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Dementia care in Australia

• Has an important impact on quality of life, symptom 
progression, mortality

• Monitoring the quality of care is difficult:
• Variety of contexts, many health professionals
• Lack of transparency
• Many people with dementia are not diagnosed until 

they reach aged care

• How can routinely-collected linked data contribute to 
monitoring of care quality and safety?



Routinely collected data
• Vast data are collected and held by the Australian Institute of Health and Welfare & elsewhere

• Can contribute to dementia care monitoring

• Data sources include:

• Assessments for aged care eligibility (RAS, ACAT)

• Assessments for residential aged care funding (ACFI)

• Health service use (Medicare)

• Pharmaceutical use (PBS)

• Date, cause of death (National Death Index)

• Hospitalisations and emergency department presentations

• Centrelink, Vaccination register, corrections, ?NDIS, etc.



Registry of Senior Australians



Dementia in ROSA
• People with dementia can be identified via 

ACAT, ACFI and pharmaceutical data

• ~47% of estimated incident cases per year

• ~40% of estimated prevalent cases



ROSA Outcome Monitoring System
• A monitoring and benchmarking system for 

aged care

• 12 quality and safety indicators (so far), e.g.:

• Falls

• Chronic opioid use

• Weight loss and malnutrition

• Allows us to track quality and safety 
performance over time and across geographic 
regions

• Aged care providers can learn of their performance relative to their peers, direct 
resources to improve



An example
• Retrospective cohort / cross-sectional study

• Linked aged care, pharmaceutical, 
hospitalisation, Medicare, National Death 
Index Data 

• All non-Indigenous Australians aged 65+ 
years who accessed aged care in 2011-2016



Clinical quality indicators for dementia

Cholinesterase inhibitor and 
memantine use

High sedative load

Dementia and delirium-related 
hospitalisations

Why?
Commonly used despite series side effects and 

limited efficacy

Trial recommended for all people with 
Alzheimer’s disease

People with dementia are highly susceptible to 
adverse drug events

Can indicate preventable complications

Antipsychotic medication use



Cohort ẋ (SD) or n (%)
ARIA+ region

Major city 245,089 (65.6)
Inner regional 78,320 (21.0)
Outer regional 37,378 (10.0)

Remote 4074 (1.1)
Very remote 1307 (0.4)

Socio-economic status
Most Disadvantaged -1 61,573 (16.5)

2 63,830 (17.1)
3 65,613 (17.6)
4 70,050 (18.8)

Least Disadvantaged- 5 105,029 (28.1)

Total sample = 373,695

ẋ (SD) or n (%)
Age at first dementia identification 
(in assessment data)

84.1 (6.9)

Female 235,703 (63.1)
Born outside Australia 123,009 (32.9)
Primary language other than English 42,779 (11.5)
Days of follow up (median, IQR) 688 (282-1300)
State

Australian Capital Territory 4114 (1.1)
New South Wales 127,830 (34.2)
Northern Territory 780 (0.2)

Queensland 63,986 (17.1)
South Australia 34,252 (9.2)

Tasmania 9379 (2.5)
Victoria 92,911 (24.9)

Western Australia 35,689 (9.6)



Trends over time
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Trends over time
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Variation in quality

Antipsychotic medication use High sedative medication load

Blue dot = local 
area

Average

Tightly bunched = similar 
performance everywhere

Number of people with 
dementia in the area

% dispensed an 
antipsychotic



Variation in quality

Cholinesterase inhibitor / memantine use Hospitalisations

Sparsely bunched = large 
variation in performance



Other indicators
Potentially preventable 

complication
Falls-related 

hospitalisations

Why?
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Unadjusted fall rates between July 2011 - June 2016 

Fall Rate 95% Wilson CI 99.8% Wilson CI

Fall 
hospitalisations

95% confidence 
intervals

Crude IRR 1.059 1.022-1.097
Adjusted IRR 1.052 1.053-1.062



Other indicators
Potentially preventable 

complication
Unplanned hospital 

admissions

Why?

Unplanned hospital 
admissions

95% confidence 
intervals

Crude IRR 0.983 0.946-1.023

Adjusted IRR 0.986 0.980-0.992
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Crude_perc 95% Wilson CI 99.8% Wilson CI



Other indicators
Associated with higher 

quality care
Geriatric medicine 

attendance

Why?

Geriatric medicine 
attendance

95% confidence 
intervals

Crude IRR 1.13 1.08-1.18
Adjusted IRR 1.12 1.10-1.14
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Limitations
• Only aged care users and those diagnosed with dementia monitored 

here

• Cohort entry at aged care assessment - often later in disease path

• Unable to stratify by dementia type

• No information re medication indication, hospitalisation details

• Timely linkage updates required

• De-identification limits intervention

• No Aboriginal or Torres Strait Islanders (working on it)



Implications
• Care quality on these indicators did not meaningfully change over our 

time period

• New organisational, policy, regulatory measures required

• Data linkage can facilitate care quality and safety monitoring at a 
national level, without additional data collection

• Transparency can help to target 
interventions to where they are 
needed most



Working together with 
ADNeT

• The Australian Dementia Network Clinical Quality 
Registry began operations in 2020

• Linked registry, enrolment at diagnosis (memory 
clinics, private specialist clinics, etc)

• Facilitates monitoring of early (and ongoing) 
clinical care, access to trials



Working together with 
ADNeT

• Linking ADNeT and ROSA can facilitate care 
monitoring from diagnosis to death 

• Less data collection burden

• Captures people who are not formally diagnosed 
until aged care assessment

• Individual facilities / providers can benchmark 
themselves and direct quality improvement efforts



Thank you!
ROSA:

• SA Government-Premier’s Research and Industry Fund 

(2017-2021)

• Medical Research Future Fund (2018-2022)

• The Hospital Research Foundation (2020-2022)

ADNeT:

• National Health and Medical Research Council National 

Institute for Dementia Research (2018-2023)

Contact:
Monica.cations@flinders.edu.au

08 8201 3059

Co-authors
A/Prof Maria Inacio
Ms Catherine Lang
Dr Stephanie Ward
A/Prof Gill Caughey
Prof Maria Crotty
A/Prof Craig Whitehead
Prof Susannah Ahern
Dr John Maddison
Ms Tracy Air

mailto:Monica.cations@flinders.edu.au

	Using routinely collected data to monitor dementia care quality and safety
	Dementia care in Australia
	Routinely collected data
	Registry of Senior Australians
	Dementia in ROSA
	ROSA Outcome Monitoring System
	An example
	Clinical quality indicators for dementia
	Cohort
	Trends over time
	Trends over time
	Variation in quality
	Variation in quality
	Other indicators
	Other indicators
	Other indicators
	Limitations
	Implications
	Working together with ADNeT
	Working together with ADNeT
	Thank you!

