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A B S T R A C T

Background: People with dementia and their carers often face barriers during diagnosis and accessing post- 
diagnostic care, causing avoidable inequalities in health outcomes. Without any previous synthesis to date to 
help improve people with dementia’s health outcomes, the aim of this systematic review was to identify and 
synthesise existing solutions to increase equity in dementia diagnosis and care.
Methods: A search was conducted across five databases in March 2025. All abstracts and full texts were in
dependently screened by two researchers, with a third researcher sorting through any conflicts. Data were ex
tracted by two public advisor researchers and reviewed by a senior research team member, who synthesised the 
data into solutions on individual, community, and system and infrastructure levels.
Findings: Forty-three studies (42 from High Income Countries) comprising solutions from 13 countries, were 
included in this systematic review. The majority of studies focused on access to care, with most solutions cen
tering on system-level change. Only one study was conducted in two middle-income countries. Evidence is 
diverse and minimal for most types of solutions, with a lack of cost-effectiveness data. There are clear indications 
for key solutions including dementia link workers, communities of practice and wider networks, as well as one- 
stop memory clinics providing same day diagnostic assessments in rural countries or regions.
Conclusions: Whilst this review highlights a diversity in solutions, more research needs to be conducted that uses 
clear measurements of health and social care usage and health economics. Importantly, research needs to be 
undertaken across different countries, particularly lower- and middle-income countries.

Introduction

Although dementia is a recognised global public health problem, 
with prevalence continuously rising [4], many people with dementia 
and their carers face substantial barriers in accessing diagnosis and care 
[22]. With over 57 million people living with dementia globally (ADI, 
2023), people with dementia and their carers often experience unmet 
needs, including insufficient care, support and a lack of training and 
information about the condition [40,55]. This is particularly challen
ging in lower- and middle-income countries (LMICs), which generally 
have less available health care services and higher levels of stigma as
sociated with the condition [53]. However, people with dementia in 
high-income countries (HICs) can face similar challenges in accessing 

diagnosis and care. This can be especially influenced by socio-economic 
factors and level of rurality [38,64].

The Dementia Inequalities Model [21] organises the factors leading to 
unequal health outcomes in dementia into three levels: individual, com
munity, and society and infrastructure level. On an individual level, people 
with dementia can face inequalities in accessing a diagnosis or care based on 
their personal characteristics, such as age, gender, ethnicity, socio-economic 
background or geographical location, as well as dementia subtype [17,66]. 
On a community level, people with dementia may experience difficulties if 
they lack an unpaid carer, or if dementia is highly stigmatised in their 
community/family [8]. On a society and infrastructure level, people with 
dementia can struggle due to a lack of health and social care service in
tegration, lack of workforce knowledge, and limited third sector support 
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(e.g. [5]). Being from a minority ethnic background is often also linked to 
stigma within the community, leading to delays or general reluctance in 
approaching a health care professional for help [8]. To overcome these 
challenges and create equal opportunities for anyone, multiple solutions 
need to be developed and implemented.

Whilst there has been a focus on trying to find non-pharmacological and 
pharmacological interventions that help delay or manage the symptoms of 
dementia, little attention has been paid to how the delivery of care and 
receiving a diagnosis might become more inclusive and accessible. People 
with dementia can substantially benefit from increasing accessibility to 
correct and timely diagnosis and to suitable day, home, residential or other 
community-based care. Alty et al. [3] describe an example of increasing 
geographical equity in access for people with dementia by implementing a 
‘one-stop’ memory clinic in rural Australia, where all assessments and the 
diagnosis took place within the same day for 98.5 % of participants. This 
novel model reduced the need for people to travel to several appointments 
and significantly addressed rural health inequalities in access to diagnosis, 
by reducing the average waiting time from referral to diagnosis by two 
months. Examples of increasing equity in access to care in Germany and 
other countries include the introduction of dementia link workers who 
connect people with dementia and their carers to services and support from 
the point of diagnosis [30,52].

A detailed exploration and synthesis of the existing literature on solu
tions to different types of inequalities in dementia is urgently required to 
promote generalisation of these solutions to other settings and subgroups 
where possible. The aim of this systematic review was to critically evaluate 
the existing evidence on solutions to reduce inequalities in dementia diag
nosis and care. Findings from this review will be useful to inform how 
different barriers might be addressed so that existing interventions and 
systems for people with dementia can become more inclusive and accessible 
to reduce inequalities in health outcomes.

Methods

Search strategy

Five data bases (Pubmed, PsycINFO, CINAHL, Scopus, Web of 
Science) were searched in February 2024 with searches re-run in March 
2025, using the following search strategy:

Dementia AND (diagnos* OR care OR access OR use) AND (facilitator OR 
solution) AND (therapy OR intervention OR service)

The review protocol was prospectively registered on PROSPERO 
[Ref:CRD42024504882].

Inclusion and exclusion criteria

Studies were eligible for inclusion if they were published in English or 
German, the spoken languages of the research team; published from 2010 
onwards; and focused on an intervention or mechanism that reduced in
equalities in access to diagnosis or care for people with dementia. No re
strictions were placed on country of the intervention. Papers were excluded 
if they were published before 2010; published in a language other than 
English or German; did not contain original data (i.e. letter, editorial, sys
tematic review, opinion piece); did not focus on an intervention or solution 
to increase greater equity in dementia diagnosis or care.

Study selection

Each title and abstract of retrieved records was assessed by two 
research team members against the inclusion criteria to exclude articles 
that did not meet the inclusion criteria in Stage 1. The task was shared 
among five researchers, ensuring that each title was assessed by two 
reviewers. The selected records were read in full text in Stage 2 in
dependently by two researchers (CG, AV, CT, BWH), and articles that 

met the inclusion criteria were included in the review. Any dis
crepancies at stage 1 or 2 were resolved in discussion with the wider 
research team. We followed PRISMA guidance in screening and se
lecting articles.

Data extraction and synthesis

Data from each study were extracted by a public advisor researcher (JH, 
FR) and checked by a research team member. Data were extracted about 
country, study methodology, population and sample size, type of inter
vention, outcomes of intervention, health inequalities addressed. Data were 
synthesised by focusing on the different types of interventions or solutions 
used; the different types of health inequalities addressed; and their level of 
success in increasing inclusion and access to care for people with dementia 
and unpaid carers. Specifically, interventions were grouped into the three 
levels of dementia inequalities as reported in the Dementia Inequalities 
Model [21], by clustering solutions into addressing individual, community-, 
and societal- and infrastructure-level inequalities. Due to the mixed nature 
of the methodologies included in this review, data were synthesised nar
ratively by two researchers (CG, CT).

Quality ratings

Study quality for all studies was assessed using the Mixed-Methods 
Appraisal Tool (MMAT, [31]). This was based on a substantial number of 
mixed-methods papers included in this review. Where a study was either 
qualitative or quantitative, the relevant section of the MMAT was used. 
Using one single tool for multiple methodologies employed across the dif
ferent included studies allowed for greater comparison of the quality of each 
study. Quality ratings did not influence study selection but were used in 
guiding the discussion of findings and drawing conclusions.

Results

Overview of included studies

After screening 8140 abstracts and 134 full texts, 43 studies were in
cluded in this review. Fig. 1 shows the PRISMA flow chart of included 
studies. The majority of studies used mixed-methods (n = 17), followed by 
quantitative (n = 13) and qualitative (n = 13) studies. Included studies 
covered 13 countries, including USA (n = 12), UK (n = 7), Australia 
(n = 6), Canada (n = 6), Germany (n = 5), and one each from Japan, 
Taiwan, Sweden, Denmark, Austria, Netherlands and one cross-country 
study from Brazil and India. Thus, only one study [16] was conducted in a 
lower middle-income country (India) and an upper middle-income country 
(Brazil), with all other 42 studies conducted in HICs.

Table 1 shows details of each included study, organised by types of 
solutions into individual-level, community-level, and society- and infra
structure-level, as well as separated into those focusing on diagnosis 
(n = 15), post-diagnostic care (n = 35) and both diagnosis and care 
(n = 7). The majority of studies reported on solutions to society-level in
equalities (n = 24), specifically to care, with 14 and 9 studies reporting on 
solutions to individual- and community-level inequalities, respectively.

Reducing individual-level inequalities

Diagnosis
Only one study reported on interventions addressing individual-level 

inequalities in diagnosis. Ali et al. [2] evaluated an online multilingual de
mentia information session for English-, Arabic-, and Vietnamese-speaking 
communities in Australia. During in-session quizzes, participants demon
strated understanding of dementia and its symptoms, and post-session 
survey responses from seven participants showed improved knowledge, at
titudes, and confidence in communicating with people living with dementia.
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Care
Thirteen studies reported on interventions targeting individual-level 

inequalities in dementia care, including one health education inter
vention [32], eight culturally or linguistically tailored interventions 
designed for specific communities (e.g., [15,47], and four digital in
terventions aimed at improving care, decision-making, or social support 
(e.g., [48,65]). The health education intervention was delivered by 

nurse practitioners to family carers in Taiwan and focused on im
proving carers’ ability to manage behavioural problems, increasing 
their confidence in providing care, and offering individualised educa
tion on the stages of dementia [32]. Participants who received the in
tervention showed significant improvements in preparedness, compe
tence, and awareness and utilisation of community resources compared 
with the control group.

Fig. 1. PRISMA flowchart. 
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Eight studies focused on reducing cultural and linguistic inequalities by 
designing or adapting interventions for under-served communities and 
found that culturally aligned materials and trusted facilitators improved 
carers’ ability to access and navigate services. For example, Goeman et al.’s 
[25] Dementia Talking Book, tailored to the Vietnamese community in 
Australia, increased knowledge of how to access and navigate available 
services. Similarly, Lee et al.’s [37] home-based intervention, delivered by 
community health workers with cultural knowledge and experience re
flecting that of the carers, improved carers’ connection and access to com
munity resources. Tailored interventions also enhanced dementia literacy 
and caregiving capacity. An adapted programme for Black and South Asian 
carers in the UK helped participants reframe behavioural symptoms as ill
ness-related and adopt effective communication strategies [67]. In Brazil 
and India, a culturally adapted dementia awareness course for carers re
sulted in significant improvements in attitudes towards dementia and po
sitive changes in caring behaviours [16]. Some of these tailored interven
tions translated into greater carer mastery and self-efficacy, with Alexander 
et al. [1] finding Black carers’ levels of mastery increased after a tailored 
psychoeducation course. Studies also reported reductions in burden, role 
strain, depression, and anxiety among carers following adapted interven
tions [1,67].

Four studies employed digital tools to improve care planning, decision 
making, service navigation, or social support. In the Netherlands, DEM- 
DISC, a web-based intervention providing information about health and 
care services, was found to improve carers’ competence and frequent users 
experienced more needs being met after six months compared with controls 
[65]. Similarly, Care to Plan, a web-based tool in the US, improved service 
navigation among carers [13], whilst the web-application Let’s Talk Tech 
supported dyads of people with dementia and carers in making informed 
decisions about technology use at home, improving decision-making pre
paredness, understanding, and communication about technology [7]. For 
rural carers of people with atypical or early-onset dementia, a telehealth 
videoconference group reduced isolation and facilitated peer learning and 
practical problem-solving, though virtual interactions could feel more dis
tant than in-person meetings [48]. Additional barriers to digital interven
tions included time constraints, service costs, and digital literacy challenges 
[13].

Reducing community-level inequalities

Diagnosis
Only two studies reported on solutions to community-level in

equalities in diagnosis, focusing on improving understanding of de
mentia through participatory and network-based approaches [24,43]. 
In the USA, Medina et al. [43] used Boot Camp Translation to co-de
velop culturally responsive Alzheimer’s disease messaging with His
panic/Latino community members across three sites, resulting in sig
nificant improvements in subjective understanding and objective 
knowledge. In the UK, Giebel et al. [24] evaluated the Liverpool De
mentia and Ageing Research Forum, a community of practice con
necting people with dementia, carers, professionals, and researchers. 
Participation enhanced attendees’ knowledge of dementia, including 
rare sub-types, and improved professionals’ understanding of symptom 
nuances. However, participants in qualitative interviews highlighted 
the need for greater sociodemographic diversity within the forum.

Care
Seven studies addressed community-level inequalities in care, through 

raising awareness and challenging stigma (e.g., [35]), building community 
networks (e.g., [42]), and developing dementia-friendly communities and 
services (e.g., [51]). One study in Canada evaluated a research-based film 
depicting the stigma of living with dementia [35]. The film was found to 
counter tragedy discourse by helping audiences see the person behind the 
diagnosis and prompted family carers and professionals to adopt more 
supportive approaches to interactions. Three other studies highlighted the 
value of peer-led, professional, and community-based networks in reducing 

stigma and building capacity. McConnell et al. [42] evaluated Dementia 
Northern Ireland, a member-led organisation of people with dementia. 
Members reported being driven by a desire to challenge stigma and parti
cipated in several awareness-raising initiatives that improved understanding 
of dementia across communities and organisations. Similarly, engagement 
with a community of practice connecting people with dementia, carers, 
professionals, and researchers in the UK improved understanding of de
mentia care pathways, facilitated access to resources, and informed service 
improvements [24].

Two studies focused on creating dementia friendly communities (DFCs) 
and services [51,56]. In Austria, Plunger et al. [51] reported on a DFC 
pharmacy programme in which staff training and small-scale initiatives 
facilitated improved counselling and local community networking. Scher 
and Greenfield’s [56] analysis of DFC initiatives in the USA identified 
common activities such as training, community outreach, service develop
ment, and improvements to existing resources. These initiatives were most 
effective when supported by funding and partnerships.

Reducing Societal- and infrastructure-level inequalities

Diagnosis
Ten studies (11 papers) focused on interventions to reduce society- and 

infrastructure level barriers for people with dementia to accessing a (timely) 
diagnosis. Three studies explored “one-stop-shops” for dementia diagnosis - 
two in rural Canada and Australia. Alty et al. [3] evidenced how a one-stop 
memory clinic in Tasmania led to just under 100 % of the 130 adults being 
assessed for their memory receiving a same-day diagnosis. This reduced the 
time from referral to diagnosis to an average of 78 days in Tasmania 
compared to 133 days. Similarly, [46] evidenced earlier diagnosis and im
proved access to diagnosis in rural Canada by implementing a rural primary 
health care model for dementia. In the US, a similar fast-tracked assessment 
in a primary care setting provided recommendations on the same day [63]. 
However, whilst the authors provided details as to the types of diagnoses 
made for older adults presenting to Rapid Access Memory Program, no data 
were collected on the reduction of average waiting times for people with 
dementia, unlike Alty et al. [3].

Three studies explored how to support GPs and ways to reach out to 
people of a specific age [12,39,41]. Livingston et al. [39] evidenced 
how GPs from 11 general practices in the UK outreaching to 6387 pa
tients aged 70 + without a dementia diagnosis led to increased GP 
presentation by people aged 70 + with memory concerns. However, no 
increases in dementia diagnosis were recorded. Whilst this model sig
nificantly increased GP presentation for memory problems, it is un
known whether these memory problems were subjective or could have 
been measured objectively, such as via established cognitive tests, 
which may explain the lack of changes in subsequent diagnosis rates. In 
contrast, providing financial incentives to GPs in England to record 
more dementia diagnoses led to a significant increase in dementia di
agnosis rates from 51.8 % to 68.6 %, with over 40,000 more cases re
ported [41]. The study benefits from having utilised data from over 
7500 English general practices. Focusing on training instead, providing 
targeted dementia training for GPs in Australia provided positive im
pacts on improving dementia knowledge and skills [12]. However, 
long-term impacts of knowledge improvement interventions were 
missing, so that only financial incentives [41] have acted as an evi
denced solution to increasing diagnosis rates when focusing on GPs.

Another three studies focused on increasing connectivity in health care 
and increasing workforce knowledge. In Japan, Satoh et al. [54] provided 
GPs with a personnel link to ordering dementia screening from a Dementia 
Network Promoter leading to increased early dementia referrals. The de
mentia specialist would conduct targeted screening and report back to the 
GP, providing recommendations as to whether the patient should be re
ferred to a memory clinic for full assessment. Whilst this clinical role – the 
dementia specialists – was found to be beneficial for referrals, there was no 
control arm. Another study in the US showed that a network of 38 memory 
clinics led to improved workforce knowledge [50]. This community of 
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practice, bringing together health care professionals in Wisconsin, improved 
knowledge about dementia in the health care workforce. This was fa
cilitated by a full-time programme manager who actively recruits and en
gages with sites, thus generating wider engagement. Lee et al. [36] also 
reported on a network of linked up memory clinics in Ontario, Canada, and 
evidenced improved training and knowledge in the workforce compared to 
pre-network.

Care
Fifteen studies (17 papers) reported on interventions to reduce in

equalities or causes of inequalities for accessing post-diagnostic care. Four 
studies focused on remote care delivery and data system approaches. In 
rural Australia, Brown et al. [9] evidenced clinicians’ experiences of im
plementing a telehealth service for people with young-onset dementia. 
Focus group data from metropolitan and rural clinicians showed how 
clinicians felt they could offer more options to rural-residing people with 
dementia this way, whilst also being mindful of digital barriers. Gaugler 
et al. [20] evidenced no impact of an online tool to provide recommenda
tions for care services to 43 unpaid carers in the US. This may have been 
due to the low number of participants, whilst personal and socio-economic 
backgrounds of participants in the US care system also need to be con
sidered as important factors associated with access to care. In contrast, a 
different type of care decision and information tool trialled in Germany 
resulted in an 85 % increase in care recommendations to GPs for people 
with dementia [18]. Using a different approach of telecommunications, 
Kagwa et al. [34] evidenced how a mobile app improved communications 
from unpaid carers to social care professionals about any queries and sup
port needs in Sweden, showing how telecommunications can aid in the post- 
diagnostic process in a number of ways.

Research from Germany, the UK, Canada, and the US has evidenced 
solutions to the disconnect between health and social care services by im
proving service linkage either on a larger scale or with individual link 
workers [26,28,29,30,44,49,52,62]. Dementia Care Networks connect key 
stakeholders in dementia, including people affected by the condition, health 
care professionals, and carers in the community [28]. They act as a com
munity of practice focusing on connecting key stakeholders, aiming to in
crease knowledge and to facilitate access to care. Using semi-structured 
interviews and focus groups [28,29], evidenced how Dementia Care Net
works in 13 German states led to increased knowledge mobilisation and 
people affected by dementia understanding more about the condition and 
available services. Beyond knowledge mobilisation, Dementia Care Net
works were evidenced to lead to improved access to coordinated support by 
providing counselling and care coordination [62].

Five studies evaluated the effects of the role of either non-clinical or 
clinical dementia link workers. In Germany, trained dementia care 
nurses visited people with dementia in their homes, leading to a 19 % 
increase in uptake of post-diagnostic support [30]. In the US, Possin 
et al. [52] and Guterman et al. [26] reported the positive impacts from 
a RCT of the Care Ecosystem intervention, with primary contact via a 
non-clinical dementia link worker based in a multidisciplinary team, on 
people with dementia’s quality of life and carer well-being. This study 
provided the only evidence of significant reductions in emergency de
partment visits and a cost-effectiveness analysis. In Canada, an inter
vention embedding charity staff in primary care teams in rural areas 
was shown to improve the link-up to care and support services from the 
point of medical diagnosis (Morgan et al., 2022). Based on a small 
number of interviews with link coordinators and clinic team members 
(n = 9), this link worker role successfully facilitated access to services 
and provided emotional support to the carers. However, evidence is 
limited, with no quantitative evidence about service utilisation com
pared to usual care. In the UK, using service use data and focus groups 
of a model comprising clinical (Admiral Nurses) and non-clinical link 
workers (Dementia Advisors) provides strong support for a combined 
link worker model, with positive impacts on people with dementia and 
carers [49]. Carers had a better understanding of dementia, received 
information and access to care services, and were able to cope better.

On a more holistic level of system integration, Spencer et al. [59]
reported the positive impacts of piloting the PriDem intervention across 
seven general practices in England. This model of care comprised em
bedding specialist nurses in primary care practices with a focus on di
rect patient care, staff training and mentoring and service co-ordina
tion. Via medical record review, Spencer et al. [59] showed that the 
PriDem model effectively increased the implementation of personalised 
care plans for people with dementia from 37.4 % to 64.7 %, which were 
more holistic in content with a focus on social aspects.

One study focused on increasing workforce knowledge about dementia. 
In Australia, Haydon et al. [27] reported how the Dementia ECHO pro
gramme increased dementia knowledge and skills in First Nations-led health 
services in rural areas using telementoring. By measuring pre- and post- 
session knowledge and wider feedback, knowledge, skills, and capacity 
grew whilst professional isolation was reduced.

Quality assessments

Overall, the included studies demonstrated high methodological quality 
across designs. Most qualitative and mixed-methods studies scored highly 
(6–7/7), indicating clear research questions, appropriate study design, and 
strong coherence between data collection, analysis and interpretation. 
Quantitative studies showed slightly more variability, with some studies 
rated as moderate quality due to unclear reporting of sampling re
presentativeness, response bias and completeness of outcome data. 
Appendix A includes an overview of quality ratings for each study.

Discussion

This is the first systematic review synthesising evidence on solutions to 
inequalities in accessing diagnosis and care for people with dementia and 
their unpaid carers. Interventions from 13 different countries worldwide 
were included, with a range of different approaches targeting individual, 
community, society and infrastructure levels to create more equitable access 
to diagnosis and care for those affected by dementia. Evidence on effec
tiveness was mixed, with few solutions evidenced more than once. 
However, various interventions pointed to promising ways that can help 
increase access to care for people with dementia. These included a range of 
methods such as networks, link workers, dementia-friendly communities, 
campaigns to reduce stigma, and digital health literacy training. Solutions to 
reduce inequalities to accessing diagnosis were fewer.

Most evidence emerged on a society and infrastructure level, with fewer 
interventions on an individual and community level. Creating networks of 
memory clinics and stakeholders [22,62], as well as key connecting roles 
such as link workers and care navigators [49,52] were found to be effective 
ways to increase connectivity between health and social care professionals 
and/or between people with dementia and carers and care services. Evi
dence from Canada, Germany, UK and USA creating meaningful integrative 
networks and communities of practice, as well as link worker roles, de
monstrates perhaps the most evidenced solution on an infrastructure level 
and overall to date, with evidenced impacts on both the person with de
mentia and their carer (i.e. [52]). In contrast, relatively few interventions 
focused on individual-level barriers. Those that did tended to employ cul
turally or linguistically tailored approaches, which were consistently found 
to improve dementia literacy, service navigation, and carer self-efficacy 
[25,37]. These studies targeted specific groups such as the Vietnamese 
community in Australia [25], and Black and South Asian carers in the UK 
[67]. However, there remains a need to extend this work to other cultural 
and linguistic groups facing inequalities, to ensure that interventions are 
inclusive and respond to the diverse needs of people affected by dementia 
globally.

To ensure that interventions are incorporated into national policy and 
care delivery, evidence on both clinical and cost-effectiveness is critical. 
Based on included evidence, link workers are the only solution to date that 
reduces inequalities in access to dementia care and provides a cost-effective 
solution compared to standard care in the US care system [26]. Future 
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research needs to embed health economic evaluations, whilst also mea
suring the effects of an intervention on reducing avoidable health care 
utilisation and cost effectiveness in countries other than the US, which has a 
unique health care model. Accessing timely social care is linked to reduced, 
avoidable, health care visits [60]. With a greater focus on quantifiable 
outcomes and measures of impact, these included and highlighted solutions 
to reducing health inequalities are more likely to be implemented in na
tional care practice and policy guidance.

Reducing stigma in the community is a major approach to enabling 
people with suspected dementia to approach their GP and to be open about 
their diagnosis and thus be more likely to receive community-level support 
in their post-diagnostic journey. Considering this review only included a 
selection of stigma-reducing interventions aimed at increasing equity, 
identified in the comprehensive searches, it is important to highlight that 
stigma, similarly to dementia link workers, has its own rich evidence base 
which is substantial enough to be captured in standalone systematic reviews 
[23,6]. Bacsu et al. [6] for example categorised stigma-reducing interven
tions into education, contact, protest, and mixed, highlighting various ap
proaches attempting to reduce societal stigma. Evidence from this review 
shows a diversity in stigma-reducing interventions as a solution, with po
sitive impacts yet different methods employed.

DFCs were also found to be effective on a community level, albeit 
with minimal evidence included in this review. There are many existing 
systematic, scoping and realist reviews available on the topic of DFCs, 
with many not focusing on increasing equity in access, but instead on 
improving quality of life or making DFCs more inclusive [14,58]. Hung 
et al. [33] for example reported on strategies for creating DFCs, which 
involved public education to reduce stigma and raise awareness as a 
core feature. Whilst in England DFCs are very common [10], a large- 
scale evaluation of DFCs has shown limited evidence on effects of DFCs 
for people with dementia. Future research on DFCs needs to employ 
more rigorous outcome measures, including access to health and social 
care services to ensure studies capture how this important community 
approach can offer solutions to maximising access to care.

Several studies employed technology-based interventions to address in
equalities, showing promise in improving carer competence, care planning, 
service navigation, and decision-making [65,7]. While these interventions 
are well-intentioned, they can also introduce barriers to engagement, par
ticularly in relation to digital access and literacy, which may limit their 
effectiveness [13]. Broader research on digital technology use indicates that 
people with dementia and carers often encounter difficulties engaging with 
digital tools, including cognitive fatigue, limited digital literacy, challenges 
remembering how to use devices, unintuitive interfaces, and the afford
ability of digital technologies [11,61]. These findings suggest that although 
technology-based approaches have considerable potential to enhance care, 
they are not universally accessible and may inadvertently reinforce existing 
inequalities if certain groups are unable to benefit. Therefore, digital in
terventions should not be regarded as standalone solutions but rather 
complemented by accessible offline approaches and designed with attention 
to digital literacy and inclusivity to promote equity across diverse popula
tions.

It is important to stress that the included evidence paints a fairly 
Western picture of solutions, as only one study [16] included evidence from 
India and Brazil. Whilst this may have been a result of the included pub
lished languages (English and German), English is the global language of 
academia and thus research conducted in languages spoken in LMICs tends 
to be published in English. Thus, based on the comprehensive screening of 
peer-reviewed publications, very little evidence exists in LMICs. This is not 
surprising though, as LMICs such as Colombia, India, Malaysia, and Kenya 
have on average fewer health care resources and are thus known to have 
fewer services available for diagnosing and supporting people with de
mentia and less policy prioritisation [19,53,57]. Therefore, the first method 
of increasing access to diagnosis and care would have to be increasing 
service availability whilst also creating better linkage between health and 
social care services (where available). Thus, it is perhaps unsurprising to see 
fewer evidence from LMICs, despite a great need for targeted solutions to 

improve access to diagnosis and care in these countries, where the majority 
of people with dementia across the globe live [68].

Strengths and limitations

This systematic review benefitted from having searched five databases, 
studies eligible in English and German, and a large number of abstracts each 
screened by two research team members. Studies were included from 13 
countries. As discussed, whilst studies in two languages were eligible, it is 
possible that research from non-English or non-German academic publica
tions may have been missed. This may explain why only one study from 
LMICs was included [16]. However, it may also be the case that LMICs have 
substantially less health and social care infrastructure available [57]. There 
were some limitations to the included studies. There was a lack of research 
focused on the cost-effectiveness of interventions, compared to standard 
care or system approaches. This evidence however is crucial for Govern
ments and care systems to take up specific interventions and make changes 
to usual care and practice.

Conclusions

A range of evidenced interventions show promising outcomes in in
creasing equity in access to diagnosis and care for people with dementia and 
their carers. Interventions are varied, focusing on different individual-, 
community-, and system-level inequalities, with different levels of effec
tiveness. However, clear solutions have emerged - such as one-stop diag
nostic clinics, dementia link workers, and integrated memory clinic net
works - which have the potential to address some of the barriers that people 
with dementia and their carers are facing. To address inequalities most ef
fectively, an array of intersecting solutions needs to be implemented. Being 
mindful of differing cultural needs, future research needs to replicate pro
mising interventions in different settings and countries, as well as evidence 
the cost-effectiveness of interventions, whilst greater focus also needs to be 
paid to getting effective interventions implemented and written into na
tional guidance to improve dementia care and thus outcomes for those 
living with dementia. Future research should use clear measurements of 
health and social care outcomes and economic impact.
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Appendix A. Overview of quality ratings for included studies

Qualitative descriptive study design

Authors (date) S1 Are there clear 
research ques
tions?

S2 Do the col
lected data allow 
to address the re
search questions?

1.1. Is the quali
tative approach 
appropriate to 
answer the re
search question?

1.2. Are the quali
tative data collec
tion methods ade
quate to address 
the research ques
tion?

1.3. Are the find
ings adequately 
derived from the 
data?

1.4. Is the inter
pretation of re
sults sufficiently 
substantiated by 
data?

1.5. Is there co
herence between 
qualitative data 
sources, collec
tion, analysis and 
interpretation?

Quality score

Giebel et al. [24] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Kontos [35] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Lee (2025) Can’t tell Yes Yes Yes Yes Yes Yes 6/7 85 %
McConnell et al. [42] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Morgan et al. [45] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Morgan et al. [45] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Scher et al. [56] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Kagwa et al. [34] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Heinrich et al. [29] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
O’Connell et al. [48] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Goeman et al. [25] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Dassel et al. [15] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %

Quantitative Descriptive Study design

Authors (Date) S1. Are there 
clear research 
questions?

S2. Do the col
lected data allow 
to address the re
search questions?

4.1. Is the sam
pling strategy re
levant to address 
the research 
question?

4.2. Is the sample 
representative of 
the target popula
tion?

4.3. Are the mea
surements appro
priate?

4.4. Is the risk of 
nonresponse bias 
low?

4.5. Is the statis
tical analysis ap
propriate to an
swer the research 
question?

Quality check

Alty et al. [3] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Turner et al. [63] Yes Yes Yes Can’t tell Yes Can’t tell Can’t tell 4/7 57 %
Satoh et al. [54] Yes Can’t tell Yes Yes Yes No Can’t tell 4/7 57 %
Pinzon et al. [50] Yes Yes Yes Yes Yes no Yes 6/7 85 %
Qualitative Randomised Study Design
Authors (Date) S1. Are there 

clear research 
questions?

S2. Do the col
lected data allow 
to address the re
search questions?

2.1. Is randomi
zation appropri
ately performed?

2.2. Are the 
groups compar
able at baseline?

2.3. Are there 
complete out
come data?

2.4. Are outcome 
assessors blinded 
to the interven
tion provided?

2.5 Did the parti
cipants adhere to 
the assigned in
tervention?

Guterman et al. [26] Yes Yes Can’t tell Yes Yes Can’t tell Can’t tell 5/7 71 %
[32]) Yes Yes Yes Yes Can’t tell Yes Yes 6/7 85 %
Possin et al. [52] Yes Yes Can’t tell Yes Yes Yes Yes 6/7 85 %
Livingston et al. [39] Can’t tell Yes Yes Yes Yes Yes Yes 6/7 85 %
Eichler et al. [18] Yes Yes Yes Yes Yes No Yes 7/7 100 %
Qualitative Nonrandomised Study design
Authors (Date) S1. Are there 

clear research 
questions?

S2. Do the col
lected data allow 
to address the re
search questions?

3.1. Are the par
ticipants repre
sentative of the 
target popula
tion?

3.2. Are measure
ments appro
priate regarding 
both the outcome 
and intervention 
(or exposure)?

3.3. Are there 
complete out
come data?

3.4. Are the con
founders ac
counted for in the 
design and ana
lysis?

3.5. During the 
study period, is 
the intervention 
administered (or 
exposure oc
curred) as in
tended?

Mason et al. [41] Yes Yes Yes Can’t tell Can’t tell Yes Can’t tell 4/7 57 %
Thyrian et al. [62] Yes Yes Yes Yes Yes Yes Can’t tell 6/7 85 %

Mixed Methods

Author (Date) S1. Are there 
clear research 
questions?

S2. Do the col
lected data allow 
to address the re
search questions?

5.1. Is there an 
adequate ratio
nale for using a 
mixed methods 
design to address 
the research 
question?

5.2. Are the dif
ferent compo
nents of the study 
effectively inte
grated to answer 
the research 
question?

5.3. Are the out
puts of the inte
gration of qualita
tive and 
quantitative com
ponents ade
quately inter
preted?

5.4. Are diver
gences and incon
sistencies between 
quantitative and 
qualitative results 
adequately ad
dressed?

5.5. Do the dif
ferent components 
of the study adhere 
to the quality cri
teria of each tradi
tion of the 
methods involved?

Quality check

De Carvalho et al. [16] Yes Yes Yes Yes Yes Can’t tell Yes 6/7 85 %
Piercy et al. [49] Yes Yes Yes Yes Yes Can’t Tell Yes 6/7 85 %
Alexander et al. [1] Yes Yes Yes No Yes Yes Yes 6/7 85 %
Webster et al. [67] Yes Yes Yes Yes No Yes Can’t Tell 5/7 71 %
Haydon et al. [27] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Casey et al. [12] Yes Yes Yes Yes Yes Can’t Tell Yes 6/7 85 %
Cha et al. [13] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Heinrich et al. [30] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Nielsen et al. [47] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Plunger et al. [51] Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Spencer et al. [59] Yes Yes Yes Yes no Yes Yes 6/7 85 %
Van Mierlo et al. [65] Yes Yes Yes No no No Can’t tell 3/7 42 %
Morgan et al. [44] Yes Yes Yes Yes Yes Can’t tell Yes 6/7 85 %
Medina et al. [43] Can’t tell Yes No yes Can’t tell Can’t tell No 2/7 28 %
Henrich et al. (2016) Yes Yes Yes Yes Yes Yes Yes 7/7 100 %
Gaugler et al. [20] Yes Yes Yes Yes Yes Yes Can’t tell 6/7 85 %
Berridge et al. [7] Yes Yes Yes Yes Yes Yes Can’t tell 6/7 85 %

C. Giebel, C.V. Talbot, B. Waters-Harvey et al.                                                                                                                               International Psychogeriatrics xxx (xxxx) xxx

12



References

[1] Alexander K, Cave N, Oliver S, et al. Caregiving while Black: a novel, online cul
turally tailored psychoeducation course for Black dementia caregivers. 
Gerontologist 2024;64.

[2] Ali Y, Caballero GE, Shatnawi E, et al. Assessing the impact of an online dementia 
awareness initiative co-created with and for English, Arabic and Vietnamese 
speaking communities: a case study. Health Expect 2024;27:e14026.

[3] Alty J, Lawler K, Salmon K, et al. A new one-stop interdisciplinary cognitive clinic 
model tackles rural health inequality and halves the time to diagnosis: benchmarked 
against a national dementia registry. Int J Geriatr Psychiatry 2023:e5988.

[4] Alzheimer's Disease International (ADI). World Alzheimer Report 2023, Reducing 
Dementia Risk: Never too early, never too late. ADI, London, England: 2023.

[5] Annear MJ. Knowledge of dementia among the Australian Health Workforce: A 
National Online Survey. J Appl Gerontol 2018;39(1):62–73.

[6] Bacsu JD, Johnson S, O’Connell ME, et al. Stigma reduction interventions of de
mentia: a scoping review. Int Psychogeriatr 2022;41(2):203–13.

[7] Berridge C, Turner NR, Liu L, et al. Preliminary efficacy of ‘Let’s Talk Tech’: tech
nology use planning for dementia care dyads. Innov Aging 2023;7:1–13.

[8] Brigiano M, Calabrese L, Chirico I, et al. Within my walls, I escape being under
estimated: a systematic review and thematic synthesis of stigma and help-seeking in 
dementia. Behav Sci 2025;15(6):774.

[9] Brown AD, Kelso W, Velakoulis D, et al. Understanding clinicians’ experiences with 
implementation of a younger onset dementia telehealth service. J Geriatr Psychiatry 
Neurol 2023;6(4):295–308.

[10] Buckner S, Darlington N, Woodward M, et al. Dementia friendly communities in 
England: a scoping study. Int J Geriatr Psychiatry 2019;34(8):1235–43.

[11] Caprioli T, Mason S, Tetlow H, et al. “Necessity is the mother of invention”: 
Experiences of accessing and delivering dementia-related support services by in
formation communication technology during the pandemic in the UK. Dementia 
2025;24(2):323–43.

[12] Casey AN, Islam MM, Schütze H, et al. GP awareness, practice, knowledge and 
confidence: evaluation of the first nation-wide dementia-focused continuing med
ical education program in Australia. BMC Fam Pract 2020;21:104.

[13] Cha J, Peterson CM, Millenbah AN, et al. Delivering personalized recommendations 
to support caregivers of people living with dementia: mixed methods study. JMIR 
Aging 2022;5(2):e35847.

[14] Craig S, Halloran PO, Mitchell G, et al. Dementia Friendly communities (DFCs) to 
improve quality of life for people with dementia: a realist review. BMC Geriatr 
2024;24:776.

[15] Dassel K, Utz RL, Sanchez-Birkhead A, et al. Health disparities in advance care 
planning: development of a Spanish-language LEAD Guide (Life-Planning in Early 
Alzheimer’s and Other Dementias). Health Equity 2023;7(1).

[16] de Carvalho RLS, Fisher E, Natarajan N, et al. Feasibility and acceptability of a 
virtual “Dementia Awareness for Caregivers” course in Brazil and India. Alzheimer 
Dis Assoc Disord 2025;39:51–9.

[17] Dodd E, Pracownik R, Popel S, et al. Dementia services for people from black, Asian, 
and minority ethnic and white-British communities: does a primary care based 
model contribute to equality in service provision? Health Soc Care Community 
2022;30:622–33.

[18] Eichler T, Thyrian JR, Fredrich D, et al. The benefits of implementing a compu
terized intervention-management-system (IMS) on delivering integrated dementia 
care in the primary care setting. Int Psychogeriatr 2014;26(8):1377–85.

[19] Ferri CP, Jacob KS. Dementia in low-income and middle-income countries: different 
realities mandate tailored solutions. PLOS Med 2017;14(3):e1002271.

[20] Gaugler JE, Millenbah AN, Jensen CJ, et al. Connecting dementia caregivers to 
recommended services: care to plan. J Gerontol Nurs 2023;49(10):5–11.

[21] Giebel C. A new model to understand the complexities of inequalities in dementia. 
Int J Equity Health 2024;23(1):160.

[22] Giebel C, Hanna K, Watson J, et al. A systematic review on inequalities in accessing 
and using community-based social care in dementia. Int Psychogeriatr 
2024;36(7):540–63.

[23] Giebel C, Reilly S, Gabbay M, et al. Dementia care navigation: a systematic review 
on different service types and their prevalence. Int J Geriatr Psychiatry 
2023;38(8):e5977.

[24] Giebel C, Watson J, Polden M, et al. Engaging with a community of practice in 
dementia: impacts on skills, knowledge, networks and accessing support. Health 
Expect 2025;28(1):e70154.

[25] Goeman D, Michael J, King J, et al. Partnering with consumers to develop and 
evaluate a Vietnamese Dementia Talking-Book to support low health literacy: a 
qualitative study incorporating codesign and participatory action research. BMJ 
Open 2016;6:e011451.

[26] Guterman EL, Kiekhofer RE, Wood AJ, et al. Care ecosystem collaborative model 
and health care costs in medicare beneficiaries with dementia. JAMA Intern Med 
2023;183(11):1222–8.

[27] Haydon HM, Caffery LJ, Snoswell CL, et al. Dementia ECHO: evaluation of a tele
mentoring programme to increase dementia knowledge and skills in First Nations- 
led health services. J Telemed Telecare 2022;28(10):757–63.

[28] Heinrich S, Laporte Uribe F, Roes M, et al. Knowledge management in dementia 
care networks: a qualitative analysis of successful information and support strate
gies for people with dementia living at home and their family caregivers. Public 
Health 2016;131:40–8.

[29] Heinrich S, Laporte Uribe F, Wubbeler M, et al. Knowledge evaluation in dementia 
care networks: a mixed-methods analysis of knowledge evaluation strategies and 
the success of informing family caregivers about dementia support services. Int J 
Ment Health Syst 2016;10:69.

[30] Heinrich S, Schiller C, Grünzig M, et al. Dementia Care Nurse – Feasibility study of 
outreach assistance for people with dementia and their family carers. Pflege 
2021;34(5):275–84. (In German).

[31] Hong QN, Fàbregues S, Bartlett G, et al. The Mixed Methods Appraisal Tool (MMAT) 
version 2018 for information professionals and researchers. Educ Inf 
2018;34(4):285–91.

[32] Huang HL, Shyu YL, Hsu WC, et al. Effectiveness of a health education program for 
people with dementia and their family caregivers: an intervention by nurse prac
titioners. Arch Psychiatr Nurs 2024;50:147–59.

[33] Hung L, Hudson A, Gregorio M, et al. Creating dementia-friendly communities for 
social inclusion: a scoping review. Gerontol Geriatr Med 2021;7.

[34] Kagwa, et al. Providing and receiving support through a tailor-made mobile app: a 
qualitative study on experience of professionals and family caregivers to persons 
with dementia. BMC Geriatr 2024;24:554.

[35] Kontos P, Grigorovich A, Dupuis SL, et al. Projecting a critique of stigma associated 
with dementia on screen: the impact of a Canadian film on the importance of re
lational caring in the community. Gerontologist 2024;64:1–11.

[36] Lee L, Hillier LM, Gregg S, et al. Partnerships for improving dementia care in pri
mary care: extending access to primary care-based memory clinics in Ontario, 
Canada. Health Soc Care Community 2019;27(6):1574–85.

[37] Lee J-A, Kim J, Rousseau J, et al. Community health workers supporting diverse 
family caregivers of persons with dementia: preliminary qualitative results from a 
randomized home-based study. Dementia 2025;24(2):249–68.

[38] Li H, Kyrouac G, McManus D, Cranston R, Hughes S. Unmet home care service 
needs of rural older adults with Alzheimer’s disease: a perspective of informal 
caregivers. J Gerontol Soc Work 2012;55:409.

[39] Livingston G, Baio G, Sommerlad A, et al. Effectiveness of an intervention to fa
cilitate prompt referral to memory clinics in the United Kingdom: cluster rando
mised controlled trial. PLOS Med 2017;14(3):e1002252.

[40] Mansfield E, Cameron EC, Boyes AW, et al. Prevalence and type of unmet needs 
experienced by carers of people living with dementia. Aging Ment Health 
2023;27(5):904–10.

[41] Mason A, Liu D, Kasteridis P, et al. Investigating the impact of primary care pay
ments on underdiagnosis in dementia: a difference-in-differences analysis. Int J 
Geriatr Psychiatry 2018;33:1090–7.

[42] McConnell T, Best P, Sturm T, et al. A translational case study of empowerment into 
practice: a realist evaluation of a member-led dementia empowerment service. 
Dementia 2020;9(6):1974–96.

[43] Medina LD, Woods SP, Mullen R, et al. A boot camp translation of Alzheimer’s 
disease in Hispanic/Latino communities. Alzheimer’s & Dementia. Transl Res Clin 
Interv 2023;9:e12390.

[44] Morgan DG, Kosteniuk J, Bayly M. Perceptions and outcomes of an embedded 
Alzheimer Society First Link Coordinator in rural primary health care memory 
clinics. BMC Health Serv Res 2024;24:607.

[45] Morgan D, Kosteniuk J, O’Connell ME, et al. Barriers and facilitators to develop
ment and implementation of a rural primary health care intervention for dementia: 
a process evaluation. BMC Health Serv Res 2019;19:709.

[46] Morgan D, Kosteniuk J, Seitz D, et al. A five-step approach for developing and 
implementing a Rural Primary Health Care Model for Dementia: a commu
nity–academic partnership. A Prim Health Care Res Dev 2019;20(e29):1–11.

[47] Nielsen TR, Nielsen DS, Waldemar G, et al. Feasibility of a culturally tailored de
mentia information program for minority ethnic communities in Denmark. Int J 
Geriatr Psychiatry 2021:1–8.

[48] O’Connell ME, Crossley M, Cammer A, et al. Development and evaluation of a 
telehealth videoconferenced support group for rural spouses of individuals diag
nosed with atypical early-onset dementias. Dementia 2014;13(3):382–95.

[49] Piercy H, Fowler-Davis S, Dunham M, et al. Evaluation of an integrated service 
delivering post-diagnostic care and support for people living with dementia and 
their families. Health Soc Care Community 2018;26:819–28.

[50] Pinzon MM, Krainer J, LeCaire T, et al. The Wisconsin Alzheimer’s Institute 
Dementia Diagnostic Clinic Network: a community of practice to improve dementia 
care. J Am Geriatr Soc 2022;70(7):2121–33.

[51] Plunger P, Heimerl K, Tatzer VC, et al. Developing dementia-friendly pharmacies in 
Austria: a health promotion approach. Health Promot Int 2020;35(4):702–13.

[52] Possin KL, Merrilees JJ, Dulaney S, et al. Effect of Collaborative Dementia Care via 
telephone and internet on quality of life, caregiver well-being, and health care use. 
JAMA Intern Med 2019;179(12):1658–67.

[53] Prince M, Acosta D, Albanese E, et al. Ageing and dementia in low and middle 
income countries – Using research to engage with public and policy makers. Int Rev 
Psychiatry 2008;20(4):332–43.

[54] Satoh M, Kida H, Kawagita S, et al. Dementia IT screening system (DITS): practical use of 
local social resources for early diagnosis of dementia with collaboration between family 
physicians and dementia specialists. Geriatr Gerontol Int 2018;18:599–606.

[55] Scharf A, Michalowsky B, Raedke A, et al. Identifying and addressing unmet needs 
in dementia: the role of care access and psychosocial support. Int J Geriatr 
Psychiatry 2025;40(4):e70066.

[56] Scher CJ, Greenfield EA, et al. Variation in implementing dementia-friendly com
munity initiatives: advancing theory for social change. Geriatrics 2023;8:45.

[57] Seeher K, Cataldi R, Dua T, Kestel D. Inequitable access to dementia diagnosis and 
care in low-resource settings – A global perspective. Clin Gerontol 2023;46:133–7.

[58] Shatnawi E, Steiner-Lim GZ, Karamacoska D. Cultural inclusivity and diversity in 
dementia friendly communities: an integrative review. Dementia 
2023;22(8):2024–46.

[59] Spencer E, Griffiths S, Flanagan K, et al. Access to personalised dementia care 
planning in primary care: a mixed-methods evaluation of the PriDem intervention. 
BMJ Open 2024;14:e082083.

C. Giebel, C.V. Talbot, B. Waters-Harvey et al.                                                                                                                               International Psychogeriatrics xxx (xxxx) xxx

13

http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref1
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref1
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref1
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref2
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref2
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref2
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref3
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref3
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref3
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref4
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref4
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref5
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref5
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref6
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref6
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref7
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref7
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref7
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref8
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref8
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref8
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref9
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref9
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref10
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref10
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref10
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref10
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref11
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref11
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref11
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref12
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref12
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref12
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref13
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref13
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref13
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref14
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref14
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref14
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref15
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref15
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref15
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref16
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref16
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref16
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref16
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref17
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref17
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref17
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref18
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref18
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref19
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref19
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref20
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref20
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref21
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref21
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref21
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref22
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref22
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref22
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref23
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref23
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref23
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref24
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref24
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref24
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref24
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref25
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref25
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref25
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref26
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref26
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref26
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref27
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref27
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref27
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref27
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref28
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref28
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref28
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref28
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref29
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref29
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref29
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref30
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref30
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref30
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref31
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref31
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref31
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref32
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref32
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref33
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref33
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref33
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref34
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref34
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref34
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref35
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref35
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref35
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref36
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref36
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref36
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref37
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref37
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref37
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref38
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref38
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref38
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref39
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref39
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref39
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref40
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref40
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref40
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref41
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref41
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref41
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref42
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref42
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref42
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref43
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref43
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref43
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref44
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref44
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref44
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref45
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref45
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref45
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref46
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref46
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref46
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref47
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref47
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref47
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref48
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref48
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref48
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref49
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref49
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref49
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref50
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref50
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref51
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref51
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref51
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref52
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref52
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref52
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref53
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref53
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref53
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref54
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref54
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref54
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref55
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref55
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref56
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref56
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref57
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref57
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref57
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref58
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref58
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref58


[60] Spiers K, et al. Impact of social care supply on healthcare utilisation by older adults: 
a systematic review and meta-analysis. Age Ageing 2019;48(1):57–66.

[61] Talbot CV, Roe D, Anderson JG, et al. Unpaid carers’ experiences of supporting 
people with dementia to use social media. Aging Ment Health 2024;28(7):977–84.

[62] Thyrian JR, Eichler T, Michalowsky B, et al. How does utilisation of health care services 
change in people with dementia served by dementia care networks? Results of the 
longitudinal, observational DemNet-D study. J Alzheimer’S Dis 2018;66:1609–17.

[63] Turner TH, Scott EP, Barlis K, et al. The Rapid Access Memory Program for ad
dressing concerns of Incipient dementia in academic primary Care Settings. J 
Geriatr Psychiatry Neurol 2024;37(4):255–62.

[64] Van de Vorst IE, Koek HL, Stein CE, Bots ML, Vaartjes I. Socioeconomic disparities 
and mortality after a diagnosis of dementia: results from a nationwide registry 
linkage study. Am J Epidemiol 2016;184(3):219–26.

[65] van Mierlo LD, Meiland FJM, van de Ven PM, et al. Evaluation of DEM-DISC, 
customized e-advice on health and social support services for informal carers and 
case managers of people with dementia; a cluster randomized trial. Int 
Psychogeriatr 2015;27(8):1365–78.

[66] Watson J, Green MA, Giebel C, et al. Social and spatial inequalities in healthcare use 
among people living with dementia in England (2002-2016). Aging Ment Health 
2023;27(8):1476–87.

[67] Webster L, Amador S, Rapaport P, et al. Tailoring STrAtegies for RelaTives for Black 
and South Asian dementia family carers in the United Kingdom: a mixed methods 
study. Int J Geriatr Psychiatry 2023:e5868.

[68] World Health Organisation (WHO). Global status report on the public health re
sponse to dementia. Retrieved from 〈https://www.who.int/publications/i/item/ 
9789240033245〉, 2021.

C. Giebel, C.V. Talbot, B. Waters-Harvey et al.                                                                                                                               International Psychogeriatrics xxx (xxxx) xxx

14

http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref59
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref59
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref60
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref60
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref61
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref61
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref61
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref62
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref62
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref62
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref63
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref63
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref63
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref64
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref64
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref64
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref64
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref65
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref65
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref65
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref66
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref66
http://refhub.elsevier.com/S1041-6102(26)00016-5/sbref66
https://www.who.int/publications/i/item/9789240033245
https://www.who.int/publications/i/item/9789240033245

	Solutions to inequalities in dementia diagnosis and care: A systematic review
	Introduction
	Methods
	Search strategy
	Dementia AND (diagnos* OR care OR access OR use) AND (facilitator OR solution) AND (therapy OR intervention OR service)
	Inclusion and exclusion criteria
	Study selection
	Data extraction and synthesis
	Quality ratings

	Results
	Overview of included studies
	Reducing individual-level inequalities
	Diagnosis
	Care

	Reducing community-level inequalities
	Diagnosis
	Care

	Reducing Societal- and infrastructure-level inequalities
	Diagnosis
	Care

	Quality assessments

	Discussion
	Strengths and limitations

	Conclusions
	CRediT authorship contribution statement
	Funding
	Declaration of Competing Interest
	Appendix A Overview of quality ratings for included studies
	References




