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Background 

• Scotland’s National Dementia Strategy (2017) committed to deliver a more flexible, 
co-ordinated, person-centred approach to supporting people with dementia from 
diagnosis to end of life, building on the existing 1-year guaranteed post diagnostic 
support (PDS). 

• Published data in Scotland is not yet available for 2019 onwards; however the impacts 
of COVID are clearly significant including cessation of diagnosis in most areas for several 
months; reluctance for people to come forward with concerns about memory or 
cognition; and now, long waits for diagnosis. 

• Around 60% of people newly diagnosed with dementia and referred for PDS are aged 
80+.

• Multiple needs and interaction with multiple services and supports means co-ordination 
of care is critical to avoid negative outcomes.



Care co-ordination 

“a proactive approach to bringing together care professionals and 
providers to meet the needs of service users to ensure that they receive 

integrated, person-focused care across various settings”(WHO).

• High continuity means 13% fewer hospital admissions
• High continuity means 27% fewer visits to an emergency department
• Coordinated home-based primary care results in 17% lower medical costs
• 63% Patients who value seeing someone they know and trust 
• 75% Patients value seeing their usual primary care provider  
• Case management /advanced care planning at end of life – Death usual place of 

care, increased satisfaction, decreased emotional distress

https://ihub.scot/media/7413/20201001-summary-key-benefits-of-dementia-care-coord-v11.pdf

https://ihub.scot/media/7413/20201001-summary-key-benefits-of-dementia-care-coord-v11.pdf


Midlothian - a Scottish example 

• People with dementia have support needs which result in higher health and social care 
resource use than people without dementia.

• However, the overall resource costs for people with dementia in Midlothian are significantly 
lower than in other Health and Social Care Partnerships in the NHS Lothian area.

• The Midlothian bed day rate (acute) for people with dementia following unplanned admission, 
was 8.7 per person, significantly lower than the rate, 12.2 per person, across the other Lothian 
partnerships. This represents not only a significant cost saving, but also a reduction in the risks 
to people from unnecessary time spent in hospital.

• People with dementia in Midlothian are significantly less likely to die in hospital compared to 
those in other Lothian areas.

• Data analysis suggests that a higher proportion of people with dementia are diagnosed and 
identified in Midlothian, compared to other HSCPs in the NHS Lothian area.



12 Critical Success Factors self assessment  



Care Co-ordination in the Community 

June 2019 – March 2022

Taking on a whole systems and pathway approach from diagnosis to end of 
life, by March 2022, we shall:

• 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, and
• Share learning across GGC, Scotland and wider.

Test site: Inverclyde Health and Social Care Partnership, Scotland 





Staying in touch 

Visit our webpage

https://ihub.scot/improvement-programmes/focus-on-
dementia/care-co-ordination/

Get involved on Twitter: @focusondementia or use hashtag 
#Focusoncoordination

Email us: His.focusondementia@nhs.scot

https://ihub.scot/improvement-programmes/focus-on-dementia/care-co-ordination/
mailto:His.focusondementia@nhs.scot

