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ABSTRACT

Purpose: To describe available and utilized formal care and service at home for persons with
dementia, from diagnosis to end-of-life stage, in eight European countries. Design: A
descriptive cross-country design concerning eight European countries as a part of the European
research project, RightTimePlaceCare (RTPC). Methods: The research team in each country
used a mapping system to collect country-specific information concerning dementia care and
service system. The mapping system consists of fifty types of care and service activities. Sixteen
of the fifty predefined activities concerning care and service at home were selected for this study
and subdivided into three categories, following the stages of dementia. Findings: Availability
was reported to be higher than utilization and the findings indicated more similarities than
differences among the eight countries involved. Even though there were several available
activities of Basic care and services and Health care interventions they were utilized by few in
most countries. Furthermore, Specialized dementia care and services were sparsely available and
even more sparsely utilized in the participating countries. Conclusions: The findings indicated
that persons with dementia in Europe received formal care and service on a general, basic level
but seldom adjusted to their specific needs. Clinical Relevance: This study describe the gap
between service provision and utilization enabling nurses to develop individually adjusted care
plans for persons with dementia during the progress of the disease. The findings do not include
matters of quality of care or how to best organize effective care and services. However, the
activities of care and services presented here should shed light on what room there is for

improvement when it comes to enabling persons with dementia to go on living at home.

Key words: Dementia, home care and services, home health nursing, geriatric nursing
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INTRODUCTION

Most countries have policies for reducing institutionalization by developing care and services at
home so that persons with dementia shall be able to live in their own homes for as long as
possible (Knapp et al, 2007; Moise et al, 2004). Such policies, along with the decreasing
availability of persons who are in a position to take on duties of informal care and the increasing
proportion of older people afflicted with dementia, will increase the demands for formal care and
services at home (Tarricone & Tsouros, 2008; WHO, 2012). Home care is put forward as the
best way of caring for persons with dementia, this on the grounds both of it providing a better
quality of life for the person afflicted and of it being less expensive than institutional care (Moise
et al, 2004; Tarricone & Tsouros, 2008). However, research is contradictory regarding a person’s
quality of life when remaining at home instead of moving in to a nursing home, since the reasons
for transfer differ (Afram et al, 2014; Prince et al, 2013). The World Health Organization (WHO)
describes home as a place of emotional and physical associations, memories and comfort
(Tarricone & Tsouros, 2008). It can therefore be assumed that persons with dementia prefer to
remain living in their own homes with greater ability to retain their social networks (Luppa et al,
2010; Tucker et al, 2008). Persons with dementia are a heterogeneous group with different
functions affected and different needs of support within the stages of the disease. Some needs are
appropriately met by health care resources, others by social service efforts, but often it is a
question of a combination of these (Knapp et al, 2007). The complexity of needs requires
knowledge about available and utilized formal care and services at different stages of dementia.
Nurses working in home care settings have responsibility for evaluating care needs, developing
care plans and providing skilled nursing care (Tarricone & Tsouros, 2008; Zabalegui et al, 2014).

To enable nurses to develop individually adjusted care for persons with dementia during the
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progress of the disease a structured map concerning available and utilized types of care and
service activities during dementia stages may be useful.

European countries vary in terms of health care and social service organizations,
demographic patterns and financial systems (Knapp et al, 2007, WHO, 2012), making
comparisons difficult. A previous study (Genet et al, 2011) about home care in Europe showed
various differences in regulation of care benefits. For instance, allocation of home care and
services in Finland and the Netherlands was based on personal needs assessment, financial
situation and availability of formal care. Needs assessment was found to be stricter in France
than in England and in Sweden. In Spain, availability of public resources for home care seemed
to be an important determinant in the decision to assign care, and income was used to allocate
care at home. In Scandinavian, countries home care was often independent of income and
services were often comprehensive. Another issue was that there were striking variations in
terms of the level of family members’ obligation to care for their next of kin through the course
of the disease. For instance in Estonia and Spain informal care is provided especially by family
members due to the preference of the dependent person to remain in their residence, the high cost
of the formal resources, and family-oriented character of the society (Gutiérrez et al, 2010; Paat
& Meriliane, 2010), whereas in Sweden and Finland there was no such obligation (Fukushima et
al, 2010; Johansson, 2010). Furthermore, levels of education among formal care providers differ
between countries. Hallberg et al (2014) found a wide range of formal care providers involved in
dementia home care, often without formal education or specific training in dementia care. Staff
with formal education working in home care was common in Sweden and Finland. Thus there is
extensive knowledge in the research literature about care and social service organizations,

financial issues, assessments and policies (Genet et al, 2011; Knapp et al, 2007; WHO, 2012),
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but sparse regarding availability and utilization of formal care and service at home in relation to
dementia stages. To the best of our knowledge, this study represents the first attempt to report the
range of formal care and social services within a European context in respect of persons with

dementia being cared for at home, taking into account not only availability but also utilization.

PURPOSE

The purpose of this study was to describe available and utilized formal care and service at home
for persons with dementia, from diagnosis to end-of-life stage, in eight European countries.
METHOD

Design and context

The study had a descriptive cross-country design as a part of the European research project
RightTimePlaceCare (RTPC) aimed at improving health care and social services for European
citizens with dementia. The countries included were Estonia (EE), Finland (FI), France (FR),
Germany (DE), the Netherlands (NL), Spain (ES), Sweden (SE) and the United Kingdom (UK).
Thus they represented eastern, western, southern, northern and central Europe, demonstrating
variation in terms of health care and social service systems (Verbeek et al, 2012).
Measurement

This study was based on data collected in accordance with a mapping system as a part of RTPC.
The development of the mapping system and the definition of the terminology are given
elsewhere (Hallberg et al, 2013). The mapping system contained altogether fifty types of care
and service activities such as treatment, care and service offered and care providers involved.
These activities were sorted into: (1) Screening, diagnostic procedure and treatment in regard to
dementia and its complications; (2) Outpatient care facilities; (3) Care at home; (4) Institutional
care; (5) Palliative care; (6) Informal caregiving and supportive actions; and (7) Civic activities.
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The fifty activities covered the trajectory of dementia according to the OECD (Moise et al,
2004), starting with the diagnosis stage. The early stage was characterized by mild symptoms
and low impact on activities of daily living (ADL), memory and social functions. The
intermediate stage involved increased memory loss and dependency on help in social matters.
The late stage was marked by severe memory loss and increased demand for continuous
assistance in ADL, in safety matters and in social matters. The end-of-life stage was reached
when the person had a limited time left to live (Moise et al, 2004). The responses possible for
availability were “for all”, “for most”, “for few” or “for none”. For utilization the responses
possible were “by all”, “by most”, “by few” and “by none” (Hallberg et al, 2013). Sixteen of the
fifty predefined activities concerned formal care and service at home and were selected for this
study. On the basis of a review of the main content the activities were subdivided into three
categories: Basic care and services, Health care interventions and Specialized dementia care and
services (Table 1).

Insert Table 1 about here

Data collection

From 1 November 2010 until 31 January 2011 data were collected. The members of the research
teams, who were responsible for the data collection in each country, was given the instructions to
collect data representative for the country as a whole. The research team consulted other experts
and authorities in accordance with the country specific system and authorities. Interviews were
conducted with managers, providers or the equivalent in relevant care and service organizations,
with persons in consumer/user organizations and with local government officials (including
purchasers). They also conducted literature review consisting of written reports such as official

governmental documents and epidemiological data. The members of the research teams filled in



the alternatives on the mapping form about availability and utilization of care and service. The
data collection was described in a previous study (Hallberg et al. 2013). Data were thereafter
reviewed by the first author (CB) and in the event of ambiguity information was clarified by the
country’s research team.
FINDINGS
The sixteen types of care and service activities in the eight countries were divided into Basic
care and services (Table 2), Health care interventions (Table 3) and Specialized dementia care
and services (Table 4) and grouped according to each stage of dementia and by country.

Insert Table 2-4 about here
Types of care and service activities available and utilized during dementia stages
In Diagnosis and Early stage almost all of the types of care and service activities related to Basic
care and services (Table 2) were available for all or most in FR, DE, NL, SE and UK. The most
reported utilized activity were “General technical aids”, “Needs assessment”, “Personal safety
alarm” and “Transport service”. In the Intermediate stage almost all types of care and service
activities were available in all countries. The utilization across the stages of dementia increased
for “Home help/care with IADL” in FI, NL and SE. Also “Home help/care with PADL”
increased in FI and FR and “Housing adaption” in F1. “Home-delivered meals” was utilized by
all in all stages in FR and by few in the other countries (except FI by most in late stage). In the
Late stage “Personal safety alarm” was utilized by no one or few in all countries except NL
(reported by most). “General technical aids” was utilized by all or most in all countries in all
stages (except UK and SE in diagnosis, early and end-of life stage). “Needs assessment” was
utilized by all or most in all countries in all stages except for EE (by few) and DE and SE in

diagnosis stage. In the End of life stage no one or few utilized “Accompanying service”, “Home
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delivered meals” (except FR reported by all), “Housing adaption” (except FI reported by most)
and “Personal safety alarm” (except NL reported by most). The most commonly utilized activity
in Health care interventions (Table 3) in all stages were “Home nursing care”. “Team-based
home health care” was unavailable in all stages in EE and DE and was utilized by most in FI, FR
and NL except the diagnosis stage. The most commonly reported activity in the category
Specialized dementia care and services (Table 4), being available for all or most in all
countries (except EE for few), was “Aid equipment to compensate for cognitive impairment”.

None of the other activities in this category were utilized frequently in any country.

Types of care and service activities available and utilized in the eight countries

The availability and utilization of care and service activities varied between countries. For
instance, in DE, and UK all types of care and service activities related to Basic care and service
(Table 2) was available for all or most in almost all stages but utilization varied between the
countries. In contrast, only three of the nine activities were available for all in EE. Concerning
the activities relating to Health care interventions (Table 3) “Home nursing care” was available
for all in all countries and in all stages. “Rehabilitation at home” was available for all in all
countries (except EE and FI) and in all stages (except end-of life stage). This activity was
utilized by all few in all countries (except FR by all in the first four stages and in FI by most in
the three latest stages). In the category Specialized dementia care and services (Table 4) care
and service activities in EE were available and utilized by few or no one and similarly was
reported in FR, DE and ES with the exception of “Aid equipment to compensate for cognitive
impairment” which was available for all or for most. “Mobile comprehensive expert team” was
available in just two countries for all (SE) or most (UK) in all stages but utilized by few. “Team-

based community mental health for older people” was available for all in all stages in FI, NL and
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UK for most (except for early stage) but utilized by few or no countries. “Specialist psychiatric
home nursing care” was reported by SE as being available for few but as being utilized by most
of those to whom it was available. In contrast, this activity was reported by UK as available for
all but utilized by few.

DISCUSSION

The findings revealed that even if there were several available types of care and service activities
related to Basic care and services and Health care interventions they were utilized by few in
most countries. Morgan et al (2002) and Ward-Griffin et al (2012) have shown that utilization of
care and service for persons with dementia depends on several factors. For instance persons with
dementia or their next of kin were not aware of existing care and services or these were not
accessible, not convenient or too expensive. Another explanation for the non-utilization of
formal care and service is probably to be found in the large amount of informal care provided by
next of kin (Prince et al, 2013). Furthermore, care and services based on symptoms and disability
assessment are not always related to an individual’s actual care needs. For example, Hancock et
al (2003) have indicated that one person may have fewer unmet needs if they have a supportive
care environment, whereas another may have more unmet needs despite receiving greater
assistance, because of a low level of personalized care. For the purpose of enabling persons with
dementia to remain at home when the disease progresses, there must be access to specialized
dementia care and service interventions adapted to the individual and the stages of dementia
(Ward-Griffin et al, 2012). However, the findings of this study revealed that Specialized
dementia care and services were not commonly utilized in any country. This is notable in the
view of the increasing number of persons with dementia being cared for at home (Moise et al,

2004). Bokberg et al (2014) found that dementia diagnosis seemed to be an important issue with
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regard to gaining access to tailored dementia care, such as dementia teams, day care and nursing
homes specializing in dementia. The lack of a diagnosis deprived the persons with dementia of
tailored dementia care beyond symptom relief. Moise et al (2004) reported that a large
proportion of persons with dementia did not receive any diagnosis and therefore did not obtain
support or access to treatment, formal care and service. One reason for people not being
diagnosed was the stigma associated with a dementia diagnosis (Batsch & Mittelman, 2012),
which became a barrier to seeking help; another aspect was people’s desire to manage on their
own (Morgan et al, 2002). The most commonly available types of care and service activities
related to Specialized dementia care and service for was “Aid equipment to compensate for
cognitive impairment” but the utilization of specialized technology was limited. Mattke et al
(2010) reflect that such technology is not extensive in every country and that innovations and
development in home care technology may help to improve home care and services designed to
support those living in their own homes. The findings of the present survey indicated that
persons with dementia in eight European countries received care and service on a general, basic
level, but few received formal care and service adjusted to their specific needs.

This study has illustrated available and utilized types of care and service activities in
eight European countries and has pointed to obvious differences between one country and
another. Estonia and Spain, for instance, had fewer specialized care directed towards persons
with dementia being cared for at home, whereas England, the Netherlands, Finland and Sweden
had more (and more specialized ones). This may be related to differences of political systems
(Genet et al, 2011). Another difference was in the sense of obligation for family members to
provide care for their next of kin through the course of the disease: apparent, for example, in

Spain and Estonia (Gutiérrez, 2010; Paat & Meriliane, 2010) but not in Sweden or Finland
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(Fukushima et al, 2010; Johansson, 2010). From this survey it is difficult to find best practice
strategies for care and services at home, because of the complexity of the dementia disease and
the heterogeneity of the support and informal care provided by next of kin. Persons with
dementia are a heterogeneous group and it is not only increased availability of dementia care and
service that is needed but also person-centred care embracing diversity, flexibility, different
choices and supportive services. Person-centred care is an approach to restructuring the delivery
of care holistically around the individual, rather than around the impairment that afflicts them, to
increase wellbeing and quality of life (Kitwood & Bredin, 1992), and is advocated as a good
practice guideline for dementia care particularly in home care settings (Prince et al, 2013).
Demands for formal care and services at home are likely to increase because of population
ageing. In order for persons with dementia to remain at home, the formal care providers must be
able to successfully support them with personalized adjusted access to home care and services.
Thus the health care system needs to adapt to ensure high-quality safe care beyond the hospital
setting. This means accessibility to the right activities of care and service at the right time to
enable persons with dementia to derive the maximum benefit throughout the stages of the
disease.

Methodological considerations

The descriptions from each country were based on criteria agreed upon before collecting the
information. Thus the information may have identified needs of improvement of dementia care at
home. Each country’s report were on an overarching level, the types of care and service activities
available and how they were utilized during the stages of dementia. Generating knowledge about
a country’s system of care and services for persons with dementia at a particular point in time

becomes inevitably on an overall way. In addition, the great variations within a country need to
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be considered when interpreting the finding of this study. Hallberg et al (2013) described some
methodological considerations concerning the development of the mapping system. The process
of determining the types of care and service activities proceeded without disagreement; however,
obtaining the exact meaning of the terms “available” and “utilized” was problematic.
Nevertheless, assessing availability and utilization did make sense, thus a type of activity’s being
available was not the same as it’s being offered to and utilized by persons with dementia.
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Table 1 — Types of care and service activities related to care at home.

Category: Basic care and services

Accompanying service: Service for accompanying a person to appointments, providing
transportation and/or shopping.

General assistive aids: Assistive devices to compensate for physical disabilities, e.g. aids for
transferring (stick, walking frame, wheelchair) for sitting in a chair, for personal care, for the
sickbed, for hearing and vision.

Home-delivered meals: A service that delivers cooked meals to disabled and/or older people
in their homes.

Home help/care with IADL: Help provided with Instrumental Activities of Daily Living
(IADL) at home paid professionals.

Home help/care with PADL: Help provided with Personal Activities of Daily Living (PADL)
at home paid professionals.

Housing adaptation: Home adapted to disability, for instance, removal of doorsteps and/or
replacement of bathtub by a shower.

Needs assessment: Assessment of needs regarding care and social service from any kind of
organization prior to professional care decision and receiving care, including determination of
eligibility.

Personal safety alarm: Technical system allowing disabled people to call for assistance via
telephone and/or wireless communication.

Transport service: Transport with assistance service for disabled persons.

Category: Health care interventions

Home nursing care: Nursing care provided at home including for example wound dressing,
injections, by RN and/or licensed practical nurse/auxiliary nurse.

Rehabilitation at home: Training at home by an occupational therapist, physiotherapist
and/or RN and/or licensed practical nurse/auxiliary nurse to improve or maintain functional
ability.

Team-based home health care: Healthcare provided in the patient’s own home by a
multidisciplinary team charged with the treatment and monitoring of the patient with
dementia and the caregiver.

Category: Specialized dementia care and services

Aid equipment to compensate for cognitive impairment: Aid equipment to compensate for
cognitive functional ability, e.g. equipment to help with time orientation, stove alarm.

Mobile comprehensive expert team: Mobile multi professional team with expert competence
in dementia care and serving as consults.

Specialist psychiatric home nursing care: Supervision, support, treatment and monitoring by
community psychiatric nurse.

Team-based community mental health for older people: Specialist, multidisciplinary team
including for example psychiatrist, psychiatric nurse, social worker, occupational therapist,
psychologist and sometimes “support workers”.




Table 2. Types of care and service activities related to basic care and services. Availability/Utilization during the stages of dementia.

Basic care and | Country Diagnosis stage Early stage Intermediate stage Late stage End-of-life stage
services Availability/Utilization Availability/Utilization Availability/Utilization Availability/Utilization Availability/Utilization
Accompanying | Estonia (EE) For few / By few For few / By few For few / By few For few / By few For few / By few
service Finland (FI) For few/By few For few /By most For few / By most For few / By most For few/By few

France (FR) For all / By all For all / By all For all / By all For all / By all For no one /By no one

Germany (DE) For all / unknown For all / unknown For all / unknown For all / unknown For all / unknown

Netherlands (NL) For all / By few For all / By few For all / By few For all / By few For no one /By no one

Spain (ES) For most / By few For most / By few For most / By few For most / By few For most / By few

Sweden (SE) For few / By few For few / By few For few / By few For all / By most For no one /By no one

United Kingdom (UK) For all / By few For all / By few For all / By few For all / By few For all / By few
General EE For all / By all For all / By all For all / By all For all / By all For all / By all
technical aids FI For all / By most For all / By most For all / By most For all / By most For all / By most

FR For all / By all For all / By all For all / By all For all / By all For all / By all

DE For all / By all For all / By all For all / By all For all / By all For all / By all

NL For all / By most For all / By most For all / By most For all / By most For all / By most

ES For all / By most For all / By most For all / By most For all / By most For all / By most

SE For all / By few For all / By few For all / By most For all / By most For all / By few

UK For all / By few For all / By few For all / By few For all / By few For all / By few
Home- EE For few / By few For few / By few For few / By few For few / BY few For few / By few
delivered meals | FI For all / By few For all / By few For all / By few For all / By most For all/By few

FR For all / By all For all / By all For all / By all For all / By all For few / By all

DE For all / By few For all / By few For all / By few For all / By few For all / By few

NL For all / By few For all / By few For all / By few For all / By few For all / By few

ES For few / By few For few / By few For few / By few For few / By few For few / By few

SE For all / By few For all / By few For all / By few For all / By few For all / By few

UK For all / By few For all / By few For all / By few For all / By few For all / By few
Home help/care | EE For all / By few For all / By few For all / By few For all / By few For all / By few
with IADL FI For few/By few For few / By few For few / By most For all/By most For all/By most

FR For most / By most For most / By most For most / By most For no one /By no one | For no one /By no one

DE For all / By few For all / By few For all / By few For all / By few For all / By few

NL For all / By few For all / By few For all/By most For all / By all For all / By all

ES For few / By few For few / By few For most / By few For most / By few For most / By few

SE For all / By few For all / By few For all / By most For all / By most For all / By all

UK For all / By few For all / By few For all / By few For all / By few For all / By few




Home EE For few / By few For few / by few For few / by few For few / By few For few / By few
help/care FI For few/By few For few/By few For few / By most For all / By most For all / By all
with PADL FR For most / By most For few / By few For most / By most For most / By most For most / By most
DE For all / By few For all/ By few For all / By few For all / By few For all / By few
NL For all / By few For all / By most For all / By most For all / By all For all / By most
ES For few / By few For few / By few For most / By few For most / By most For most / By most
SE For all / By few For all / by most For all / By most For all / By most For all / By most
UK For all / By few For all / By few For all / By few For all / By few For all / By few
Housing EE For few / By few For few / By few For few / By few For few / By few For few / By few
adaption FI For most/By few For most/By few For most/ By most For most / By most For all / By most
FR For most / By most For most / By most For most / By most For most / By most For few / By few
DE For all / By few For all / By few For all / By few For all / By few For all / By few
NL For all / By few For all / By few For all / By few For all / By few For all / By few
ES For few / By few For few / By few For few / By few For few / By few For few / By few
SE For all / By few For all / By few For all / By few For all / By few For all / By few
UK For all / By few For all / By few For all / By few For all / By few For all / By few
Needs EE For all / By few For all / By few For all / By few For all / By few For all / By few
assessment FI For all / By most For all / By most For all / By most For all / By most For all / By most
FR For all / By all For all / By all For all / By all For all / By all For all / By all
DE For all / By few For all / By most For all / By most For all / By most For all / By most
NL For all / By all For all / By all For all / By all For all / By all For all / By all
ES For all / By most For all / By most For all / By most For all / By most For all / By most
SE For all / By few For all/ By most For all / By most For all / By most For all / By most
UK For most / By most For most / By most For most / By most For most / By most For most / By most
Personal EE For few / By few For few / By few For few / By few For no one /By no one | For no one /By no one
safety alarm FI For all/By few For few / By most For few / By most For all/By few For all / By few
FR For most / By most For most / By most For most / By most For few / By few For no one /By no one
DE For all / unknown For all / unknown For all / unknown For all / unknown For all / unknown
NL For all / By most For all / By most For all / By most For all / By most For all / By most
ES For all / By most For all / By most For all / By most For all / By few For all / By few
SE For all / By few For all / By few For all / By few For all / By few For all / By few
UK For all / By few For all / By few For all / By few For all / By few For all / By few
Transport EE For few / By few For few / By few For few / By few For few / By few For few / By few
service FI For few/By few For few/By few For few / By most For few / By most For few / By most
FR For all / By all For all / By all For all / By all For all / By all For all / By all
DE For all / By most For all / By most For all / By most For all / By most For all / By few
NL For all / By most For all / By most For all / By most For all / By most For all / By most
ES For all / By all For all / By all For all / By all For all / By all For all / By all
SE For few / By few For few / By few For few / By few For all / By most For no one /By no one
UK For all / By few For all / By few For all / By few For all / By few For all / By few




Table 3. Types of care and service activities related to health care interventions. Availability/Utilization during the stages of dementia.

Health care Country Diagnosis stage Early stage Intermediate stage Late stage End-of-life stage
interventions Availability/Utilization Availability/Utilization Availability/Utilization Availability/Utilization Availability/Utilization
Home nursing care EE For all / By most For all / By most For all / By most For all / By most For all / By most

FI For all / By most For all / By most For all / By most For all / By most For all / By most

FR For all / By all For all / By all For all / By all For all / By all For all / By all

DE For all / unknown For all / unknown For all / unknown For all / unknown For all / unknown

NL For all / By most For all / By most For all / By all For all / By all For all / By all

ES For all / By few For all / By few For most / By most For most / By most For most / By most

SE For all / By few For all / By few For all / By few For all / By few For all / By most

UK For all / By few For all / By few For all / By few For all / By few For all / By few
Rehabilitation at EE For few / By few For few / By few For few / By few For few / By few For few / By few
home FI For few/By few For most/By few For few / By most For few / By most For few / By most

FR For all / By all For all / By all For all / By all For all / By all For no one /By no one

DE For all / unknown For all / By few For all / By few For all / By few For all / By few

NL For all / By few For all / By few For all / By few For all / By few For no one /By no one

ES For all / By few For all / By few For all / By few For all / By few For all/ By no one

SE For all / By few For all / By few For most / By few For most / By few For no one /By no one

UK For all / By few For all / By few For all / By few For all / By few For all / By few
Team-based home EE For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one
health care FI For few/By few For few / By most For most / By all For all / By most For all / By most

FR For most / By most For most/ By most For most / By most For most / By most For most / By most

DE For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one

NL For all / By few For all / By most For all / By most For all / By most For all / By most

ES For all / By few For all / By few For all / By few For all / By most For all / By most

SE For most / By few For most / By few For most / By few For most / By few For most / By few

UK For most / By most For few / By few For most / By few For most / By few For most / By few




Table 4. Types of care and service activities related to specialized dementia care and services. Availability/Utilization during the stages of dementia.

Specialized dementia | Country Diagnosis stage Early stage Intermediate stage Late stage End-of-life stage
care and services Availability/Utilization Availability/Utilization Availability/Utilization Availability/Utilization Availability/Utilization
Aid equipment to EE For few / By few For few / By few For few / By few For few / By few For few / By few
compensate for FI For most/By few For most/By few For few / By few For few / By few For all/By few
cognitive FR For most / By most For most / By most For most / By most For no one /By no one | For no one /By no one
impairment DE For all / unknown For all / unknown For all / unknown For all / unknown For all / unknown

NL For all / By few For all / By few For all / By few For all / By few For all / By few

ES For most / By few For most / By few For most / By most For most / By few For most / By few

SE For all / By few For all / By few For all / By few For all / By few For all / By few

UK For all / By few For all / By few For all / By few For all / By few For all / By few
Mobile EE For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one
comprehensive FI For few/By few For few / By most For few / By most For few / By most For few / By most
expert team FR For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one

DE For few / By few For few / By few For few / By few For few / by few For few / By few

NL For few / By few For few / By few For few / By few For few / By few For few / By few

ES For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one

SE For all / By few For all / By few For all / By few For all / By few For all / By few

UK For most / By few For most / By few For most / By few For most / By few For most / By few
Specialist EE For few / By few For few / By few For few / By few For few / By few For few / By few
psychiatric home FI For few / By few For few / By few For few / by few For few / By few For few / By few
nursing care FR For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one

DE For few / By few For few / By few For few / By few For few / By few For few / By few

NL For few / By few For few / By few For few / By few For few / By few For few / By few

ES For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one

SE For few / By most For few / By most For few / By most For few / By most For few / By few

UK For all / By few For no one /By no one | For all /By few For all / By few For all / By few
Team-based EE For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one
community mental FI For all / By few For all / By few For all / By few For all / By few For all / By few
health for older FR For few / By few For few / By few For few / By few For no one /By no one | For no one/By no one
people DE For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one

NL For all / By few For all / By few For all / By few For all / By few For all / By few

ES For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one | For no one /By no one

SE For few / By few For few / By few For few / By few For few / By few For few / By few

UK For most / By few For few / By few For most / By few For most / By few For most / By few
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