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[bookmark: _Toc225143520]1. Introduction
Dementia is a progressive syndrome that entails impaired memory, thinking, behaviour, and daily activities. It is also an important leadership and management concern because long-term dementia care is delivered across clinical services, social care organisations, communities and households rather than by one service alone. The World Health Organization reported that 57 million people were living with dementia in 2021 and that there are nearly 10 million new cases each year, while Wimo et al. (2023) estimated global dementia costs at US$1,313.4 billion in 2019, of which US$651.4 billion, or 50%, came from informal care. When support systems are absent or poorly coordinated, caregiver stress rises, health declines and avoidable crises place further pressure on services (Lazarus and Folkman, 1984; World Health Organization, 2017; Brodaty and Donkin, 2009; Wimo et al., 2023).
The report is a case study analysis using data from a specialist outpatient dementia clinic in southern Taiwan (Liu et al., 2020). In that case, caregiver stress increased with behavioural severity (r = 0.319, p < 0.01) and behavioural frequency (r = 0.317, p < 0.01), while needs in the social care system were negatively associated with stress (r = -0.118, p < 0.05) (Liu et al., 2020). The wider point is not only that symptoms matter. Leadership and management decisions about service design, coordination, accountability and governance can either strengthen or weaken the system's ability to buffer that stress along the care pathway.
Leadership concepts play a key role in this analysis as leadership determines priorities, communication, coordination, decision-making, and responsiveness of services to alterations in needs. The report also looks at centralisation and decentralisation in the provision of dementia care. Centralisation is the term used when decision-making, control, and standard-setting are concentrated at the higher levels of the system and could help to maintain consistency, oversight, and accountability. Decentralisation is where responsibility and action are dispersed nearer to frontline professionals, local services, communities and families, possibly increasing responsiveness, flexibility and adaptation to individual needs. In dementia care, neither of the approaches is sufficient on its own. Excessive centralisation may result in rigid pathways and slow individualised attention, whereas excessive decentralisation may cause fragmentation of services, uneven support, and lack of responsibility.
The report suggests a comprehensive caregiver support transformation programme that entails the organisation and the network of partners. Systems thinking is applied in the main body in order to describe the broader system and feedback loops that determine the results. It illustrates the complexity of the problem with the help of a Rich Picture. The report then critically evaluates centralisation and decentralisation, uses leadership theories in the discussion, and examines the role of leadership and system failures in the development of caregiver stress with national and international evidence. It then gives recommendations in the area of leadership and system improvement after which it gives the conclusions of the essential findings and leadership lessons. There are numerous dementia pathways that are more effective in diagnosis than in continuous community assistance. On the whole, the report discusses leadership and management as key leverage points for sustainable improvement and relates theory to action, system redesign, and accountability (Boamah et al., 2018; Checkland, 2000; Senge, 1990).
[bookmark: _Toc225143521]2. Main Body and Analysis
The case shows a measurable relationship between dementia related behavioural symptoms, caregiver stress and the availability of support. The analysis therefore treats caregiver stress as a performance outcome that leaders can influence through pathway design, service integration, delegated authority and organisational culture. The discussion moves from system diagnosis to organisational design, then to leadership theory, and finally to improvement actions and learning. The focus throughout is on leadership and management decisions that reduce risk, improve coordination and build sustainable community based dementia care for patients, carers and services (Leutz, 1999).
[bookmark: _Toc225143522]2a. Systems Thinking, Rich Picture
Problem definition and case evidence
The main issue in the case is the build up of caregiver stress when behavioural symptoms in dementia are not matched by timely, coordinated and adequately intensive support. Liu et al. (2020) analysed 279 patient-caregiver pairs from a specialist outpatient dementia clinic in southern Taiwan. In that sample, caregiver stress was positively correlated with severity of patient behaviours (r = 0.319, p < 0.01) and frequency of patient behaviours (r = 0.317, p < 0.01), while needs in the social care system showed a weaker but still negative association with caregiver stress (r = -0.118, p < 0.05). The average caregiver stress score was 1.28, but the highest domain score was social life stress at 2.26 (SD = 1.510), which shows that caregiving pressure is affecting normal routines, participation and relationships, not only emotional strain (Liu et al., 2020; Wilks and Croom, 2008).
The broader framework of dementia care also reveals that the issue of caregiver burden is not a family issue only, but also a system issue accessing health services, social care, and unpaid care.
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Figure 1: Breakdown of total costs of dementia care in the four countries of the UK, 2019. Source: Care Policy and Evaluation Centre (CPEC) models, reproduced in Alzheimer’s Society (2019).
Figure 1 reinforces the systems argument because it shows that dementia care costs do not sit inside clinical services alone. In the UK analysis reproduced by Alzheimer’s Society (2019), unpaid and social care together dominate total costs, which supports the point that family and community capacity are not peripheral to dementia care but central to it. A system that measures clinic activity while under-supporting carers is therefore shifting work and risk outwards rather than solving the problem.
Causal structure and feedback loops
Feedback loops are one of the useful ways to interpret the results of the case. The former is a reinforcing feedback loop of symptom burden. The more the behavioural symptoms, the more time the caregivers need to supervise, calm and manage safety and sleep disturbances. The work overload and emotional burden decrease the ability to cope and patience. Caregivers can be more reactive and this can make patients feel more distress and develop further symptoms. This cycle is congruent with the positive relationship between symptom measures and stress in the instance (Liu et al., 2020; Pearlin et al., 1990).
The second loop is a buffering support loop. When caregivers receive practical advice, care assistance, respite and accompaniment, burden can be shared and capability can improve. The case regression analysis showed lower caregiver stress where someone assisted in caring for the patient (β = 0.279, p = 0.001) and where someone advised on methods of care (β = 0.220, p = 0.012). By contrast, stress was higher when no one could assist with errands or shopping (β = -0.253, p = 0.002) or accompany the caregiver or patient (β = -0.234, p = 0.005) (Liu et al., 2020). Delays, low awareness, difficult access or weak coordination can therefore weaken a support loop that is already modest.
The third loop links governance to front-line experience. Workforce capacity and respite availability as well as the ease of navigation between services are determined as policy and commissioning decisions. In case of fragmentation of services, caregivers hold off seeking help until crisis. The increase in costs and pressure on the services posed by crisis further intensifies the situation, decreasing time on proactive support, reinforcing the symptom burden loop. The issue of leadership is important in this case since leaders determine what to measure and invest in. Caregiver stress as an outcome remains untracked, which makes it an invisible failure mode.
Rich Picture
The caregiving system is represented in the Rich Picture in Figure 2. It brings together the person with dementia, the caregiver, the clinic, the home setting, community services and governance levers. It also reflects the emotional dimension, especially loss of social life, which was the highest stress domain in the case at 2.26 (Liu et al., 2020). In Soft Systems Methodology, a Rich Picture helps leaders capture competing views, informal workarounds and points where small coordination failures accumulate into major downstream effects.
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Figure 2: Rich Picture of the dementia caregiving stress system and leadership leverage points.
Root causes from a system view
The case indicates that symptoms are a strong driver of stress, while the support buffer is present but weak. From a system perspective, this points to three managerial root causes. First, caregiver support appears to sit too close to the status of an optional add on rather than a compulsory pathway component, despite the fact that 75.3% of caregivers in the sample lived with the patient and 52.16% had already been providing care for more than 3 years (Liu et al., 2020). Second, ownership of caregiver outcomes is diffuse, so clinic assessment is not reliably converted into community support mobilisation. Third, the system measures diagnosis and clinic activity more readily than caregiver strain, even though the social life stress domain recorded the highest mean score at 2.26. Leadership improvement should therefore strengthen the support loop by making help predictable, early and easy to activate, and by assigning explicit ownership of caregiver outcomes.
This interpretation is also consistent with Taiwan's policy direction. The 2018-2025 Dementia Plan 2.0 and Long-term Care Plan 2.0 emphasise caregiver support, community case management, referral pathways, helplines and integrated dementia services, which means a leadership response can be justified through both case data and policy, not only general principle (Executive Yuan, n.d.; Ministry of Health and Welfare, 2018; Hsiao et al., 2019).
[bookmark: _Toc225143523]2b. Centralisation vs Decentralisation
Concepts and relevance
Centralisation and decentralisation should be evaluated in policy terms, not only as abstract structures. In dementia care, centralisation concerns who defines entitlement, who funds the support package, who sets minimum service standards, who owns caregiver outcome data, and who authorises escalation when community support is insufficient. Decentralisation concerns who adapts the care plan near the home, who mobilises local services quickly, and what discretion front-line coordinators have once entitlement and standards are set. Taiwan's dementia policy illustrates this mix: Long-term Care Plan 2.0 created a three tier community system, linked services to subsidy schedules and care plans, and extended coverage to people aged 50 and above with dementia, while Dementia Plan 2.0 set national principles, targets and service expectations for local implementation (Executive Yuan, n.d.; Hsiao et al., 2019; Ministry of Health and Welfare, 2018). The leadership question in this case is therefore not whether the system should be centralised or decentralised, but which decisions should sit at the centre and which should be delegated locally.
How the case reflects a decentralised care reality
The case reflects a clearly decentralised care reality. In Liu et al. (2020), 75.3% of caregivers lived with the patient, 47.0% of caregiving relationships were children caring for a parent, the average caregiver age was 53.1 years, and 52.16% had been providing care for more than 3 years. These figures matter because 75.3% co-residence shows that routine dementia care tasks are being carried inside households, often by middle aged family members balancing work and family responsibilities over long periods. Policy evaluation must therefore start from the fact that day to day authority is already decentralised to families, whether or not formal services are strong enough to support them.
Benefits of centralised elements
Centralised elements are still essential. The outpatient clinic in the case could measure symptoms and caregiver stress systematically, which is exactly what a central specialist function should do. National policy in Taiwan also centralises important foundations: people aged 50 and above with dementia are eligible for Long-term Care 2.0 services, the community system is structured through Tier A, B and C providers, and dementia policy set up integrated care centres and community service sites to connect diagnosis, guidance and referral (Executive Yuan, n.d.; Hsiao et al., 2019). In 2018, Taiwan established 73 Dementia Integrated Care Centers and 350 Dementia Community Service Sites (Hsiao et al., 2019). Centralisation is therefore valuable when it standardises who is eligible, what minimum support should exist, how risk is measured and who is accountable for results.
Risks of centralised dominance
The risk begins when centralisation stops at specialist assessment and does not secure continuous support between appointments. Policy itself recognises this problem. Taiwan's dementia plan treats community-based living and family caregiving as core realities of dementia support and warns that respite services requiring advance booking may fail to meet the emergency needs of family carers (Ministry of Health and Welfare, 2018). At the same time, national policy sets the entitlement and subsidy framework, while local care managers and community providers organise delivery and referral in practice (Executive Yuan, n.d.; Hsiao et al., 2019). In the case, the highest caregiver stress domain was social life stress at 2.26, which is consistent with support gaps in ordinary daily life rather than diagnostic failure. A leadership model that centralises expertise but does not centralise minimum response standards, funded respite capacity, coordination and escalation creates expertise without reach.
Benefits of decentralised elements
Decentralised elements are also beneficial when they are properly supported. Taiwan's policy allows municipalities flexibility to develop local dementia implementation plans around their own cultural and geographic needs, and the broader long-term care system is built around community based integrated service centers, combined service centers and alley and lane stations close to home (Executive Yuan, n.d.; Hsiao et al., 2019). This is appropriate for dementia care because familiar settings can reduce distress, local staff can observe real household problems, and support can be adapted to the caregiver's schedule, transport constraints and neighbourhood resources.
Risks of unsupported decentralisation
The risk of unsupported decentralisation is especially important here. Unsupported decentralisation means that daily responsibility is pushed downward to families without guaranteeing the practical support, coordination and minimum standards needed to carry that responsibility safely. The case data show why this is risky. Social life stress had the highest mean score at 2.26, overall caregiver stress averaged 1.28, and regression analysis showed higher stress where no one could assist with errands or shopping (β = -0.253, p = 0.002) or provide accompaniment (β = -0.234, p = 0.005) (Liu et al., 2020). In policy terms, that means outcomes are becoming dependent on informal network strength and local service availability rather than on a guaranteed support offer. That is not responsive decentralisation. It is inequitable decentralisation.
Accountability and decision rights
Clear decision rights are therefore crucial. Some functions should remain centralised by policy: minimum service standards, eligibility criteria, target response times, shared outcome measures, data reporting and escalation rules. Other functions should be decentralised: home assessment, tailoring of support, rapid activation of practical help and ongoing contact with caregivers. This split is already consistent with Taiwan's direction of travel, where local governments are expected to connect hospitals with community care and long-term care management centres operate across all 22 cities and counties (Ministry of Health and Welfare, 2018). In the case system, leaders should make caregiver outcomes a named responsibility and delegate limited authority to coordinators so that respite, training and practical support can be activated without repeated approvals.
Coordination mechanisms as the bridge
Coordination is the bridge between the two. Effective dementia care needs central rules and local action connected by concrete mechanisms. These should include one referral pathway from clinic to community support, one shared care plan, clear information sharing rules, and one visible access route for families such as Taiwan's 1966 long-term care helpline and dementia care helplines (Ministry of Health and Welfare, 2018). Hsiao et al. (2019) also show that care managers in integrated dementia services can schedule follow up, manage comorbidity and refer clients to long-term care and community programmes. In other words, policy already points toward the kind of coordination architecture that this case needs.
Critical evaluation for the case system
Overall, the case system appears stronger at central measurement than at decentralised buffering. The clinic captured caregiver stress and patient behaviour, but the statistical relationship between social care system support and caregiver stress was weak (r = -0.118, p < 0.05), and the most stressed domain was social life (mean = 2.26) (Liu et al., 2020). This suggests that the decentralised side of the system exists, but it is not yet strong enough, rapid enough or consistent enough to absorb the daily burden carried by families. The most defensible policy position is therefore a hybrid model: centralise standards, entitlement, data and accountability; decentralise delivery, adaptation and rapid response.
That hybrid model should be monitored through explicit policy metrics rather than broad aspiration. Suitable indicators include time from diagnosis to first coordinator contact, time from referral to respite activation, the percentage of caregivers receiving structured education within an agreed pathway timeframe, the percentage of high-risk dyads reviewed within an agreed escalation timeframe, change in caregiver stress scores over time, and emergency visits linked to behavioural crisis. These measures make decentralised performance visible and allow leaders at the centre to correct inequity without suppressing local flexibility.
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The leadership problem in this case is not simply that caregivers are stressed. It is that a system which can measure burden does not consistently convert that knowledge into timely, practical and coordinated support. The empirical pattern is clear: in a sample of 279 dyads, caregiver stress rose with behavioural severity (r = 0.319, p < 0.01) and behavioural frequency (r = 0.317, p < 0.01), while support variables offered only a modest protective effect (Liu et al., 2020). Because care is spread across clinics, community services and households, leadership has to work across organisational boundaries. A single heroic leader cannot solve a structurally distributed problem.
Great Man and trait approaches are therefore not suitable as the main analytical lens, although they still explain part of what good practice looks like. Trait-based leadership highlights qualities such as empathy, integrity, emotional control and credibility, all of which matter when carers are distressed and reluctant to ask for help (Zaccaro, 2007). However, the main weakness in this case is not a shortage of admirable personalities. It is a shortage of dependable system connection between assessment, referral, respite and follow up. For that reason, Great Man and trait theories are too narrow to lead the analysis. Behavioural theory is more useful because it directs attention to what leaders must actually do: set referral rules, standardise education, monitor response times, clarify escalation and support staff behaviour toward families. Its limitation is that good behaviours alone do not remove resource constraints or solve cross boundary fragmentation.
Contingency and situational theories are more convincing here because caregiver needs clearly vary by risk and context. Fiedler's contingency approach is relevant because leadership effectiveness depends on the fit between style, task and context (Fiedler, 1964). Likewise, situational leadership is attractive because new or overwhelmed caregivers may need more directive structure, while experienced caregivers may benefit more from coaching and shared planning (Hersey and Blanchard, 1969). The case supports this logic: support cannot be one size fits all when symptom severity and frequency both predict stress. The critique, however, is important. Situational leadership has been criticised for conceptual ambiguity and weak empirical precision, so it should guide judgement rather than be treated as a complete operating model (Graeff, 1997).
The Tannenbaum and Schmidt continuum also helps interpret the case because it focuses on how much decision space leaders retain or share (Tannenbaum and Schmidt, 1958). A highly leader centred model would underuse caregiver knowledge about routines, triggers and workable strategies at home. A highly hands off model would shift responsibility to families without adequate backup. Shared decision making is therefore preferable, but only within clear boundaries. Caregivers should shape the plan, yet professionals still need to guarantee safety, minimum support and escalation. This is the strength of the continuum in this case. Its weakness is that participation alone does not guarantee equity. Families with less confidence or weaker networks can still be left behind.
Transactional and transformational theories explain another essential part of the problem. Transactional leadership is needed because dementia pathways still depend on reliability: someone must set service standards, track whether referrals are completed and intervene when the system varies. Transformational leadership is also needed because caregiver wellbeing must be reframed from a private family matter into a core quality outcome across services (Bass, 1985; Boamah et al., 2018). Each theory also has limits. Transactional leadership can become bureaucratic and emotionally thin if it only values compliance. Transformational leadership can produce vision and commitment, but vision on its own will not create respite capacity or delegated authority.
Distributed leadership is the most convincing theory for the case once those other insights are combined. Dementia care happens across clinics, local governments, community agencies and households, so leadership has to be exercised by several actors, not only by one senior figure (Gronn, 2002). Taiwan's integrated dementia services already rely on care managers, community sites and local coordination, which fits this logic (Hsiao et al., 2019). Distributed leadership is especially useful when rapid local action is needed near the home. Its critique is equally important: if roles, metrics and accountability are unclear, distributed leadership can collapse into blurred responsibility. It only works when a central governance layer defines who owns which outcome.
For this reason, the strongest theoretical position is not to choose one theory and ignore the rest. The main framework should combine contingency thinking for risk matching, distributed leadership for cross boundary action, and transactional and transformational leadership for reliability and system change. Great Man and trait theories should not be used as primary theories because the case is not about charismatic rescue. Behavioural theory should inform implementation, but not stand alone, because the central problem is structural coordination as well as leader conduct. That combination answers the case more directly and also justifies why alternative theories are secondary rather than primary.
[bookmark: _Toc225143525]2d. Critique, Improvements and Lessons Learned
Critique of current system performance
The current system can be criticised with more precision. In the case, caregiver stress increased with behavioural severity (r = 0.319) and frequency (r = 0.317), while the social care system score had only a weak negative association with stress (r = -0.118) (Liu et al., 2020). The overall caregiver stress mean was 1.28, but social life stress was markedly higher at 2.26, compared with 1.50 for mental and physical stress and 0.16 for finance. This pattern suggests that the system is better at identifying clinical burden than at protecting ordinary life, time and participation. Leadership is therefore underperforming not because the problem is invisible, but because the response is still too weak, too late or too inconsistent.
Transformation aim and design principles
The proposed change is an integrated caregiver support pathway led by the medical centre with community partners and aligned to Taiwan's policy architecture. Its purpose is to reduce stress, stabilise home care and lower crisis driven demand. The design should follow five principles: support should start at diagnosis, intensity should be stratified by measured risk, each family should know who coordinates care, practical support should be easy to activate, and learning should be based on outcomes rather than assumptions.
Improvement actions linked to system loops
Action 1: There should be standardised caregiver needs assessment and stress screening. The clinic is required to evaluate caregiver strain and behavioural symptoms at the time of diagnosis and at each subsequent follow up, through the use of structured instruments and a brief discussion. This is right to the point of delay in identifying increasing stress and reinforces early intervention.
Action 2: Make caregiver education a core pathway step. Education should cover behaviour triggers, de escalation, communication, safety planning and how to access help. This action is justified by the case evidence that advice on methods for caring for patients was associated with lower caregiver stress (β = 0.220, p = 0.012) (Liu et al., 2020). Leaders should therefore define education as a minimum offer, not an optional extra, and provide it in short, repeatable formats such as brief sessions, group teaching and telephone support.
Action 3: Create a single point of coordination with delegated authority. A named coordinator should connect clinic findings to community resources, arrange transport, activate respite and navigate referrals. This is also consistent with Taiwan's integrated dementia model, where care managers link follow up, comorbidity management and referral to long-term care and community programmes (Hsiao et al., 2019). Delegated authority matters because unsupported decentralisation fails precisely when staff near the family can see the problem but cannot act quickly.
Action 4: Expand respite, accompaniment and errands support. This action should be prioritised because social life stress was the highest stress domain in the case at 2.26, while respite care had the lowest mean score within the social care system at 1.40 (Liu et al., 2020). Regression analysis also linked lower stress to practical assistance in caring, accompaniment and advice. Leaders should therefore commission supports that directly protect time, mobility and participation, including short breaks, volunteer accompaniment, shopping assistance and flexible community respite.
Action 5: Prevention and speedy reaction to crisis. There should be an established route of escalation to high risk dyads such as phone advice and short notice respite. This disrupts the vicious cycle of reinforcing symptom burden and decreases the emergency demand.
Leadership and management roles in implementation
Implementation requires a deliberate blend of theories rather than a single style. Transformational leadership is needed to make caregiver wellbeing a shared strategic outcome. Transactional leadership is needed to set response standards and audit variation. Contingency and situational thinking are needed so support intensity matches behavioural risk and caregiver capability. Distributed leadership is needed so community staff can act near the home. Great Man and pure trait approaches are not enough for implementation because this programme depends more on roles, delegated authority and coordination than on the charisma of any one leader.
Risks and mitigation
There are foreseeable risks of the transformation. Demand may exceed available capacity, creating waiting lists that frustrate families. Expansion of respite may be limited by workforce shortages. Systems and governance arrangements may also restrict information sharing across organisations. Leaders can reduce these risks by phasing implementation, targeting higher risk families first, educating caregivers in groups and using tele-support to extend reach, while also developing effective information governance for shared care plans. Managers are also advised to make achievable service commitments and communicate them openly.
Evaluation and learning
Leaders are to consider the outcomes and the process. Outcome measures would entail caregiver stress measures, caregiver social participation, preventable emergency visits due to behavioural crises and home care continuity. Process measures are to be time from diagnosis to first contact with coordinators, time from referral to respite activation and percentage of caregivers that receive training. Data and feedback on caregivers and staff experience should be reviewed through regular learning cycles, and the pathway should be revised.

Lessons learned
Three lessons are transferable. First, caregiver stress is a measurable system outcome, not a private side effect of family life. Second, decentralised home care is only defensible when central policy fixes minimum standards, clear entitlements and visible accountability. Third, practical supports such as respite, accompaniment, advice and coordination are not peripheral because the case shows that they sit closest to the pressure points that raise or reduce stress. Sustainable improvement therefore depends on leadership and management acting on evidence and policy together.
The implementation approach that can be employed is Soft Systems Methodology. The leaders are advised to gather stakeholders such as caregivers and agree on the problematic situation, polish the Rich Picture, and experiment with various perspectives regarding what good support is. A root definition may then be converted into a conceptual activity model e.g.: identify risk, educate, coordinate, provide respite, review outcomes and improve. The model can be aligned to the present practice in order to detect the changes to be made and then implemented and assessed in a cyclic manner. The governance needs to have a joint steering group between the medical centre and community partners, with the caregiver outcomes and the escalation of non-conformance with the standards well owned. Ethical leadership is as well necessary since caregivers can feel guilt when taking respite. Leaders are to communicate the fact that respite is a safety intervention, not a failure and make access something fair and transparent. The training is to cover stigma, safeguarding in home visits, and cultural expectations of filial duty, whereby the staff must be respectful of the families but at the same time focus on wellbeing and safety (Checkland and Poulter, 2006).
[bookmark: _Toc225143526]3. Recommendations
Make caregiver wellbeing a formal quality outcome
Make caregiver stress and caregiver quality of life formal outcome measures for the dementia pathway. Report them alongside clinical outcomes at joint governance meetings and assign them to a named executive owner. Use a standard measure, review it at regular governance intervals and compare it with service process data. This recommendation is justified by the case itself, where overall caregiver stress averaged 1.28 and social life stress reached 2.26, making strain visible enough to be managed rather than ignored (Liu et al., 2020).
Trigger a standard supported caregiving package at diagnosis
Offer a structured support package at diagnosis consisting of initial behaviour management teaching, a written escalation plan and coordinator contact details. Review caregiver wellbeing again early in the pathway and repeat it at clinic follow up. This timetable should be defined in local policy rather than left discretionary and is consistent with the case evidence that practical advice and assistance are associated with lower stress (Liu et al., 2020). Materials should be practical, concise and directly linked to common problems such as delusions, agitation and night disturbance.
Establish a single point of coordination with delegated authority
Give each patient-caregiver dyad a designated care coordinator with delegated authority to arrange respite, transport and practical support within clear eligibility and budget rules. Train coordinators to apply contingency based judgement so that the intensity of support matches symptom risk, caregiver confidence and available family help. Require coordinators to document actions and outcomes in a shared plan so that support is visible across services.
Expand respite, accompaniment and errands support
Prioritise respite, accompaniment and errands support because the case shows that ordinary life is where stress is concentrated. Social life stress had the highest mean score at 2.26, while regression analysis linked lower stress to accompaniment and practical assistance (Liu et al., 2020). Commission day programmes, short breaks, volunteer accompaniment and practical help with shopping or appointments, and target these first toward caregivers with weak informal networks.
Create an integrated referral and information pathway
Create one clinic to community referral pathway with agreed response times, feedback loops and shared care planning. Staff should be able to explain options clearly, use a basic directory of local services and escalate failed referrals. This recommendation follows the policy logic of Taiwan's integrated dementia and long-term care system, which already emphasises care management, helplines and connection between hospitals and community services (Executive Yuan, n.d.; Ministry of Health and Welfare, 2018; Hsiao et al., 2019).
Build psychological safety and stigma reduction into routine practice
Normalise caregiver stress screening and develop non judgemental discussions which facilitate early disclosure. Train staff in empathic communication and cultural sensitivity understanding that caregivers will have some guilt about accepting respite. Even after disclosure, give quick follow up and peer support groups as a way of reducing isolation. The leaders are advised to set a good example in the use of respectful language and use caregiver feedback as a safety signal.
Develop workforce capability and distributed leadership
Provide competency based training to community staff and coordinators in dementia behaviours, de escalation, safeguarding during home visits and caregiver coaching. Expand distributed leadership by giving frontline personnel authority to resolve local issues while keeping them accountable to central standards and outcome measures. Staff support should be included as a retention measure because unstable community capacity will weaken the decentralised side of the pathway.
Use transactional controls to ensure reliability
Set explicit service benchmarks, such as maximum time to first coordinator contact and maximum time from referral to respite activation, then audit performance regularly. Use transactional controls to correct variation early, but keep them lean so they improve reliability without creating bureaucratic delay.
Sustain change through transformational leadership and continuous improvement
Communicate a clear vision that caregiver wellbeing is a prerequisite for safe home based dementia care. Use regular learning cycles with caregivers, community staff and clinic teams to refine the pathway over a defined implementation period. Celebrate improvements, surface constraints honestly and use data to decide where the next adjustments should be made.
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This case study analysed leadership and management in community based dementia care using evidence from 279 patient-caregiver pairs in southern Taiwan. The case showed that caregiver stress increased with behavioural severity (r = 0.319, p < 0.01) and frequency (r = 0.317, p < 0.01), while social care system support had only a weak negative association with stress (r = -0.118, p < 0.05) (Liu et al., 2020). Systems thinking explains why this matters: symptom burden reinforces stress, while the support loop exists but is not yet strong enough to offset it reliably.
The organisational analysis showed that dementia care is already decentralised in practice because 75.3% of caregivers in the case lived with the patient and 52.16% had been caring for more than 3 years. Yet policy, specialist assessment and much of the formal authority remain centralised. Without strong coordination, decentralisation becomes responsibility without support and centralisation becomes expertise without reach. The defensible model is therefore a hybrid one that centralises standards, entitlement, data and accountability while decentralising delivery and rapid response.
The theory analysis also becomes clearer when weak fits are ruled out. Great Man and trait theories help explain why empathy and credibility matter, but they are not strong enough as primary theories because the problem is structural and cross boundary. Behavioural theory helps specify what leaders must do, but by itself it does not solve fragmentation. The strongest explanation combines contingency and situational thinking for risk matching, transactional and transformational leadership for reliability and change, and distributed leadership for coordinated action near the home.
The proposed transformation programme addresses the case through early screening, structured education, named coordination, practical support and stronger respite access. These actions are justified by the evidence that social life stress was the highest stress domain at 2.26 and that practical support variables were among the clearest predictors of lower stress (Liu et al., 2020).
Caregiver outcomes should therefore be assigned to a named owner, reviewed through a shared dashboard and used to drive improvement. When leaders redesign standards, pathways, decision rights and local support capacity, caregiver stress can be treated as a measurable performance issue rather than an invisible cost shifted to families.
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