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Focus on Dementia at the ihub

As a result of the COVID-19 pandemic, the Focus on Dementia programmes of work were hibernated and a number of Focus on 
Dementia team members were redeployed. We had team members supporting the Alzheimer Scotland’s phone line and the roll out 
of Near Me. The team is now back together and have been looking at what we are going to do going forward.

We are going to continue our core offers around post-diagnostic support, care co-ordination, and dementia in hospitals.

To support this work we want to develop a learning system around all of these offers that allows for people to come together, share 
ideas and support spread at pace. This learning system will be centred on:

Hosting 
webinars

Producing 
evidence 
summaries

Producing 
case 
studies

Supporting 
networks

What do we know about care-coordination?

Care coordination means different things at different levels.

Micro (or 
clinical) level

In the relationship between the person receiving care, 
their family and individual care practitioners (such as a 
dementia care coordinator)

Meso level Within and between professions

Organizationally, such as through co-location of 
services, single integrated point of access

Macro level Elements of the health and care system should work in 
coordination to enable a holistic response to a person’s 
health and social care needs at any one time.

Functional
integration 
(across and 
between 
levels)

Financial, management and information systems, 
technology enabled care (TEC)

Values-based integration: guiding values, such as 
person-centred care, inclusivity etc.

Practices associated with good care 
coordination (reference)

• Continuity with a primary care professional
• Collaborative planning of care and shared 

decision-making
• Case management for people with complex 

needs
• Collocated services or a single point of 

access
• Transitional or intermediate care
• Comprehensive care along the entire 

pathway
• Technology to support continuity and care 

coordination
• Building workforce capability in delivering 

continuity and care coordination

Further reading

Key benefits of dementia care co-ordination

Stakeholders’ perspectives on the key 
components of community-based interventions 
coordinating care in dementia: a qualitative 
systematic review
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https://ihub.scot/media/7413/20201001-summary-key-benefits-of-dementia-care-coord-v11.pdf
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-017-2725-y


Example

The Midlothian 
Approach: A model of 
care co-ordination to 
support people with 
dementia and their 
families & carers

Healthcare Improvement 
Scotland worked with Midlothian 
HSCP to analyse their care-
coordination approach.  

You can find out more about this 
work on the Improvement Hub 
website

The approach

Midlothian HSCP has a dedicated, co-located dementia team which has a single 
point of access. The co-ordination relationship commences as soon as the 
person with dementia is referred to and accepted by the team (which requires 
a suspected and/or confirmed diagnosis of dementia) and lasts until end of life. 
The partnership was identified as an exemplar site in the 2016 independent 
evaluation of the Alzheimer Scotland 8 Pillars Model because of the co-
ordinated approach of their integrated dementia team. 

Qualitative analysis

Evidence shows the prevalence of key conditions at different 
levels within Midlothian that point to the success of the 
approach.

Macro/Organisational Level
• Dementia is seen as a key priority
• Inclusive & integrated approach to the commissioning, 

planning and delivery of services
• The needs of carers are also prioritised
• Keeping people at home is seen as the default

Meso/Service Level
• Single point of access - easy to self-refer
• Robust administration to support communication
• Good working relationships across teams & agencies
• Co-location
• Weekly team meeting
• Culture of continuous improvement

Micro/Individual Level
• Independence and quality of life are prioritised
• The needs of carers are actively addressed
• Support is sustained and responsive
• The team acts as co-ordinator - close to the person’s story

Quantitative analysis

Data shows the success and benefits of the Midlothian care 
coordination model.

The full report, executive summary and evidence summary can 
be found here.  
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https://ihub.scot/improvement-programmes/focus-on-dementia/integrated-care/care-co-ordination-in-midlothian-report/
https://ihub.scot/improvement-programmes/focus-on-dementia/integrated-care/care-co-ordination-in-midlothian-report/


Example

Dementia Care Co-
ordination in 
Inverclyde

Care co-ordination work in 
Inverclyde aims to improve 
support for people with 
dementia from diagnosis to end 
of life care. The emphasis is on 
supporting people to stay well at 
home or in a homely setting for 
as long as possible.

Aims of the approach:

• Take a whole systems and pathway approach from 
diagnosis to end of life

• Improve care co-ordination for people with dementia and 
their carers

• Develop/evaluate a model of effective care co-ordination 
for people with dementia and their carers 

• Share learning across NHS GG&C, Scotland and wider

Key elements of the approach

• Understanding the current system

• Breaking the pathway down into stages

• Developing action plans around key areas for improvement 
– based on the stages of the pathway and support systems

Key 
Programme 
Learning

Areas of focus

• Dementia register/understanding population 

• Post-diagnostic Support

• Learning Disabilities

• Single Point of Access through Access First

• GP practices – Dementia Friendly GP practices/eFrailty

• Technology

• AHP Contribution

• Home and Housing

General Themes

• Support for carers

• Quicker access to PDS/diagnosis 

• Access to rehab/reablement/the contribution of AHPs

• The role of GPs/Primary Care

• Dementia Friendly Community/culture “Hub” approach

• Single point contact

• Care management approach

• Housing/Sheltered housing 

Being clear about 
project roles and 
responsibilities

Meaningful stakeholder 
engagement e.g. 

stakeholder event

Operational and 
Steering Group

Truly integrated 
approach 

Having a “Lead” that is 
able to make strategic 

decisions
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Critical Success 
Factors – Self 
assessment tool

Focus on have Dementia 
identified 12 ‘Critical Success 
Factors’ in developing a care 
co-ordination approach.

These have also been 
developed as a self-
assessment tool.

Using the self-assessment

We want to encourage teams and partnerships to use this self assessment tool. 
It can be used to identify where you are doing well and what can be improved.

So far two areas, Edinburgh City and NHS Lanarkshire agreed to use this. 

Please get in touch if you are interested in this opportunity

The Critical Success Factors

Through our work with Midlothian, the team identified that 
there were 12 factors that were present within their approach 
that contributed to its success. 
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Critical Success 
Factors - discussion

Healthcare Improvement 
Scotland have identified 12 
‘Critical Success Factors’ in 
developing a care co-ordination 
approach.

1. Single point of access
2. Promoting independence 

and quality of life
3. Need of carers
4. Self-referral when things 

change
5. Weekly team meetings
6. Roles and contribution 

valued
7. Enhanced dementia 

knowledge and skills
8. Use of quality 

improvement
9. Two way flow of 

information at all levels
10. Third sector contributions
11. Leadership at all levels
12. Care co-ordination at all 

levels

What is working well in your area in terms of the 12 
critical success factors?

Single Point of Access

• A number of areas are having positive experiences 
with developing a single point of access

• Having one telephone number was said to reduce 
confusion and anxiety in people trying to access 
services

• Single points of access across teams is supported by 
the experiences and skill levels within teams

Enhanced dementia knowledge and skills

• Promoting excellence across dementia services has 
supported the upskilling of staff

• It is promising to see how these staff member have 
enhanced their knowledge

Sense of urgency/buy-in

• There is a sense of urgency that is bringing people 
together as a result of COVID

• People are aware that people with dementia’s quality 
of life is not as good as it was which is galvanising 
people to start making changes.

What are the opportunities to improve care co-
ordination in your area?

Co-location of services

• It was felt that co-location of services can support the 
communication across teams

• Co-locating services could support better planning 
and coordination by bringing together, physically, all 
the elements of good care along the pathway

Alignment across areas

• Different practices across HSCPs within one Health 
Board make it challenging to develop coordinated 
approaches

• There are few opportunities to share practices across 
localities, even where there is good practice 
happening

• There were examples of different arrangements 
between localities around who is seen by Alzheimer 
Scotland Link workers or Social Work services – there 
is an opportunity to rationalise these 

Engagement

• More engagement with stakeholders, including real-
time feedback could support improvements

• Having a better understanding of how people 
experiences services can support better design of our 
pathways

Join the Care Co-ordination Knowledge Exchange

For anyone with an interest in care co-ordination for 
people living with dementia and their carers

Contact the Focus on Dementia team who will send 
you an invitation to join:

The Knowledge Exchange is hosted on the Knowledge Hub 
and  provides a forum for:

• group discussion
• sharing of resources, tools and guidelines
• sharing progress on the learning from the National 

Dementia Care Co-ordination for People with Dementia 
Programme
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