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ABSTRACT
Objectives:  People with dementia experience multiple barriers to accessing timely diagnosis 
and care, primarily due to issues on a care system level. The aim of this Policy Paper was to 
compare health and social care systems for dementia and unpaid carers across 14 European 
countries.
Method:  Each country was represented by a clinical or non-clinical dementia care researcher 
who provided country-specific data on its health and social care system, sense-checked by 
health and social care practitioners. National policies were searched to inform the country 
overview of its health and social care system.
Results:  Except for Norway, health and social care are managed separately. Barring Germany, 
electronic and paper-based health data are routinely collected. Scotland is the only country 
that collects social care data that can be linked to healthcare data. Access to health care is 
free at point of access, whilst social care usage is means tested in Poland, Germany, Ireland 
and the UK, creating a substantial financial barrier for many people with dementia and carers. 
Three out of 14 countries do not have a national dementia strategy.
Conclusion:  Health and social care systems are oftentimes disjointed across Europe, lacking 
adequately linked data infrastructure. Research needs to explore the interpersonal connectivity 
between care systems, patients and professionals.

Background

Dementia affects over 57 million people worldwide 
(WHO, 2021) and similar numbers of family carers. 
Without a cure yet or effective medication to halt 
the disease progression for anyone with any type 
and stage of dementia, it is pertinent that access to 
diagnosis and care is equitable and easily achieved 
for people with dementia from any background or 
living location. This is critical not for any specific 
country or region, but on a global level (World 
Health Organisation, 2017). Whilst many inequalities 
in access remain, including personal characteristics 
such as age, gender, ethnicity, financial background, 
and dementia subtype, as well as lack of workforce 

knowledge and service availability, and stigma 
(Duran-Kiraç et  al., 2022; Giebel et  al., 2024; 
Godard-Sebillotte et  al., 2024), many barriers to 
accessing timely diagnosis and suitable care take 
place on a system and infrastructure level, and thus 
how health and social care services are connected 
and set up (Sorrentino et  al., 2025). This can vary 
greatly across different countries, in terms of funding, 
privatisation of services, access to medication, as well 
as how data are shared between services

To ensure that people with dementia and their 
carers receive equitable access to diagnosis and care, 
an intersecting and parallel approach of solutions 
needs to be implemented to address individual-, 
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community-, and society- and infrastructure-level 
barriers. To learn more about how health and social 
care systems can provide the best access to care 
possible, it is important to compare and contrast 
them based on key characteristics, including how 
health and social care are connected and accessed, 
how they are funded, and how data are recorded.

There is some evidence that compares healthcare 
systems across some European as well as further 
afield high-income countries, including New Zealand, 
Australia, the US, Canada, and Japan. The King’s Fund 
(2023) evidenced how the National Health Service in 
England has on average fewer resources than other 
countries, with health spending per capita below 
average. There is little evidence however that one 
single health care model performs consistently bet-
ter. Additional evidence shows that many people 
have to rely on out-of-pocket expenses to pay for 
and access necessary health care across central and 
Eastern Europe, including Czechia, Estonia, Hungary, 
Latvia, Lithuania, Poland, Slovakia, and Slovenia 
(Tambor et  al., 2021). In a comparison by the Health 
Foundation (2025), the United Kingdom for example 
was shown to spend less on health care than coun-
tries such as Germany, the Netherlands or France. 
Compared to Europe, people with dementia in the 
US are more likely to use out-of-pocket spending, 
whilst also using 50% less formal community-based 
care, such as home care and day care, yet making 
greater use of residential care (Lenzen et  al., 2021). 
Looking at the overall economic burden of dementia 
across Europe, total annual country costs for demen-
tia, including informal care, are projected to range 
between €162.9 million in Estonia to €32.9 billion in 
Germany (Meijer et  al., 2022). With a lack of compar-
isons between social care systems, and crucially how 
these connect across European care systems, it is 
important to explore how people with dementia get 
linked up with day care, home care, and other social 
care services from the point of clinical diagnosis.

The ways in which health and social care services 
are commissioned and interact with one another are 
also important to understand. Especially, as evidence 
indicates that in England, local authorities delivered 
wider variety of specialist services for people with 
dementia when commissioning was joint up between 
health and social care providers (Davies et  al., 2020). 
To our knowledge, no comparison of health and 
social care systems, particularly in relation to demen-
tia, exists to date. Whilst there is European-wide evi-
dence on some of the core aspects of care within 
dementia, such as the level and availability of inter-
mediate care in 16 European countries (Dibao-Dina 
et  al., 2022) as well as the usage of dementia medi-
cation prescription across different European regions 
(Petrazzouli et  al., 2020), these support some insight 
into how care for dementia varies across Europe, but 

fail to compare the linkage between the fragmented 
health and social care systems.

A mapping study covering eight European coun-
tries (Estonia, Finland, France, Germany, Netherlands, 
Spain, Sweden, UK) for example identified the con-
tent of care and services for people with dementia 
and their carers throughout the disease trajectory 
across the different countries (Hallberg et  al., 2013). 
The focus of the mapping exercise was care services 
such as outpatient care facilities or palliative care. 
However, it did not dissect the core structural com-
ponents of the individual countries’ care systems, 
including how care is accessed, medication access, 
payment and health insurance, as well as the struc-
ture of commissioning bodies.

In this Policy Paper, we, a group of European 
dementia researchers representing the INTERDEM 
Taskforce on Inequalities in Dementia, aim to com-
pare and contrast the differences in health and social 
care systems across 14 European countries, specifi-
cally in relation to dementia. This is to enable 
researchers and practitioners to more easily under-
stand different care systems, whilst also aiding iden-
tification of areas of good practice which may be 
suitable for possible adaptation into other countries.

Methods

The expert group

The INTERDEM Taskforce on Inequalities in Dementia 
comprises over 60 psychosocial dementia researchers 
and charity representatives from 15 European coun-
tries (Belgium, Czechia, Germany, Denmark, Greece, 
Ireland, Italy, Lithuania, Malta, the Netherlands, 
Norway, Poland, Portugal, United Kingdom, Ukraine). 
Researchers are from early-, mid-career, and senior 
backgrounds. A subgroup of the Taskforce members, 
including clinical and non-clinical academics in psy-
chology, geriatrics, social care, and nursing has come 
together to provide their respective country exper-
tise about the health and social care system from 
Czechia, England, Germany, Ireland, Italy, Lithuania, 
Netherlands, Northern Ireland, Norway, Malta, Poland, 
Portugal, Scotland, Wales (Figure 1).

Determining key characteristics of health and 
social care systems

Through two development stages, the list of key 
characteristics of health and social care systems were 
developed among the team via individual and joint 
discussions and via circulating drafts of the list of 
characteristics. The table of key characteristics was 
also sense-checked by a UK general practitioner. 
Characteristics were based on how services were set 
up and run, how they were funded, managed, and 
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accessed, whilst an additional key area was set on 
national dementia and carer strategies, which can 
inform how care services are provided.

Data generation

Each country representative completed the table and 
wrote a summary of their health and social care sys-
tems including key references. This was achieved by 
searching national policies and other country-specific 
documents and publications, based on existing 
knowledge of the care system and infrastructure by 
conducting research in health and social care in the 
respective country, and for some by also being active 
health care professionals. Country representatives 
read through the documents and extracted the rele-
vant and agreed data on key characteristics. Each 
country data was sense-checked by a minimum of 
two health and social care professionals within that 
country, to ensure the veracity of the data. This 
aligns with the methodology employed by Hallberg 
et  al. (2013) when mapping dementia care specifi-
cally in eight European countries, including day care 
and residential care. Building on previous research, 
this paper provides a more far-reaching overview of 
the health and social care systems across a larger 
number of European countries.

The state of health and social care across 
Europe

This paper compared the health and social care 
systems of 14 European countries in Central, 
Northern, Western, Southern, and Eastern Europe, 
with a focus on dementia and carers and availabil-
ity of national strategies. Tables 1 and 2 provide an 

overview of key aspects of the health and social 
care systems for Czechia, Germany, Ireland, Italy, 
Lithuania, Malta, Netherlands, Norway, Poland, 
Portugal, and the United Kingdom (broken down 
into its four devolved nations—England, Northern 
Ireland, Scotland, Wales).

Czechia

Long-term care for older people in Czechia is split 
between health and social care, one segment pro-
vided under the 2011 Health Services Act while the 
other is provided under the 2006 Social Services Act 
(Wija et  al., 2015). Health care provision is based on 
compulsory insurance for all citizens and is free at 
the point of use. Social care is funded by public 
authorities via grants and provider funding are there 
are out-of-pocket payments (OPPs) for users. The 
majority of social care is provided as non-profit by 
the Third sector, and a significant volume of residen-
tial and home care is also provided by local authori-
ties directly. OPPs are capped and there is a Care 
Allowance to cover or partly cover care charges. 
Residential care is fully covered by the state (exclud-
ing lodging and meals) while home care is free for 
up to 35 hrs of care weekly. Data do not provide 
complex information: healthcare data are reported at 
the individual level, while social care data are 
reported at the system level and are, thus, 
non-identifiable’.

In health care, GPs refer to clinical specialists and 
to home care. By contrast, access to social care is via 
self-referrals. Needs assessment and care planning 
are delegated to individual services and not held by 
a coordination and access mechanism at a regional 
level. Local authority social workers, hospital 

Figure 1.  Overview of 14 included countries.
Note. Included countries: Czechia, England, Germany, Ireland, Italy, Lithuania, Netherlands, Northern Ireland, Norway, Malta, Poland, Portugal, Scotland, 
Wales. The UK was broken down into its four devolved nations due its variations in systems.
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discharge social workers and others attempting coor-
dination are limited to the role of navigators, advis-
ing users where to apply for care directly (Dostalova 
et  al., 2021). Care coordination is therefore mostly 
informal, left to users and family carers.

Germany

Germany′s health and social care systems are institu-
tionally and financially separated. Health services are 
governed by a decentralized system involving 
self-governing institutions and government over-
sight. The federal government sets the legal frame-
work and the Federal Joint Committee, which 
includes representatives from insurers, doctors, and 
hospitals, makes binding decisions on which services 
are covered by statutory health insurance. Health 
insurance funds also have a right to self-government, 
using elected representatives to manage their affairs 
and negotiate with providers. Finances are based on 
a multi-payer system with a dual public and private 
structure, heavily relying on a social contribution 
principle. The public system is funded by payroll con-
tributions split between employers and employees, 
with rates based on income. The private system is an 
option for high-income earners, civil servants, and 
the self-employed and is funded by risk-based 
premiums.

Social care in Germany is governed by a federal 
system where laws are enacted at the federal level, 
but their implementation and local administration 
are handled by the federal states and local authori-
ties. Social care and services in Germany are financed 
by a system of communal solidarity, with contribu-
tions based on financial means and benefits based 
on need. Major spending is on healthcare, pensions, 
and long-term care. The system is comprehensive 
and costly, though the overall social budget has 
remained relatively stable, with future pressure antic-
ipated from a growing elderly population

A GP usually initiates dementia diagnosis. This 
often leads to a referral to a neurologist or psychia-
trist in residency or a specialised ambulance/clinic/
memory clinic. Memory clinics operate in larger cit-
ies, but national coordination is limited and there is 
no formal link-worker model connecting health and 
social care. The third sector plays a major role in hos-
pice, community-based and long-term care.

Ireland

Ireland’s health and social care systems are distinct 
but closely interrelated in practice. Health care is 
coordinated by the Department of Health (DoH) and 
delivered through the Health Service Executive (HSE), 
which manages hospital groups and Community 

Healthcare Organisations. Social care is primarily 
overseen by the DoH and delivered by the HSE and 
with services provided by local authorities and a 
wide network of voluntary and non-profit 
organisations.

Funding for health care is primarily derived from 
general taxation, with the HSE providing universal 
services. Access is stratified: individuals with a 
Medical Card (granted on a means-tested basis) 
receive free GP visits, hospital care, and prescriptions 
(with a small charge), while others pay subsidised 
charges or rely on private insurance. A GP Visit Card 
provides free doctor visits to over 70s (and children 
under 8). Around 46% of the population holds pri-
vate health insurance. Social care is likewise 
tax-funded but often subject to financial assessment, 
particularly for home help, disability supports, and 
elder care. Data systems are increasingly digitalised. 
The eHealth Ireland programme has introduced elec-
tronic prescriptions and patient records, though a 
fully integrated national electronic health record 
remains under development. Social care data collec-
tion is more fragmented. As a result, health and 
social care data are not routinely linked.

The third sector plays a vital role in Ireland’s wel-
fare landscape. Many charities are contracted by the 
State to deliver services, filling gaps in statutory pro-
vision. Dementia diagnosis typically begins with a GP 
referral to specialist memory clinics or geriatric/neu-
rology services. Ireland has developed innovative 
supports such as Dementia Advisers, provided by the 
Alzheimer Society of Ireland, to connect patients and 
families with health and social care resources. Policy 
frameworks are in place for both dementia and carers.

Italy

The health and social care systems in Italy are insti-
tutionally and financially separate. Health care is 
coordinated by the Ministry of Health and delivered 
by regional authorities, while welfare services are 
funded through a combination of national, regional, 
and municipal resources. The health system is pre-
dominantly funded through taxation, although the 
role of private insurance and employer-sponsored 
benefits is increasing. Access to health care is univer-
sal, with general practitioners serving as the principal 
point of entry for patients. When dementia is sus-
pected, the general practitioner refers the patient to 
specialist services and to memory clinics, and the 
organisation of diagnostic and therapeutic pathways 
is defined and implemented at regional level.

Italy adopted a National Dementia Plan in 2014 
(Ancidoni et  al., 2023). To support its implementa-
tion, Parliament established a national fund for 
Alzheimer’s disease and other dementias, and the 
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fund’s activities were coordinated by the Ministry of 
Health in collaboration with the Dementia 
Observatory of the National Institute of Health. These 
initiatives involved all regions and autonomous prov-
inces. There is no formal national strategy for unpaid 
carers and link workers to bridge health and social 
care for people with dementia are not widely estab-
lished (Ancidoni et  al., 2025).

The third sector frequently complements public 
provision by delivering community-based services, 
day centres and home support for people with 
dementia and their families, particularly where statu-
tory services are limited.

Health care data is routinely collected electroni-
cally and is linked across providers. Social care data 
are often held in heterogeneous formats and are not 
integrated with health information systems, which 
limits the coordinated planning and delivery of 
services.

Lithuania

Lithuania has a universal healthcare system financed 
mainly through taxes and through earmarked com-
pulsory health insurance contributions with top-ups 
from the state budget. Municipalities organize and 
finance local services such as primary care facilities 
and nursing hospitals. Social care services are regu-
lated by the Ministry of Social Security and Labour, 
which sets methodologies, allocates funding, and 
monitors compliance. Municipalities assess needs 
and deliver services locally. Preventive and general 
social services are financed through municipal bud-
gets and state grants, while services for people with 
greater needs receive targeted state funding. Private 
health services are available but typically require full 
out-of-pocket payment. Existing long-term care in 
Lithuania remains institutionally and financially frag-
mented between the health and social sectors. There 
is no single integrated long-term care financing 
scheme, and coordination between sectors relies 
largely on informal cooperation at the munici-
pal level.

National healthcare data are captured on diagno-
ses, procedures, prescriptions, as well as publicly 
funded services, claims, and medications. Lithuania 
has a national e-health infrastructure and legal 
requirements for electronic health records. Social 
care data are collected under the Law on Social 
Services through the Social Family Support 
Information System, where municipalities report ser-
vices provided or terminated. The State Data Agency 
conducts annual statistical surveys and publishes 
official social care indicators. Open public datasets 
exist through Lithuania’s open data portal, though 
often only in aggregated form.

When cognitive decline is suspected, patients may 
consult a GP or specialist directly. Specialists docu-
ment the dementia diagnosis and subtype, and 
follow-up care is coordinated with the GP and munic-
ipal social services. Social workers and case manag-
ers help link health and social care, but patients and 
caregivers still shoulder much of the coordination.

Malta

Malta’s health and social care are administered sepa-
rately despite a 2024 operational merger that placed 
Active Ageing and Community Care under the 
Ministry for Health & Active Ageing. However, social 
benefits (e.g. pensions, disability) remain with the 
Ministry for Social Policy and Children’s Rights. The 
national health service is tax-funded and largely free 
at the point of use, but out-of-pocket spending 
remains comparatively high. Stewardship is cen-
tralised in the Ministry. There are no user charges for 
public services, with chronic disease medicines cov-
ered regardless of income. Medication on the 
National Formulary is dispensed free through the 
Pharmacy of Your Choice scheme, with non-formulary 
drugs (e.g. Memantine) paid privately. Data infra-
structure is mixed with primary care running elec-
tronic records, although hospitals and long-term care 
still rely heavily on paper. Health data linkage is par-
tial with social care data being mostly paper-based 
and not linked, though integration initiatives are 
underway (Azzopardi-Muscat et  al., 2024).

Access to dementia diagnosis typically follows GP 
referral into public outpatient specialties (geriatrics, 
neurology, psychiatry), with private specialist access 
also available out-of-pocket. A multidisciplinary 
Dementia Intervention Team—including specialised 
nurses, occupational therapists, social workers and a 
GP—acts as a community bridge between health 
and social services. Malta adopted its second demen-
tia strategy for 2024–2031, building on objectives 
such as prevention, timely diagnosis, management 
and care-support; however, there is no separate 
national strategy for unpaid carers. Voluntary and 
religious organisations provide complementary 
support.

Netherlands

In the Netherlands, health and social care for peo-
ple living with dementia is clearly separated and 
funded through three acts, each with different 
responsible authorities, care professionals and elec-
tronic record files. Care at home is primarily pro-
vided through the Health Insurance Act, that focuses 
on nursing care, with health insurers as the primary 
purchasers, and the Social Support Act, that focuses 
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on social care, with municipalities as the primary 
purchasers. The Long-Term Care Act covers residen-
tial care in nursing homes, although increasingly 
substitute care packages are developed to support 
people living at home, either a ‘full home care 
package’ (with a single provider) or a ‘modular 
home care package’ (multiple providers) (Krabbe- 
Alkemade et  al., 2025). The Care Needs Assessment 
Centre assess the needs of people living with 
dementia, based on nationwide, detailed criteria. 
Most services are publicly funded through various 
funding streams (e.g. taxes, mandatory insurance), 
with personal contributions, depending on the 
income. Although privately funded care and sup-
port is an upcoming phenomena, it still only covers 
a small percentage in dementia care.

There is an ongoing debate for better service inte-
gration. New initiatives are trying to encourage that, 
mainly focused on a network approach (Oostra et  al., 
2021), but it is very complex due to the different leg-
islation and funding streams. Data are routinely col-
lected electronically in the Netherlands, mainly by all 
providers in separate systems. There is no unified 
linked system, although there is a strong need for 
better system where providers can exchange infor-
mation in a safe manner, across organisations and 
domains. There are several national databases col-
lecting health and social in the population.

Norway

Norway’s health and care system is publicly funded 
and based on the principles of universal access, 
equity, and decentralisation. The system is organized 
across three levels: the national government sets pol-
icy and allocates funding; four regional health 
authorities are responsible for specialist care, includ-
ing hospitals; and 356 municipalities manage primary 
care and social services, such as general practitioners 
(GPs), home care, and nursing homes. Services are 
largely financed through taxation, and most health-
care is free or low-cost at the point of use (World 
Health Organization, 2020).

Coordination between health and social care is a 
growing priority, especially for people with complex 
needs. Norway also invests heavily in digital health 
infrastructure, with widespread use of electronic 
health records and national health registries (Saunes 
et  al., 2024).

Poland

Poland’s health and social care systems are institution-
ally and financially separate. Health care is coordinated 
by the Ministry of Health and the National Health 
Fund (European Observatory on Health Systems and 
Policies, 2021), which finances services through 

mandatory public insurance contributions, supported 
by taxes and patient co-payments. Social care is 
funded from general taxation and managed locally by 
municipalities and counties under the Ministry of 
Family, Labour and Social Policy. Access to social care 
is largely means-tested. Routine health data are col-
lected electronically via the national e-Health Platform 
and accessible to patients through the Internet Patient 
Account, while social care data are managed digitally. 
Despite significant digital progress, there is no routine 
linkage between health and social care data systems.

Dementia diagnosis in Poland usually requires a 
referral from a general practitioner to a neurologist or 
psychiatrist, though direct access to psychiatry is pos-
sible under NFZ rules. Some memory clinics operate 
in larger cities, but national coordination is limited 
and there is no formal link-worker model connecting 
health and social care. The third sector plays a major 
role in hospice, community-based and long-term care, 
often through contracts with local governments. While 
Poland does not yet have a national dementia strat-
egy, the Ministry of Health has announced a national 
dementia plan to be introduced by 2025, which has 
only been circulated for public consultation at this 
stage. Likewise, there is no national unpaid carers’ 
strategy, although informal carers receive fragmented 
support through targeted benefits.

Portugal

In Portugal, health care is delivered through a uni-
versal public system, complemented by occupational 
health subsystems and voluntary private insurance. 
Access begins typically at the primary care level, 
which act as gatekeepers to specialised services. 
Access to dementia medication occurs through med-
ical prescription, typically initiated by specialists (e.g. 
neurology, psychiatry). Social care access is 
needs-based and often means-tested, and includes 
home support, day centres, and residential care. 
Health and social care are governed and financed 
separately, with partial integration mainly occurring 
through specific arrangements, which provide inter-
mediate and long-term care.

Dementia care in Portugal is recognised within 
public health planning through a Health Strategy 
for Dementia (Decree 5988/2018), which sets out 
principles for prevention, early detection, timely 
diagnosis, integrated therapeutic interventions, and 
a coordinated care pathway across primary care, 
hospitals, long-term care, and palliative care. 
Currently, significant gaps persist in the manage-
ment of people with dementia, spanning from diag-
nosis to follow-up care and end-of-life support 
(Valverde et  al., 2024), and barriers such as limited 
training and resource constraints in primary care 
teams have been documented as obstacles to the 
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implementation of Portugal’s dementia strategy 
(Balsinha et  al., 2022). The dementia care pathways 
in primary care remain underdeveloped, and social 
support for people with dementia is limited and 
largely restricted to non-dementia-specific day care 
centres and in-home assistance with basic activities 
of daily living.

Charities - most notably Alzheimer Portugal -  
provide important specialised services for people 
with dementia and their caregivers, including care- 
navigation assistance.

United Kingdom (England, Wales, Scotland, 
Northern Ireland)

The health and social care system in the UK is broken 
down into management by its four devolved nations—
England, Wales, Scotland, and Northern Ireland. Across 
all four nations, the health care system is funded 
through national insurance and taxes, and free at point 
of use. Private health care exists and is increasingly 
used. For non-urgent health care issues, in most 
instances the GP is accessed first in order to be referred 
to specialist services. In England, public social care ser-
vices are overseen by 317 local authorities across the 
country, which are part of 42 integrated care boards 
that link up health and social care services and provide 
high level oversight. Social care services, such as day 
care, respite care, and residential care, are means-tested, 
with ongoing changes to funding models (Department 
of Health and Social Care, 2024).

In Wales, social care is provided via 22 local author-
ities, and NHS services are overseen by 7 regional 
health boards and 3 NHS trusts. In Scotland, 14 
regional NHS territorial boards are responsible for hos-
pitals and specialist care, and 32 local authorities man-
age social care services. Primary care, including GPs, 
pharmacies, and dental services, is coordinated with 
both NHS boards and local authorities. At the local 
level, Health & Social Care Partnerships, governed by 
Integration Joint Boards, jointly plan and commission 
integrated health and social care services. Coordination 
between health and social care for people with 
dementia is supported by Dementia link workers.

In Northern Ireland, health and social care services 
are delivered by five Health and Social Care Trusts, 
while local councils manage social support services, 
including home care and residential care. Local 
Health and Social Care Partnerships support inte-
grated planning and delivery of services, including 
the provision of dementia navigators.

Regarding health and social care data, only 
linked-up health care data exists, including for GPs 
and hospital visits. There is no linked-up social care 
data, amongst others due to a lack of oversight of 
the care system with a mixture of privately and 

publicly funded care providers, whilst Scotland has 
some linked up social care data. Wales, Scotland and 
Northern Ireland have national dementia strategies. 
England does not have one since 2020.

Synthesis

Health and social care systems function separately in 
all included countries but Norway. Care is funded 
with state taxes, local taxes and/or insurance sys-
tems, with health care services free at point of access 
except in Ireland, where this is the case only for 
those eligible for a Medical or GP Visit Card. Accessing 
social care services differs across countries and is 
means-tested and thus based on an individual’s 
income/savings in Poland, Germany, Ireland, and the 
four devolved UK nations. Regarding routinely col-
lected data, health care data are solely electronically 
collected in all countries but Lithuania, Malta, and 
Portugal, where there is still a mix of electronic and 
paper-based data collection, with a shift towards 
becoming fully digital. By contrast, social care data, if 
they exist, are collected less digitally as a whole 
across all countries, with a greater drive required for 
all social care data to become digitalised. Across all 
countries but Germany, health care data are linked 
up, such as GP data and hospital visits data, whilst 
social care data are only linked up in Germany, 
Lithuania, and Poland, and partially in Scotland and 
Northern Ireland. Linked up health and social care 
data do not exist in any country but Scotland (to 
some degree). Thus, all but one European country 
included in this overview have currently no linked 
data for health and social care services and their 
usage. Where care services fail to meet the needs of 
the population, third sector providers or charities 
across the countries are trying to fill the gap, for 
example by providing support groups and particu-
larly social care support.

Accessing a dementia diagnosis is primarily 
achieved via a referral by the GP, whilst many coun-
tries including Germany, Czechia, Poland, Portugal, 
and Wales also allow self-referrals to memory clinics 
and assessments. Albeit a general absence of pub-
lished evidence on the impact of dementia link 
workers to connect people with dementia to services 
after the diagnosis, except for some evidence from 
the Netherlands and England (Giebel et  al., 2021), 
non-clinical dementia link workers exist in several 
European countries including Ireland, Germany, 
Czechia, Malta, Lithuania, the Netherlands and the 
UK. All but three countries—England, Lithuania, and 
Poland—have a national dementia strategy. Lithuania 
and Poland never had a national dementia strategy, 
with England’s latest expired in 2020 (Department of 
Health and Social Care, 2015). Table 3 provides an 
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Table 2.  Overview of health and social care systems in Eastern and Southern European countries.
Question CZECHIA ITALY LITHUANIA MALTA POLAND PORTUGAL

Health and social 
care systems 
funding 
linkage

Separate Separately Separately Separately Separately Separately

Health and social 
care systems 
funding

Taxes, Insurance, 
National 
contributions, 
Private

Taxes, Private 
sector and 
insurance

Primarily funded by 
taxes and 
mandatory social 
insurance 
contributions.

Mixed system, funded 
from the National 
Health Insurance 
Fund (NHIF) 
through a 
compulsory health 
insurance scheme 
and supplemented 
by state 
contributions on 
behalf of the 
economically 
inactive population.

Private healthcare 
services are 
available as well, 
but in most cases, 
patients must pay 
the full cost 
out-of-pocket.

Tax-funded, 
government 
budget vote, 
out-of-pocket 
services

Public insurance 
(NFZ), taxes, 
out-of-pocket, 
private sector, 
means tested 
benefits

Primary funding 
source for 
healthcare via 
general taxation 
(SNS)

Insurance: 
supplementary; 
voluntary private 
health insurance 
and occupational 
health subsystems 
cover a minority.

National benefits/
welfare: social care, 
long-term care and 
caregiver benefits 
are publicly 
subsidised through 
social security and 
welfare budgets.

Significant 
complementary 
role through 
private providers 
and out-of-pocket 
payments.

Health and social 
care system 
governance

Healthcare: 
insurance 
companies.

Social care: 
county level 
local 
authorities.

Health care: 
ministry of 
health in the 
role of 
coordinator and 
regional 
authorities are 
responsible for 
the 
management 
and 
organisation.

Social care: the 
funds are at 
national level 
and 
municipalities

Public health care 
institutions are 
under the Ministry 
of Health Care. 
Social care 
institutions are 
public 
(municipalities) and 
private.

Central stewardship 
by the Ministry 
for Health & 
Active Ageing. 
Private sector 
complements 
care.

Health: centralised 
via NFZ; Social: 
decentralized to 
local governments

Health care: 
centralised 
governance under 
the Ministry of 
Health; operational 
management by 
the NHS Executive 
Directorate, with 
service delivery 
organised through 
Local Health Units.

Social care: central 
regulation by the 
Ministry of Labour, 
Solidarity and 
Social Security; 
service provision 
largely contracted 
to non-profit 
organizations and 
municipalities.

Integrated care: 
National Network 
of Integrated 
Continuous Care 
(RNCCI) jointly 
commissioned by 
health and social 
sectors.

Means-tested 
health care 
system

No No No No No Universal entitlement, 
with limited user 
co-payments and 
broad exceptions.

Means-tested 
social care 
system

No Yes Some co-payment in 
some services

No Yes Access and 
co-payment 
depend on income 
and household 
resources.

Treatments 
- medication

Selected 
medication is 
available at 
reduced price

Free Prescription by 
physician (in some 
cases nurse).

Reimbursement: some 
drugs are 
reimbursed, some 
not.

Mostly free at point 
of access

Mostly reimbursed 
with co-payments; 
selected drugs 
free for 65+, <18

Medicines included in 
NHS 
reimbursement list 
are partially 
subsidised, with 
remaining 
co-payments borne 
by patients unless 
exempt.

(Continued)
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Table 3.  Overview of national dementia and carer strategies and number of dementia cases per country.

Country

National 
carer 

strategy

National 
dementia 
strategy

Active period of current 
dementia strategy

Latest estimated number of dementia 
cases

Approximate % of 
the total population

Czechia no Yes 2020–2030 149,633 (2018)1 1.4%
England no No (last one 

2020)
n/a 495,904 (2025)2 1.2%

Germany no Yes Since 2020 1.8 million (2025)3 2.2%
Ireland yes Yes Since 2014 64,000 (2020)4 1.2%
Italy no Yes Since 2014 1,279,366 (2018)1 2.1%
Lithuania no No n/a 48,957 (2018)1 1.7%
Malta no Yes 2024–2031 7,988 (2021)5 1.5%
Netherlands No Yes 2021–2030 317,080 (2025)6 1.8%
Northern Ireland No Yes Since 2011 22,000(2023)7 1.1%
Norway Yes Yes Since 2025 101,000 (2020)8 1.8%
Poland No No n/a 525,084 (2018)1 1.3%
Portugal No Yes Since 2018 193,516 (2018)1 1.8%
Scotland Yes Yes 2023–2033 90,000 (2025)9 1.6%
Wales Yes Yes 2026–2036 42,000(2025)10* 1.4%

Note. 1Alzheimer Europe (2019), 2NHS Digital (2025), 3DZNE (2025), 4The Alzheimer Society of Ireland (2025), 5Scerri & Scerri (2025), 6Krabbe et  al. 
(2025), 7Alzheimer’s Society (2023), 8Nordic Welfare Centre (ND), 9Scottish Government (2025), 10Alzheimer’s Society Cymru (2025). * This figure denotes 
the estimated number of dementia cases aged 65+.

Question CZECHIA ITALY LITHUANIA MALTA POLAND PORTUGAL

Health care data 
systems

Electronic Electronic Mix Mixed Electronic Electronic health 
records used across 
SNS providers.

Health care data 
linkage

No Yes Yes Partly Partially linked 
(e-prescriptions, 
referrals)

Partial; interoperability 
exists but remains 
incomplete across 
levels of care.

Social care data 
systems

Electronic Mixed Mix Paper- based Electronic Fragmented across 
providers and 
regions and mainly 
for eligibility 
assessment, 
financing and 
monitoring 
purposes, 
particularly for LTC, 
residential care 
and home-based 
support.

Social care data 
linkage

No No Yes No Yes Limited, 
non-systematic and 
not fully 
integrated; routine 
data not 
systematically 
linked across 
providers.

Health and social 
care data 
systems 
linkage

No No No No No Minimal; mainly 
within RNCCI 
structures, not 
nationwide.

Role of Third 
Sector 
providers 
(Non-statutory 
– Charity/
volunteering 
organisations/ 
not for profit)

Third sector 
(and local 
authority) 
provide social 
care

Role in welfare 
system and 
mainly for poor, 
disadvantaged 
populations 
(food, housing, 
health care, 
economic 
support)

Meals, home services, 
hospice services, 
etc.

Voluntary and 
religious 
organisations 
have 
complementary 
roles, especially 
in long‑term and 
chronic care/ 
palliative care 
provision.

Active in hospice, 
long-term care, 
community 
services

Central role; 
non-profit 
organisations (IPSS, 
charities, 
misericordias) 
provide most 
community, 
residential, and 
caregiver support 
services under 
public funding 
agreements.

Diagnosis and 
referrals for 
people with 
dementia

Referral via GP, 
direct access 
possible

Referral via GP Referral via GP, direct 
access to specialists 
possible

Referral via GP Referral via GP, 
direct access 
possible

Typically initiated in 
primary care, with 
referral for 
specialist diagnosis 
(neurology, 
psychiatry)

Link workers to 
connect 
people with 
dementia 
between 
health and 
social care

Yes (Local 
authority 
social 
workers)

No Social workers and 
case managers

Yes No No universal role; care 
coordination is 
limited and mainly 
present within 
RNCCI or pilot/local 
initiatives.



1926 C. GIEBEL ET AL.

overview of countries with and without national 
dementia strategies, against the backdrop of the 
total number of people with dementia and percent-
age of the general country population, and the latest 
update of active strategies.

Discussion

This policy paper provides the first coherent over-
view of health and social care systems, their linkage, 
funding, and access, with a particular focus on 
dementia, across 14 European countries with repre-
sentation from Central, Northern, Eastern, Southern 
and Western Europe. Whilst health and social care 
systems across countries are funded similarly with 
taxation and insurance, accessing social care differs 
substantially from accessing health care services. 
With health care services being free of charge (except 
in Ireland to some extent), accessing social care ser-
vices such as home care or residential care is means 
tested in several countries, including England, Poland, 
and Germany, likely leading to barriers in access. 
Many people with dementia and carers experience 
unmet needs (Eichler et  al., 2016), some of which are 
linked to a lack of social care. Whilst financial barriers 
are not the only ones that can prohibit people with 
dementia and their carers from accessing care 
(Giebel, 2024; Stevnsborg et  al., 2016), they represent 
a key challenge. Thus, attention needs to be paid to 
how social care services are funded and accessed 
across different countries, and research should inves-
tigate access and outcomes of social care usage 
across Europe with different social care models.

With health and social care systems differently 
accessed, and mostly separately organised by differ-
ent ministries or commissioning bodies, the direct 
impact on patient level care remains unclear. Many 
people with dementia and carers feel left alone after 
a clinical diagnosis is made (Alzheimer’s Society, 
2022), including due to a failure to be linked up with 
social care and non-clinical community support. 
Whilst dementia-specific link workers exist across 
some included countries (including England, Scotland, 
Germany, and the Netherlands), there remains a 
dearth of evidence as to the impact of link workers 
on outcomes for people affected by dementia in 
Europe (Giebel et  al., 2023). Moreover, little is known 
as to how health and social care professionals com-
municate and connect to deliver good quality patient 
care, with key workers evidenced to be a suitable 
solution to facilitate communication between ser-
vices and care structures (Payne et  al., 2002). To 
deliver high quality care, staff need to be connected 
well not only within but also across the sector, with 
evidence from the US strongly indicating the per-
sonal and economic benefits of dementia link work-
ers providing a connecting role from point of 

diagnosis to social care (Guterman et  al., 2023; Possin 
et  al., 2019). Therefore, there is an urgent need for 
research into how care systems connect or fail to do 
so and their impact on patients and health and care 
outcomes.

Routinely collected data differed only between 
health and social care systems, not majorly among 
countries. That is, all countries barring Germany link 
up routine health care data, whilst few countries col-
lect and link up social care data (Germany, Lithuania, 
Poland, and partially in Scotland and Northern 
Ireland). As a result, no single country included in 
this overview across all regions of Europe is able to 
link routine health and social care data except 
Scotland to some degree. Connecting health and 
social care usage data is important however, as it 
allows for examination of the effects of interventions 
on health and care outcomes, and to establish how 
utilising social care can avoid potentially preventable, 
costly, health care utilisation. There is limited to no 
published evidence on the link up between care sys-
tems. However, recent steps into the foray of linked 
up social care data, specifically across care homes, 
has proven successful (Gordon et  al., 2025) and 
should be used to guide wider digital data service 
link up.

One way to generate greater attention to the 
needs of people with dementia and their carers is via 
national dementia strategies (Schmachtenberg et  al., 
2020). Not every country in Europe, or indeed across 
the globe, has a national strategy however 
(Godard-Sebillotte et  al., 2024), and some have had 
strategies in the past (such as England until 2020) 
but not currently. Across the reported countries, 
three out of 14 did not have a strategy (England, 
Lithuania, and Poland). Whilst there is no evidence as 
to the impact of a national dementia strategy on 
actual patient outcomes, strategies can highlight 
challenges to promote solutions, such as a focus on 
how health and social care services are (dis)con-
nected. Further research into the impact of health 
and social care services and their linkage, including 
referrals from health to social care in dementia, 
should inform future policy and thus national 
strategies.

Whilst this policy review is limited to 14 countries 
across Europe, it provides a substantial and geo-
graphically representative overview of the health and 
social care sector across all European regions. It pro-
vides crucial insights into the status of the health 
and social care systems across different countries, 
and how funding, systems, commissioning, and 
access can vary or compare. Importantly, this review 
has identified gaps in the linkage between health 
and social care from a commissioning and governing 
point of view, as well as on a data and access point 
of view, potentially leading to barriers for people 
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with dementia and their carers in accessing the care 
they require. However, the granular details of how 
health and social care services connect or fail to do 
so and its direct impacts on those affected by 
dementia across Europe remains unknown. It is 
important to situate these findings into the wider 
global context. Whilst the dissected European coun-
tries provide different care models and infrastruc-
tures, care systems are more substantially different in 
countries outside Europe, particularly in lower- and 
middle-income countries (LMICs). People with 
dementia and their carers often face different health 
care challenges in LMICs, stressing the need for 
global action to address inequalities in dementia, 
such as set out via the WHO Global Action Plan on 
Dementia (2017).

On a policy level, this review highlights the need 
for different angles of interventions, system changes, 
and national guidance, including, but not limited to:

•	 Linked up digital care system infrastructure
•	 Link workers or connectors connecting ser-

vices and individuals
•	 National dementia strategies

It will be important to measure the impacts of 
any policies in one country to justify its implementa-
tion in other countries. For example, a national pol-
icy on dementia care in Korea was evidenced to lead 
to a reduction in out-of-pocket expenses in people 
with dementia (Choi et  al., 2024). Future research 
ought to conduct in-depth qualitative research to 
explore people’s experiences and identify existing 
practices that work in connecting health and social 
care better, generating learning for other countries, 
whilst also auditing health and social care data across 
different countries to try and quantify what is shared, 
how, and with what benefit, as well as national 
dementia registries and databases.
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