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INTRODUCTION 

There is increasing emphasis placed on timely diagnosis, as a result of an aging population 

and the resultant rise in dementia and associated costs of care but also the perceived benefits 

of early intervention
1
.   

Early diagnosis has both medical and practical advantages for optimising life options
2
. From 

a medical standpoint, many pharmaceutical interventions are only suitable for patients with a 

sufficiently early diagnosis.  In addition, a small number of people seeking advice following 

cognitive decline are found to have alternative disorders, and may experience a reversal of 

their cognitive impairment following treatment.  

Early diagnosis offers patients and their families more time to plan for future care and to 

prepare for the financial and legal ramifications of the illness
2
.  Family members can be better 

prepared for the possibility of personality changes and behavioural disturbances often 

exhibited by persons with Alzheimer’s disease and other dementias, and obtain referrals for 

support services.  There is some evidence that early recognition and active intervention at an 

early stage of the disease delays the subsequent need for nursing home care and reduces the 

risk of misdiagnosis and inappropriate management
3
.  In addition, early diagnosis allows 

patients and their families the opportunity to proactively address safety issues that are likely 

to become apparent as the illness progresses which has both personal and societal benefits. 

For example, the issue of when to cease driving will need to be addressed as individuals with 

dementia have twice the rate of car collisions compared to individuals without dementia.  

The translation of research findings into clinical practice remains a key issue
4
.  ‘While the 

diagnosis of dementia is made on the basis of a clinical examination and a definitive 

diagnostic tools does not currently exist, there are nevertheless a number of clinical tools that 

are useful in making the diagnosis and in discriminating between different subtypes of 

dementia’
5
 .  Specialist resources, such as memory clinics and specialist input, have been 

identified as fundamental in supporting GPs in the diagnostic process
6
.  Patients in rural or 

remote communities, particularly Aboriginal or Torres Strait Islanders, are particularly 

disadvantaged
7, 8

.  Activities which remove the challenge of distance (particularly to 

specialist memory clinics or access to specialists) will be significantly beneficial.   

Once the initial hurdle for patients and their families of distinguishing that cognitive loss is 

more than what is experienced as a part of normal aging, people with dementia or their carers 

can often wait up to 5 years before receiving a definitive explanation regarding their memory 



loss
2
.  At present, the recognised lag time from when a patient (or family member) first seeks 

explanatory assistance and the provision of a differential diagnosis
2
 is often the result of 

limited access in the next step of the diagnostic process.  Previous work has recommended 

community education regarding dementia to promote early/timely diagnosis and increasing 

workforce capability to meet the likely increase in demand for services as a result of this 

education
9
.  Inextricably linked to workforce issues, is the need to increase the access or 

efficiency of the existing workforce to reduce the time delay from first presentation to 

diagnosis.  

General Practitioners (GPs), also known as Primary Care Practitioners (PCPs), are recognised 

as the gatekeepers between health service provision and patients
10, 11

.  Effective primary care 

for community-based dementia patients is facilitated by early detection and diagnosis, as well 

as ongoing assessment and management of the patient’s physical, psychological and social 

needs
6
.  This is a complex role given the age range of patients (neo-natal to geriatric) and the 

variety in illness presentations (some diseases are more common than others).  For many 

GPs, other than those specialising in supporting patients in aged care facilities, older people 

make up a small sub-set of their clientele and an even smaller proportion may have signs of 

cognitive impairment.  The slow onset of dementia makes detecting the transition between 

normal aging and the onset of dementia challenging
5
.   Research has shown that GPs often 

miss the initial signs of cognitive impairment and that there are lengthy delays to diagnosis.  

In addition, GPs have challenging barriers to overcome in relation to their role in the 

diagnostic process (such as, missing the presence of cognitive impairment due to familiarity 

with the patient, patient as customer, sensitivity to the reception of a diagnosis by the patient, 

challenging time constraints due to a heavy workload)
12

.   

International health policy supports timely diagnosis of dementia. The current debate is 

focused on the implementation of health strategies which deal with the challenge of balancing 

the role of general practice and specialist clinics.  There is recognition that physicians in all 

specialities are in limited supply and that efficient models of service are required. It is 

important to move away from the historical rhetoric that ‘more education for GPs (or PCPs)’ 

is the only solution to improving diagnostic services. We require a more sophisticated 

consideration of implementation strategies
1
.  In doing so, we need to proceed with caution, as 

there are political and funding challenges associated with working outside of traditional 

clinical silos
13

.  In the consideration of models of service, recognition should be given to 

those who have tried to incorporate practice that operates beyond the boundaries of a single 



entity to increase efficiency and to create a seamless experience for the patient and their 

family.  

The aim of this scoping review is to identify models of service described in the published 

literature which focus on improving access to a dementia diagnostic process (usually formal 

assessment by a specialist or general practitioner).  

METHOD 

For the purpose of this review, a model of service was defined as a description of an activity 

which was designed to provide dementia diagnostic services and was an active health care 

service at the time of publication.  Papers were excluded if they described a service model 

that was still in the planning stages or that was hypothetical in nature.  

Computerised literature searches were performed using the Medline, Pubmed, Cinahl, Health 

Source: Nursing Academic Edition databases using key search terms (Table 1). The search 

was completed in November 2013.  Papers were excluded if they weren’t published in 

English as translating services were not available, and a date limiter of 1990 was used based 

on the premise of identifying recent innovations in models of service for improving access for 

the purposes of diagnosis of dementia.  

Reference lists were reviewed and hand search of relevant web sites was carried out.  Papers 

were excluded if the focus was on the development or testing of a diagnostic tool (like a 

standardised assessment tool) or on the management of dementia (Table 2). Review papers 

were also excluded, but relevant papers in the reference lists were considered for inclusion. 

The inclusion criteria was applied independently at two levels (abstract and full paper) by two 

reviewers (MMK, AS) and any uncertainty was resolved by consensus. The paper retrieval 

was finalised in February 2014.  

RESULTS 

The database search produced a total of 188 papers after 2 duplicates were removed. Ninety-

seven papers were removed at title level and a further 57 at abstract level. A total of 76 

papers were screened at full-text which included 42 papers from the hand search. The full-

text review resulted in 58 papers being excluded, leaving 18 papers in the final review 

(Figure 1).   Where possible, an attempt was made to contact the authors to identify any 

additional information that would help to clarify our understanding of existing service 

models.  An opportunity was also provided for authors to refer us to other services or 



publications that may be relevant (this resulted in an increased number of ‘hand search’ 

papers).  

Eleven papers (n=11/18, 61%) described service models in the United Kingdom (UK). Five
14-

18
 were recent responses to the 2009 National Dementia Strategy for England (NDS).  The 

National Dementia Strategy was published in February 2009
19

.  The primary goals of the 

strategy were to: raise awareness, facilitate assessment, and improve services.  The NDS does 

encourage referral to Memory Clinics (secondary care) as a support for more timely 

diagnosis, and this is reflected in the publication of service models, but there are two papers
16

 

14
 which highlight the potential problems with this approach and suggest that primary care 

should not be dismissed too easily from the opportunity as a point of contact to contribute to 

timely diagnosis.  Of the remaining papers, three were from the United States, three Canadian 

papers, and one from the Netherlands (Table 3).   

 The majority of papers could be divided into two categories; those that focused their 

attention on Memory clinics, and those that focused on primary care. Eleven papers report 

service models implemented in memory clinics. Six papers addressed primary care. Uniquely, 

one paper
18

 addressed the implementation of the National Dementia Strategy for England 

(NDS) at a community level and was aimed at developing a partnership with minority ethnic 

and refugee communities to establish effective engagement at a community level as they 

worked to develop appropriate services.   

Following consideration of all the service models, two approaches to reducing delays to the 

diagnosis of dementia were identified: enhancing the delivery of a service model; or 

improving patient access.  A common strategy for enhancing service delivery included 

increasing referral options to memory clinics, rather than the traditional model of referral via 

primary care doctor (or general practitioner) some clinics were accepting self- or family- 

referrals
20

,  or referrals from any health care worker (regardless of speciality or training)
21

.  

Additional training and education for nurses and doctors, specifically directed at primary care 

was a oft repeated strategy
22-24

 and is not new.  One paper described a service developed in 

Bridgend England, to integrate the memory assessment service into a one-stop referral point 

where people could be referred onto centre in the district with short waiting lists
25

.  Finally, 

additional resources were made available to establish new memory clinics
26, 27

, and as a result 

employ more staff (this does have it’s limitations as a strategy as human and financial 

resources have limitations), or to establish new roles within existing  clinics (primary care
25

 

or memory clinics
28

).  



In an effort to improve the diagnostic experience for the patient, with less of a focus on the 

efficiencies for the clinical team, some common approaches to improving patient access were 

identified.  Home visits were well documented as an option in England
14, 15, 21

, which may be 

a result of the short distances required to visit a large number of people. In countries such as 

Australia and Canada such an approach would be more challenging.  It was felt that a home 

visit helped to reduce stigma associated with attending a memory clinic, may minimise stress 

and keep the financial cost of a visit to a minimum. Lee
24

 also described approaches to 

minimise patient refusal to follow up on a referral to attend a memory clinic appointment, 

such as improving the trust relationship with the GP.  Telehealth was also seen as an option 

for improving patient access, using video conferencing for diagnosing dementia
29

.  One 

service utilised telehealth as an integrated service with a standard memory clinic
30, 31

.  

A summary of the individual models of service, or approach (development of a brochure for 

use in a service) are described in Table 4.  

DISCUSSION 

Diagnosis of dementia can mean a range of things to different people. Does it mean testing at 

the level of individual genes, risk assessment at a community level, or early screening as 

people reach a certain age? It can mean all of these things, but the approach taken in this 

scoping review was to focus on the time when an individual or their family and friends have 

identified that there is a problem with memory, and some help is being sought to explain 

those memory problems. While a cure for dementia may be some time away, there is 

consensus that system based delays or stigma associated with dementia should not be the 

reason for avoiding receiving the help that is being sought in relation to diagnosis.  Patients 

have indicated that the area of ‘diagnosis’ is where the need for improvement is most 

crucial
32

.  

International frameworks share some common themes, including a call to promote 

early/timely diagnosis, increasing the workforce to support a demand for extra services, and 

public education to encourage people to seek a professional response to problems they may 

be having with their memory
9
.  The services that have been implemented and described in 

this review are reflected this priority. There has been an increase in clinics, and staff (both at 

memory clinics and primary care), additional training for staff in varying roles, a small 

amount of reported work in relation to community engagement prior to implementing new 

services.  



Memory clinics have long been a traditional form of specialised assessment for cognitive 

problems. In the Netherlands, the memory clinics have moved away from the tertiary 

teaching hospitals and as a result have been able to build collaboration with regional care 

organisations
26

.  These memory clinics tend to have a traditional approach to cognitive 

assessment where a referral is required prior to visiting the clinic, and the assessment is 

completed independently by two specialists.  The approached has relied on increasing the 

number of clinics rather than modifying the service model. This has limitations in relation to 

human and financial resources.  

As previously mentioned, the response as a result of the NDS as lead to several innovative 

approaches to improving efficiency and access to diagnostic services. The Service model 

developed at the Croydon Memory Service involves a generic clinical team
21

. Each member 

receives the same training and all work independently, visiting patients in their own homes 

and providing a complete assessment at the one home visit. This has increased efficiencies, 

particularly if the case is straightforward, but does not deal the issues of complexity or travel 

distance. In countries such as Australia and Canada, any regular home visit model would be 

inefficient to implement. The challenges of complexity could be overcome by referring 

patients back to the memory clinic for additional assessment if the first assessment was 

inconclusive. No information was provided on the number of occasions that this was the 

result, as the earlier people are referred for diagnosis, the more challenging the diagnosis is as 

the cognitive decline is less pronounced
29

.   

Very little was identified in relation to training and education but this is more the result of the 

scope of the study then the availability of the evidence. The examples have been retained 

because they were specific changes to a model of service to improve timeliness to diagnosis. 

One example was the development of clear guidelines about assessment of dementia in a 

professional journal – aimed at reaching people working in the health service and 

encouraging grass roots change
22

.   It is possible that this approach provides excellent support 

for other strategies for change, but would be very difficult as a single strategy to sustain 

change over time.  The second strategy was the development of a pocket book that was 

distributed by an organisation and had organisation wide support with a strategic 

implementation plan
23

. This approach is more likely to result in changes to practice.  

  



CONCLUSION 

There is agreement that the diagnostic process is challenging.  There are different approaches 

to improving both the skills of clinicians making the diagnosis, and to improving the access 

to services for people who need the diagnosis.  This includes additional training, additional 

staff, support for staff in primary care, improved access to memory clinics by bringing 

specialist staff to primary care or opening more memory clinics in a wider geographical area.  

Many of the strategies still require the input of significant financial or human resources.  

Additional consideration of the ongoing evaluation of the effectiveness of the implemented 

service models would help in identifying which models assist in improving access to 

diagnostic services, but a combination of improved skills of clinicians who are within easy 

access of older people requiring this level of diagnostic service, removal of barriers to referral 

and reduction of waiting times are key elements.   
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Table 1 Search Terms 

Step in 

Search 

Strategy 

Search Term 

1 MESH TERMS: Dementia; Frontotemporal Dementia; Dementia, Multi-

Infarct; Dementia, Vascular; AIDS Dementia Complex; Alzheimer Disease; 

Delirium, Dementia, Amnestic, Cognitive Disorders; Rett Syndrome; 

Frontotemporal Lobar Degeneration; Lewy Body Disease 

2 MESH TERMS: Diagnosis; Delayed Diagnosis; Early Diagnosis; Diagnosis, 

Differential 

3 MESH TERMS: Health Services Accessibility; Health Care Quality, 

Access, and Evaluation 

4 MESH TERMS: Health Services Research 

5 1 and 2 and 3 

6 1 and 2 and 4 

7 5 or 6 

 

 

 

 

Table 2: Inclusion or Exclusion criteria  

Inclusion Exclusion 

Reference to Dementia Treatment or Management of Dementia 

Diagnostic Purpose Diagnostic tool development 

Focus on implementation related to timing 

(interventions improving access) 

Epidemiological studies (describing risk 

profiles or prevalence) 

Models of service Barriers or Enablers (Patient specific) 

Older Adults General mental health services 

 

  



Figure 1:  PRISMA Flow Diagram of Included Papers
33

 

 

 



Table 3 Indication of National or Region health care policy influencing the change in service delivery model 

Author Year Country Setting Health Policy Influencing the Model Focus of Service Model Change 

Enhancing Service 

Delivery 

Improving 

Patient Access 

Banerjee
21

 2007 UK 

(England) 

Memory 

Clinic 

Department of Health. 2001. National 

Service Framework for Older People. 

Department of Health: London. 

Training a team of 

health workers, 

MDT 

Any health worker 

can refer 

Home visits 

Reduced stigma 

Comprehensive 

and speedy initial 

care and 

management 

Boustani 
20

 2011 USA Memory 

Clinic 

Institute of Medicine & Committee on 

Quality of Health Care in America, 2001) -> 

conceptualising health care systems as a 

'complex adaptive system' as opposed to an 

'assembly line'. 

MDT 

 

Self-referral 

/Unofficial 

referral 

Boyd 
22

 2013 UK 

(Scotland) 

Primary Care National Institute for Health and Clinical 

Excellence (NICE) (2011) guidance, which 

updates the NICE (2006) guidelines 

Increasing awareness 

and education 

among nurse 

prescribers (and 

doctors) 

- 

Brooke 
34

 2005 UK Memory 

Clinic 

National Service Framework + NICE New role - (GPwSI) 

Training 

- 

Danner 
35

 2008 USA Primary Care University of Kentucky’s (UK) Alzheimer’s 

Disease Center (ADC) 

- - 

Greaves 
14

 2010 UK Primary Care National Dementia Strategy for England 

(NDS) (2009) 

Increased awareness 

among HPs 

cutting delay to 

diagnosis 

 

Reduced stigma 

distance (home 

visits) 

financial (low 

cost) 



Author Year Country Setting Health Policy Influencing the Model Focus of Service Model Change 

Enhancing Service 

Delivery 

Improving 

Patient Access 

Hean 
15

 2011 UK Memory 

Clinic 

National Dementia Strategy for England 

(NDS) (2009) 

Timely appointment 

and system is 

designed to provide 

care for early 

dementia 

Care is integrated 

into one location/one 

MDT 

Decreased load on 

specialists (MDT 

shares load, more 

care for each patient)   

Home visits 

No age restriction 

Horvath 
23

 2011 Minnesota, 

USA 

Primary Care Department of Veterans Affairs (VA) Office 

of Geriatrics and Extended Care (OGEC); 

Veterans Health Administration 

Increasing 

education/training 

- 

Koch 
16

 2009 UK Primary Care National Dementia Strategy for England 

(NDS) (2009) 

Sharing knowledge 

by identifying 

champions 

Screening and 

then refer 

Lee 
24

 2010 Ontario, 

Canada 

Memory 

Clinic 

Family Health Team concept:  

http://www.health.gov.on.ca/en/public/progr

ams/hco/options/fht.aspx 

Less delay to initial 

assessment (a few 

months quicker) 

GP training 

/support/dedicated 

staff  

 

 

Tactics to 

minimise patient 

refusal of referral 

(follow up, trust 

with primary GP) 



Author Year Country Setting Health Policy Influencing the Model Focus of Service Model Change 

Enhancing Service 

Delivery 

Improving 

Patient Access 

Lindesay 
27

 2002 UK Memory 

Clinic 

Growth of MC has been stimulated by the 

licensing of anti-Alzheimer's drugs (mainly 

donepezil in 1997), and to a lesser extent by 

the development of services for early-onset 

dementia. 

Increased number of 

Clinics 

- 

Morgan 
31

 2009 Saskatchew

an, Canada 

Memory 

Clinic 

Saskatchewan Provincial Advisory 

Committee of Older Persons (2004), 

dementia care strategy report 

Care integrated into 

one location/MDT 

MDT approach and 

monthly 

meetings/rounds 

allows on the job 

training for those 

involved (students, 

grad students, 

clinicians) 

Telehealth  

Ease of referral 

(self-initiated 

/nurse) 

Morgan 
30

 2011 Saskatchew

an, Canada 

Memory 

Clinic 

Not Identified - Telehealth 

Page 
28

 2008 UK Memory 

Clinic 

National Service Framework for Older 

People (Department of Health, 2001) 

'Everybody's business' (Department of 

Health, 2005a) 

'New Ways of Working' (Department of 

Health, 2005b) 

New role - 



Author Year Country Setting Health Policy Influencing the Model Focus of Service Model Change 

Enhancing Service 

Delivery 

Improving 

Patient Access 

Ramakers 
26

 2011 Netherlands Memory 

Clinic 

Indirectly, European trend (most specifically 

UK - NDS) to treat dementia as treatable 

disease vs. inevitable 'senile' dementia. 

Since 1998, registration of drugs for treating 

dementia in Netherlands has also fuelled the 

demand/creation of new MCs. 

Originally, MCs were based mostly for 

collecting data for research purposes and 

were affiliated with universities. 

Increase number of 

clinics, and number 

of staff.  

- 

Seabrooke 
17

 2009 UK Memory 

Clinic 

National Dementia Strategy for England 

(NDS) (2009) 

New role Raising 

awareness 

Thomas 
25

 2010 UK (Wales) Primary Care Strategy for Older People in Wales (Welsh 

Assembly Government 

(WAG) 2003, 2008a)  

 

National Service Framework for Older 

People in Wales (WAG 2006). 

New role to 

overcome delays to 

diagnosis 

education/training 

for GPs involved 

(taught by facilitator 

role) 

- 

Truswell 
18

 2011 UK 

(London, 

England) 

Community 

Partnerships 

National Dementia Strategy for England 

(NDS) (2009) 

- Raising 

awareness 

 

  



Table 4:  Description of service models implemented to improve access to dementia diagnosis services 

Author Name of Service Model Description 

Banerjee
21

 Croydon Memory 

Service Model 

Croydon Memory Service Model. Generic, team-based clinic that works in addition to local, established 

services to provide early identification and intervention for dementia. Members or team are equally well 

trained and bottleneck of relying on one person is removed (any one can refer).  

Assessment and care are provided in the patient's own home. Referral can be from GPs.  

Initial work up consists of comprehensive screening tools and a structured interview with the patient. 

Boustani 
20

 Healthy Aging 

Brain Centre 

operating within 

Wishard Health 

Services (WHS) 

Receives referrals from primary care providers, specialists, family (informal) caregivers, or directly from 

patient (self-referral).  Carers/patients can contact HABC coordinator for consultation via telephone at 

any time. Monthly support group arranged and held for patients/carers.  A critical aspect of the HABC 

program is that it is tailored to the specific needs of the family. 

 

HABC has 2 phases, Initial assessment and follow up. (First phase has relevance to this review).  

Features include: 

1. Pre-visit assessment of the needs of the caregiver/patient via mail, phone or in the waiting area; 

2. First visit, a face-to-face full diagnostic workup (medical assessment, psychological profile, 

examination, blood work and brain imaging); 

3. Second visit, creation and initiation of a personalised care plan that includes sensitive diagnosis and 

prognosis disclosure. It also addresses family/patients questions/queries, training for self management, 

pharmacological scripts, referral to resources in the community. 

Boyd 
22

 NICE Technical 

Appraisal Guidance 

Guidelines appear aimed at doctors.  Nurse practitioners are allowed to prescribe, but is this repeat 

prescriptions on ongoing treatment, or can they initiate treatment independently?  

Guidelines are aimed at improving access to drugs in early dementia. Also, to increase awareness of 

MCI. 

Brooke 
34

 The Newbury 

Memory Clinic 

Project (2003) 

Community based service.  Collaboration between primary, secondary, and voluntary sectors.  GPwSI 

role (GP specialist in memory problems).  Clinic focus on new patients (mild to moderate dementia).  

Quality of care monitored via review by secondary specialists. "Action Research" - continuous quality of 

care improvement using EBM and education of GPs involved.   One stop style service, MDT team, to 

reach diagnosis as quickly as possible (minimise specialist referral) 



Author Name of Service Model Description 

Danner 
35

 African-American 

Dementia Outreach 

Partnership 

(AADOP) 

Approached leaders of African American community and families to collect views/opinions to find 

barriers that prevented them from seeking help. Authors approached the church, a respected institution 

within this community, to build trust with. 

 

Strategies to increase visibility of program within community events/gatherings (held open house to 

introduce the program). Free check-ups/screening in community for patients who thought they may have 

a problem. Used culturally appropriate cognitive screening test. 

 

Make clinic nonthreatening/friendly and speedy to minimise time spent in medical setting (patients have 

'fear' of doctors due to history of slavery in the area). Using African-American nurse and examiner, and 

delivering home evaluations to greatly address the issue of 'white medicine' and stigma. 

Greaves 
14

 Gnosall Hearts &  

Brains Clinic Care 

Pathway 

Gnosall Health Centre (Run by Dr. Ian Greaves): All assessments are delivered at the one local location; 

the patients primary GP clinic. An appointed health visitor acts as a liaison and old age psychiatrists sees 

patient in home or at clinic. Patient records are available to all persons involved ensuring good 

communication and access to information. 

Hean 
15

 Mid-Essex Memory 

and Support Service 

(MASS). 

Getting GPs aware of service and encouraging referrals to the MC. MC is mobile and hospital based; 

home visits for those who cannot travel.   Team of doctor, nurses, psychologist, one lead old age 

consultant, and occasional occupational therapist - MDT.  Aim is to give timely and fast appointments 

for initial assessment. Majority of referrals are from GPs. Patients can be referred on to mroe specialised 

mental health services (for more severe disease). 

 

Support and involvement of the carer of the patient is also a part of the service.  Service accepts patient 

of ANY age, thus encouraging MCI and milder dementia patients to also seek help (this is in contrast to 

NDS recommendations, and other MCs).  MASS also worked to raise awareness of its availability 

among local GPs/community.  Very well constructed procedure for diagnosis disclosure to minimise 

patient harm/apprehension 

Horvath 
23

 5D Project by 

Dementia Education 

Workgroup (set up 

by GRECC) 

5D Project: Development of a pocket card as a low-tech, cost effective solution that could be easily 

disseminated. Pocket card included brief assessment tools that would be chosen to differentiate delirium, 

dementia, and depression. Published best practice guidelines, GRECC faculty, VHA policies, and DEW 

member's were the source of selecting what information to include. 



Author Name of Service Model Description 

Lee 
24

 Memory clinic 

within Centre for 

Family Medicine 

(CFFM) 

 

Family Health 

Team (FHT) 

Memory Clinic (established 2006). 11 full-time family physicians caring for a patient base of 

approximately 20,000 patients in an urban setting with a population of 302,143. health professionals 

(physicians, nurses, social workers, pharmacists, and other interdisciplinary healthcare providers) 

working together to provide primary care to patients as a patient-centered approach to care that is 

garnering increasing attention. Essential aim is to enhance the functional capacity of primary care 

physicians (through education,  improved communication and support [e.g. from specialist that is 

available to answer questions or give suggestions, mentorship role]). 

Morgan 
30, 31

 Rural and Remote 

Memory Clinic 

Telehealth interviews for preclinical visits to a dedicated Memory clinic. Easy referral to memory clinic. 

Multi-disciplinary team.  Clinic based in Saskatoon, main city of Saskatchewan.  Prior to establishing 

clinic, authors contacted with majority of rural health provides/physicians to seek their opinions and to 

make them aware of this clinic, in order to ensure referrals would occur. 

Page 
28

 Specialist Nursing Home based nurse assessments in suspected patients. Memory clinic in North West England that has 

been developing a specialist nurse role that provides assessment of dementia (and diagnosis) for patients 

within their own homes. All patients are then reassessed by specialists from other disciplines. 

Ramakers 
26

 - Increase the number of MCs in the Netherlands due to increased awareness of dementia, and recognising 

that it is a disease that is treatable at early stages (MCI), therefore creating a lot more potential patients to 

treat. 

Seabrooke 
17

 North West Kent 

Dementia 

Collaborative 

Project 

Asian nurse practitioner was specifically trained and engaged to reach out to patients AND GPs to raise 

awareness and bring in more BME patients.  Patients reached out to via a leaflet. 

 

Thomas 
25

 - The single-point, clinician-led model of referral co-ordination (established 2003). Education/referral 

facilitator role is used to establish effective liaison with primary care, to detect delays to referral, to 

prioritise patient needs and provide information and support in the whole process. 

 


