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NTRODUCTION

There is a predicted exponential rise of people being
diagnosed with dementia. Frontline care mainly
provided by general practice. How can the primary care
deliver a high quality service to meet the needs of
patients in a sustainable way?

METHODS

Patients, their families and other stakeholders were
engaged to identify problems and solutions within the
current pathway. PDSA cycles, confidence interval and
benchmarking were applied to measure outcome.
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Lack of communication, structures and processes to .
enable teams to work collaboratively towards Hospital
common goals.
Gaps exist between services which results in delays /
costly / inappropriate level of care
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« Breaking down barriers and integrate!

« Teams are linked up with a view to referring the
right patient to the right unit at the right time for GP
the best outcome.
Good communication between teams involved to

RESULTS

Helping patients come to terms with the diagnosis and
support them to live the lives they choose within the

Patient

ensure continuity of care. Carer
Responsibilities are clearly aligned to different
teams with no cost shifting.

boundaries of their diagnosis promotes independence
and leads to fewer emergency consultations.

DISCUSSION

Working cohesively with secondary care and the
voluntary agencies results in better outcome for
patients and clinicians. Linking the surgery to memory
café keeps patients on the radar. Effective signposting
and early intervention help reduce crisis and keeping
patients out of the surgery.

CONCLUSION

Dementia care delivered by general practice needs to
be standardised. A robust pathway prevents gap in
patient care. Additional training and support is
essential to ensure the right care, is provided to the
right patient, at the right time for the best outcome.
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Increase the recognition of dementia and the prevalence in
the registered patient list
Support patients and families once diagnosed by liaising with
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