(DC2) teams for rapid response in a dementia-related crisis; increasing community
awareness and public education about dementia, targeting families, caregivers, and
physicians; and tracking work associated with crisis response for persons with dementia.
Various county staff administered different components of the project.
Achievements
Stakeholders worked with Dodge County staff to create two DC2 teams that could be
available 24 hours a day, seven days a week, to assist with dementia-related crises, with a
focus on stabilization-in-place when possible. Memoranda of understanding (MOUs) were
also put in place between the county and several placement facilities for situations where
residential placement is a necessity.
Training was provided to interested stakeholders countywide, including county crisis staff,
first responders, and members of the two DC2 teams. The crisis response workflow was
updated to include dementia crises and was distributed to all crisis responders. A “Person
Centered Information Tool” created by Jefferson County was adapted for use in Dodge
County. The tool is filled out with or for the person with dementia by family or facility-based
caregivers to provide hospital and emergency staff information needed to assist the person
during a difficult time.
With the help of the grant, the county started a Medic Alert + Safe Return program and was
also able to have an employee certified in Music and Memory. In addition, collaborations
were started with 17 local libraries, through which the libraries make dementia resource
binders available to the public. Some libraries now also provide space for holding dementiarelated educational presentations for community members.
Lessons Learned
Dodge County felt it would have been helpful to have a project manager for the grant to
keep activities on target and serve as a single point of contact for stakeholders. As a rural
county, it took longer than expected to build the collaborations and create the DC2teams
than had been expected, but the efforts ultimately succeeded in spite of these challenges.
County staff reported that those engaged with the grant look forward to building on the
relationships forged through the grant opportunity and engaging in additional dementiarelated collaborations.
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Kenosha County
Description of Grant Activities
The focus of Kenosha County’s grant was to improve capacity for dementia crisis response
and stabilization, to secure MOUs for in-home and residential crisis stabilization, and to
have over 40 emergency responders and health care staff complete a 4.5-hour dementiacapable training.
Achievements
A stakeholder group composed of representatives from law enforcement, nursing homes,
assisted living, home health, corporation counsel, APS, crisis, and others was created. This
group developed a Client Safety Plan and Files for Life (large pocket files that contain the
safety plan, power of attorney for health care and medical information).
MOUs were developed with four in-home providers for emergency respite services.
Numerous trainings were held, with attendance of over 200 people comprised of direct care
staff, crisis and APS staff, and emergency responders. Trainings will continue over time and
on-site training will be offered.
Lessons Learned
Because of high turnover rates among direct care workers (e.g., CNAs and personal care
workers), Kenosha County feels that providing such workers with ongoing and continual
training is vital to the community and the aging population within it. The county also noted
the importance of offering regular training to people coming into new positions with law
enforcement, emergency medical providers, and adult crisis staff. As front-line staff, direct
care workers and emergency responders were able to identify better strategies for
interacting with people with dementia in crisis as a result of the training they received.
Turnover among nursing home and assisted living administrators and owners was also
significant, making it difficult to ensure a consistent commitment to the availability of
dementia training for facility staff.
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La Crosse County
Description of Grant Activities
La Crosse County’s grant included a number of components, including recruiting a project
manager to coordinate the grant, analyzing existing community resources, strengthening
coalitions and partnerships with professional stakeholders, assessing the current crisis
response system, developing both a continuum of crisis response option and a community
training plan, implementing the Music and Memory strategies in home settings, and training
law enforcement and first responders in the La Crosse region.
Achievements
Twenty-two different training sessions were held for law enforcement and first responders
in the La Crosse region, with the result that over 250 people were successfully trained to
improve the response to a dementia-related call. Training for mobile crisis staff focused on
responding to dementia crisis calls in collaboration with law enforcement and looking at
alternatives to hospitalization and Chapter 55 detentions for individuals in crisis.
A successful kickoff event for Music & Memory for the community was held at the La Crosse
Public Library. Sixty-three people were in attendance at the ADRC-hosted community event,
where former Governor Martin Schreiber presented a book talk on his caregiving journey
“My Two Elaines: Learning, Coping, and Surviving as an Alzheimer’s Caregiver.”
Tools for first responders were developed, with the purpose of providing information
specific to the individual if they are unable to communicate this information themselves. A
decision tree was designed to help map out options for the responder to take when called
to a situation involving someone with dementia.
Lessons Learned
The hope was to develop several options to provide immediate response such as respite
adult day care or alternative placement rather than hospitalization when a crisis arose.
Meetings occurred with home care agencies and adult day care providers to establish a
process to access services, but the services are not as immediately available as hoped. The
importance of having community stakeholders involved in the planning phase of training
was also discovered at the beginning of the grant period.
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Milwaukee County
Description of Grant Activities
The focus of Milwaukee County’s grant was to create a process for crisis stabilization for
people with dementia. This included establishing partner teams, behavioral supports,
prevention efforts, and a crisis response plan with the goal of “in-place stabilization.” They
also focused on expanding the local coalition with additional community partners, family
caregivers, MCOs, and acute care providers.
Achievements
Supported independent living (SIL) teams were developed to work in the homes of older
adults with dementia who are in crisis to provide stabilization “in place.” Free training was
provided to emergency protective placement (EPP) partners, including hospital staff, crisis
staff, and residential facilities. Additional expertise and stronger relationships were
developed, and the local coalition was expanded with additional community partners,
family caregivers, MCOs and acute care providers.
There were a number of other successes as well, including a reduction in the number of
EPPs and enhanced expertise of the EPP partners to stabilize-in-place clients with
challenging behaviors, thereby reducing unnecessary placements and institutionalizations.
The exposure that resulted from the grant provided a needed boost to help energize the
EPP coalition to continue working towards building a crisis system that supports individuals
with dementia in place. This includes limiting moves, maximizing resources, and getting the
support and care people need, when they need it.
Lessons Learned
There are still a number of hurdles to overcome. Caregivers and other stakeholders want
more training, but resources are limited for their staff to attend trainings. Efforts need to
continue in order to develop 24/7 mobile response capacity for people with dementia, and
to add sustainable resources and training that support community partners and caregivers.
It was discovered that the difficulties faced by hospitals when discharging people with
dementia who cannot return to their place of residence, which results in longer than
necessary hospital stays, need to be acknowledged and addressed. Finally, there is a need
for discretionary funds for client stabilization (e.g., transportation, short-term medications,
durable medical supplies, moving and clean-up costs, housing expenses), and a need to
provide continued ongoing dementia training to first responders.
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Appendix 2

Sample Tools and Other Materials Used by Crisis Innovation Grantees
Round One Dementia-Related Crisis Innovation grantees developed and used a variety of tools
and resources as part of their work to improve crisis response for individuals with Alzheimer’s
disease and other dementias. Some grantees have made their grant-related materials available
to the Department of Health Services (DHS). This appendix includes those materials available to
DHS staff at the time this report was prepared; the materials here do not represent an
exhaustive inventory of all materials developed by Round One grantees. Included here are the
following documents:
Grantee
ADRC of the North
Dodge County
Dodge County
Dodge County
Kenosha County
Kenosha County
Kenosha County
La Crosse County
La Crosse County
La Crosse County
La Crosse County
La Crosse County
La Crosse County

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Document
Sample Dementia Capable Crisis Response Decision Tree
Dementia-Related Crisis Team Response Flow Chart
Dementia Crisis Response Person-Centered Information Tool
Instructions for Person-Centered Information Tool
Client Safety Plan
Helpful Dementia Information for First Responders
MOU for Urgent In-Home Respite
Benefits of Personalized Music
Music and Memory
Music and Memory Playlist Questionnaire
Dementia-Capable Crisis Response Decision Tree
Dementia Training—First Responder Evaluation Form
Person-Centered Information for First Responders
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1. Sample Dementia-Capable Crisis Response Decision Tree (ADRC-N)
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2. Dementia-Related Crisis Team Response Flow Chart (Dodge County)
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3. Dementia Crisis Response Person-Centered Information Tool (Dodge
County)
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4. Instructions for Person-Centered Information Tool (Dodge County)
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5. Client Safety Plan (Kenosha County)
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6. Helpful Dementia Information for Responders (Kenosha County)
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7. MOU for Urgent In-Home Respite (Kenosha County)
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8. Benefits of Personalized Music (La Crosse County)
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9. Music and Memory (La Crosse County)
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10.Music and Memory Playlist Questionnaire (La Crosse County)
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11.Dementia-Capable Crisis Response Decision Tree (La Crosse County)

36 | P a g e

12.First Responder Dementia Training Evaluation Form (La Crosse County)
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13.Person-Centered Information for First Responders (La Crosse County)
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