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Person concerned 

about memory 

GP Appointment 

Referral to Consultant 

Physician 

Referral to Social Work 

Differential 

diagnosis given 

No diagnosis, 

Watchful 

waiting 

Frailty Medical Team 

Allocated to Practitioner 

for Assessment 

Doesn’t meet diagnostic 

criteria – Refer back to G.P 

SCI Referral to Community 

Dementia Team 

Social Work 

CMHT/Other 

Physicians 

Hospital Admission 

Clinical Staff 

Out of Area 

Teams 

Consultant Review 

Formal diagnosis 

(investigations, 

prescribing, CT head) 

 

Pre-diagnostic 

Support 

Allocated Link 

Worker for Post 

Diagnostic Support 

Lack of referral 

after diagnosis ?GPS/GP locums 

aware of Community 

Dementia teams? 

Teams work differently in 

each locality. Different 

interventions & processes 

Risk Assessment Informing Decisions 

Ongoing Support from 

Link Worker 

Home Care Carer Support 

Respite Day Care Cognitive 

Stimulation 

SW not at 

MDTs 

Lack of Admin 

support 

TRAK & different 

appointment 

systems 

Lack of Day Care  

& respite in some 

areas 

Lack of capacity in 

teams to meet 

demand 

Waiting for 

Consultant 

Home Care 

Staffing 

Core Interventions by OT 

sometimes challenged by 

resource issues for wider MDT 

pressures 

People held on case 

load too long 

sometimes 

No dedicated social 

work 

Variances in how 

teams procure home 

care across HSCP 

Lack of knowledge 

re local carers 

support 

Lack of dementia 

training/education 

& trainers 

Independent sector can be 

conduit for information sharing & 

need to know the pathway 

No adoption of ICP 

due to IT deficits 
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Person with dementia approaching or 

experiencing crisis 

Hospital Admission – medical 

admission 

Admission to Knapdale Ward – 

mental health admission 

Remain at home or homely 

setting with increased support 

Assessment Process MDT to plan ongoing 

care 

Appropriate place of care 

to meet needs 

End of life care – 

community dementia 

team input 

Risk averse decision 

making 

Insufficient use of 

tech to support 

patients/carers 

Referral system not 

consistently used 

Inappropriate 

requests for admission 

to Knapdale 

Getting to Know Me 

doc not always 

completed 

No formal liaison role 

between hospital/care 

home/community 

No standard work to 

communicate with community 

dementia teams – family tends to 

contact teams during admissions 

Social work input 

variable 

General adult staff 

lack of awareness of 

dementia 

?Criteria for admission to Knapdale 

Poorly understood 

Little discharge 

planning on admission 

No power of 

Attorney in 

place 

Delayed 

discharges 

Lack of care 

homes in A & B 

Lack of Support for 

care home staff/care at 

home staff 

Technology potential to 

support care homes & 

training 

Transitional 

discharge planning 

– not happening 

Staffing – 

Locum medical cover & 

nursing vacancies 

Different managers – community 

hospital/mental health/dementia 

Community teams not set up for crisis 

response 


