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EXECUTIVE SUMMARY
Introduction
The vision of the Dementia Services Review is to ensure people living with dementia and their
families/carers will achieve similar outcomes, regardless of where they live in Dorset and to
be enabled to live well with dementia, no matter what the stage of their illness or where they
receive care.
The CCG and partners have been through a rigorous process of needs and data analysis,
engagement and view seeking and have coproduced a new model for dementia which is
presented within the Strategic Outline Case.
The Strategic Outline Case (SOC) follows the Five Case Business Model approved by the
Treasury Department. (This constitutes to form the Pre-Consultation Business Case required
by NHS England). This document outlines in detail the strategic context and the economic and
commercial landscape. The financial implications are fully described and the management
case highlights the project process followed and the proposal for implementing the new
dementia care pathway.
Key elements
The Dementia Services Review was enacted following concerns about the existing pathways
of care, increasing demand for services, rising costs, an ageing population and national policy.
The review project was co-designed with a wide variety of stakeholders from the outset and
stage two and three co-produced with a wide range of people including people living with
dementia, their family carers, Dorset HealthCare NHS Foundation Trust, the three Local
Authorities, Alzheimer’s Society, other voluntary sector providers, acute hospital providers,
care home sector and local councillors.
The SOC makes the case for change and proposes a revised diagnostic model, additional
community based resources including new ‘Dementia Co-ordinators’ and the formal
commissioning of services into the West which have previously only been commissioned in
the East of the county. In particular, to expand the intensive support and treatment service
within the community (previously known as Intermediate Care Service for Dementia), offer a
crisis helpline and In-Reach Services. Also proposed is a revised model of care with the day
hospitals integrated with the Intensive support service as a means of reducing admissions.
The SOC outlines the benefits and potential outcomes from this revised model of care. It
includes a shortlisted selection of viable options which meet the agreed critical success factors
and includes a recommendation for a preferred way forward.
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Conclusion
The Strategic Outline Case presents the case for change, outlines various options and
highlights a preferred way forward agreed with stakeholders and the Dementia Review Project
Board.
Emergent Options
Option B: preferred way forward

Preventing well

• Dementia Helpline
• Information & Dementia Directory

Di a gnosing well

• Memory Assessment Service model 4
• Neuropsychology

Li vi ng well

Supporting well

Supporting well in crisis

•
•
•
•

Dementia Co-ordinators including for Early Onset
Cognitive Stimulation Therapy
Dementia Roadshow
Emotional Support Groups for carers

• CMHT / Dementia specialist nurses
• In reach team
•
•
•
•

Crisis Phone-line
Intensive Support team for Dementia
Day hospitals aligned to Intensive Support team
40 specialist dementia beds plus step up/down beds

The financial case has demonstrated that all the short listed options apart from the ‘Do
minimum option’ will require extra investment. However, the cost benefits indicate savings
with reduced inpatient admissions across both acute and possibly dementia specialist beds.
The required investment for the preferred option is £669,000 in year 1 rising to £1.061,000
by year 5.
Proposed benefits and outcomes
•

People will experience a smoother and quicker diagnostic process and receive post diagnostic
support from diagnosis to end of life

•

People will be supported to live well with dementia and experience less crisis

•

More choice for people living with dementia through an increased range of community
options including more support for carers

•

More efficient and cost effective services

•

Greater compliance with NICE Standards

•

Reduced inpatient admissions and system wide cost savings
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Proposed benefits and outcomes
•

People will experience a smoother and quicker diagnostic process, receive post diagnostic
support
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INTRODUCTION
1.1

The purpose of this Strategic Outline Case document is to set out both the project process
followed and the various proposals developed as part of this review of dementia services in
Dorset. It also outlines the detail to ensure relevant assurance tests are addressed.

1.2

This Strategic Outline Case has been prepared using HM Treasury’s recommended ‘Five Case
Model’ for business case development1 and adapted proportionately to the nature of this
scheme. It explores the proposal from five perspectives:
•

The strategic case explores the case for change, whether the proposed change and
investment is necessary and whether it fits with the overall local and national strategies.
It also sets out the vision for the new pathway and its key core functions;

•

The economic case identifies and appraises a wide range of realistic and achievable
options. It asks whether each proposed approach offers the best value for money and
meet the critical success factors agreed;

•

The financial case asks whether the financial implications of the proposed investment is
affordable and distils from the analysis within the Economic Case a direction of travel
from which the short list may be drawn including the ‘do nothing’ option;

•

The commercial case tests the likely attractiveness of the proposal and demonstrates
that the service can be delivered in the area and by the best provider for the job;

•

The management case highlights implementation issues and demonstrates that Dorset
CCG and partners are capable of delivering the proposed service care pathway.

1.3

Dementia is a growing challenge nationally. As the population ages and people live for longer,
it has become one of the most important health and care issues facing the world. In the whole
of the UK, the number of people with dementia is estimated at 850,000. There is a
considerable economic cost associated with the disease estimated at £23 billion a year2,
predicted to triple by 2040 and has higher costs than cancer, heart disease and stroke.

1.4

The term ‘dementia’ is used to describe a collection of symptoms including memory loss,
problems with reasoning and communication, and a reduction in a person’s ability to carry out
daily activities such as washing, dressing and cooking. The most common types of dementia
are: Alzheimer’s disease, vascular dementia, mixed dementia and dementia with Lewy bodies.

1

www.gov.uk/government/uploads/system/uploads/attachment_data/file/469317/green_book_guidance_public_sector_business_cases_2015_updat
e.pdf
2

NHS Rightcare 2017
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1.5

Dementia is a progressive condition which will vary from person to person. For some
individuals they may develop behavioural and psychological symptoms such as depression,
psychosis and behaviours that are challenging to others. Dementia mainly affects older
people, and after the age of 65, the likelihood of developing dementia roughly doubles every
five years. However, for some dementia can develop earlier, presenting different issues for
the person affected, their carer and their family.

1.6

There are around 540,000 unpaid carers of people with dementia in England. It is estimated
that one in three people will care for a person with dementia in their lifetime. From those
carers currently working, estimations suggest 66,000 people have already cut their working
hours to care for a family member, whilst 50,000 people have left work altogether.3

Project initiation in Dorset
1.7

During 2014 a review of specialist dementia services across Dorset, was prioritised and
included in the Clinical Commissioning Programme 5 Year plan. This was re-reinforced by
increasing demand for services, rising costs, an ageing population, national policy and
significant challenges to recruit and retain registered staff for specialist in-patient units leading
to the closure of beds in Blandford and Weymouth on the grounds of safety.

1.8

In lieu of the wider Clinical Services Review, the project was postponed for a period of time
and re-initiated in 2016. At this time, the three Local Authorities requested to incorporate
social care services within scope in order to ensure a whole system approach and to consider
the whole of the health and social care dementia pathway.
Unfortunately, despite the
best efforts of all partners, as the review progressed it became apparent that service
developments within the local authorities would not align to the project timeframes and
consequently on 1st February 2018, the Dementia Services Review Project Board agreed to
revise the scope to focus on the health elements of the pathway whilst continuing to work
together where possible in the context of social care service developments.

3

NHS Rightcare 2017
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Services in scope
1.9

The range of dementia services included are shown in Figure 1 below and those which have
interdependencies which the review will influence are in Figure 2.

Figure 1. Services within scope of Dementia Services Review
Provider

Services in scope

Dorset HealthCare NHS
Foundation Trust

Memory Assessment Service
Dementia In-reach Service
Intermediate Care Service for Dementia (ICSD) East
16 commissioned In-patient beds Chalbury Unit (closed in 2016)
12 commissioned In-patient beds Betty Highwood (closed in 2013)
Older persons Community Mental Health Teams
Haymoor Day Hospital, Alderney
Melcombe Day Unit, Weymouth
40 In-patient beds Alderney Hospital, Poole

Alzheimer’s Society

Memory Support and Advisory Service

Figure 2. Interdependent services to Dementia Services Review
Provider

Interdependent services

Dorset HealthCare
Poole Borough

Psychiatric Liaison Services
Care UK: Specialist dementia care at home (domiciliary)
Respite provision
Early Help and Prevention services commissioned by BBC to support people
living with dementia in the community
Dementia Care Homes and Dementia Respite Care
Domiciliary Care
Hospital links to community services (inpatient provision outside scope)

Bournemouth Borough
Council (BBC)
Dorset County Council
Acute and Community
Hospitals
Various

Information provision
Out of Hours crisis services
Care home providers providing dementia care
Domiciliary providers
Dementia workforce – recruitment, retention and training
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Co-production methodology
1.10

Throughout the Dementia Services Review, the Project Board’s methodology has been to
apply best practice in its decision-making processes and to embed ‘co-production’. Coproduction is a value driven approach in which decision makers e.g. professionals and citizens
are involved in a relationship in which power is shared wherever possible and where there is
recognition that everyone involved has a contribution to make.

1.11

Co-production is based on the following principles:

1.12

•

to value all participants, and build on their strengths;

•

develop networks of mutual support;

•

do what matters for all the people involved;

•

build relationships of trust; share power and responsibility.

The positive outcomes of such a methodology includes:
•

finding shared solutions by involving people who use services;

•

people using services and carers and staff delivering services are working together from
the start to the end of any project that affects them;

•

to ensure that all key commissioning partners are fully involved with the process from
beginning to end with shared responsibility for the project;

•

ensuring key stakeholders contribute to the production of the key deliverables of the
project and any subsequent recommendations;

•

to ensure many views and perspectives are heard and to go on the journey together and
to provide a ‘no surprises’ approach to service design;

•

to engage with patients and the public prior to making any service changes.

Stakeholders
1.13

The co-production approach has encouraged anyone with an interest with dementia to
participate and become involved. Stakeholders include:
•

People living with dementia;

•

Family members, friends, informal carers and carer groups;

•

Health and social care staff from Home Care, Care Homes, Voluntary and Private sector
organisations, NHS, Local Authorities, Ambulance Trusts, bordering CCG’s and staff;

•

Other public sector organisations: Police, Fire brigade etc;

•

NHS England and Strategic Clinical Networks;

•

Universities;

•

Local Councillors.
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1.14

Project updates have been shared with local Health and Wellbeing Boards, Dorset Joint
Commissioning Board and each of the three Health Overview and Scrutiny Committees. Local
councillors have been invited to view seeking events to support their communities at the
outset of the project and to engage within the Design and modelling process. Senior Local
Authority officers are core members of the Project Board ensuring that decisions and progress
has been actively shared in their organisations.

Core statutory duties
1.15

1.16

All engagement and communication throughout this review will ensure the legal requirements
to involve local people about the way the NHS and Social Care is operating and about any
proposed changes are followed. The duties particularly focus on:
•

Involving patients and the public;

•

Involving the Local Authority Overview and Scrutiny Committee.

Compliance is required with The Health and Social Care Act 2012 and amends to the Local
Government and Public Involvement in Health Act 20073. From Section 242(1B) of the National
Health Service (NHS) Act 2006, NHS Dorset CCG will ensure this review involves people in:
•

The planning of the provision of those services;

•

The development and consideration of proposals for changes in the way those services
are provided;

•

Decisions to be made by the body affecting the operation of those services.

1.17

To ensure compliance with Section 234 3 of the 2007 Act, this review will report on the
engagement and any formal consultation carried out (or proposed to be carried out) before
making any commissioning decisions and the influence that results of engagement or
consultation have on commissioning decisions.

1.18

As part of section 244 of the NHS Act 2006,4 NHS Dorset CCG will keep the local authority
Overview and Scrutiny Committees well informed and allow opportunity to review and
feedback on the review proposals.

1.19

Under the Care Act 20145 local authorities now have a statutory duty relating to market
shaping of social care provision. It also puts a legal duty on local authorities to provide
information to their citizens about care and support services.

Equality Act
1.20

The Equality Act 20106 requires public bodies to consider how the decisions they make, and
the services they deliver, affect people who share different protected characteristics as
defined within the Act and publish evidence on this.

4

https://www.legislation.gov.uk/ukpga/2006/41/contents
http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
6
https://www.gov.uk/guidance/equality-act-2010-guidance
5
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1.21

NHS Act 2006 s.14T states CCGs are subject to a duty as to reducing inequalities and must
exercise their functions, having regard to the need to reduce inequalities between patients
with respect to accessibility, and outcomes. An ‘Equality Impact Assessment’ and ‘Privacy
Impact Assessment’ as part of this review have both been completed and approved through
the CCG Information Governance Board. See Annex.

NHS England Major Service Change Tests
1.22

1.23

The Five tests within the Government Mandate for service reconfiguration include:
•

strong public and patient engagement;

•

consistency with current and prospective need for patient choice;

•

a clear clinical evidence base;

•

support for proposals from clinical commissioners;

•

demonstrable financial deliverability, affordability and value for money applied to all
proposals.

In March, 2017, NHS England announced a new test, to bring further assurances to service
change proposals where significant bed closures are involved. The tests are included within
NHS England’s routine assurance checks.

Vision and Objectives
1.24

The agreed vision with Dorset Dementia Partnership included in ‘Living Well with Dementia in
Dorset strategy’ 7:
‘Every person with dementia, and their families and carers, receive high quality,
compassionate care from diagnosis to end of life care. This applies to all care settings,
whether home, hospital or care home’.

Project Outcomes
1.25

The agreed outcomes to be achieved is where each person diagnosed with dementia across
Dorset will be able to agree with the following statements6:
•

I have personal choice and control over the decisions that affect me;

•

I know that services are designed around me, my needs and my carer’s needs;

•

I have support that helps me live my life;

•

I have the knowledge to get what I need;

•

I live in an enabling and supportive environment where I feel valued and understood;

•

I have a sense of belonging and of being a valued part of family, community and civic life;

•

I am confident my end of life wishes will be respected. I can expect a good death.

7

http://www.dorsetccg.nhs.uk/Downloads/aboutus/CCP/Mental%20Health/Dorset%20Dementia%20Partnership%20%20Dementia%20Strategy%202016-18.pdf
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Project Objectives
1.26

The objectives have been to utilise a ‘co-production’ approach to:
•

design and deliver consistent and high quality, compassionate care and support to meet
the needs of people living with dementia and their carers from diagnosis to end of life
within the existing financial resource;

•

ensure equity of outcomes for people living with dementia and their carers across Dorset
localities;

•

meet the ambition of a diagnosis rate of two thirds of prevalent population;

•

consider implications and any additional resource requirements of increasing the number
of people being diagnosed with dementia, and starting treatment, within six weeks from
referral;

•

improve the quality of post diagnosis treatment and support.

Spending Objectives
1.27

1.28

At the commencement of the Dementia Services Review the agreement was to work within
existing resources to:
•

Take forward a re-procurement of services following the contract end of Memory Support
and Advisory Service to re-utilise these recurrent funds;

•

Identify remaining funds from previous closures of two inpatient units and reinvest these
into new or existing dementia services;

•

Ensure all services are cost efficient and offer best value for money.

The operational budget as at Month 4 in 2018/19 is in Figure 3 below.
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Figure 3. Current dementia services operational budget (DHC based M4 2018/19)

1.29

Service

Operational Budget £

WTE

Memory Support and Advisory Service

591,000

18.00

VOLUNTARY SECTOR TOTAL

591,000

18.00

Memory Assessment Service

999,321

23.43

Memory Assessment Service Medics

192,935

1.60

Memory Assessment Drugs and Scans
(notional)

89,419

-

Day Hospitals

294,183

10.03

ICSD (Intensive Support Service)

2,138,246

52.96

Dementia Specialist Inpatients

4,303,342

125.36

ORGANIC SERVICES TOTAL

8,017,446

213.38

Older People CMHT (54% of total service)

2,067,592

50.89

OP Psychology (54% of service)

208,473

3.33

OP Psych (notional) Neuropsychology

29,365

0.51

OP Inreach (Functional and Organic)

190,686

4.60

Modern Matron (Functional and Organic)

53,219

1.0

INTEGRATED SERVICES TOTAL

2,549,335

60.33

GRAND TOTAL

11,157,781

291.71

At the original inception of the project there was an expectation that funds from the
temporarily closed units would be available for reinvestment. However, as time as passed
these funds have been utilised and reinvested into various community services including
establishing the ‘Intermediate Care Service for Dementia’ for people living in the West of the
county. The remaining sum to be re-invested totals £47k. To note:
•

Integrated service budgets have been split out on an estimated 54% split for organic
needs. These are total operational expenditure budgets (pay, non-pay & income);

•

Inpatients includes Herm, St Brelades and remaining budget from Chalbury (£47k) after
creating Intermediate Care Service for Dementia (ICSD) West;

•

ICSD includes Social Care budget in addition to the ICSD East and West Teams.
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Critical success factors
1.30

Key success factors were agreed with the Project Board in order to evaluate emerging model
options. See Figure 4 below.

Figure 4. Critical success factors
Factor to be considered

Issues to be included when considering this factor

Can the option really be
implemented?

Will there be sufficient / appropriate workforce? Will it be attractive enough to retain the
workforce?
Will the necessary IT systems be in place? Will all other necessary systems be in place?

Does the option deliver services
which are safe and sustainable?

Will there be sufficient staffing and systems to ensure the safety of staff and people who
use services in all settings? How vulnerable will the services be to unexpected staff
shortages?

Will the option be affordable?

Using high-level estimates, do we believe that the option can be delivered by reshaping
existing resources?
If there will be short-term transitional costs, do we believe there will be a way of funding
them? Will the option be affordable in the long term?

Will this option deliver services
which will be acceptable to people?

Will services be acceptable / attractive to people who use services and the families/carers?

Is the option based on evidence of
best practice?

Is there objective, accepted evidence of the effectiveness of the proposed service model?

Will this option result in a better
experience for those who use the
service?

Will it promote positive relationships between those who use the service and the clinicians
who support them? Will it enable people to live the lives they wish to live?

Will they be acceptable / attractive to all groups – for example, BME communities?

Service Review Project Methodology
1.31

A Project Management approach was adopted and a Project Initiation Document approved. A
Privacy Impact Assessment and Equality Impact Assessment were developed to ensure all
Public Sector Equality duties and Information Governance are met. Furthermore, a Risk Log
including mitigating actions was maintained.

1.32

Stage one of the project included a comprehensive health and social care needs analysis and
the output was a Needs and Data Analysis report developed jointly with the three local
authorities, Public Health Dorset and Dorset HealthCare NHS Trust. A full copy of the report
can be found at the following link: https://www.dorsetsvision.nhs.uk/wpcontent/uploads/2018/05/Dementia-Health-Needs-and-Data-Analysis-for-Dorset-Version2.6-final.pdf

1.33

This report significantly enhances the local Joint Strategic Needs Assessment and
comprehensively shows the estimated prevalence, demand profile, current services and
resources across a complex dementia pathway.
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Communication and engagement
1.34

Stage two was a substantial public engagement and view-seeking exercise led by Dorset CCG
in partnership with the Local Authorities, Dorset HealthCare University NHS Foundation Trust
(thereafter noted Dorset HealthCare) and Alzheimer’s Society. The output was a
comprehensive, thematic analysis with the evaluation and report produced by Bournemouth
University and published in March 2017. Commissioning the university as an external
organisation to the review ensured the analysis was impartial.

1.35

The
View
Seeking
Report
can
be
found
at
the
following
https://www.dorsetsvision.nhs.uk/wp-content/uploads/2018/05/Dementia-ServicesReview-View-Seeking-Report-FINAL.pdf

1.36

The objectives of the communication and engagement stage have been to ensure:

link:

•

engagement activity and communication reflect the principles and values of NHS Dorset
CCG: honest, responsive, courageous, responsible, collaborative, caring;

•

wide ranging promotion and advertising of the view seeking phase through targeted and
segmented communications;

•

a variety of view seeking methodologies offered to ensure that all communities are given
opportunities to share their views: online survey, completing a short questionnaire,
attending an event, small group discussions, outreach to existing meetings and groups;

•

people living with dementia and their carers feel safe and supported to engage and offer
views;

•

monitoring and evaluation of whether the engagement achieves its purposes, is
representative of the local population and /or identifies any additional work required;

•

compliance with legislation including engagement and consultation with Health Overview
and Scrutiny Committees;

•

equal recognition and value to patient, carer/supporter, staff and clinical views and
experiences;

•

‘co-production’, partnership working approach throughout to ensure best possible
outcomes and suitability for people needing services and their carers.

1.37

The outcome of Stage two were views gathered from a wide range of stakeholders including
those living with dementia, carers and staff from health, social care, voluntary sectors and
others. There were 531 responses to the different view seeking methods. 275 responses to
the online or postal surveys and one email response. There were 106 attendees to the 15
community events and 149 attended the 10 outreach events and meetings.

1.38

From a total of 2,107 comments were made by respondents: 498 comments mentioning
aspects of services that work well; 843 comments related to what works less well and 766
related to ideas for improvements.
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Design and Modelling
1.39

Stage three of the project was the design and model options development stage. The
development of the new service vision and the options to deliver this has been through a
significant co-production exercise with a wide range of stakeholders and public. See Figure 5
below for the co-production process.

Figure 5. Summary of Design and Modelling Stage co-production
Type of group
Innovation open group
16 May 2017

Purpose
An open event was held for anyone
interested in dementia services.
National Clinical Lead as Keynote

Attendance
101

Outputs
Innovation and visioning Consider
‘What is’ and ‘what might be’

Co-Production Design
& Modelling Groups:
Poole, Bournemouth
Dorchester.
May – Sept 2017

3 groups made up of a wide variety
of stakeholders whom considered
different areas along the whole care
pathway. All met together for final
group to summarise the model design

Total
attendance
= 333

Staged workshops across stages.
‘What should be’
8 modelling summaries of whole
pathway developed

Working Groups
Sept 2017 – April 2018

•
•
•
•
•

Modelling group
Diagnosis sub group
Acute sub group
Crisis and inpatient sub group
Data and intelligence sub group.
• Local authorities DSR planning
meetings
Checking and validating the potential
care models against critical success
factors

Overall
approx. 70
members

Detailed model options developed
across pathway.
Acute hospital Action plan
Data and costing of model options.
Linking to local authority initiatives

67

Feedback and scoring on emerging
model options

Final Options event
5th Sept 18
GP Survey (Feb 2018)

Applying an analysis to models and
identifying preferred way forward
Online survey

60

Evaluation of options. Identify
preferred way forward
Views on current services and how
to improve

Community Mental
Health Team survey
(March 2018)
Team meeting visits
March/April 2018
Dementia Partnership

Online survey

21

Views on current services and how
to improve

Discussions with CMHT OP and ICSD
teams and Memory Advisors
Update on the phases of the review
and obtain feedback on related
projects.
• Equality and Diversity workshop
• STP Patient Engagement Group
• Poole Forum Learning Disability
group
• Alzheimer’s society volunteer
groups
• Information task and finish group
• Dorset HealthCare Operational
Dementia Steering Group

Approx. 50

Checking emerging options and
capturing ideas
Regular updates

Cross check event
11 April 18

Other groups &
engagement

14

Varied
Approx. 25
- 50
20

Updates on review and how to be
involved

16
25

Gave solutions and ideas to support
design & modelling phase

30 + 25

Developed dementia directory

10

Update on review including
feedback from Cross check event

10
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1.40

The design stage commenced with a large innovation event with Professor Alistair Burns,
National Clinical Lead for Dementia in attendance and over 100 stakeholders. This was
followed by three locality based groups identifying the different needs along all aspects of the
dementia care pathway, utilising case study vignettes and other methodologies over a series
of meetings to narrow down from a long list of options (see Annex).

1.41

Following this a series of service modelling sub groups were established to work further on
the detail of each element of the pathway bringing in stakeholders with specific expertise on
each element of the pathway.

1.42

It was recognised that the views of GPs were not fully captured within the stakeholder group
work so a bespoke survey was developed and offered through ‘survey monkey’ and promoted
across general practices. The views were evaluated and incorporated into the design
developments (see Annex).

1.43

It was also felt that more specific information was needed to inform the review from staff
working within the community mental health teams for older people. So another bespoke
survey was developed through ‘survey monkey’ and views captured and evaluated (see
Annex).

1.44

All stakeholders involved within the Design phase were invited back to a ‘Cross check’ event
to consider all the evidence and the emerging model options with indicative costs attached.
All participants in small groups scrutinised each option with a SWOT analysis and then
individuals scored each option against the critical success factors and gave a measure of
prioritisation.

1.45

Further refinement was then completed around modelling the different elements and costing
in more detail aligning with the 5 Case Model and the options matrix. Finally, when all of the
detail had been ascertained a Final Options event with stakeholders was held on the 5th Sept
2018 with further scrutiny against the Critical Success Factors. This enabled four potential
options to be identified alongside a ‘Do minimum’ option.
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2. STRATEGIC CASE
2.1

The strategic context is framed by the national NHS mandate8 which outlines the objectives
for the NHS as a whole:
•

through better commissioning, improve local and national health outcomes, and reduce
health inequalities;

•

to help create the safest, highest quality health and care service;

•

to balance the NHS budget and improve efficiency and productivity;

•

to lead a step change in the NHS in preventing ill health and supporting people to live
healthier lives;

•

to maintain and improve performance against core standards;

•

to improve out-of-hospital care and to support research, innovation and growth and to
support the Government’s implementation of EU Exit in regards to health and care.

Statutory drivers on dementia services
2.2

2.3

2.4

There have been a range of national documents since the 2009 ‘Living Well with Dementia:
National Dementia Strategy’. Currently there is ‘Prime Minister’s Challenge on Dementia
2020’and the ‘Implementation plan’9 which includes:
•

improving diagnosis, assessment and care for people living with dementia;

•

ensuing that all people living with dementia have equal access to diagnosis;

•

providing all NHS staff with training on dementia appropriate to their role;

•

ensuring that every person diagnosed with dementia receives meaningful care.

Dementia remains a national priority with delivery of ‘Challenge on Dementia 2020
Implementation plan’ by 202010. NHS England 2018/19 mandates for dementia are:
•

maintain a minimum of two thirds diagnosis rates for people with dementia;

•

implement and embed the dementia pathway, set out in the Implementation Guide for
dementia care, and improve the quality of post-diagnosis treatment and support.

The Care Act 2014 11 created a new legislative framework for adult social care, and also gives
carers a legal right to assessment and support. Furthermore, NICE guidance ‘Dementia:
assessment, management and support for people living with dementia and their carers’
[NG97]12 was published in June 2018 replacing NICE guideline CG42 (November 2006) and 1.3
of NICE technology appraisal guidance 217.

8

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/691998/nhse-mandate-2018-19.pdf
https://www.gov.uk/government/publications/challenge-on-dementia-2020-implementation-plan
10
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/507981/PM_Dementia-main_acc.pdf
11
http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
12 https://www.nice.org.uk/guidance/ng97
9

19 | P a g e

Strategic Context
2.5

Nationally it is estimated that about 6 per cent of the population over 65 have dementia and
that after the age of 65, the prevalence of dementia doubles every five years so that about 30
per cent of those aged over 95 years are affected.

2.6

Across the UK there is considerable economic cost linked to dementia, predicted to triple by
2040 with higher overall costs than cancer, heart disease and stroke13. The overall economic
impact of dementia is estimated: £14.6 billion in direct costs of which £4.3 billion is spent on
healthcare and £10.3 on social care, £11.6 billion in indirect costs associated with inputs from
unpaid carers, and around £6.2 billion as the imputed cost of premature mortality 14. People
with dementia with higher numbers of comorbidities die earlier and have considerably higher
health service usage in terms of primary care, hospital admissions and prescribing15.

2.7

Across Dorset there are currently 189,282 people aged over 65 years. Applying a demand
model to the Office of National Statistics (ONS) population forecasts using ‘Lower Super
Output Area level’ for varying geographic classifications gives a forecasted prevalence and
incidence of people with dementia across Dorset whom are over 65 years. This analysis has
shown that people in Dorset on average live longer with dementia than the national average.
Figure 6 shows a summary of the comparisons of the national and ‘Dorset’ Model. For further
information, see Annex ‘Dementia diagnosis report’.

Figure 6. Comparison of key measurements of NHS England and Dorset Models. March 2018
QoF

People estimated to have dementia ages 65+
People diagnosed with dementia 65+
Diagnosed to QoF ratio
New dementia cases Age 65+
Incidence rate per '000 person years 65+
Average years with dementia
Average years post diagnosis
Time from onset to diagnosis

2.8

DHC
Referral
Rate

8,350
2,104
11.10

NHS
England

Dorset
Model

13,101
8,045
96.4%
3,750
19.78
3.5
2.1
1.3

9,658
8,161
99.7%
2,365
12.47
4.3
3.5
0.8

This demand analysis suggests an estimated prevalence of 9,658 people over 65 years with
dementia across Dorset. Currently local figures show 8,161 of people over 65 years have been
diagnosed with dementia which is 84.5% of the prevalent population. Nationally the
‘Dementia diagnosis calculator’ estimate a prevalence figure of 13,101 with 8,045 of people
over 65 years diagnosed which gives an estimated 61.4%.

13

NHS Rightcare 2017
Dementia UK: second edition 2014 Kings College
15 https://otorhinolaryngologyblog.wordpress.com/2017/03/09/association-of-comorbidity-and-health-service-usage-among-patients-withdementia-in-the-uk-a-population-based-study/
14
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2.9

In light of reservations in the accuracy of the national calculator the modelling within this
review has been based on the local prevalence figures which have been based on actual
demographic factors and are believed to offer greater accuracy.

2.10

Dementia can start before the age of 65, nationally estimated to be around 2.2% of people
with dementia in UK. This often presents different issues for the person affected, affecting
their career and family. There are approximately 190 people under 65 diagnosed with
dementia in Dorset equating to 1.9% of the prevalent population – lower than national
estimation.

2.11

By the year 2025, the population of Dorset will have increased from 766,000 to 814,000.
Whilst overall population growth is in line with the national average, growth in the number of
people aged over 65 years will outpace average growth and therefore will put an increased
demand on health and social care. Growth projections are outlined in Figures 8 and 9.

2.12

A strategic (STEP) analysis offers a useful summary of key issues for related to Dementia across
Dorset (see Figure 7 below).

Figure 7. Strategic (STEP) analysis of key issues around dementia in Dorset
SOCIAL
•Increased public awareness
•Changing demographics
•Increasing numbers choosing to retire to
Dorset
•Ageing population
•Dependance on informal carers
•Access to services in rural areas

ECONOMIC
•Public sector funding pressures & rising
costs
•Challenge to recruit and retain
workforce
•Inequity of service provision and
differing outcomes
•Pressure on self funders

TECHNOLOGICAL
•Greater advances in treatments and
innovations
•Earlier identification opportunities
emerging
•Current generation of older people do
not all use internet
•Technology cannot replace personal
care

POLITICAL
•Dementia remaining high on political
agenda
•High interest with media
•Recognition of pressure on services and
costs
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Dementia growth projections
2.13

Dementia prevalence for people aged over 65 years is estimated as 9,658 in 2018 rising to
11,319 by 2025. The greatest rate of growth is expected to be in the East, West and North
Dorset localities. See Figure 8 and 9 below for detail.

Figure 8. Forecast of dementia prevalence across Dorset (based from ONS 2018)
Locality

2018

2019

2020

2021

2022

2023

2024

2025

Bournemouth North

532

541

551

560

574

588

602

616

Central Bournemouth

638

648

659

670

686

702

719

735

Christchurch

810

822

835

847

867

886

904

922

Dorset West

603

618

632

645

663

682

700

717

East Bournemouth

546

554

563

572

585

599

613

627

East Dorset

1,301

1,328

1,355

1,382

1,418

1,455

1,488

1,519

Mid Dorset

635

650

666

680

700

719

739

757

North Dorset

1,088

1,117

1,148

1,177

1,214

1,250

1,286

1,322

Poole Bay

949

966

984

1,001

1,027

1,053

1,079

1,103

Poole Central

616

628

640

652

669

686

701

717

Poole North

591

602

614

625

640

656

672

686

Purbeck

449

458

467

476

487

498

509

520

Weymouth & Portland

900

921

945

965

992

1,024

1,051

1,078

9,658

9,854

10,057

10,253

10,522

10,798

11,062

11,319

Total

Figure 9. Forecast of dementia incidence across localities (based from ONS 2018)
Locality

2018

2019

2020

2021

2022

2023

2024

2025

Bournemouth North

140

142

144

147

150

154

158

162

Central Bournemouth

169

172

174

177

181

186

190

195

Christchurch

218

222

225

228

234

240

245

250

Dorset West

159

163

167

171

176

182

187

192

East Bournemouth

146

148

151

153

156

160

164

168

East Dorset

348

356

363

371

381

392

402

411

Mid Dorset

167

171

175

179

185

191

196

202

North Dorset

289

297

305

313

324

334

345

355

Poole Bay

256

261

266

270

278

285

292

299

Poole Central

162

165

168

171

176

181

185

190

Poole North

155

158

161

164

168

173

177

181

Purbeck

118

121

123

125

129

132

135

138

Weymouth & Portland

234

240

246

252

260

269

277

285

Total

2,562

2,614

2,670

2,722

2,798

2,878

2,954

3,028

22 | P a g e

Health and Social Care Needs analysis
2.14

Across Dorset there are a range of different needs across the population ranging from those
with low needs within the community to needing high intensity and high costs services such
as dementia specialist inpatient provision. Figure 10 below illustrates this.

Figure 10. The range of dementia needs across the population

2.15

A Health and Social Care Needs and Data analysis was developed during 2017 and a
summary of key issues in Figure 11 below. The full report can be found at:
https://www.dorsetsvision.nhs.uk/wp-content/uploads/2018/05/Dementia-Health-Needsand-Data-Analysis-for-Dorset-Version-2.6-final.pdf
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Figure 11. Data and Needs analysis summary
Key issues identified in the Needs and Data Analysis report
Dorset and Poole have a higher proportion of over 65s than the England average, with Bournemouth being
similar to the England average. Dorset overall has a higher life expectancy at birth and at age 65 than England
averages16
The over 65 populations across pan Dorset is forecast to increase from 24% of population to 30% by 2030.
Rural localities are higher at 28% compared to urban /town areas 21%. North Dorset, East Dorset, Weymouth
and Portland and Christchurch have the highest over 65 populations 12
Dorset overall has only 0.7% of over 65 years from a black and minority ethnic background. This is significantly
lower than the England average of 8%. The majority live within Bournemouth localities (1.3%). People from
these backgrounds are noted to be at a greater risk of developing dementia.17
The national Cognitive Functioning and Ageing Studies ll estimates 6.4% of over 65 population have dementia.
This research study is used by NHS England to establish the national calculations applied to CCG’s regarding
achieving a diagnosis target.
Research estimates that dementia is an age related disease present in 0.9% of people aged 60 – 64 and
increasing to 41.1% of those aged 95+. 61% are female and it is estimated nationally that 55% have a mild
form of the disease, 32% moderate and 13% severe. The most common type of dementia is Alzheimer’s
Disease (62%), followed by Vascular Dementia (17%) and Mixed (10%)18
Risk factors for dementia include age, gender, vascular health, diabetes and education. People with
developmental disabilities are at increased risk of dementia.
Men are more at risk of developing vascular dementia due to higher rates of poor vascular health. Dorset has
higher rates of coronary heart disease, stroke and transient ischaemic attack than the England average19.
However vascular dementia rates are lower in Dorset at 9% than nationally at 17%.
Research suggests 61% of people with a dementia diagnosis have three or more other co-morbidities.
Pneumonia, urinary tract infections and congestive cardiac failure accounting for two-thirds of preventable
admissions into a general hospital for those with a dementia diagnosis.
People diagnosed under 65 years (early onset) and their families can incur issues with employment, family
life, household resources and support, the duration of the disease and difficulties in diagnosis.
There was an average of 149 patients annually whom had one or more inpatient spell in a dementia unit (based
April 16 – March 18 data), which was 1.5% of prevalent population. The mean age of patients at admission in
the same period was 78.7 years, (mean age not admitted 81.8 years).
Contrasting the dementia specialist inpatient admission age profile for dementia with the patients’ Electronic
Frailty Index20 suggests a correlation between inpatient admissions and patients experiencing increasing
difficulties with self-care, but still retaining physical strength to be a harm to themselves or others.
Mortality rate from Dementia is similar to the England average of 180.5 people per thousand populations. In
2015-16 around 1,144 people died of a dementia related cause.21

16

Office for National Statistics (ONS) (2014) Subnational population projections based 2012 -2037
http//www.dorsetforyou.gov.uk/media/pdf/t/a/Ethnicity1 1.pdf [accessed 10.2.2016]
18
Dementia UK update. Kings College London and London School of Economics, Alzheimer’s Society
19
NHS Outcomes Framework 2014/15
20
A national measure of frailty deficits recorded in primary care
21
Public Health England Dementia Profile. http://fingertips.phe.org.uk/profile-group/mental-health/
17
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2.16

Figure 12 below highlights the variation across pre diagnosis, post diagnosis and utilising
secondary care services. The majority of patients with dementia are not in contact with
secondary care mental health services.

Figure 12. Patients with dementia, pre- and post- formal diagnosis & secondary care in Dorset.

Existing services.
2.17

A schematic diagram shows the current services which are commissioned through NHS Dorset
Clinical Commissioning Group and excludes those commissioned through the local authorities
and non-commissioned services within the community. Detail is given below around each of
these services and their current demand.

Figure 13. Schematic diagram of current NHS commissioned dementia services
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Memory Services
2.18

During 2014 the Memory Support and Advisory Service provided by Alzheimer’s Society was
commissioned between NHS Dorset CCG, Bournemouth Borough Council, Borough of Poole
and Dorset County Council for three years. This service offers pre and post diagnostic support,
advice and guidance through Memory Advisors. From September 2017 NHS Dorset CCG
maintained funding but the three local authorities were unable to continue funding which led
to a reduction in staffing and a revised service model. A contract waiver was agreed for a
further two years until September 2019 to enable completion of the dementia services review.

2.19

Statutory health based dementia services are provided through Dorset HealthCare NHS
Foundation Trust within a block contract arrangement. These services include a Memory
Assessment Service which is linked with the Memory Support and Advisory Service as part of
the ‘Memory Gateway’. The pathway of Memory Services is in Figure 14 below.

Figure 14. Current Memory Services Pathway
GENERAL PRACTITIONER
GP gathers information, carries out screening, arranges
blood screening tests. Completes referral form.

ACUTE HOSPITAL
CLINICIAN
CARE
HOMES

Person worried
about memory

MEMORY GATEWAY
Step 1 (within two weeks) Memory Support and Advisory Service

Continence advisory service
Key safe / Care line
Lasting Power of Attorney
information
Advance care planning
Referral for carers assessment
Referral for Social Care & Support
Assessment/registration
Referral Provision of helpful
reading materials
Advice about managing specific
difficulties
Welfare benefits information
Clubs / day centres
Local community / support groups
Centre for independent living
Carers in crisis
Befriending service
Hot meals service
Dorset Fire Home Safety Check
to Dorset CRUISE for bereavement
support
Carers emotional support training
Assistive technologies
Referral to
Steps2Wellbeing

•
•
•
•
•

•

Telephone triage initial contact. Consent confirmed
Where GPs have identified that person doesn’t need to have further
screening, referral will be sent straight to MAS.
Memory Advisor carry out 6CIT and where appropriate. Functional
Assessment Questionnaire (FAQ). Gather basic social information.
Safeguarding.
Inform GP if onward referral to MAS/ if not clinical responsibility GP
Triage team to provide ongoing support, advice, information, guidance
and signposting via telephone.
GPs to refer patients with MCI back to MSAS for annual review

Appropriate referrals passed on to Memory Assessment
Service
Step 2 (within four weeks from referral from MSAS) Memory Assessment Service
•
•
•
•
•
•

Carry out full cognitive assessment
Scan to be arranged if necessary.
Agree care plan and next stage with patient and carer. Identify carers. Safeguarding.
Arrange appointment for diagnosis
Diagnostic appointment- discharge to GP
MAS to support those requiring medication as appropriate

Step 3 Memory Support and Advisory Service
•
•
•
•

Provide ongoing support, advice, information, guidance and signposting post diagnosis
for people with dementia and their carers. Use SAIL where appropriate.
Agree support plan / consent with the person.
Offer support and advice by phone for those diagnosed with MCI.
Be available to people with dementia and carers who have not been through the
gateway process.
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2.20

Activity data for the Memory Support and Advisory Service includes pre diagnosis, post
diagnosis and carers support. Whilst the majority of patients have one spell/contact, several
patients have multiple contacts. The number of unique patients accessing the service based
on two year’s data showed an average of 2,955 per annum. Post diagnostic support numbers
have remained relatively stable and an average of 1,718 patients referred per annum.

Figure 15. Patients accessing Memory Support and Advisory Service prior to formal diagnosis.
Average per year over 2016/17 and 2017/18.
Spells/
Contacts

Unique
Patients
Per Year

% Total

Total
Spells/
Contacts

Spells per
patient

1

2,697

91.3%

2,697

1.00

2

238

8.0%

475

2.00

3

20

0.7%

59

3.00

4

2

0.1%

6

4.00

2,955

100.0%

3,236

1.10

Total

Figure 16. Patients referred to Memory Support and Advisory Service for post diagnosis support.
Based on data average 2016-17 and 2017-18
Spells/
Contacts

Unique
Patients
Per Year

% Total

Total
Spells/
Contacts

Spells per
patient

1

1,488

86.6%

1,488

1.00

2

190

11.1%

380

2.00

3

35

2.0%

105

3.00

4

5

0.3%

18

4.00

5

1

0.0%

3

5.00

1,718

100.0%

1,993

1.16

Total

2.21

Referrals to Memory Assessment Services based on three year’s data shows an average of
2,262 patients per annum with numbers diagnosed remaining static at around 1400 per
annum.
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2.22

Around 10% of Memory Assessment Referrals receive a ‘Mild Cognitive Impairment’ diagnosis.
11% of these patients are referred again within a two-year period.

Figure 17. Memory Assessment Service referrals

Figure 18. Summary of numbers diagnosed by Memory Assessment Service
Year

Numbers diagnosed ‘Mild
Cognitive Impairment’

Numbers diagnosed
‘Dementia’

2015/16

381

1418

2016/17

294

1408

2017/18

220

1397

Older People’s Community Mental Health Teams (OP CMHT)
2.23

There are 14 Older People’s Community Mental Health Teams across Dorset. The
Bournemouth and Poole teams have integrated managers and the social work input is through
each Local Authority. The teams cover both functional and organic mental illness and offer a
range of support and treatment. Total workforce covering both functional and organic illness
is 106.96 WTE across health and social care.

2.24

Identifying the breakdown across functional and dementia client groups is challenging due to
co-morbidities across many patients. The only method that can give an estimation is through
the use of needs-based care clusters which is utilised as a means to group patients into
categories of similar characteristics22 . Clusters 18-21 relate to dementia and ascertaining a
snapshot in time splitting clusters suggests 54% (631 patients) of OP CMHT caseloads had
dementia.

2.25

On this 54% basis the service received 1751 dementia related referrals during 2017-18 with a
6.7% reduction in referrals since 2015-16. This is likely to be due to the establishment of the
Memory Assessment Service taking referrals for diagnosis. Patients are in contact with the
service on average for 222 days per referral.

22

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/499475/Annex_B4_Mental_health_clustering_b
ooklet.pdf
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Day Hospitals
2.26

There are two day hospitals both operating with different models. Melcombe Day Hospital,
based in Weymouth offers assessment, treatment and therapy for people with dementia and
functional mental health conditions. Alongside assessment it offers mental stimulation and
therapeutic treatment. It is open from Monday to Thursday and approximately 10 people
attend each day and average length of attendance is 3 months. Referrals are received through
CMHT care co-ordinators from Weymouth and Portland locality. The workforce is 1 RMN WTE
Band 6, 2 WTE Nursing Assistants Band 2, 1 Nursing Assistant part time Band 2.

2.27

Haymoor Day Hospital, based in Poole is utilised by the Intermediate Care Service for
Dementia to offer safe day provision and prevent hospital admission. Patients are observed
to understand possible triggers to ‘challenging behaviours’ and regular reviews inform the
CMHT coordinator and Intermediate Care Service for Dementia team. Average attendance is
8 patients daily and patients attend 2 or 3 times per week. Patients will either be discharged
when they take up a social care day centre place, they need to move to a care home or are
admitted to an acute hospital. The workforce is 1 RMN WTE Band 6, 1 RMN WTE Band 5, 2.8
WTE Band 3 support workers, 1 WTE Activity coordinator.

Dementia In-Reach Service
2.28

There is an In-Reach service formally commissioned on the East side of Dorset. This service
offers advice and support for care homes, day centres and community hospitals. It also
provides hands on support and formal training. Currently the team are supporting around 106
care homes, 6 day centres and 5 community hospitals. The workforce is 3 RMN WTE Band 6.

2.29

There is currently no commissioned In-Reach team that covers the North and West of Dorset
however the West Intermediate Care Service for Dementia (ICSD) provide limited input into 6
community Hospitals and one off visits and training to 20 care homes and 1 day centre.

Intermediate Care Service for Dementia (ICSD)
2.30

During 2012 the Bournemouth, Poole and Dorset Primary Care Trust Cluster in partnership
with Dorset HealthCare University NHS Foundation Trust developed a new model of care for
the East side of Dorset which was launched in 2013-14. The model aimed at enabling
individuals to stay within their usual place of residence through providing more intensive
support in the community. The workforce is 52.96 WTE.

‘Mr C was very complimentary about ICSD last night. He said the
whole team are “fantastic” and he doesn’t know what he would
have done without them’.
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2.31

In order to achieve this new model resources were moved from inpatient services to
community services. An ‘Intermediate Care Service for Dementia’ (ICSD) and an ‘In-reach
service’ into care homes were implemented in the East and both have made a significant
difference in supporting individuals, families and other services and reduced inpatient
admissions. Intensive support to patients in their own homes is offered for up to six weeks to
try to maintain them in their own home environments where possible. The service also
provides the gatekeeping role to the specialist dementia inpatient beds. A pilot began in the
West of the county in 2016.

Specialist dementia inpatient units
2.32

This review includes two temporarily closed specialist dementia inpatient units: a 12 bedded
unit (Betty Highwood) based in Blandford Community Hospital (closed 2013) and 16 bedded
unit (Chalbury) based in Weymouth Community Hospital (closed 2016) both of which had to
be closed on safety grounds due to a lack of permanent qualified staff. Whilst not ideal, it is
believed both of these units would be very difficult to reopen specifically due to the ongoing
recruitment and retention issues of registered staff within dementia services which is a
particular issue in the West of the county.

2.33

Currently there are 40 specialist dementia inpatient beds within Dorset HealthCare. These are
based at Alderney Hospital, Poole and comprise of two wards: St Brelades and Herm. St
Brelades has 17 inpatient beds and is a male assessment and treatment ward for older men
with an organic mental health and associated complex behaviour. Herm has 18 female beds
and 5 male beds however it is not really a mixed sex ward. The unit can accommodate males
in urgent cases and the ward is split into male and female separate areas. The five male beds
at Herm are not used for direct admissions from community only for men who are nearing
discharge from St Brelades, and where a bed is urgently needed for a direct male admission.
Male patient’s beds are at the end of the ward split with doors and separate from the ladies.
This area can be closed off and is staffed separately when required. Current workforce is
125.36 WTE.

2.34

Patients admitted to the wards are those whose severe needs cannot be met by either the
Community Mental Health Team or the Intermediate Care Service for Dementia and often
present with complex needs, high levels of acuity and often behaviours that can challenge.
97% are admitted under the Mental Health Act mainly due to the recent legal interpretation
of the overlap between the Mental Health Act and Mental Capacity Act. The only exception
(the 3%) is if a patient lacks capacity on a ward but is not receiving any treatment. For example
waiting for discharge.
‘Care at Alderney hospital which is brilliant. After 6 years my
husband became aggressive towards me and although I
knew it was the Alzheimer’s causing the actions I was
unable to cope with him after six years coping on my own’
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Summary of Service demand
Figure 19. Summary of referrals across Dementia Services from 2015 – 2018.
Demand profiling
Referrals

End of
15/16

End of % demand End of 17/18 % demand
16/17 change from
change
15/16
from
15/16

Total of people diagnosed
Dementia aged 65+ (source
NHSE)

8000
(62.2%)

7,978
(61%)

Memory Support and Advisory
Service pre diagnosis referrals

2676

3253

+21%

3219

-1%

MSAS Carers

607

926

+50%

475

-48%

Memory Assessment Services
(MAS)

2189

2175

-6%

2423

+11%

% conversion MSAS to MAS

82%

67%

MSAS post diagnosis

1966

2054

+4.5%

1933

-5.9%

OP CMHT referrals 54%

1879

1876

0.1%

1751

-6.7%

% conversion MAS to CMHT

86%

86%

ICSD

301

409

% conversion MAS to ICSD

14%

19%

Inpatient admissions &
transfers

152

169

% conversion MAS to
inpatients

7%

8%

8007
(60.9%)

75%

72%

+36%

458

+12%

19%

+11%

132

-22%
5%
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Case for Change
Inequity of outcomes and access to services
2.35

Although there was a service review previously in the East of the county whereby reducing
inpatient provision enabled resources to be released for the new community teams
‘Intermediate Care Service for Dementia’ and ‘In-Reach’ in 2012 this was not completed for
the West. Therefore, although these services have
‘Having people travel large distances to access
developed as pilots they have not been formally
services – in rural areas many older people do
commissioned.

2.36

way to things.’
Furthermore, particularly in the West and more
rural areas of the county access to services is a
significant issue. As noted in the new NICE
guidance23 services need to be accessible to as many people living with dementia as possible
including those whom do not have a carer or whose carer cannot support them on their own,
people with learning disabilities, sensory impairment or physical disabilities. Also encouraging
those whom may be less likely to access health and social care services such as people from
black, Asian and minority ethnic groups.

not have transport so cannot make their own

Ageing population
2.37

The number of people living in Dorset is growing and this is set to rise by around a further
50,000 people by 202024 and of these 70% will be aged over 70 years. With high numbers
retiring to Dorset and people living longer the over 65 population across Dorset is forecast to
increase from 24% of population to 30% by 2030. Forecasting and preparing for such growth
is essential. See Figures 8 and 9 for impact on dementia prevalence and incidence.

Lack of integrated services
2.38

A clear message from the stakeholder view seeking was the sense of fragmentation, confusion
and lack of joined up services. Suggestions for improvement were for integrated services,
more collaboration and a clear single point of access.

Recruitment, retention and training of dementia workforce
2.39

23
24

‘More joined up, should be a
dementia directorate, all services
working together’

Workforce is obviously crucial to meet the demand for
services and it is important staff are skilled and confident in delivering the right approach for
people with dementia and therefore receive
appropriate training. Sadly, within the view
‘Staff that work with dementia services in
seeking it was felt that whilst many staff were
my experience are very caring and want to
very caring there were insufficient staff, lack of
do their best for the patents despite
continuity, poor knowledge and ineffective staff
shortages of staff and provision.’
training.

https://www.nice.org.uk/guidance/ng97/chapter/Recommendations#care-coordination
https://www.dorsetsvision.nhs.uk/about/csr/
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2.40

A significant challenge is the decline of a working age population impacting on being able to
recruit enough staff. This is a problem particularly across the South West region and
innovative solutions need to be collectively found. There is a workforce group across Dorset
considering such issues and outcomes from this review will feed into the next stage of work.
Initial workforce plans are within Annex document 28 and 29.

Information and Communication
2.41

The provision of information was criticised within the view seeking due to poor accessibility,
information overload, appropriate advice and a lack of understanding of the systems in place.

2.42

Communication issues among staff, carers and patients were also raised which included poor
communication between staff in different departments, poor communication between staff
and carers or patients and difficulties when contacting services in a crisis situation.
‘Availability and more forthcoming approach to providing information about
practical support and available finance/funding. Provide carers with clearer
understanding of what services do and which teams are responsible for what’

Needs of family carers
2.43

The NHS Five Year Forward View states that ‘almost 500,000 unpaid carers look after people
living with dementia’. The contribution that carers bring to society is well established, and
supporting the carer ensures that they can continue in their caring role. Carer support has
been shown to improve outcomes and be cost effective.

2.44

It is estimated that one in three people will care for a person with dementia in their lifetime.
Half of them are employed and it is estimated that 66,000 people have already cut their
working hours to make time for caring, while 50,000 people have left work altogether. 25
The Census26 in 2011 demonstrated that the general health of carers deteriorates with the
increasing hours of care provided. Carers of people with dementia will move into providing
50+ hours of care a week as the disease progresses.

2.45

It is recognised that peer support can provide practical and emotional support to carers,
reducing social isolation and preventing crisis. There is evidence that providing carers with
better information, training and coping strategies, including emotional and psychological
support, improves their quality of life.

Dementia diagnosis national target
2.46

25

NHS Dorset CCG is required to meet a dementia diagnosis target of 66.7% against the
prevalent population and this is an ambition we would wish to achieve. The national dementia
calculator utilised by NHS England stated that NHS Dorset CCG in August 2018 had an
estimated prevalence of 13,227 for over 65 years and the incidence of recorded diagnosis was
8,082 reaching a rate of 61.1%.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414344/pm-dementia2020.pdf

26

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/articles/2011censusanalysisunpaidcareinenglanda
ndwales2011andcomparisonwith2001/2013-02-15
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2.47

Since 2015 in Dorset, despite numerous efforts and considerable resource investment, the
Dorset dementia diagnosis rate has plateaued against the national calculator. This is in the
face of increased demand and activity within local memory services. Since 2015-16 referrals
to the Memory Support and Advisory Service for pre-diagnosis support have increased by 20%
with subsequent referrals into the Memory Assessment Service for a potential diagnosis
increasing by 5%.

2.48

Despite this numbers diagnosed with dementia have remained largely static at around 1400
annually. Data analysis has identified that the numbers of patients being removed from GP
Dementia registers due to death or moving out of area are very similar to the number of those
newly diagnosed.

Urban and Rural differences
2.49

Variation in dementia diagnosis rates across Dorset have been observed for a number of years
reflecting urban and rural differences. The more rural localities falling under Dorset County
Council having a nationally estimated dementia diagnosis rate (August 2018) of 58.81%
whereas the more urban Bournemouth Borough Council and Borough of Poole had recorded
rates of 62.16% and 64.19% respectively.

2.50

GPs have highlighted in the West and rural areas of the county that patients can be reluctant
to seek a formal diagnosis because of the fear that they will lose some of their freedoms (e.g.
driving license) particularly where the lack of public transport is a significant barrier. This
suggests that different approaches to support may be necessary in the more rural areas.

Memory Service issues
2.51

Despite both Memory services working closely together and significant evolution,
unfortunately the current diagnostic pathway still has issues and needs to be improved. This
was confirmed within the view seeking. Respondents felt the pathway was confusing,
fragmented with long waits and patients feeling they are having repeated assessments.
‘There are too many stages in the
assessment process towards
diagnosis – this means that a
diagnosis can take months….

2.52

27

‘…She saw a different person each time and they did not initially
speak with the family. This gave somewhat a somewhat false
picture of her abilities as she had a very good social façade; in
consequence their assessment letter was inaccurate. Seeing
someone different made it difficult for them to gauge any
change.’

Currently there is limited access to neuropsychological assessment for young onset, complex
or abnormal presentations. The new NICE guidance27 states the need for neuropsychological
testing if it is unclear where the person has cognitive impairment, the cognitive impairment is
caused by dementia or what the correct subtype diagnosis is.

https://www.nice.org.uk/guidance/ng97/chapter/
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Waiting times for diagnosis
2.53

A timely diagnosis should unlock the door to appropriate care and treatment and personalised
care plans. The NHS England mandate28 reflects the ambition that by 2020 we will ‘increase
the numbers of people receiving a dementia diagnosis within six weeks of a GP referral’.

2.54

Average wait for a clinical diagnosis has over three years averaged 92 days (13 weeks). This is
believed to be aggravated by long waits for scans provided by acute hospitals, capacity of
clinical specialists and administration delays.

2.55

Although the Memory Support and Advisory Service was established as a Primary Care Service
with referral to secondary care actually based on GP agreement it has become apparent that
for the patient, carer and GP this was not clear and the perception of any wait was even longer.

Variability of quality of GP Referrals
2.56

The waiting time issue above has also been compounded by a wide variability of the quality
of GP referrals. Memory Service referrals require specific blood tests to be taken and patient
history shared to exclude other physical health conditions and to ensure Memory clinicians
have all relevant information. However nearly a third of all patients referred from GPs have
had missing referral information which has required significant administration time to chase.

2.57

A survey was sent out across all practices in February 2018 asking for GP views on dementia
services with a particular focus on the diagnostic pathway. A small sample of 14 responses
were received with a mix of views around GPs completing screening prior to referring to
memory services and there was a request for any screening to be short. Also GP respondents
felt services were fragmented and there was a lot of frustration around phlebotomy and the
need for blood tests for all patients and subsequent waits.

Lack of support for early onset dementia patients
2.58

Across Dorset there are currently just under 200 people under 65 years whom have been
diagnosed with dementia. Whilst there are a few community groups established across Dorset
there are no specific commissioned services for this cohort of patients. It is recognised that
the needs of these people and their families can significantly differ to those of a much older
person as some may be working, have families and dependants and will require skilled
assessment, sensitive diagnosis and tailored specific support.
‘By providing a specialist service for early onset dementia patients
and not grouping us with old age dementia patients, who equally
deserve their own specialists.

28

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/507981/PM_Dementia-main_acc.pdf
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Dementia treatments and vascular dementia
2.59

Nationally, vascular dementia is the second most common type of dementia estimated to
affect 18% of those diagnosed. Vascular dementia has the same risk factors as cardiovascular
disease and stroke, and so the same preventive measures and lifestyle factors are likely to
reduce risk.29 . Dorset however, perhaps indicated by the overall ‘healthy population’ is seeing
a gradual decline of vascular dementia diagnosis with only 9.8% across all dementia types
diagnosed which is nearly half the national rate.

Figure 20. Breakdown of dementia diagnosis types across Dorset (2018)

2.60

There is currently no cure for dementia. But there are medicines and other treatments that
can help to temporarily reduce dementia symptoms particularly for Alzheimer's disease
(Acetylcholinesterase inhibitors and Memantine) but there is no specific medication for
vascular dementia. As there is no medication currently of benefit to this cohort of patients
they are often discharged back to the GP with no offer of treatment. Therefore, having
alternative treatment to offer such as cognitive stimulation therapy, reminiscence or cognitive
rehabilitation could bring benefit to this patient group alongside other dementia patients.

Post diagnostic support to live well with dementia
2.61

The priority for many people with dementia is to stay independent and live at home for as
long as they can. Whilst there are a wide range of community groups, memory cafes and
various local initiatives across Dorset, ongoing support and joined up services for people living
with dementia and their carers appear limited. Within the ‘view seeking’ stage there was a
clear emphasis around a lack of post diagnostic support. Many felt having a supportive person
available along the whole journey, with accessible and responsive services could have possibly
prevented a crisis.

‘Patients need to have one contact point. Look at
needs of person then co-ordinate how all
resources can be used to meet need.’

29

https://www.gov.uk/government/publications/health-matters-midlife-approaches-to-reduce-dementia-risk/health-matters-midlife-approachesto-reduce-dementia-risk
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‘I would like to see a Health Orientated Day centre or
one day a week, drop in health clinic where their
general wellbeing could be assessed where all medical
reviews could be implemented in one hit without all
this backwards and forwards…’

‘to have a highly qualified person to support
through the whole nightmare of dementia and
as above services that helped to give practical,
personal, empathetic caring to the carer.’

‘Have more contact with the person with dementia.
Maybe once a year or twice a year. My mum has had
no contact since she was first diagnosed’

Acute and community hospital provision
2.62

Although not within the direct scope of this review views were collated around the three acute
hospitals and the community hospitals across Dorset. (to note the Dementia Specialist Units
are not classified as ‘Community Hospitals’ and were excluded from the Clinical Services
Review). Views were mixed with positive comments with regards the creation of dementia
friendly environments and improved care for patients living with dementia and support for
their carers. By contrast, there were some very negative experiences. Areas for improvement
were noted particularly around prioritising people with dementia for discharge, simpler
transition to a care home and increased staff training.

2.63

Studies have various estimated from 10% up to 25% of beds in acute hospitals can be occupied
by people living with dementia but varies by type of ward30. Their length of stay is often longer
than people without dementia and there can be delays in supporting them to leave hospital
and estimations are that 20% of hospital admissions of people living with dementia are for
preventable conditions31. Readmission rate for people living with dementia is far higher than
for people without, 8.2% vs 3.5% for elective care and 25% vs 17% for non-elective care32.
The Public Health England profile for dementia33 highlighted that based on 2016-17 data
comparing the South West region showed that Dorset and Poole in particular had higher
numbers of short stay (less than 1 day) emergency admissions for people with dementia aged
over 65.

2.64

Based on local SUS data during 2016-17 across the 3 acute hospitals in Dorset for patients
aged 65 and above with a primary diagnosis of dementia there were 503 emergency and short
stay admissions and 427 during 2017-18. Based on tariff costs this amounted to £1,387,796
during 2017-18. 34 Furthermore, during 2016-17 there were 5,627 emergency and short stay
admissions with a primary or secondary diagnosis of dementia and 5291 in 2017-18.

30

QJM; 2016: 41–44
Alzheimer’s Research UK at https://www.dementiastatistics.org/statistics/hospitals/
32
The Right care: creating dementia friendly hospitals. Dementia Action Alliance
33 https://fingertips.phe.org.uk/profile-group/mentalhealth/profile/dementia/data#page/0/gid/1938132893/pat/6/par/E12000009/ati/102/are/E10000009/iid/91300/age/1/sex/4
34 Dorset CCG SUS data
31
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Figure 21. Dementia and hospital admissions across Dorset, Bournemouth and Poole benchmarked
to South West region.

Benchmark code: Dark blue = lower, amber = similar. Light blue = higher

Day hospital provision
2.65

Views regarding the two day hospitals in Weymouth and Poole whom offer different models
both for relatively small numbers of patients have varied. The unit in Poole is aligned to the
Intensive Support (ICSD) service with the aim of reducing admissions whereas the Weymouth
service offers a service for both functional and organic clients offering mental stimulation and
support. For those whose family member is utilising this service they are highly valued.
However, within the co-production groups there was debate of how accessible these units are
for the wider parts of the county, do they both offer value for money and in particular for
Weymouth could these patient’s needs be better met through social care day provision.

2.66

Recent research35 has shown no strong evidence for day hospitals compared to other
treatments. However, for those not receiving other care provision, day hospital patients
showed a reduced odds of deterioration with ‘Activities of Daily Living’. Research by Marshall
et al36 differentiates types of day hospitals into three areas of function across all client groups:
1. Acute psychiatric day hospital as alternative to admission; 2. Transitional day hospital for
those recently discharged; 3. Rehabilitation, 4. Day treatment programmes as intensive
alternative to outpatient care. These studies have suggested acute home based care is not
cheaper particularly due to the number of professionals and costs of dislocating resources to
a patient’s residency. Marshall suggests if a day hospital is combined with an outreach service
and short term crisis beds this could offer a powerful alternative.

35

Brown et al (2015) Medical day hospital care for older people versus alternative forms of care Cochranelibrarywiley.com/doi/10.1002/14651858.CD001730.pub3/full
36 http://www.scielo.mec.pt/pdf/am/v26n5/v26n5a04.pdf
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2.67

Furthermore studies across psychiatric client groups cited by Lopes et al37 (2012) have shown
that this type of day care can achieve a substantial reduction in the numbers of people needing
inpatient care where running a 30 place day hospital is roughly one third of those of a 30
bedded ward with a cost reduction of 22%.

Providing care closer to home - Step up and down inpatient provision
2.68

Step up and down provision has been suggested as a solution both to provide care closer to
home within more local services, prevent admission to the Dementia specialist unit if possible
and to enable a speedier discharge from inpatient settings. (Developments around this are
covered later within the Economic case).

Access to crisis support
2.69

When people with dementia and particularly their family carers find themselves in a crisis
situation there is currently no quick access into services other than through the GP or via
Liaison Services within the Acute Hospital Emergency Department. Out of hours there is a duty
service through social services however this is possibly not well known about.

Crisis services and dementia specialist beds
2.70

There has been a decline of 22% in specialist dementia inpatient admissions since 2016-17
with admissions reducing from 169 in 2016-17 to 132 in 2017-18 (see Figure 22 below)
including Chalbury and Alderney units.

Figure 22. Comparison of dementia specialist bed admissions by unit from 2015 - 2018

2.71

37

The reduction in the need for inpatient provision has been linked to the positive impact of the
initiation of the Intermediate Care Service for Dementia (ICSD) commissioned in the East in
2013 which maintains people experiencing a crisis at home where possible and is already a
highly regarded, cost effective service. Following the temporary closure of Chalbury Unit in
Weymouth, staff were redeployed to begin providing ISCD pilots in the west with most
localities reached from 2017.

Lopes R, Curral R (2012) Day Hospital in community psychiatry
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2.72

The service is proving to be very cost effective at a cost of £2.1 million with 420 referrals during
2016-17 against the current cost of inpatient beds at Alderney at £4.3 million and 169
admissions during 2016-17. Based on 2016-17 the annual cost per head with ICSD was a fifth
the cost of an inpatient bed.

2.73

Of the overall 800 ICSD referrals in the years 2015 - 2018 the highest referral numbers with
117 (15%) are from East Dorset and the lowest with 0.9% of referrals from North Dorset
(noting that this locality did not begin a pilot until 2017). Figure 23 highlights the number of
admissions prevented by ICSD across Dorset with a total of 440 during 2017-18.

Figure 23. Number of admissions prevented by ICSD
2015-16

2016-17

2017-18

2018-19
(April – Aug)

ICSD East

291

357

325

207

ICSD West

-

57 (from
August 16)

115

58

Total

291

414

440

265 (5
months)
(636 est FYE)

Figure 24. Total admissions to specialist dementia inpatient beds by locality from 2015 - 2018

2.74

Figure 24 above highlights that since 2015 63% of overall admissions have been from the East
side of the county (Bournemouth, Poole, Christchurch and East Dorset localities). As noted
above the highest number of admissions have been from Dorset North with 16%. The localities
with the lowest admissions have been the Purbecks with 4% of total admissions (10 patients)
and Dorset West at 5% (13 patients) and Bournemouth Central at 5% (13 patients).
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2.75

Bed occupancy within the dementia specialist beds over a year period during 2017-2018
excluding home leave averaged 83.6% and including home leave this reduces to 82.1%.
Highest occupancy was during August which we believe is linked to social care packages and
carer stress and holiday periods and lowest during February. Average length of stay since 2015
– 18 has been higher for males than females. Male average was 113 days and females 87 days.
There has been a reduction in average length of stay from 2016 to 2018 by 8% for males and
3.6% for females.

2.76

There have been relatively few out of area placements for dementia specialist beds over the
last three years with 6 during July – October 2017 and 1 in February 2018. Of these, 6 patients
were male and 1 female and the primary reason for the placement was due to the
unavailability of appropriate beds at that time. Noting the pressure was more around
provision of male beds at that time. All out of area admissions were short term and repatriated
back to Dorset within a few days. We are however exploring other possible options for males
with more challenging behaviours with other local providers.

2.77

The majority of admissions to specialist dementia beds are from home residence (see Figure
25) which suggests earlier interventions in the home may prevent a crisis. Continuing to invest
and develop the Intensive Support Service may further reduce avoidable admissions.

Figure 25. Admission source into Dementia inpatient beds 2015- 2018
Source

Count

Home Residence

176

Hospital

121

Care Home

74

Other

14

Total

385

2.78

Benchmarking dementia specialist in-patient provision is complicated by differences in the
way services are commissioned and configured e.g. Derbyshire and Hertfordshire, with a
relatively high number of inpatient beds, provide continuing health care that is not provided
by other statutory services. Other areas, including Somerset, utilize ‘step up’ and ‘step down’
beds in selected Care Homes. Even allowing for these variations, Dorset benchmarks as having
one of the highest number of specialist beds per prevalent population using 40 as a baseline
(Figure 26). This ratio is increased considerably further when the beds from the closed units
(Chalbury and Betty Highwood) are included.

41 | P a g e

Figure 26. Benchmarking Dementia Specialist Inpatient beds
Area

Estimated Prevalence

NHS Inpatient Dementia
Beds

% beds against
prevalent population

Dorset

9,658 (locally
determined
prevalence)

Original 76 beds
across 4 units

0.78%

Notes

0.58%

13,101 (nationally
determined
prevalence)
Dorset

9,658

Current 40 beds in 2
Units

0.41%

Derbyshire

10,000

50 Beds 1 Unit

0.5%

Includes CHC
Beds

Herts

15,600

43 In 2 Units

0.28%

Includes CHC
Beds

Wiltshire

7,800

20 In 1 Unit

0.26%

Lincolnshire 12,243

17 Bed 1 Unit. 20 (For
Both Functional &
Organic) 1 Unit

0.22%

Lancashire

22,190

30 In 1 Unit

0.14%

Somerset

9,662

12 In 1 Unit

0.12%

Norfolk

16,400

13 In 1 Unit

0.08%

Kent

22,000

16 (Both Functional &
Organic) 1 Unit.

0.04%

2.79

27 utilised. One
Unit Is for both
functional and
organic

8 used.

Whilst those with the most severe behavioral problems may require admission to specialist
dementia beds; those who have predominantly frailty related problems with mild to moderate
behavioral issues could have their needs met through social care or other frailty provision
within the community hospitals rather than the dementia inpatient beds. Figure 27 below
highlights this for female Dorset patients.
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Figure 27. Frailty index with age for females

If dementia patients are towards
the upper quartile of the frailty
index by age, then they are less
physically able.

2.80

Delayed transfers of care from the specialist dementia inpatient unit vary from as low as 7 to
18 in any one month and the reasons can vary across each local authority. The most common
reason for a delay was for individuals awaiting nursing care placement. Lower demand is for
those awaiting a home package of care or residential placement. The majority are under the
responsibility of Section 117 and social care commissioners. More recently with market
changes (see Appendix 1 for social care developments) there is now more care home capacity.

2.81

Issues related to delays include:
•

Affordable provision – the fees are too high;

•

Choice and preferences;

•

Family agreement;

•

Provision for males with behaviors’ that significantly challenge others.

Rising costs of Section 117 aftercare
2.82

For some people in England, the need for ongoing nursing and healthcare support is of such a
level that they qualify for all their care needs to be met by the NHS, including those personal
and social care needs which might otherwise be met by social services. This is NHS Continuing
Healthcare and is arranged and funded by the NHS. Eligibility is based on a ‘primary health
need’ and the overall day to day care needs required (and not based on a diagnosis).

2.83

The main exception to the above is where the individual is subject to Section 117 of the Mental
Health Act 1983 and solely requires care and support for his/her mental health aftercare
needs38. Section 117 applies after an individual has been the subject of a compulsory
treatment order under the Mental Health Act 1983 (usually section 3, but it could be a hospital
order made under section 37, or a hospital direction made under section 45A or a transfer
direction made under section 47 or 48).

38

https://www.england.nhs.uk/wp-content/uploads/2015/04/guide-hlth-socl-care-practnrs.pdf
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2.84

Section 117 services are considered to be services which:
•

are provided in order to meet the individual’s mental health needs;

•

enable a person to return to their home or other community-based accommodation;

•

minimise the likelihood of re-admission to psychiatric in-patient care.

2.85

Residential care is covered by section 117 after-care, but only if the need for that care arises
from the patient’s mental health condition which resulted in their detention under section 3.
Since 2014 in Dorset the numbers of patients being detained and eligible for Section 117
aftercare have increased by 19%. with 50% of cases for people with Alzheimer’s Disease.
However, aftercare costs have increased by 52% with an extra £1m spend for a relatively few
number of patients.

2.86

Taking the view that increased frequency of contact in the community through post diagnostic
support can prevent specialist in-patient admissions, there is an opportunity to both deliver
improved quality of care for the patient and deliver financial savings to the system by reducing
the incidence of formal Mental Health Act admissions and subsequent Section 117 eligibility.

Figure 28. Patients eligible for Section 117 Aftercare with a diagnosis of dementia.
2014/15

2015/16

2016/17

2017/18

No of patients

152

173

172

181

Average weekly cost

347.69

384.04

408.86

403.35

2,399,081.74

2,702,983.04

2,954,726.21

Total costs £

1,949,589.56

Other service developments
2.87

There are a wide range of co-terminus service developments that support the case for change
and are summarised below. (See Appendix 1 for full list)
•

Social Care Day services

•

Mental Health Psychiatric Liaison Review

•

Acute and Community Hospitals working group

•

Clinical Services Review (CSR)

•

Enhanced care home project

•

Social care developments

•

Personalised Care

•

End of life care

•

Information Technology

•

Dementia Research
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ECONOMIC CASE
3.1

The economic case considers the various choices and options for how the new pathway might
be achieved, which different approaches and modalities. It will highlight from the wide range
of potential options the shortlist which will represent the best possible balance of benefits,
cost and risk. It will also set out how they will work in practice.

3.2

This chapter initially describes the new service elements designed and developed through the
co-production design stage and some existing services thereby covering the dementia care
pathway from an NHS health commissioning basis. The process began with the design of a
long list of options which over a period of time and through the work of various groups was
finally narrowed down by the stakeholders into a final four model options.

Initial Design options
3.3

The project methodology utilised was described earlier in the Introduction section. Following
an Innovation Event, three core groups made up of a mixture knowledge, experience and
perspectives including people living with dementia, carers and various health and social care
workforce were established in Dorchester, Bournemouth and Poole respectively. These
groups developed the initial design ideas and suggested proportional allocations of financial
resources across the pathway.

Summary from each design group
1.

Dorchester. Open access for early diagnosis. One/two stop clinics. Stay on caseload. Open
access to specialist advice (CMHT). Day service in various locations. Connection/phone-line for
advice. Respite. Carers groups. ICSD earlier. Halfway houses – step up/down. Specialist
inpatient beds for assessment.

2.

Dorchester. Dementia co-ordinator based primary care pre and post. Hub. Single point of
contact. Carer support. Respite. ICSD. Continue inpatient beds. Bereavement support.

3.

Dorchester. Information bus (rural). Mobile team – memory assessment, prevention and info.
Home visits. Navigator role. Hub. Admiral nurse for carers. Linkages across community. Step
up and down beds. Care home support and education. Gold Standard framework across.

4.

Dorchester. Information. Hub – multi agency with Co-ordinator. Support for carers. Training.
Peer support. Respite. Support in crisis. All services link to hub. Bereavement support

5.

Poole. Awareness. Technology. Health checks. One stop shop. Navigator. Extended hours.
Drop in /pop up assessment, screening. Single point of contact. Carer support. Model of post
diagnosis low support needs (peer support, technology, employment support, activities,
family support) and then step up to complex support needs through dementia hub. Specialist
inpatient – OOH linked to clinical assessment/on-call. Training /upskill programme.
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6.

Bournemouth. Pop up service (rural), GP dementia screening, triage. One stop shop –
navigator. Based in hubs. One point of contact. Carer support. Pre and post counselling. ICSD
and hospital. Navigator along pathway.

7.

Bournemouth. Information and wide awareness raising. Pop up clinics (rural), own homes,
primary care for diagnosis. Wellbeing hub (pop up). Navigator through whole journey.
Specialist teams. Befriending. Early intervention in crisis. Joined up services. Inpatient in East
and West. Training. Gold Standard Framework.

8.

Bournemouth. Awareness. Multi-agency type approach diagnosis, Navigator. Dedicated
service. Incorporate teams into pathway. Support carers. Increase day centres (removed day
hospitals). ICSD, crisis support for carers. Connection/phone line. Inpatient (less bed
occupancy/faster discharge)

3.4

Following this at the September 2017 event stakeholders were given information around the
percentage of spend on current services in scope and given opportunity to give an indication
of where they would like this allocation for the future. See Annex 18 for full details.
Current funding allocation %

Stakeholder preferred funding allocation %

Raising awareness

-

5%

Diagnosis services

12%

15%

Post diagnostic services

32%

45%

Crisis services

18%

15%

Specialist Dementia Inpatient

36%

20%

3.5

This co-production exercise suggested in particular that stakeholders would like to have a
greater investment in the post diagnostic services and less within dementia specialist inpatient
beds

3.5

Following the various co-production groups and meeting with a collation of issues and possible
service solutions this diagram (Figure 29) was developed to give a broad summary of the key
elements that have been suggested as a way forward. From these design ideas the care
pathway has been broken into headings with detail on each of the emerging options listed
below:
•

Preventing Well

•

Diagnosing Well

•

Living Well (low level needs)

•

Supporting Well (high level needs)

•

Supporting Well (crisis needs)
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Figure 29. Summary of all key elements across care pathway identified within co-production
process

Emerging options: Preventing well
Telephone helpline
3.6

A telephone helpline was considered important for patients and family carers to be able to
access help and information from the point they are concerned to end of life care. There are
a variety of considerations to explore around this such as: what number would be the easiest
for people to recall; most cost effective option; having required knowledge and expertise. The
four options there were presented to be considered included:
•

Helpline within a local dementia service;

•

Utilising existing national helplines such as Alzheimer’s society or Dementia UK;

•

Aligning within the 111 telephone service;

•

Helpline within the new mental health ‘Connections’ service. As a result of the recent
Mental Health Acute Care Pathway Review people in crisis or distress will be able to have
emotional support and self-resolution through Connections via phone, e mail and Skype.
This service should be in operation April 2019.

Dementia directory
3.7

Within the view seeking there was a clear message around the need for clear, accessible up
to date information around dementia. As a ‘quick win’ within the Dementia Services Review,
the
existing
Dorset
Dementia
Directory
was
revised
and
updated.
https://www.dorsetccg.nhs.uk/wp-content/uploads/2018/04/Living-well-with-memory-lossand-dementia-in-Dorset-2018.pdf
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Preventing Well other developments
3.8

A number of other related prevention initiatives outside the scope of this Strategic Outline
Case are summarised in Appendix 1.

Emerging Options: Diagnosing Well
3.9

Elements of the diagnosis pathway were considered initially with wider groups and then
through smaller groups with clinical expertise. From this four new diagnostic models emerged.

Figure 30. Diagnosis Model 1 – Secondary care service with nurse triage and consultant diagnosis
Diagnosis Model 1
Primary Care

Secondary Care
Admin
Neuropsychology

Scan

GP

Desk
Triage

Memory
Nurse
Assessment

Diagnosis

Medication

G

6

6

C

6

GP responsible
for screening
patients, blood
tests, 6CIT,
patient history

Desk based review
of submitted
information

Perform required
assessment tests and
collate results for
consultant to make
diagnosis

Perform diagnosis,
referring to neuropsychology for
complex cases.

Dementi
a coordinato
r

Titrate
medication

Referral to diagnosis time (6 week target)

Figure 31. Diagnosis Model 2 – 20% of patients diverted to nurse assistant to gather additional
information prior to diagnosis rather than full assessment;
Diagnosis Model 2
Primary Care

Secondary Care
Admin

Neuropsychology

Scan
Memory
Nurse
Assessment
6
GP
G

GP
responsible
for screening
patients,
blood tests,
6CIT, patient
history

Desk
Triage
6

Diagnosis

Medication

C

6

Information
gathering
3

Desk based review of
submitted information
Liaise with GP to
ensure that all
information provided.

Perform required assessment
tests and collate results for
consultant to make diagnosis.
Home visit may be required
to gather additional
information.

Perform diagnosis,
referring to neuropsychology for
complex cases.

Dementia
coordinator

Titrate
medication

Referral to diagnosis time (6 week target)
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Figure 32. Diagnosis Model 3. Assuming 50% of cases are diagnosed within primary care

Diagnosis Model 3
Primary Care

Secondary Care
Admin

Admin
Neuropsychology

Scan

Diagnosis

Medication

C

6

GP

Memory
Nurse
Assessment

Diagnosis

Medication

G

6

G
G

G
Pn

GP
responsible
for screening
patients,
blood tests,
6CIT, patient
history

Cases where GP
makes a diagnosis
remain in primary
care; more
complex cases are
referred to
secondary care

Memory nurses based
within primary care
perform assessment
and support GP make
a diagnosis or referral
to secondary care

Dementia
coordinator

Titrate
medication

Referral to diagnosis time (6 week target)

Figure 33. Diagnosis Model 4. As Model 1 but assuming 50% of cases diagnosed by Nurse
Practitioner under supervision of consultant.

Diagnosis Model 4
Primary Care

Secondary Care
Admin
Neuropsychology

Scan

Memory
Nurse
Assessment
GP

Desk
Triage

G

6

GP responsible
for screening
patients, blood
tests, 6CIT,
patient history

Diagnosis

Medication
6

Desk based review
of submitted
information

C

Perform required
Advanced Nurse
assessment tests and
Practitioner
collate results for
performs less
consultant to make
complex diagnosis
diagnosis. Home visit may under supervision
be required
of consultant.

Dementi
a coordinato
r

6

Titrate
medication

Referral to diagnosis time (6 week target)
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Neuropsychology
3.10

Neuropsychology is currently offered in a very limited way. Suggested for the future would be
for neuropsychology to form a key function of Clinical Psychology input in relation to
supporting diagnosing well within Memory Assessment teams specifically to:
•

Offer neuropsychological assessment (as recommended by NICE and MSNAP guidelines)
to assist with diagnosis and differential diagnosis, particularly in complex cases;

•

Identify the person’s cognitive strengths in relation to helping with developing coping
strategies;

•

Supervise and train Memory Assessment staff in selecting/administering and interpreting
cognitive screening tests/assessments and aspects of pre and post diagnostic counselling.

Emerging options: Living Well - providing low level of support
3.11

Various options were proposed as a means of offering low level support, advice and treatment
within the community as part of the new Dementia Service model. These included:

Dementia Co-ordinator / Dementia Advisor

3.12

39

•

Support people along their journey: ‘walk with them’ offering information and ‘low level’
support, being integrated with ‘higher dementia support service’ and other community
teams based in locality hubs;

•

Advice, guidance, signposting, continuity of care and provides a coordination role linked
with multidisciplinary teams;

•

Assess needs and level of needs, monitoring of situation – care plans and reviews;

•

Support and advice to maintain independence – finance, benefits, local resources,
assistive technologies and equipment, practical assistance;

•

Ensure that people are aware of local advocacy services;

•

Carer support – access to technology, respite, advice, off-loading, carer assessments;

•

Linking Dementia Friends and volunteers to befriend / support individuals;

•

Advance care planning. Trusted Assessor role for social care;

Dementia NICE guidance39 highlights the need for a named health or social care professional
who is responsible for coordinating care.and developing a care and support plan and:
•

agree and review it with the involvement of the person, their family members or carers
(as appropriate) and relevant professionals

•

specify in the plan when and how often it will be reviewed

•

evaluate and record progress towards the objectives at each review

•

ensure it covers the management of any comorbidities

https://www.nice.org.uk/guidance/ng97/chapter/Recommendations#care-coordination
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•
3.13

provide a copy of the plan to the person and their family members or carers (as
appropriate).

There was debate of whether it was appropriate for Dementia Co-ordinator’s to be allocated
to all residents in care homes when care homes have their own provision and therefore may
duplicate support and substantially increase costs or lead to very large caseloads.

Early onset Dementia Co-ordinator role
3.14

Within the view seeking there was a clear message of ensuring age appropriate services for
those diagnosed with dementia whom are under 65 years and may have significant needs
different to those of much older patients. For example, they may hold family responsibilities
or be in employment. The function of a co-ordinator could include:
•

Providing age appropriate groups across the county for people under 65 years;

•

Offering relevant guidance & signposting eg employment support, financial information;

•

Providing similar functions to above co-ordinator role.

Living well with Dementia – ‘Memory Roadshow’
3.15

Noting the rural issues for Dorset, visits and information from other services across the
country revealed a useful model being run in rural Cornwall. This is called STEM ‘Support, Talks
and Educational Memory Sessions’ by Cornwall Partnership NHS Foundation Trust. This model
is underpinned by Plymouth University research that focused on rural issues and dementia;
highlighting a reluctance to ask for help and travel issues alongside a lack of support services.

3.16

STEM offers a holistic access point within the community where patients and carers could
meet and gain information and awareness of service provision from a wide range of attending
organisations and agencies, receive a short education talk on dementia alongside having a
review of their needs by the Mental Health Trust. It had been evidenced these sessions offer
both continuity of care and support as well as on-going monitoring.

3.17

Alongside excellent feedback the collaborative working with other organisations has improved
working relationships and increased referrals to all agencies involved. An audit in March 2016
highlighted a saving of £23,000 per year for a caseload of 360 patients through reviewing at
STEM community sessions.

3.18

Based on elements of this model a pilot was held in Dorset on 30 May 2018. Suggested
functions from this pilot are to:
•

Offer a workshop type session for all newly diagnosed and their carers for short
educational talk and information on dementia and available services;

•

Bring together all key services in one place for people to meet and have opportunity to talk
to services;

•

Enable peer support and meeting others;

•

Enable awareness of and early access to services and support.
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3.19

Evaluation highlighted that this pilot service was of genuine value to those whom attended
with the request for more to be held.

Carer Emotional Wellbeing Training
3.20

3.21

Based on carer needs identified within the view seeking stage as a further ‘quick win’ a set of
‘Carers Emotional Support training’ courses were commissioned as a pilot with Dorset
HealthCare as the provider running and evaluating the sessions over 2018/19. The objectives
include:
•

Understand the different dementia’s and the different ways people are impacted;

•

Enable the carer to understand the process of change both physically and emotionally;

•

Enable carers gain knowledge on coping mechanisms for stress management;

•

Gain skills to manage behaviours that challenge others, depression and anxiety;

•

Encourage ongoing peer support at the end of the sessions.

Early indications prior to the formal evaluation are suggesting these courses are highly valued
and having a positive impact on the carers.

Cognitive Stimulation Therapy (CST) groups
3.22

Cognitive Stimulation Therapy based groups support those living well with dementia by
offering brief, closed, structured groups that follow a programme of themed activities
designed to actively stimulate and engage people with dementia, promote cognition (e.g.
memory, language and executive function) and quality of life. This is particularly beneficial for
those with mild to moderate dementia and would enable a treatment offer to be given to
patients with a vascular dementia diagnosis whom currently do not benefit from the various
dementia medications.

Emerging Options: Supporting Well -providing higher levels of support
3.23

Discussions around meeting these higher level of needs have suggested having a ‘step up and
step down’ approach. In the event that a patient and/or family carer needs escalate and
require higher levels of support/ more clinical expertise then the Dementia Co-ordinator
would hand over the provision of care to others within the Dementia Team until such time as
the patient can be stepped back down.

3.24

Two key models emerged from meeting those with higher support needs.
1. Dementia Specialist Team / Community Mental Health Team
•

Step up service referred from Dementia Co-ordinator;

•

Offers a higher intensity, clinically based service when needs of patient increase or become
more complex;

•

Assessment of needs, specialist advice and guidance on dementia, psychological support
and groups, treatment management;
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•

Prevention management – pro-active service. Works jointly with the intensive support
team (ICSD) in the event of crisis;

•

Management of health problems, guidance and advise and pain management;

•

Guidance on managing behaviours that challenge (Behavioural and psychological needs)
to carers – informal and formal;

•

Referrals to other services as appropriate and step down to Dementia Co-ordinators;

•

Care plans and reviews;

•

Based within community hubs and localities and working alongside the Dementia Coordinators and intensive support service.

2. Admiral nurses
3.25

Admiral Nurses are a bespoke service provided through Dementia UK. The focus is working
with family carers using their experience and expertise to enable self- management, support
in home settings, managing complexity and to foresee and avoid crisis.

3.26

Additionally, they support practice of other professionals in the dementia pathway. Admiral
Nurses receive ongoing training, development and support from Dementia UK. They would
carry a caseload of around 40 carers. This would offer an alternative option to the Dementia
Specialist Team above.

Day Hospitals
3.27

The two day hospitals both currently operate with different models (see section 2.54 within
this document). The three identified options include:
1. Maintain the day hospitals Melcombe and Haymoor as currently
•

Melcombe: currently accepting referrals from community mental health team and offering
assessment and activities for people with dementia and functional mental ill health from
Weymouth and Portland localities;

•

Haymoor: currently supporting the Intermediate Care Service for Dementia (Intensive
Support Service) offering assessment and a safe day environment with activities for people
with dementia often in crisis.

2. Close both Day hospitals
3.28

This option could release resources into developing NHS dementia ‘virtual day hospital’
services and offer far more patients a service in their local community.
3. Align both day hospitals to the Intensive (ICSD) service and reduce inpatient beds

3.29

There is evidence that suggests the cost benefit and improved quality of care for the patient
through an offer of a high intensity safe and supportive day provision whilst the person is in
crisis to prevent an inpatient admission. However, the geography of the units presents an issue
in terms of equity of access across the county and this will need to be explored further with
the possibility of relocating the units.
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Emerging Options: Supporting Crisis Well - providing responsive support in a crisis
in own home where possible
Formally commission an intensive service (ICSD) for the West and retain the existing East
commissioned service
3.30

The Intermediate Care Service for Dementia is currently only commissioned in the East of the
county (see section 2.61 within this document). Many stakeholders feel the service needs a
change in name such as ‘Dementia Intensive Support’ or ‘Rapid Response Team’.

3.31

It is recognised that the developing service in the west of the county may require a slightly
different model to better meet needs of those often in rural locations.

Provide education and support in managing crisis to providers across Dorset, particularly care
homes
3.32

The In-reach service based in the East of Dorset provides hands on and formal training with
advice, support and training to care homes, day centres and community hospitals to better
enable staff to manage crisis situations and particularly behaviours and psychological issues
that challenge them. Broaden the scope of the service to ensure pan Dorset geographical
coverage.

Crisis helpline
3.33

Providing people with a phone number that can give both support and guidance as well as
mobilising appropriate services will lead to far better outcomes for patients and their families
and alleviate many anxieties. This could be joined into the telephone helpline options
discussed earlier.

Step up and Step Down provision
3.34

Step up and down provision was noted as an important option within the Co-production
process as a more acceptable and appropriate option to meet needs of those not requiring
specialist dementia inpatient provision.

3.35

This aligns with the work of the Community Services Review and the Frailty Programme. As
part of the community services review developments it has been agreed that nursing care and
rehabilitation will primarily be delivered within a person’s home wherever possible and that
referral to a short term care home/community hub will only be necessary for a defined cohort
of people.

3.36

Short term beds in care homes and community hubs will be commissioned to provide step up
and step down rehabilitation, reablement and end of life care and support within a defined
timeline for patients who are unable to receive this service at home or where admittance to
an acute hospital ward is not required. Details on the beds are in Figure 34 below.
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Figure 34. Community Hub Step up and down beds.
Community Hub

Total Community Beds

Anticipated no of beds used for
step-up and step down
rehabilitation care

Wimborne

24

8

Swanage

15

5

Blandford

24

8

Shaftesbury

12

4

Sherborne

30

10

Bridport

24

8

Weymouth

36

12

Poole

48

16

Wareham Care Home Beds

TBA

Weymouth Care Home Beds

TBA

Figbury Lodge Care Home, Poole

80

20

Specialist Dementia Inpatient provision
3.37

Currently there are 40 specialist dementia beds utilised within Dorset HealthCare which are
based at Alderney Hospital, Poole. These units offer specialist treatment for those with highly
complex or challenging needs as a result of their dementia. As highlighted earlier, two units
(Chalbury and Betty Highwood) were temporarily closed on safety grounds due to inability to
recruit and retain permanent registered staff. Whilst for patients and families it is recognised
that only having one unit in Poole is far from ideal due to travel issues, ongoing workforce
challenges suggest it is not feasible to re-open the units currently. Analysis of in-patient
demand and activity coupled with benchmarking against other areas however suggest that
the current 40 beds are sufficient to meet the demand across Dorset.

3.38

It is envisaged that by centralising specialist in-patient provision on one site, it should provide
greater workforce resilience and the opportunity to co-produce a dementia ‘Centre of
Excellence’ on the Alderney site in the future.

3.39

Whilst travel did not come up as a key issue within the view seeking stage it is obvious that for
carers living in the far side of the West of the county this would impact on their ability to visit
a loved one and solutions are needed. See Appendix 4 for Travel times. Depending on the
outcome of the review a further piece of work will be undertaken to co-produce solutions to
mitigate against this. However, financial support for travel and/or provision of nearby
overnight accommodation have been initially agreed and work is being done to implement
this.
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3.40

An option of providing inpatient facilities within Poole District General Hospital was also
explored due to the fact patients often have other physical co-morbidities. However, this
option was not deemed feasible at the current time with so many changes happening due to
the Clinical Services Review.

3.41

Within the view seeking it was noted that current inpatient provision for those with early
onset needs was not felt to be appropriate particularly due to the significant mixture of ages,
differing needs and the experiences for visiting families. Therefore, explorations are being
made with regards other avenues of providing this via local private providers on a spot
purchase basis. Considerations will also be made within the ‘Centre of Excellence’ future
developments.

3.42

A summary of proposed options for dementia specialist inpatient beds:
1. Maintain 40 beds at Alderney. Provide support for carers to visit.
2. Evaluate impact of new community provision in future to identify if bed numbers still
appropriate – including the impact of step up and down community beds across Dorset.
3. Meet dementia and physical health needs through dementia specialist inpatients
within Poole Hospital
4. Spot purchase specialist inpatient beds for early onset patients and males presenting
with very challenging behaviours to others

End of life care
3.43

A project around End of Life care is being taken forward across Dorset. See Appendix 1.

Summary of design options
Figure 35. Summary of long list of design options
Ref
1.1

Preventing Well Service options
Local telephone helpline

Description
Service aligned with low intensity dementia service or

1.2

National Dementia helpline

1.3

Via 111

Utilising an existing dementia helpline
or
Signposting from 111 or

1.4

Helpline within new Mental Health Connections

Embedding the helpline within the new Connections Crisis line

2.1

Diagnosing Well
Service option
Model 1:
Secondary care based service with registered
triage and assessment team

2.2

Model 2:
Primary Care Triage Service with 2 referral
routes

GP Screening
Desk based triage by registered staff
Memory Assessment Nurse assessment
Diagnosis by medical specialist
GP screening
Non clinical triage
Two referral routes:
•
Advanced dementia
•
Less advanced dementia
Diagnosis by medical specialist
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2.3

Model 3:
Primary Care based nurse led clinic

2.4

Model 4:
As Model 1 but 50% diagnosed by Nurse
Consultant

2.5

Neuropsychology

3.1

Living Well
Service option
Dementia Co-ordinators all settings

3.2
3.3

Dementia Co-ordinators with care homes having
different input
Early onset Dementia Co-ordinators

3.4

Living well with dementia education & memory
roadshow sessions

3.5

Carer’s emotional support training

3.6

Cognitive Stimulation Therapy Groups

GP screening
Primary care Memory Assessment Nurse
GP diagnosis (advanced dementia)
Medical specialist diagnosis for more complex/requiring scans
GP Screening
Desk based triage by registered staff
Memory Assessment Nurse assessment
Diagnosis by medical and nurse specialists
Neuropsychological assessment to assist with diagnosis
particularly complex cases.
Aligned within Memory Services

Dementia Coordinators supporting individuals diagnosed with
dementia and family carers along dementia pathway through
groups, 1:1 and signposting. Aligned Dementia team and MDT.
As above but input predominately settings other than care
homes (In-reach service into care homes)
As above but age appropriate for those under 65 years and
their family carers.
Education session offered to all newly diagnosed and family
carers
Meet all key support services
Enable peer support
Small group sessions specifically for family carers aimed at
developing resilience and dealing with loss and change
Brief, closed, structured therapy groups for up to 10 clients
each group.

Supporting Well Service Options
4.1

Dementia Nurses (from OP CMHT)

4.2

Admiral Nurses

4.3
4.4

Maintain the day hospitals operating as
currently
Close day hospitals

4.5

Align day hospitals to intensive support team

Ref

Supporting Crisis Well Service options

5.1

Intensive Support team (ICSD) across all Dorset

5.2

In-reach Service across whole of Dorset

5.3

Crisis helpline 24/7

5.4
5.5

40 Inpatient beds at Alderney Hospital, Poole
40 Inpatient beds at Alderney Hospital, Poole.
Step up and Step down in community hospitals
and care homes

5.6

Specialist Dementia Inpatient provision within
Poole general hospital

Step up provision from Dementia co-ordinator
Higher intensity, clinically based service when needs of patient
increase or become more complex
Based on organic/dementia needs not functional
Providing support for family carers to manage complexity and
avoid crisis
Support practice of other professionals
Offering clinically based assessment and treatment
Patients where appropriate move under social care day
provision
Resources released into NHS Dementia services
Haymoor is currently operating this model where intensive
support team (ICSD) utilise the resource during daytime and
prevent an inpatient admission
Description

Formally commission Intensive support service for West of
county and retain the existing East commissioned service
Formally commission the In-reach service for the West of the
county and retain the existing East commissioned service
Provide a 24/7 crisis helpline (consider alongside telephone
helpline service)
Provide 40 beds
Provide 40 beds at Alderney.Step up/down provision in
community.
Reviewing bed numbers again in future when community
services in place
Following meeting with Poole Hospital this option was
discontinued
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Options Appraisal and Shortlisting
3.44

Through the Design stage the long list of options was co-produced with a wide range of
stakeholders as noted earlier and in Figure 35 above. In order to shortlist the most acceptable
options to be presented for consultation two events were held with stakeholders: a ‘Cross
Check’ on 11th April 2018 followed by ‘Final options’ event on 5th September 2018.

3.45

At the Cross Check event each of the options were analysed by applying a SWOT analysis and
an individual scoring options against the critical success factors. A summary of these results in
below in Appendix 2. This reduced the long list to a shortened list of options.

3.46

The Critical Success Factors each option was measured against were:
•

Can the option really be implemented?

•

Does the option deliver services which are safe and sustainable?

•

Will the option be affordable?

•

Will this option deliver services which will be acceptable to people?

•

Is the option based on evidence of best practice?

•

Will this option result in a better experience for those who use the service?

3.47

Following this more detailed analysis was completed at the ‘Final Options’ event where
different permutations of options were analysed against the critical success factors including
more detailed costing enabling ‘affordability’ aspects to be more carefully considered.

3.48

Figures 36 – 40 show a final summary of the options framework with critical success factors
measured against ‘scope’, ‘solution’, ‘delivery’ and ‘implementation’ options across each
element of the dementia pathway. This options matrix identifies the shortlisted options and a
‘preferred way forward’. The following codes were used:
Reject
DM – do minimum
SL – shortlist
PWF – Preferred way forward
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Figure 36 Preventing Well options framework
Preventing Well
SUMMARY
Scope

Solution

Delivery

Implementation

1

2

3

All people diagnosed
with dementia and
their families have
access to information,
advice and guidance
DM
Local internet based
Dementia Directory

100% population of
Dorset have access to
information, advice
and guidance on
dementia
PWF
Local helpline & local
Dementia Directory



DM
Local 3rd / Voluntary
sector

SL
Local Authority

DM
Immediate

PWF
Operational in 6 mths

PWF

DM

PWF
Local Mental
Health Service
provider
REJECT
Operational
within 1 year
REJECT


Signpost to a
national
helpline & local
Dementia
Directory

4

5

Integrated
with a Mental
Health Crisis
telephone
helpline

Integrated
with NHS111

REJECT

REJECT

Figure 37. Diagnosing Well options framework
Diagnosing Well
SUMMARY
Scope

Solution

Delivery

Implementation

1

2

3

4

100% NICE
compliant
diagnostic model
neuropsychology
that delivers
diagnosis within 6
weeks of referral

Partially NICE
compliant
diagnostic model
(limited
neuropsychology)
that delivers
diagnosis within 6
weeks of referral
SL
GP screening
Non clinical triage
Two referral
routes:
Advanced
dementia
Less advanced
dementia
Diagnosis by
medical specialist
REJECT
Primary Care only
(screening, triage,
assessment &
diagnosis)

100% NICE
compliant
diagnostic model +
neuropsychology
that delivers
diagnosis within 12
weeks of referral

Partially NICE
compliant diagnostic
model (limited
neuropsychology)
that delivers
diagnosis within 12
weeks of referral

SL
GP screening
Primary care
Memory Nurse
Assessment
GP diagnosis
(advanced
dementia)
Medical specialist
diagnosis for more
complex/scans
REJECT
Primary Care
(screening) +
Voluntary Sector
(triage) +
Secondary care
specialist provider
(assessment &
diagnosis)
DM
Within 12 months
of decision
DM

DM
GP Screening
Desk based triage by
registered staff
Memory Nurse
assessment
Diagnosis by medical
and nurse specialists

PWF
GP Screening
Desk based triage
by nonregistered staff
Memory
Assessment
Nurse assessment
Diagnosis by
medical specialist
DM
Primary Care
(screening) +
Secondary Care
Specialist
Provider

PWF
Within 3 months
of decision
SL

REJECT
Within 6 months
of decision
PWF

PWF
Specialist Secondary
care provider only
(screening, triage,
assessment &
diagnosis)

5

GP Screening
Desk based
triage by
registered staff
Memory Nurse
assessment
Diagnosis by
medical
specialist
SL

REJECT
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Figure 38. Living Well options framework
Living Well
SUMMARY
Scope

Solution

Delivery

Implementation

1

2

3

All people
living with
dementia in
all
community
based care
settings

All people
living with
dementia in
community
based care
settings with
different offer
to care homes
PWF
Dementia Coordinators
Memory
Roadshow.
Early onset
Co-ordinators.
Carers
emotional
support
groups
Cognitive
Stimulation
Therapy
(vascular
only)

People living
with
dementia
excluding
early onset

PWF
Lead provider
with subcontracting
arrangement
PWF
Staged Within
6 months of
decision

DM
One
provider
delivering all
elements
DM
Staged
Within 12
months of
decision
DM

SL
Dementia
Coordinators
Memory
Roadshow
Carers
emotional
support
groups

REJECT
Standalone
contracts –
two or more
providers
REJECT
Staged
Within 3
months of
decision
REJECT

PWF

REJECT
Dementia
Coordinators
Memory
Roadshow

4

5

6

7

Dementia
Coordinators
Memory
Roadshow
Early onset
coordinators
Carers
emotional
support
groups

Dementia Coordinators
Memory
Roadshow
Early onset
co-ordinators
Carers
emotional
support
groups
Cognitive
Stimulation
Therapy (all)

Dementia
Coordinators
Memory
Roadshow
Early onset
coordinators

Dementia
Coordinators
Memory
Roadshow
Cognitive
Stimulation
Therapy
(vascular
only)

SL

SL

REJECT

REJECT
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Figure 39. Supporting Well options framework
Supporting Well
Summary
Scope

Solution

Delivery

Implementation

1

2

3

4

5

All people
diagnosed with
Dementia across
all settings
PWF
CMHT
In reach team
(care homes)
Day Hospital

People diagnosed
with dementia in
limited settings

CMHT
Day Hospital
(assessment &
support)
Admiral Nurses
(support for family
carers)

CMHT
In reach team
(care homes)
Step Up
Community Beds
Admiral Nurses
(support for family
carers)

CMHT
Day Hospital
(assessment &
support)
In reach team
(care homes)
Step Up
Community Beds

DM
One single
provider of all
aspects pan
Dorset
PWF
Staged Within 3
months of
decision
REJECT

PWF
Multiple providers

REJECT
Lead provider subcontracting to
others

REJECT

REJECT

REJECT
Staged Within 6
months of
decision
PWF

DM
Staged Within 12
months of
decision
DM

REJECT
CMHT
In-reach team
(care homes)
Step Up & down
Community Beds
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Figure 40. Supporting Well in Crisis options framework
Supporting
Well in Crisis
Summary
Scope

Solution

Delivery

Implementation

1

All people
living with
Dementia
PWF
Pan Dorset
Intensive
Support
Team.
In-patient
Specialist
Dementia
Beds on one
site (40 Beds).

DM
One Provider
of all
elements

DM
Staged Within
3 months of
decision
REJECT

2

3

4

5

6

7

Crisis
Helpline.
Pan Dorset
Intensive
Support
Team.
1 Day hospital
(aligned to
intensive
support).
In-patient
Specialist
Dementia
Beds on 3
sites (76 Beds)

Crisis
Helpline.
Pan Dorset
Intensive
Support
Team.
1 Day hospital
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on two
sites – east &
west (40
Beds)
REJECT
Lead provider
subcontracting to
others

Crisis
Helpline.
Pan Dorset
Intensive
Support
Team.
2 Day
hospitals
(aligned to
intensive
support).
In-patient
Specialist
Dementia
Beds on one
site (40
Beds).
PWF

Crisis Helpline.
Pan Dorset
Intensive
Support Team.
2 Day
hospitals
(aligned to
intensive
support).
In-patient
Specialist
Dementia
Beds on two
sites – east &
west (40
Beds).

Crisis
Helpline.
Pan Dorset
Intensive
Support
Team.
In-patient
Specialist
Dementia
Beds on
two sites –
east &
west (40
Beds).

Crisis
Helpline.
Pan Dorset
Intensive
Support
Team.
In-patient
Specialist
Dementia
Beds on
one site
(40 Beds).

REJECT

REJECT

SL

REJECT
Each
component
delivered by
separate
providers
REJECT
Staged Within
6 months of
decision
PWF

PWF
Staged Within
12 months of
decision
DM
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Final option selection
3.49

The final list of options to be taken forward for consultation is summarised below.

Figure 41. Option A. Do Minimum

SCOPE

SOLUTION

DELIVERY

IMPLEMENTATION

3.50

PREVENTING
WELL
All people
diagnosed
with
dementia and
their families
have access
to
information,
advice and
guidance
Dementia
Directory.

DIAGNOSING
WELL
Partially NICE
compliant
diagnostic model
(limited
neuropsychology)

LIVING
WELL
All people
diagnosed
with
dementia in
community
based care
settings
excluding
care homes

SUPPORTING
WELL
All people
diagnosed
with
Dementia
across all
settings

SUPPORTING
CRISIS WELL
All people
living with
Dementia

GP Screening.
Desk based triage
by non- registered
staff. Memory
Nurse
assessment.
Diagnosis by
medical specialist.

Dementia
Coordinators.
Memory
Roadshow.

CMHT
In reach team
(care homes)
Day hospitals

Primary Care
(screening)
+ Voluntary
Sector (triage)
+ Secondary care
specialist provider
(assessment &
diagnosis)
Operational in Staged Within 12
6 mths
months of
decision

Lead
provider
subcontracting
to others.

Lead provider
subcontracting to
others.

Pan Dorset
Intensive
Support
Team.
In-patient
Specialist
Dementia
Beds on one
site (40 Beds).
One Provider
of all
elements.

Within 12
months of
decision

Staged Within
12 months of
decision

Local 3rd /
Voluntary
sector

Staged Within
12 months of
decision

The ‘Do Minimum’ option gives a limited offer to patients and family carers and would not
tackle the areas highlighted as requiring change. The diagnostic model would offer a minimum
of neuropsychology. Dementia Co-ordinators would be within this option however there are
no dedicated Early Onset Co-ordinators to support those diagnosed whom are under 65 years,
Cognitive Stimulation Therapy or Carer groups. Day hospitals would remain as currently
provided within this option including the community mental health teams, a pan Dorset
Intensive Support service and specialist inpatient beds
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Figure 42. Option B Preferred way forward
PREVENTING
WELL
100% population

DIAGNOSING
WELL
NICE
compliant
diagnostic
model +
neuropsychol
ogy

SOLUTION

Signpost national
helpline & local
Dementia
Directory

GP Screening.
Desk based
triage by
registered
staff.
Memory
Nurse
assessment.
Diagnosis by
medical and
nurse
specialists

DELIVERY

Via local
Authority
commissioning

Primary Care
(screening) +
Existing
Secondary
Care Specialist
Provider
(triage,
specialist
assessment &
diagnosis)
Staged Within
6 months of
decision

SCOPE

IMPLEMENTATION Immediate

3.51

LIVING WELL
All people
living with
dementia in
community
with different
offer to care
homes
Dementia Coordinators.
Memory
Roadshow.
Early onset Coordinators.
Cognitive
Stimulation
Therapy
(vascular only).
Carers
emotional
support
groups.

SUPPORTING
WELL
All people
diagnosed
with
dementia
across all
settings

SUPPORTING
CRISIS WELL
All people
living with
Dementia

CMHT.
In reach
team (care
homes).
Step Up
Community
Beds.

Crisis
Helpline.
Pan Dorset
Intensive
Support
Team.
2 Day
hospitals
(aligned to
intensive
support).
In-patient
Specialist
Dementia
Beds on one
site (40 Beds)
Lead
provider subcontracting
to others

Lead provider
One single
sub-contracting provider of
to others
all aspects
pan Dorset

Staged Within
6 months of
decision

Staged
Within 6
months of
decision

Staged
Within 6
months of
decision

The ‘Preferred option B’ as identified through the Co-production process offers a much more
holistic and expanded service that is NICE compliant and cost effective. Neuropsychology is
included within the diagnostic process and Cognitive Stimulation therapy would be offered to
those patients diagnosed with vascular dementia whom currently have no offer of treatment.
Emotional Support groups for carers are included alongside Dementia Co-ordinators and Early
Onset Co-ordinators. Within this option, the In-Reach team would support the care homes
rather than Dementia Co-ordinators providing individual support to all residents.
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3.52 Two day hospitals are included in this option and both would be aligned to the Intensive
support service as an extra resource for those in a crisis situation and having complex needs.
The location of these units would need further consideration to enable greater equity. This
supports efforts to prevent avoidable dementia specialist inpatient admissions, supports the
ethos of providing care closer to home and would be less disruptive and destabilising for the
patient with dementia and their family carers. A crisis helpline, intensive support service,
Inreach into care homes and 40 inpatient beds are also included
Figure 43. Option C

SCOPE

SOLUTION

DELIVERY

PREVENTING
WELL
100%
population of
Dorset have
access to
information,
advice and
guidance on
dementia
local helpline
& local
Dementia
Directory.

DIAGNOSING
WELL
Partially NICE
compliant
diagnostic model
(limited
neuropsychology)

LIVING WELL

GP Screening.
Desk based triage
by registered staff.
Memory Nurse
assessment.
Diagnosis by
medical and nurse
specialists.

Local
Authority
commissionin
g

Primary Care
(screening) +
Newly procured
provider (triage,
specialist
assessment &
diagnosis)
Within 3 months
of decision

IMPLEMENTATION Operational
in 6 mths

3.53

SUPPORTI
NG WELL
All people
diagnosed
with
Dementia
across all
settings

SUPPORTING
CRISIS WELL
All people
living with
Dementia

Dementia Coordinators.
Dedicated early
onset coordinators.
Memory
Roadshow.
Carers emotional
support groups.

CMHT.
In-reach
team (care
homes).
Step Up
Communit
y Beds.

Lead provider
with subcontracting
arrangement

One single
provider of
all aspects
pan Dorset

Crisis
Helpline.
Pan Dorset
Intensive
Support
Team.
In-patient
Specialist
Dementia
Beds on one
site (40 Beds)
Lead
provider subcontracting
to others

Staged Within 6
months of
decision

Staged
Within 6
months of
decision

Staged
Within 6
months of
decision

All people living
with dementia in
all community
based care
settings

Option C offers reduced compliance with NICE standards having limited neuropsychology
included and does not offer Cognitive Stimulation Therapy or day hospital provision. This
option however is more affordable and offers dementia co-ordinators to all within the
community including the same level of input to all individuals within care homes.
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Figure 45. Option D
PREVENTING
WELL
100%
population of
Dorset have
access to
information,
advice and
3.56guidance
on dementia
Signpost to a
national
helpline &
local
Dementia
Directory

DIAGNOSING
WELL
NICE compliant
diagnostic model
+
neuropsychology

LIVING WELL

GP Screening
Desk based triage
by registered
staff
Memory Nurse
assessment
Diagnosis by
medical and
nurse specialists

DELIVERY

Local
Authority

IMPLEMENTATION

Operational
in 6 mths

Primary Care
(screening) +
Existing
Secondary Care
Specialist
Provider (triage,
specialist
assessment &
diagnosis)
Within 3 months
of decision

SCOPE

SOLUTION

3.54

SUPPORTING
WELL
All people
diagnosed
with
Dementia
across all
settings

SUPPORTING
CRISIS WELL
All people
living with
Dementia

Dementia Coordinators
providing low
level support
Dedicated
early onset
co-ordinators
Memory
Roadshow
Cognitive
Stimulation
Therapy (all)
Carers
emotional
support
groups
Lead provider
with subcontracting
arrangement

CMHT (higher
intensity
input)
In-reach team
(care homes)
Step Up
Community
Beds

Crisis Helpline
Pan Dorset
Intensive
Support Team
2 Day
hospitals
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on one
site (40 Beds)

One single
provider of all
aspects pan
Dorset

Lead provider
subcontracting to
others

Staged
Within 6
months of
decision

Staged Within
6 months of
decision

Staged Within
6 months of
decision

All people
living with
dementia in
all
community
based care
settings

Option D does offer a NICE compliant service with a full neuropsychology service and Cognitive
Stimulation therapy to be offered to all diagnosed. Dementia Co-ordinators would be offered
to all regardless of their location and day hospitals would be aligned to the Intensive Support
Service. This is the most expensive option.
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Summary of potential benefits and outcomes
Benefits for people living with dementia
3.55

From the available evidence it suggests greater investment into the community services will
ensure people living with dementia and their families are more supported, have less crisis
episodes, enable people to be maintained in their homes for longer and services will be easier
to access.

3.56

The new diagnostic model will offer a more streamlined, less fragmented service so patients
will be seen quicker, experience less delays and for those with more complex cases or early
onset the diagnostic process will be supported by neuropsychology input.

3.57

The new Dementia Co-ordinators acting as a crucial workforce across all ages to help people
navigate the health and social care systems and will ensure both people living with dementia
and their family carers have a single point of contact for advice, guidance and signposting to
other community services. Also they will enable access to other secondary care dementia
services if higher levels of support are required. Maintaining people within their own homes
through the intensive support service and day hospitals potentially will reduce stress and
cognitive decline and is far less disruptive and confusing for individuals.

Benefits for family carers
3.58

Family carers are often crucial in enabling those living with dementia to live well. Therefore,
it is imperative that family carers are well informed, signposted to appropriate services and
supported. The Memory Roadshows will offer an opportunity for both those diagnosed with
dementia and their family carers to understand more about dementia particularly at the point
of receiving a dementia diagnosis and have opportunity to meet staff from the various
services.

3.59

The carer emotional training courses will build on the current generic dementia training that
is offered through local authorities and other agencies. This training will benefit carers by
providing a safe environment for them to learn more around their life changes as a result of
caring for someone with dementia and the emotional impact of ‘unrecognised grieving and
loss’ they may be experiencing. This should enable them to develop more resilience, greater
understanding of the emotional impact on them as a carer alongside meeting other peers.

Organisational and workforce benefits
3.60 Depending on the model of care chosen there are various levels of NICE compliance ensuring
people diagnosed with dementia have a named co-ordinator, have neuropsychology offered
within the diagnostic processes and cognitive stimulation therapy available.
3.61

The preferred diagnosis model will utilise 50% Nurse Practitioners for diagnosis and therefore
will be more cost effective and offer greater service sustainability with the current shortage
of psychiatrists nationally. The overall service provides greater efficiency and less
fragmentation across the pathway.
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3.62

A reduction in inappropriate inpatient admissions into acute hospitals and the reduction of
need for dementia specialist beds has been evidenced by the current Intensive Support
Service (Intermediate Care for Dementia).

Cost benefits
3.63

Estimations suggest that 20% of emergency hospital admissions people living with dementia
are for preventable conditions40. Readmission rate for people living with dementia is far higher
than for people without, 8.2% vs 3.5% for elective care and 25% vs 17% for non-elective care41.

3.64

The three acute hospitals across Dorset currently have significant numbers of patients being
admitted as emergencies with a primary diagnosis of dementia. Through improved community
support as proposed in the emerging model and based on the £1,387,796 spend during 201718 within the acute hospitals this potentially could save £278,000 per annum on this cohort
alone.

3.65

Identifying strong evidence on return on investment is challenging particularly due to the
scarcity and low methodological quality of available studies overall. However, an economic
evaluation of early assessment for Alzheimer’s disease in UK identified that although this has
significant up-front costs identifying dementia at an early stage results in costs savings and
health benefits with a suggested average per person of £2,100 in health care cost savings and
£5,700 in societal costs42

3.66

Examples of areas whom have taken whole system approaches to dementia have evidenced
a range of positive clinical outcomes and financial savings. The dementia service
redevelopment in Mersey Care NHS Trust (2012) has evidenced net savings of £2.1m, or
£246,000 per 100,000 population based on a reduction in hospital bed days, length of stay
and a reduction in older adult beds43.

3.67

The STEM project audit (March 2016) in Cornwall on which the Dementia Roadshow option is
based highlighted a saving of £23,000 per year for a caseload of 360 patients.

3.68

Research has identified there is cost effectiveness evidence on pharmacological therapies for
dementia and regarding non-pharmacological treatments, cognitive stimulation therapy,
tailored activity programmes and occupational therapy were more cost effective than usual
care44.

3.69

Analysis of Peer Support for people with dementia based on three groups in Southwark,
Lambeth and Croydon create positive social value for people with dementia, carers and
volunteers that is greater than the cost of investment. For every pound (£) of investment, the

40

Alzheimer’s Research UK at https://www.dementiastatistics.org/statistics/hospitals/
The Right care: creating dementia friendly hospitals. Dementia Action Alliance
42
https://www.alzheimersanddementia.com/article/S1552-5260(10)02187-4/pdf
43 Mersey Care NHS Trust 2012
41

44

http://eprints.lse.ac.uk/45540/1/Knapp_Dementia_care_costs.pdf
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social value created by the three groups ranged from £1.17 to £5.18. The Memory Roadshows
and other groups would potentially offer this investment.
3.70

Analysis of the impact of the ‘Intermediate Care Service for Dementia’ (see section 2.71) has
shown this service is providing a crisis service maintaining people within their own homes for
broadly a fifth of the cost of dementia specialist inpatient services and has evidenced
supporting nearly four times more people in the course of a year.

3.71

Aligning the day hospitals to the Intensive Support service and offering intensive day
treatment programmes as alternatives to inpatient has been shown (see section 2.67) to
reduce costs by 22% against inpatient care which could equate to £950,000 savings for Dorset.

3.72

Across Dorset there has been a substantial growth in people with dementia becoming eligible
for Section 117 funding. This has been at a cost of circa £1m. With greater support and
investment into community services, it is anticipated that crisis episodes will be minimised
reducing the need for detentions under the mental health act and subsequent Section 117
eligibility which will represent a saving to the overall health & social care system

Risks
3.73

3.74

A ‘do minimum option’ would result in a number of risks including:
•

Poorer outcomes for people living with dementia and carers;

•

Lack of equity of access to services across Dorset;

•

Ongoing fragmented diagnostic services with long waiting times;

•

Significant gap in post diagnostic support for people to ‘live well’ with dementia and
support carers with increased risk of crisis;

•

Lack of provision for people diagnosed with dementia whom are under 65 years;

•

Increased risk of carer breakdown and more demand on current services;

•

Lack of community support can lead to inappropriate admissions to acute hospitals and
dementia specialist beds;

•

Not meeting NICE guidance or national dementia targets;

•

Patients utilising more high cost services;

A summary of overall key risks for the Dementia Services Review are noted in Figure 46 below
with their impact, likelihood and mitigating factors.
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Figure 46. Summary of key risks
Risk type

Risk Title

Detail

Conse
quenc
e

Likeli
hood

Score

Mitigation

for
new model option

The preferred model
option will be at risk if
funding is not secured

5

3

15

Financial case presented
to key Boards and within
investment priorities

Interdependencies
of other service
reviews

Understanding the
impact
of
other
reviews and aligning

2

3

6

Linking with other reviews
and attending key Boards.

6 week referral to
assessment target

Awaiting
confirmation of if
new target will be
applied and the
impact on diagnosis
pathway

4

2

8

Capacity and demand
modelling to include for 6
weeks

Memory Support
and
Advisory
service contract
end Sept 2019

This contract comes
to an end and
potential for a service
gap

5

3

15

CCG Governing Body to
consider an extension to
existing
contract
as
interim

Dementia
Workforce

The impact of not
retaining or recruiting
workforce
in
dementia
services
will impact on any
delivery model

4

3

12

Working with workforce
and HEE for new solutions

Specialist
Inpatient Beds

Recruitment
and
retention of staff
mean unlikely able to
provide an inpatient
unit safely in West of
county

3

5

15

Exploring step up and
down provision. Explore
support for travel and
visiting for informal carers.

Economic or policy
changes. Brexit

Unknown impacts

Business Investment

Service

External

Monitoring changes and
being prepared to be
flexible to adapt
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4. FINANCIAL CASE
4.1

The purpose of the financial case is to set out the likely financial impact of the investment
proposal and gives an indication of return on investment. It details the financial implications
of all the service element options including the do minimum option (business as usual option)
along with key activity assumptions that have been used to underpin the modelling of costs.

Operational budget
4.2

The current operational budget is below in Figure 47 and represents the ‘Business as usual’
option.

4.3

In 2012, the operational budget for Betty Highwood, Blandford was £706,000 and with the
closure of these beds these funds were reinvested into Older People inpatient and Community
Services.

4.4

In 2015, the operational budget for Chalbury Unit in Weymouth was £1,375,000 prior to the
temporary closure. These funds were reinvested into developing ‘Intermediate Care Service
for Dementia’ pilots in each locality in the West of the county. There is £47,000 remaining
which is showing within the budget lines for inpatients.

4.5

To note Dementia specialist inpatients includes Herm, St Brelades and remaining budget from
Chalbury (£47k) after creating Intermediate Care Service for Dementia (ICSD) West. ICSD
includes Social Care budget in addition to the ICSD East and West Teams (recurrent budget).
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Figure 47. Current dementia services operational budget (DHC based M4 2018/19)
Service

Operational Budget £

WTE

Memory Support and Advisory Service

591,000

18.00

VOLUNTARY SECTOR TOTAL

591,000

18.00

Memory Assessment Service

999,321

23.43

Memory Assessment Service Medics

192,935

1.60

Memory Assessment Drugs and Scans
(notional)

89,419

-

Day Hospitals

294,183

10.03

ICSD (Intensive Support Service)

2,138,246

52.96

Dementia Specialist Inpatients

4,303,342

125.36

ORGANIC SERVICES TOTAL

8,017,446

213.38

Older People CMHT (54% of total service)

2,067,592

50.89

OP Psychology (54% of service)

208,473

3.33

OP Psych (notional) Neuropsychology

29,365

0.51

OP Inreach (Functional and Organic)

190,686

4.60

Modern Matron (Functional and Organic)

53,219

1.0

INTEGRATED SERVICES TOTAL

2,549,335

60.33

GRAND TOTAL

11,157,781

291.71

Financial modelling
4.6

Financial modelling was undertaken to determine the cost of future service delivery based on
respective elements of the potential pathway. Models may be divided into two categories:
•

Activity driven models – Where a new service or significantly reconfigured service is
proposed then an activity model was created to determine staff and non-pay costs based
upon agreed modelling assumptions.

•

Staff driven models – Where a service exists and there is no plan to significantly change
the staffing model, then a staff driven model has been included.
72 | P a g e

Figure 48. Basis of modelling of services
#

Title

Model
Type

Comment

1

Dementia Information Line

None

Separate costing

2.1

Diagnosis Service (Option 1)

Activity

2.2

Diagnosis Service (Option 2)

Activity

Four options evaluated for the
diagnosis service

2.3

Diagnosis Service (Option 3)

Activity

2.4

Diagnosis Service (Option 4)

Activity

2.5

Cognitive Stimulation Therapy

Activity

New service

2.6

Neuropsychology

Activity

New service

3.1

Dementia Coordinators (option 1)

Activity

3.2

Dementia Coordinators including into care homes (2)

Activity

Three options for dementia coordinators

3.3

Early Onset Coordinators (Option 3)

Activity

3.4

Carer education

Activity

New service

3.5

Emotional Wellbeing Memory Roadshow

Activity

New service

5.1

Intensive Support (Model 1)

Activity

Additional funding

DHC OP CMHT

Staff

Existing service

DHC ICSD (+ WEST)

Staff

Existing service

DHC Inpatient

Staff

Existing service

DHC Day Hospital

Staff

Existing service

DHC In-Reach (+ WEST)

Staff

Existing service

DHC Occupational Therapy

Staff

Existing service

MSAS (Alzheimer Society)

Staff

Existing service

4.7

(choice of one from four)

(Either option 1/2, and P)

To note whilst modelling was completed on all options above more detailed modelling and
costing was taken forward on the shortlisted options.

Costing of shortlisted options
4.8

The short list of modelled service elements with forecasts based from 2018-19 to 2022-23 are
shown below with notes on the key activity assumptions that have been used. For full detailed
costs see Annex ‘Modelling’.

4.9

To note overhead costs have been excluded at this stage and are assumed to be covered
within the existing block contract arrangement. In the event of any future procurement
exercise, overhead costs will be apportioned where appropriate.
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Diagnosis model 4
4.10

Secondary care based diagnostic service with telephone triage function, nurse assessment and
diagnostic appointments. Modelling based on 3,200 referrals per annum with 75% of referrals
triaged to assessment. Assuming 50% of cases diagnosed by nurse practitioner, a 7% DNA rate
and 65% of diagnosed patients requiring medication with an initial medication session and
four follow ups.
Year 1

Year 2

Year 3

Year 4

Year 5

30.7

33.2

33.7

34.3

34.8

Workforce WTE
Staff Costs £
1,256,029 1,338,696 1,375,086 1,412,533 1,451,071
Non Staff costs
(medication, scans etc) £

220,187

Recurrent Expenditure
TOTAL £

1,476,216 1,601,845 1,644,867 1,689,133 1,734,683

263,149

269,781

276,600

283,612

Dementia Co-ordinators (all settings)
4.11

The assumptions are based on 8,100 people diagnosed with dementia and include the same
activity for people living within care homes. Assumptions are for Dementia Co-ordinators
holding a caseload of 200 of which there is a mixture of active and dormant cases. Modelling
suggests 40.5 WTE Band 3 Dementia Co-ordinators and 2.4 WTE Team leaders. Non staff costs
include room hire for roadshows and travel.

Co-ordinators

Year 1

Year 2

Year 3

Year 4

Year 5

Workforce WTE
42.9

43.7

44.5

45.4

46.2

Staff Costs £
1,005,446 1,034,062 1,063,526 1,093,861 1,125,095
Non Staff costs £
34,860

35,209

35,561

35,917

36,276

Recurrent Expenditure
TOTAL £

1,040,306 1,069,271 1,099,087 1,129,778 1,161,371

Non recurrent £

53,000

Total Cost year 1 £

1,093,306
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Dementia Co-ordinators excluding care homes
4.12

The activity assumptions are the same as above but based on 5,681 people diagnosed with
dementia excluding people living within care homes whom have staff supporting them within
the care home and will have added support of In-Reach service. Modelling suggests 28.41 WTE
Band 3 Dementia Co-ordinators and 2.4 WTE Band 6 Team Leaders. Also included costs for
Memory Roadshows and Set up costs.

Co-ordinators all settings

Year 1

Year 2

Year 3

Year 4

Year 5

30.8

31.4

32.0

33.5

34.1

731,020

766,988

788,069

857,645

880,456

Workforce WTE
Staff Costs £
Non Staff costs £
33,775

34,113

34,454

34,799

35,147

TOTAL Recurrent
Expenditure £
Non recurrent £

764,795
38,600

801,101

822,524

892,444

915,603

Total Cost Year 1 £

803,395

Early onset Dementia Co-ordinators
4.13

Modelling is based on 0.95 WTE Dementia Co-ordinator. Key activity assumptions: Based on
189 people aged under 65 years diagnosed with dementia in 2018-19.

Early Onset Co-ordinators

Year 1

Year 2

Year 3

Year 4

Year 5

0.9

1.0

1.0

1.0

1.0

21,441

22,089

22,756

23,443

24,151

601

607

613

619

625

22,042

22,696

23,369

24,062

24,777

2,400
24,442

2,424

2,448

2,473

2,497

Workforce WTE
Staff Costs £
Non Staff costs £
Recurrent Expenditure
TOTAL £
Non recurrent
Total Cost Year 1 £
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Carer Emotional Wellbeing Courses
4.14

Activity assumptions have been based on 24 small group courses annually with a course
totalling 40 hours including travel and planning time. Modelling based on 0.63 WTE Band 6
Dementia Nurse Specialist with a Healthcare Assistant and Administration.

Carer emotional wellbeing
courses
Workforce WTE

Year 1

Year 2

Year 3

Year 4

Year 5

1.5

1.5

1.6

1.6

1.6

44,449

44,893

46,988

47,458

49,612

20,880

21,089

22,187

22,409

23,538

65,329
65,329

65,982

69,176

69,867

73,150

Staff Costs
Non Staff costs
Recurrent Expenditure
TOTAL £
Total Cost Year 1 £

Cognitive Stimulation Therapy for just vascular dementia cases
4.15

Brief, closed, structured therapy groups for up to 10 clients in each group. Activity is based on
13 courses with 14 sessions per course.

Cognitive Stimulation
Therapy
Workforce WTE

Year 1

Year 2

Year 3

Year 4

Year 5

0.7

0.7

0.8

0.8

0.8

22,222

22,893

23,584

24,296

25,030

34,877

34,726

35,701

36,704

37,735

57,098

57,619

59,285

61,000

62,765

Staff Costs £
Non Staff costs (room hire)
£
Recurrent Expenditure
TOTAL £

Cognitive Stimulation Therapy offered all
4.16

Brief, closed, structured therapy groups for up to 10 clients in each group. Based on 800
people per annum for year 1. 2.01 Band 6 Nurse Lead and 2.01 STR Worker.

Cognitive Stimulation
Therapy
Workforce WTE

Year 1

Year 2

Year 3

Year 4

Year 5

4.0

4.1

4.2

4.3

4.4

123,453

127,181

131,022

134,979

139,055

187,659

192,923

198,339

203,909

209,640

311,112

320,104

329,361

338,888

348,695

Staff Costs £
Non Staff costs (room hire)
£
Recurrent Expenditure
TOTAL £

76 | P a g e

Neuropsychology
4.17

Assumptions based on 1,411 in year 1 with 10% requiring neuropsychology. 15 hours required
for diagnosis. 2.3 WTE Band 8a Therapists and specific set up testing equipment.

Neuropsychology

Year 1

Year 2

Year 3

Year 4

Year 5

2.3

2.4

2.4

2.5

2.5

133,188

135,852

138,569

141,341

144,167

5,696

5,696

5,696

5,696

5,696

138,884
8,000
146,884

141,548

144,265

147,036

149,863

Workforce WTE
Staff Costs £
Non Staff costs (Neuro
tests)
Recurrent Expenditure
TOTAL £
Non recurrent £
Total Cost Year 1 £

Financial summary
4.18

A summary of options including costs for year 1 are identified Figure 49 and a summary of the
modelled five year costs in Figure 50 with the extra investment required against each option.
There has not been any extra capital investment identified as part of this review. Although the
original objective within the Review was to achieve any changes within the current operational
budget it is clear that the required improvements cannot be achieved within the existing
financial envelope.

4.19

In lieu of the identified need for additional investment to support the shortlisted options and
preferred way forward, a report was submitted to the Dorset system wide ‘Operational and
Finance Reference Group’ alongside wider mental health system investment priorities for
2019/20 and beyond. Once a final decision regarding the future model of care for Dementia
services in Dorset is known, final investment requirements will need to be considering within
the scope of the wider mental health system investment priorities.
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Figure 49. Summary of dementia care pathway options for year 1
Core – minimum offer
Option A

Preferred option B

Cost £000

Option C

Cost £000

Preventi
ng Well

Info

-

Info & General
helpline

-

Diagnosi
ng Well

Memory
Assessment
Service

1,282

Diagnostic model 4

1,476

Neuropsychol
ogy (limited)

29

Neuropsychology (all)

Memory
Advisors as
current

591

Living
Well

Psychology

Supporti
ng Well

Supporti
ng Crisis
Well

Variatio
n

General helpline

-

1,476

Diagnostic model
4

1,476

147

Neuropsychol
ogy (limited)

29

Neuropsychology
(all)

147

Dementia Coordinators (different
offer to care homes)
& Memory Roadshow

803

Dementia Coordinators &
Memory
Roadshow

1093

Dementia Coordinators &
Memory
Roadshow

1093

Early onset Coordinators

24

Early onset
Co-ordinators

24

Early onset Coordinators

24

Psychology

208

Psychology

208

Psychology

208

Cognitive Stimulation
Therapy (vascular)

57

311

Carer emotional
support

65

Cognitive
Stimulation
Therapy (all)
Carer emotional
support

2068

OP CMHT (based
54% of budget)

2068

OP CMHT (based 54%
of budget)

2068

191

In-Reach Team

191

2138

Intensive Support
Team

2138

Day hospitals
with different
models
Modern
Matron

294

2 day hospitals
aligned to Intensive
support
Modern Matron

294

Crisis helpline

-

40 Inpatient beds

4,303

4,303

11,158

-

Cost £000

-

2068

53

Cost £000
Info &
General
helpline
Diagnostic
model 4

OP CMHT
(based 54% of
budget)
In-Reach
Team
Intensive
Support Team

40 Inpatient
beds

Total
cost

208

Option D

53

Carer
emotional
support
OP CMHT
(based 54% of
budget)
In-Reach

65

191

In-Reach

191

Intensive
Support Team

2138

Intensive Support
Team

2138

294

65

Modern
Matron
Crisis helpline

53

2 day hospitals
aligned to
Intensive support
Modern Matron

-

Crisis helpline

-

40 Inpatient
beds

4,303

40 Inpatient beds

4,303

53

11,827

11,648

12,371

(669)

(490)

(1,213)
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Figure 50. Summary of estimated five year costs for each option
Option A

Option B

Do min

Preferred
Cost

Option C

investment

Cost

£000
Year 1

investment

Option D

Cost

£000

investment
£000

11,158

11,827

669

11,648

490

12,371

1213

Not
modelled

11,949

791

11,687

529

12,479

1321

Not
modelled

12,021

863

11,830

672

12,567

1409

Not
modelled

12,141

983

11,908

750

12,657

1499

Not
modelled

12,219

1061

11,988

830

12,750

1592

£000
Year 2
£000
Year 3
£000
Year 4
£000
Year 5
£000

To note: Services that have not been included within the modelling have been based on year 1
costs throughout. These include psychology, CMHT, In-Reach Team, Intensive Support Team
and Inpatients. Further modelling and costing will be required on these elements.
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5. COMMERCIAL CASE
5.1

The commercial case is to demonstrate that the potential options are acceptable and that the
service can be delivered in the area and by the best provider for the job.

5.2

NHS Dorset CCG, the three Local Authorities and Dorset HealthCare represented on the
Project board are confident that the options outlined within the Dementia Services Review
are able to be delivered. Implementation will need to reflect procurement processes for some
aspects of the pathway and appropriate timescales to develop the workforce.

5.3

The partnership approach to this project with commissioning partners and the Dorset wide
mental health provider involved from the beginning has been crucial alongside the wider coproduction approach embedded throughout. Each stage of the project inputs have been coproduced with a range of stakeholders and where the proposed options have been developed,
shaped and analysed with local stakeholders in line with best practice guidance and able to
meet key elements identified within the view seeking report.

Integrated Care System
5.4

In terms of the wider system, in 2016 local sustainability and transformation partnerships
(STP) were formed across NHS organisations and local councils. Subsequently Dorset was
designated as one of the initial integrated care systems, a new type of even closer
collaborative working. In an integrated care system, NHS organisations, in partnership with
local councils and others, take collective responsibility for managing resources, delivering NHS
standards, and improving the health of the population they serve.

5.5

Local services can provide better and more joined up care for patients when different
organisations work together in this way. For staff, improved collaboration can help to make it
easier to work with colleagues from other organisations. And systems can better understand
data about local people’s health, allowing them to provide care that is tailored to individual
needs. By working alongside councils, and drawing on the expertise of others such as local
charities and community groups, the NHS can help people to live healthier lives for longer,
and to stay out of hospital when they do not need to be there45 In return, integrated care
system leaders gain greater freedoms to manage the operational and financial performance
of services in their area.

Procurement Strategy
5.6

45

Dorset HealthCare currently operates within a block contract for dementia services and the
funding currently within this contract will remain. Through this review process this statutory
provider has been clear on how it can restructure and what can be delivered within the
Dementia Services Review within the current budget, whilst maintaining and delivering
services.

https://www.england.nhs.uk/systemchange/integrated-care-systems/
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5.7

Alzheimer’s Society have been delivering the Memory Support and Advisory Service since
2014 and this contract is due to end in September 2019 and procurement rules will need to
be followed around re-procurement. The funding is recurrent and will form part of the new
model of care. It is worth noting the value that voluntary sector organisations bring to the
provision of social care needs for those with dementia and their family carers so providers
from this market will be encouraged to tender.

5.8

Furthermore, learning from the view seeking around fragmentation across services and the
problematic current operational issues around data sharing and IT systems the option of
having a prime provider model with sub-contracting arrangements will be explored.
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6. MANAGEMENT CASE
6.1

The management case highlights implementation issues and demonstrates that Dorset CCG
and partners are capable of delivering and managing effectively the proposed service care
pathway.

6.2

In March 2017 NHS England published a report called Next Steps on the NHS Five Year Forward
Plan which identified nine regions as having the potential to become England’s first
Accountable Care System (ACS) where there is the expectation of collective responsibility for
resources and population health. In June 2017 the Dorset wide NHS partners, along with local
government partners applied to be an ACS and were selected as one of eight successful
applicants. This builds on the already successful track record and strong commitment to
collaborative working across health and care organisations and will enable the partners across
Dorset to apply a single capitated budget to meet the health and care needs of the people of
Dorset. This gives the opportunity to work together to deliver better health and wellbeing
outcomes for the Dorset population and deliver the ‘Sustainability and Transformation Plan’.

Sustainability and Transformation Plan for local health and care
6.3

Our Dorset (Sustainability and Transformation Plan) sets out the vision for Dorset’s health and
social care systems. It describes three programmes of work:

1. The Prevention at Scale programme will
help people to stay healthy and avoid
getting unwell
2. The Integrated Community Services
programme will support individuals who
are unwell, by providing high quality care
at home and in community settings.
3. The One Acute Network programme will
help those who need the most specialist
health and care support, through a single
acute care system across the whole
country.

Supported by two enabling programmes:
• The Leading and Working Differently
programme focuses on giving the health and
care workforce the skills and expertise
needed to deliver new models of care in an
integrated health and care system
• The Digitally-Enabled Dorset programme will
increase the use of technology in the health
and care system, to support new approaches
to service delivery.
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6.4

Dorset ‘s health and care system is working together to deliver this five-year plan in order to
meet national priorities in line with the scale of change required and to close the gaps in
health and well-being, care and quality, and finance and efficiency.

6.5

A needs based approach to the interconnected programmes of work has been taken and is
being supported by two enabling programmes:
•

Leading and working differently – focusing on giving the health and care workforce the
skills and expertise needed to deliver new models of care.

•

Digitally-enabled Dorset – to harness the power of technology and support digital
innovation to support new approaches to service delivery.

Figure 51. Diagram showing the three tiers of care in the new model.

6.6

Integrated community services form the middle tier of the above model and this programme
will transform general practice, primary and community health and care services in Dorset
so that they are truly integrated and based on the needs of the local populations. The
Dementia Services Review sits within the new model and has many interdependencies with
other service developments so good linkages have been developed across programmes.

6.7

Project governance for the Dementia Services Review is shown in Figure 52 below.

6.8

The local authority partners are currently undergoing fundamental re-organisation as part of
the Local Government Review. It is not anticipated that this will adversely affect our
capabilities but there will be changes to governance arrangements and potentially minimal
impact on timelines for some aspects of delivery.
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Figure 52. Dementia Services Review Governance

NHS Dorset
Governing Body

NHS Dorset Clinical
Commissioning
Committee

Health
Overview and
Scrutiny
Committees

Dementia Services
Review Project Board

Health and
Wellbeing
Boards

Dementia Services Review
Steering Group

Stage 2 Subgroups
Communication and
Engagement Advisory Group

6.9

Needs and data
analysis Group

Stage 3 Subgroups
Co-production
Design Groups &
Events

Integrated Mental
Health Programme
Board

Dementia Partnership

Stage 4 Subgroups

Modelling
Groups

Business and
Finance Group

Roles and responsibilities within the project are outlined in the table below.

Role

Responsibility

Project Board

Collective and final responsibility for the approval to recommend the proposal to the
approval authorities

Project Steering Group

Provides the Project Board with stakeholder and technical input t

Project Sponsor

Personal accountability and overall responsibility for the delivery of the successful
outcome

Project Manager

Leading and managing the coordinating the Project Team on a day to day basis

Project Team

This team varies according to different stages of the project. Takes forward the decision of
the Project Board or Project Steering Group and develops the operational elements of the
project

Stakeholder groups

Provides the Project Board with further insight and advice on the detailed requirements of
the project
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Project management arrangements
6.10

The following arrangements have been put in place to ensure the continuation of the
dementia services review project and to ensure future stages including implementation are
delivered on time and the stated outcomes are achieved.

Project Team
6.11

The Project Team is accountable to the Project Board and has responsibility for the day to
day project and key deliverables and comprises of staff from across NHS Dorset CCG and
Dorset HealthCare NHS Foundation Trust.

6.12

The Project Team are supported by a Project Steering Group which will continue as
appropriate within the project stages 4 and 5. The Project Team and Steering Group
comprises a mixture of staff across NHS Dorset CCG and Dorset HealthCare NHS Foundation
Trust, the three local authorities, Alzheimer’s Society and carer representatives. This includes
representatives from across Communications and Engagement, Finance, Business
Intelligence, Quality, Commissioning and operational leads.

Project Sponsor and Manager
6.13

The Project has a project sponsor Dr Paul French who has overall responsibility for the
delivery of the project. A project manager is also in place to ensure that the day to day work
is carried out in line with the structured project plan. Project manager responsibilities are as
follows:
Co-ordinate and implement
the project
Run project within tolerances
the Project Board approves
Plan and monitor the project
Manage risks and develop
contingency plans as agreed
Report project progress at
Project Board meetings
Prepare the Lessons Learned
Report

Ensure the project produces the required
deliverables to the required standard, within the
specified constraints
Ensure that Issues and Risks that have been
identified are managed effectively
Direct and motivate the project team
Be responsible for project administration.
Report to the Project Board through Highlight
Reports and
Take
responsibility
for overall progress and use of
End Stage
Assessments.
resources and initiate corrective action where
necessary

Risk Management
6.14

As part of the project management process a risk and issues log are kept and updated
according to the project requirements and where appropriate new risks are incorporated
onto the NHS Dorset CCG risk register. The risk register and mitigated actions will be regularly
updated and signed off at each Project Board.
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Consultation plan
6.15

A draft consultation plan is within the Annex documents. The review will need to pass
through NHS Assurance Stage 2 and consultation is planned to commence in May 2019
following purdah associated with council elections. The consultation will be undertaken for
a minimum of 8 weeks duration.

6.16

A mixed methodology will be taken including:
•

Online consultation documentation and questionnaire

•

Attending locality meetings to present the consultation to primary care

•

Attending Joint Health Scrutiny Committee to present the options and consultation

•

Running events supported by a video clearly explaining the options within each locality
during daytime and evenings

•

Attend by invitation other groups or interested parties

6.17

The outcomes of the consultation will be analysed by an independent company and the
outcomes will be used to inform the development of the Outline Business Case and
ultimately the final recommendation for approval.

6.18

There will be ongoing communication, providing updates on the consultation with all the
stakeholders who opted into being contacted, to ensure that they are aware of the
consultation and its time lines.

6.19

In line with the public sector equality duties an Equalities Impact Assessment has been
completed. A Privacy Impact Assessment has also been completed and updated for each
stage of the project and will continue to be updated as the project progresses through the
consultation and implementation stages. (See Annex)

6.20

This emphasis on co-production and stakeholder engagement will continue during the
remaining stages of the project.

Implementation planning and monitoring
6.21

The timetable below sets out the proposed timescale for the remaining part of the review.
An implementation plan will be developed at a later date.

Figure 53 Milestone plan
Milestone

Completion Date

NHS Assurance on Strategic Outline Case

April 2019

Consultation & evaluation

September 2019

Operational Business Case

December 2019

Governing Body decision

March 2020

Mobilisation

April 2020 onwards
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Evaluation and benefit realisation
6.22

A benefits realisation plan will be established and overseen by the Mental Health Integrated
Programme Board. This plan will clearly describe each benefit including success measure and
will also show accountability for its realisation. It is anticipated that some parts of the model
can be tested initially with pilots to further develop an evidence base which can assist in the
development of a meaningful locally focussed benefits realisation plan for the
implementation phase.
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APPENDIX 1 Other dementia developments.
Information
One key area that has been highlighted is information. Local Authorities have a duty to provide information
and across Dorset key overarching sources are through the My Life, My Care at
https://www.mylifemycare.com/ including information for carers through a carers hub.
However as the existing Dementia Directory created in 2015 has been highly valued it was felt a ‘quick win’
within the Dementia Review was to update and redesign this document. A project led by NHS Dorset CCG in
partnership with others including people living with dementia and their family
carer’s was taken forward over 2017 and ‘Living well with memory loss and
dementia in Dorset: a directory of services and support’ is now available in
hard copy or on various websites including NHS Dorset CCG.
www.dorsetccg.nhs.uk.
NHS Health Checks
Including dementia within the NHS Health Checks for over 50 years has been
suggested within the Design Groups. This will be considered within a project
being led by Public Health Dorset.
Dementia Friends and Dementia Friendly Communities
There are currently 22,300 Dementia Friends in Dorset whom have undertaken dementia awareness
training. As of August 2017 there were 29 Dementia Friendly Communities across Dorset with the majority
having received dementia friendly training. Activities created for people with dementia within the
communities include forest schools, allotments, reading groups, carer groups, dementia friendly churches,
reminiscence groups, museum groups, knit and natter, art sessions and singing groups. Many businesses
are signed up in each community to support being dementia friendly.
The three acute hospitals in Dorset provide dementia awareness tier 1 training for all staff and tier 2 for
more specialist staff. In addition, the acute hospitals have dementia champions to help raise awareness.
Local authority staff receive dementia awareness training and are dementia friendly organisations.
Community pharmacies can now apply to become dementia friendly. Three events were held in Dorset for
pharmacies and their staff to attend to receive training on the framework and how to implement in 2017.
Most pharmacies have at least 90 people with dementia on their registers plus carers and family members.
There is a project called ‘I SPACE’ which is aimed at General Practices becoming dementia friendly. Practices
are offered training, encouraged to keep carers registers, carry out medication reviews, develop a dementia
policy, increase dementia diagnosis and complete care plans. There has been excellent progress across
Dorset with the majority of practices having achieved this status and currently 21 in progress. It is hoped
that by September 2018 that all practices will have achieved this.
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Social Care Day Services
Although Social Care day services are now outside the direct scope of this review there may be
opportunities to better align pathways commissioned by social care for example those provided by Tricuro,
a local authority trading company where two models are offered:
Generic (Connect): where people are supported to achieve their goals irrespective of their age or abilities.
Currently there are 13 centres across Dorset supporting many people in the early stages of dementia.
Specialist (Connect Plus): where the service supports people with more complex needs. Currently 7 centres
with another in development which support people in later stages of dementia or for those with more
complex needs.
Mental Health Liaison Review
Nationally it is estimated two-thirds of beds in general hospitals are occupied by older people, most of
whom have multiple and complex health problems. Two-thirds of these patients either have or are at risk
of developing a mental disorder during their admission, the most common conditions being delirium,
depression, and dementia46. Furthermore, it is evidenced that people with dementia and concurrent
physical conditions have poor-quality care, higher mortality, and worse clinical outcomes than people with
the same conditions without dementia.47 It has also been estimated that failure to organise dementia
liaison services leads to excess costs of £6 million a year nationally with hospital stays increased by 66% for
the over 75 years.48
During 2018 across Dorset there is a review of Mental Health Liaison services which are currently provided
within the three acute hospitals. Within the Mental Health Five Year Forward there is the expectation of an
all age service to be available in emergency departments and inpatient wards by 2020-21. 49. This review
across Dorset includes the care provided to people with dementia.
Acute and Community Hospitals
Across Dorset there are three district general hospitals and various community hospitals all of which have
significant numbers of patients attending as outpatients or inpatients with dementia. Representatives from
these hospitals meet regularly with NHS Dorset CCG to discuss dementia and improve provision. Within the
view seeking of this review the range of issues have been developed into an action plan which the group is
taking forward. This includes trying to achieve greater integration across community services with the
acutes.
Furthermore, various initiatives are being delivered such as improved delirium pathways, John’s Campaign
offering family carers extended rights to stay with their loved ones in hospital, education and training of
staff and improved identification of people with dementia through a local financial lever (CQUIN).

46

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3754487/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3754487/#b24-cia-8-1101
48
https://www.rcpsych.ac.uk/pdf/Tadros%20George.pdf
49
https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
47
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Clinical Services Review - Short term care home and community beds
The Clinical Services Review which includes the Integrated Community Services review is underway across
Dorset. Decisions are being made with regards community services beds and co-location with Frail Elderly
services. This review is taking account of the wider context and the interdependencies and is working
together with partners.
It is planned that nursing care and rehabilitation will primarily be delivered within a person’s home
wherever possible. For patients whom are unable to receive this service at home and do not require a
hospital bed then Community beds for short term rehabilitation, re-ablement or end of life care (step up,
step down or transition) will be available within community hubs with beds or in locality care homes where
the service is commissioned.
Care home placements
People with dementia represent a larger proportion of those in a long term care setting. Current estimates
suggest just a third of people with dementia live in a care home. Alzheimer’s UK (2014) have suggested
that around 69% of people within care homes have some form of dementia or cognitive impairment.
However, it is proving difficult to identify the numbers of residents within care homes with diagnosed or
undiagnosed dementia.
Based on more local data and nursing homes that identify themselves as taking residents with dementia it
is estimated there are 1,047 care home beds in Dorset County Council localities, 383 in Poole and 748 in
Bournemouth. From this it has been estimated there are 2178 care home residents living with dementia.
Enhanced care home project
The Enhanced Health in Care Homes Framework was developed as part of the New Models of Care work
undertaken by 6 Vanguard sites in 2015/16 which focused on various elements, including adopting a
proactive approach to joined up health and social care. Dorset is one of 10 Integrated Care Systems sites
and had been approached by NHS England to implement this model with their support.
Whilst there is some proactive work going on around the county, there is the requirement to work towards
there being more equity across Dorset and to think about how collectively as a system to work towards
improving the approach to people living in care homes. A steering group has been established to drive the
work forward.
Care element 4 is identified as High Quality end of life care and dementia care. A steering group is being set
up in November 2018 to develop enhancements in this area. One initiative being planned is a care home
toolkit with signposting and helpful suggestions with one page being allocated for each long term condition,
for example dementia with links to staff training and the dementia directory.
Social care developments
Various service developments are being taken forward across Social care. Schemes such Care Villages and
Extra Care housing are being developed across Dorset that enable more responsive services to meet
increasing needs. Also enabling the work force to deliver care and support to the residents based in nearby
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accommodation which in effect reduces the number of carers needed in the community. Furthermore,
there is current and ongoing work across the county on new builds of residential care which will take into
consideration the complex needs of older people including those with dementia. The new build Figbury
Lodge Care Home in Poole which will open spring 2019 will provide 80 beds for social care funded clients
with dementia and or nursing needs. It will also see a partnership with the CCG on 20 transitional beds for
step up and step down purposes. These service developments are to meet increasing needs but also to
provide alternatives to residential care, increase choice of services and provision.
In light of the lack of a national dementia standard for Care Homes with the Care Quality Commission,
Bournemouth Borough Council has created an accreditation standard that supports homes to meet the
needs of individuals with higher needs. This is complemented by a differential fee rate that incentivises
homes to make the leap to be accredited. The Borough of Poole is exploring with Bournemouth how they
may implement this accreditation process to beginning to shape their market for dementia.
Jointly with Bournemouth Borough Council, Borough of Poole have re-commissioning the Care and Support
at Home. The provision will be outcome focused and ensure equity of services and create capacity in the
market. Dorset County Council is carrying out a similar exercise. Bournemouth are leading a pilot to
develop a bespoke training programme based on the training needs associated with person centred
requirements of service users across the spectrum of care services including residential and Domiciliary
Care.
Workforce developments are underway with care and support provider staff specifically relating to
improving their skills, knowledge and confidence when feeling challenged when working with people living
with dementia. Grants continue to be offered to care homes with the purpose of improving the experience
of their residents.
Local Authorities continue to purchase respite from residential settings in accordance with the needs of
individual service users and carers, to include needs associated with dementia/cognitive impairment.

Carers feedback has been there is not enough choices and options for respite.
There has been considerable work around developing Dementia Friendly Communities (DFC) across Dorset.
However, since the withdrawal of the Alzheimer Society DFC co-ordinators this has reduced the support
offered to ‘Dementia Friendly Communities’ although at a local level some communities are still taking
forward their own excellent initiatives. The Poole Dementia Action group is an umbrella group which aims
to support local level initiatives. There are discussions around this group extending into Bournemouth and
Christchurch after April 2019 when the new Council is formed.
Providing information and advice is a statutory requirement of the Local Authorities and is continually
updated as services change and evolve. Advice, information and access to services is offered through single
point of contact phone lines – Dorset Direct, ASSIST and Care Direct including providing a duty ‘Out of
Hours’ service. The Dementia Directory across Dorset has been updated by NHS Dorset CCG and is available
in hard copy or via internet.
All local authorities pan Dorset are committed to ensuring that future services reflect the outcomes of the
Dementia View Seeking and align with any formal Dementia Care pathway.
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Personalised Care
Integrated Personal Commissioning is within the Five Year Forward View and aims to enable people who
need a more personalised approach to opt out of their local provider for particular services and take
increased charge of decision making around their care50. NHS Dorset CCG has become one of 22
demonstrator sites to implement a ‘Personalised care’ model and this may have opportunities for people
with dementia and their family carers. The key areas for expansion in the current financial year are for
individuals receiving aftercare and support under S117 of the Mental care Act. Further scoping work is
required to identify opportunities to expand in future years. A workshop is taking place in October to work
up a detailed plan for implementation of S117 personal health budgets.
End of life care
In some areas, beds will be provided to support End of Life (EOL) care for people who have expressed a
wish to die in a care home bed. These beds will primarily be available for adults in the last days of life who
are likely to need symptom control with prescribed individualised anticipatory medicines and daily
assessment of hydration status with discussion about the risks and benefits of hydration options.
A Fast track pathway tool for NHS CHC is to be implemented from October 2018. The Fast Track Pathway
Tool will only be used when the individual has a rapidly deteriorating condition and may be entering a
terminal phase. An End of Life Care Fast Track task and finish group has been established to review service
provision and develop a gold standard service for every patient and ensure equity across the county.
Information Technology
There are a range of telehealth and telemedicine options available currently. Plus there is increasing
evidence51 around the benefits of information tools used as a means to improve the quality of life for
people with dementia and their carers. Various tools are now available to help understand the disease
process and manage situations in a way that is beneficial for both parties. It is expected that future
developments concerning technological projects can support this group of people.
Various technology developments are being explored such as new technologies for diagnosis of dementia
through virtual reality. Also a non-invasive tracking tool that sits within everyday footwear is being trialled
as a means of alerting the carer if the person using them wanders outside of a set distance. Bournemouth
University have been researching gaming technologies.
Dementia research
The Ageing and Dementia Research Centre52 within Bournemouth University brings together cross-faculty
research expertise in areas of ageing and dementia. Research areas include:
•

Developing ageing and dementia friendly environments

•

Nutrition and wellbeing. Activity and social inclusion

50

https://www.england.nhs.uk/wp-content/uploads/2017/06/ipc-emerging-framework.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5454565/
52
https://research.bournemouth.ac.uk/centre/ageing-dementia-research-centre/
51
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APPENDIX 2. Summary of Stakeholder SWOT analysis against options
Preventing Well
options
Local telephone
helpline

Strengths

Weaknesses

Opportunities

Threats

Score

Local knowledge
Access to service
and help

cost

Having relevant knowledge

242

National
Dementia
helpline

Minimal cost

Not specific

No local knowledge

181

Via 111

Already known

impersonal

Capacity issues at weekends

159

Helpline within
new Mental
Health
Connections
Diagnosing Well
Service option
Model 1:
Secondary care
based service
with registered
triage and
assessment team
Model 2:
Primary Care
Triage Service
with 2 referral
routes
Model 3:
Primary Care
based nurse led
clinic
Model 4:
Secondary care
based service
with registered
triage and
assessment team.
50% nurse
practitioner
diagnosis
Neuropsychology

Local knowledge

Crisis only

Publicised
Align coordinator
service
Dovetail
national to
local
Already in
place
Being reprocured
Use service
but change
name

Having relevant knowledge

229

Strengths

Weaknesses

Opportunities

Threats

Score

Straightforward

Link between GP
and secondary
care

GP could refer
for scan
One access
point

Capacity and cost

326

Speedier for more
obvious cases

Less safe
More confusing
for
patients/carers

Shared IT
systems

Time to deliver diagnosis
More risk

152

Possibly more cost
efficient

Risk of incorrect
diagnosis

Joint working
Signposting to
other services

GP training & engagement
Confidence of GPs diagnosing

191

More sustainable
workforce

Link between GP
and secondary
care

Less risk of
clinics being
cancelled.
More
opportunities
for nurses

Ensuring robust diagnosis and
supervision

326

NICE compliant
More robust
diagnosis for
complex/early
onset
Strengths

Extra cost

Weaknesses

Opportunities

Threats

Score

Continuity and
trust along journey

Double funding
into care homes
Lot of expertise
required
Size of caseload

Call ‘advocate’
or navigator.
Align CMHT

Cost
Caseload

366

Living Well
Service option
Dementia Coordinators all
settings

Patients see a
specialist

272
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Dementia Coordinators with
care homes
having different
input
Early onset
Dementia Coordinators
Living well with
dementia
education &
memory
roadshow
sessions
Carer’s emotional
support training

Not duplicating
support already in
care homes

Continuity for
carers if person
goes into care
home

Integrated
support from
inreach

Needed – current
gap in provision

Segmenting by
age - tailor
support by need
Needs to be
flexible

Re-organise
workforce to
support
Join other
activities and
support within

cost

251

Could be too much info

311

Could be
aligned with
co-ordinator
role

Evidence for cost effectiveness

338

Well received pilot
Early
support/knowledge
Saves money &
efficient use
resources
Definitely needed
and beneficial

Cognitive
Stimulation
Therapy Groups
Supporting Well
Service Options

NICE compliant

Dementia Nurses
(from OP CMHT)

Specialist role with
functional
experience.
Supports patient
and carer
Support for carers.

Admiral Nurses

Strengths

Skilled expertise

Close day
hospitals

Known ‘brand’
useful provision for
short term
assessment to
avoid admission.

Demography of
Dorset and
access
Weaknesses

195

290

Threats

Score

•Would mean
separating
dementia and
functional illness

Recruitment and retention of
the correct skills and knowledge.

357

Expensive –
navigator should
be able to do this
role any way.

Who supervises Admiralty
Nurses? How do we ensure
they do not become
overwhelmed/ get proper
supervision?
•
Can be expensive.

113

•Day hospitals –
outdated, “baby
sitting service”.

Align day
hospitals to
intensive support
team

Align resources
with ICSD

Supporting Crisis
Well Service
options

Strengths

Weaknesses

Intensive Support
team (ICSD)
across all Dorset

ICSD –Great to
keep people out of
hospital.

Accessibility to
ICSD can be
difficult. Should
be equal/parity
for east and west.

In-reach Service
across whole of
Dorset

Critical in accessing
other services.
Agree for parity
east and west. Vital

Opportunities

Upskill and get
consistency
between
Tricuro Day
Centre.
ICSD ls better
use of
resources and
better
outcomes.
Opportunities

Upskill current
staff to run
beds in
community
settings and
care homes by
ICSD.
Need to
integrate third
sector with
teams –

146

152

Threats

Score

412

340
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Crisis helpline
24/7

40 Inpatient beds
at Alderney
Hospital, Poole

40 Inpatient beds
at Alderney
Hospital, Poole.
Step up and
down.

service, want
parity.
Safety net.
Dementia
specialism in safe
house. Open
access.
Inpatients – One
place – specialist
and expertise.

Not a separate
service.

Concern re.
capacity of local
facilities, i.e. care
homes.
Step up/down
need to be used
correctly. How to
work across
whole of Dorset.

training and
consultation.
Incorporate
into services
already
provided
perhaps ICSD.
Consider
commissioning
inpatient beds
around the
border.

One stop phone number. Is this
practical? Will they be able to
help?

208

203

Step up/down beds could be
abused by use for patients not
ready either way and patients
may be moved from one to
another.

260
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APPENDIX 3 Options Framework analysis
Preventing Well
Scope

1
All people
diagnosed with
dementia and
their families
have access to
information,
advice and
guidance
✓

2
100% population
of Dorset have
access to
information,
advice and
guidance on
dementia
✓

✓

✓

✓



✓
✓

✓
✓✓

?

✓

✓

✓

✓

DM
1

PWF
2

Solution

Local internet
based Dementia
Directory

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on evidence
of best practice
result in a better
experience for
those who use the
service

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on
evidence of best
practice
result in a better
experience for
those who use the
service
Preventing Well

✓

3

4

5

local telephone
helpline

Signpost to a
national
helpline

Integrated with a
Mental Health
Crisis telephone
helpline

Integrated with
NHS111

✓

✓

✓✓

✓

✓

✓

✓

✓

?

✓

✓
?


✓✓

✓✓
✓


✓

✓


?

✓

✓

✓



?

✓

✓

✓

?

PWF

REJECT

Preventing Well

DM
1

SL
2

REJECT
3

Delivery

Local 3rd / Voluntary
sector

Local Authority
commissioning

Local Mental Health
Service provider

Can the option be
implemented
safe and sustainable
services
affordable

✓

✓

✓



✓



✓

✓✓

?
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✓✓
✓


✓

✓
✓

✓✓

✓

✓✓

Preventing Well

DM
1

PWF
2

REJECT
3

Implementation

Immediate

Operational in 6 mths

Operational within 1
year

Can the option be
implemented
safe and sustainable
services
affordable
acceptable to people
based on evidence of
best practice
result in a better
experience for those
who use the service

✓✓

✓

✓

✓

✓

✓

N/A
✓✓
N/A

N/A

N/A

N/A

N/A

✓✓

✓

✓

PWF

DM

REJECT

acceptable to people
based on evidence of
best practice
result in a better
experience for those
who use the service

Preventing Well
SUMMARY
Scope

Solution

Delivery

Implementation

1

2

3

All people
diagnosed with
dementia and
their families
have access to
information,
advice and
guidance
DM
Local internet
based Dementia
Directory

100% population
of Dorset have
access to
information,
advice and
guidance on
dementia



PWF
local helpline &
local Dementia
Directory


Signpost to a
national
helpline & local
Dementia
Directory

DM
Local 3rd /
Voluntary sector

SL
Local Authority

PWF
Local Mental
Health Service
provider

DM
Immediate

PWF
Operational in 6
mths

REJECT
Operational
within 1 year

PWF

DM

REJECT

4

5

Integrated with
a Mental
Health Crisis
telephone
helpline

Integrated with
NHS111

REJECT

REJECT
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Diagnosing Well

1

2

Scope

100% NICE compliant
diagnostic model +
neuropsychology

Partially NICE
compliant diagnostic
model (limited
neuropsychology)

Can the option be
implemented
safe and sustainable
services
affordable
acceptable to
people
based on evidence
of best practice
result in a better
experience for
those who use the
service

✓

✓

✓✓

✓


✓✓

✓
✓

✓



✓✓

✓

PWF

SL

Diagnosing Well

1

2

3

4

5

Solution

GP Screening
Desk based
triage by non registered
staff
Memory
Assessment
Nurse
assessment
Diagnosis by
medical
specialist

GP screening
Non clinical
triage
Two referral
routes:
•
Advanced
dementia
•
Less
advanced
dementia
Diagnosis by
medical
specialist

GP screening
Primary care
Memory Nurse
Assessment
GP diagnosis
(advanced
dementia)
Medical specialist
diagnosis for more
complex/requiring
scans

GP
Screening
Desk based
triage by
registered
staff
Memory
Nurse
assessment
Diagnosis
by medical
and nurse
specialists

GP Screening
Desk based
triage by
registered
staff
Memory
Assessment
Nurse
assessment
Diagnosis by
medical
specialist

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on
evidence of best
practice
result in a better
experience for
those who use
the service

✓

✓



✓

✓

✓



✓

✓✓

✓

✓


✓


✓


✓✓
✓✓

✓✓
✓✓



✓

✓

✓✓

✓✓

✓

✓

✓

✓

✓

DM

REJECT

REJECT

PWF

SL
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Diagnosing Well

1

2

3

4

Delivery

Primary Care
(screening) +

Primary Care
only all

Primary Care
(screening) +
Voluntary Sector
(triage) + Secondary
care specialist
provider
(assessment &
diagnosis)

Specialist
Secondary
care
provider
only
(screening,
triage,
assessment
&
diagnosis)

✓



✓

✓

✓✓



✓



✓✓
✓✓

?


✓✓
✓




✓✓

?

✓



✓

✓

✓



PWF
1

REJECT
2

DM
3

REJECT

Implementation

Staged Within
3 months of
decision

Staged Within 6
months of
decision

Staged Within 12
months of decision

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on
evidence of best
practice
result in a better
experience for
those who use
the service

✓

✓✓

✓

✓✓

✓

?

?
✓✓

✓
✓✓

✓✓
✓

n/a

n/a

n/a

✓✓

✓✓

✓

SL

PWF

DM

Secondary
Care Specialist
Provider
(triage,
specialist
assessment &
diagnosis)

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on
evidence of best
practice
result in a better
experience for
those who use
the service
Diagnosing Well
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Diagnosing Well
SUMMARY
Scope

Solution

Delivery

Implementation

3

4

5

GP screening
Primary care
Memory Nurse
Assessment
GP diagnosis
(advanced
dementia)
Medical specialist
diagnosis for more
complex/requiring
scans

GP Screening
Desk based triage
by registered staff
Memory Nurse
assessment
Diagnosis by
medical and nurse
specialists

GP Screening
Desk based
triage by
registered
staff
Memory
Assessment
Nurse
assessment
Diagnosis by
medical
specialist

REJECT
Primary Care only
(screening, triage,
assessment &
diagnosis)

REJECT
Primary Care
(screening) +
Voluntary Sector
(triage) +
Secondary care
specialist provider
(assessment &
diagnosis)

PWF
Specialist
Secondary care
provider only
(screening, triage,
assessment &
diagnosis)

SL

PWF
Within 3 months
of decision

REJECT
Within 6 months
of decision

DM
Within 12 months
of decision

REJECT

SL

PWF

DM

1

2

NICE compliant
diagnostic model
+
neuropsychology

Partially NICE
compliant
diagnostic model
(limited
neuropsychology)

PWF
GP Screening
Desk based triage
by nonregistered staff
Memory
Assessment
Nurse assessment
Diagnosis by
medical specialist

SL
GP screening
Non clinical triage
Two referral
routes:
•
Advanced
dementia
•
Less
advanced
dementia
Diagnosis by
medical specialist

DM
Primary Care
(screening) +
Secondary Care
Specialist
Provider (triage,
specialist
assessment &
diagnosis)
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Living Well

1

2

3

Scope

All people living
with dementia in
all community
based care
settings

All people living
with dementia
with different
offer to those in
care homes

People living
with dementia
excluding early
onset cases in
community

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on
evidence of best
practice
result in a better
experience for
those who use the
service

✓

✓✓

✓✓

✓

✓




✓

✓✓
✓

✓


✓

?



✓✓

✓



SL

PWF

REJECT
4

Living Well

1

2

3

5

6

7

Solution

Dementia
Coordinators
providing
low level
support
Memory
Roadshow
Carers
emotional
support
groups

Dementia Coordinators.
Early onset
co-ordinators
Memory
Roadshow
Cognitive
Stimulation
Therapy
(vascular
only)
Carers
emotional
support
groups

Dementia
Coordinators &
Memory
Roadshow
Day
Hospitals

Dementia
Coordinators
Dedicated
early onset
coordinators
Memory
Roadshow
Carers
emotional
support
groups

Dementia Coordinators
Dedicated
early onset
co-ordinators
Memory
Roadshow
Cognitive
Stimulation
Therapy (all)
Carers
emotional
support
groups

Dementia
Coordinators
Dedicated
early onset
coordinators
Memory
Roadshow

Dementia
Coordinators
Cognitive
Stimulation
Therapy
(vascular
only)
Memory
Roadshow

Can the option
be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on
evidence of
best practice
result in a
better
experience for
those who use
the service

✓

✓✓

✓

✓

✓

✓

✓

✓

✓✓

✓

✓

✓

✓

✓

✓
✓

✓
✓✓

✓✓
?

✓
✓✓


✓✓

✓
?

✓




✓





✓✓



✓

✓

✓✓

?

✓

✓✓

?

?
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REJECT

PWF

DM
2

SL

SL

REJECT

Living Well

1

Delivery

Standalone contracts –
two or more providers

Lead provider subcontracting to other
providers

One provider delivering
all elements

Can the option be
implemented
safe and sustainable
services
affordable
acceptable to people
based on evidence of
best practice
result in a better
experience for those
who use the service

✓

✓

✓

?

✓

?

n/a
?
n/a

n/a
✓
n/a

n/a
✓
n/a



✓

?

REJECT
1

PWF
2

DM
3

Implementation

Staged Within 3 months
of decision

Staged Within 6 months
of decision

Staged Within 12
months of decision

Can the option be
implemented
safe and sustainable
services
affordable
acceptable to people
based on evidence of
best practice
result in a better
experience for those
who use the service



✓

✓

✓

✓

?

n/a
✓
n/a

n/a
✓
n/a

n/a
?
n/a

✓

✓

?

REJECT

PWF

DM

Living Well

REJECT

3
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Living Well
SUMMARY
Scope

Solution

Delivery

Implementation

1

2

3

All people
living with
dementia in
all
community
based care
settings

People living
with
dementia
excluding
early onset
cases in all
community
based care
settings

All people
living with
dementia
with
different
offer to care
homes

SL
Dementia
Coordinators
Memory
Roadshow
Carers
emotional
support
groups

REJECT
Dementia Coordinators
Memory
Roadshow.
Dedicated
Early onset
Coordinators.
Cognitive
Stimulation
Therapy
(vascular
only)
Carers
emotional
support
groups

PWF
Dementia
Coordinators
support
Memory
Roadshow
Day Hospital

REJECT
Standalone
contracts –
two or more
providers

PWF
Integrated
with other
elements of
the pathway
through lead
provider
contracting
arrangement

DM
One
provider
delivering all
elements

REJECT
Staged
Within 3
months of
decision

PWF
Staged Within
6 months of
decision

DM
Staged
Within 12
months of
decision

REJECT

PWF

DM

4

5

6

7

Dementia
Coordinators
Dedicated
early onset
coordinators
Memory
Roadshow
Carers
emotional
support
groups

Dementia Coordinators.
Care home
different
offer.
Dedicated
early onset
co-ordinators
Memory
Roadshow
Cognitive
Stimulation
Therapy (all)
Carers
emotional
support
groups

Dementia
Coordinators
providing
low level
support
Dedicated
early onset
coordinators
Memory
Roadshow

Dementia
Coordinators
providing
low level
support
Cognitive
Stimulation
Therapy
(vascular
only)
Memory
Roadshow

SL

SL

REJECT

REJECT
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Supporting Well

1

2

Scope

All people
diagnosed with
Dementia across
all settings

People diagnosed
with dementia in
limited settings

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on evidence
of best practice
result in a better
experience for
those who use the
service

✓

✓

✓




✓✓

✓


✓



✓✓



PWF
1

REJECT
2

Solution

CMHT (higher
intensity input)
In reach team
(care homes)

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on evidence
of best practice
result in a better
experience for
those who use the
service

Supporting Well

3

4



3

4

5

CMHT (higher
intensity input)
In-reach team
(care homes)
Step Up
Community Beds

CMHT (higher
intensity input)
Day Hospital
(assessment and
support)
Admiral Nurses
(support for family
carers)
Step Up
Community Beds

CMHT (higher
intensity input)
In reach team
(care homes)
Step Up
Community Beds
Admiral Nurses
(support for family
carers)

CMHT (higher
intensity input)
Day Hospital
(assessment &
support)
In reach team
(care homes)
Step Up
Community Beds

✓

✓

✓

✓

✓

✓

✓



✓

?

✓
✓

✓
✓


?





?

✓

✓

?

✓



?

✓

?

?

?

REJECT

REJECT

DM

PWF

REJECT

Supporting Well

1

2

3

Delivery

One single provider of
all aspects pan Dorset

Multiple providers

Lead provider subcontracting to others

Can the option be
implemented
safe and sustainable
services

✓

?

✓

✓

?

✓
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affordable
acceptable to people
based on evidence of
best practice
result in a better
experience for those
who use the service

n/a
n/a
n/a

n/a
n/a
n/a

n/a
n/a
n/a

✓



✓

PWF
1

REJECT
2

DM
3

Implementation

Staged Within 3 months
of decision

Staged Within 6 months
of decision

Staged Within 12
months of decision

Can the option be
implemented
safe and sustainable
services
affordable
acceptable to people
based on evidence of
best practice
result in a better
experience for those
who use the service



✓

✓

✓

✓

?

n/a
✓
n/a

n/a
✓
n/a

n/a
?
n/a

✓

✓

?

REJECT

PWF

DM

Supporting Well

Supporting Well
Summary
Scope

Solution

Delivery

Implementation

1

2

3

4

5

All people
diagnosed with
Dementia across
all settings

People diagnosed
with dementia in
limited settings

PWF
CMHT (higher
intensity input)
In reach team
(care homes)

REJECT
CMHT (higher
intensity input)
In-reach team
(care homes)
Step Up
Community Beds

CMHT (higher
intensity input)
Day Hospital
(assessment &
support)
Admiral Nurses
(support for family
carers)
Step Up
Community Beds

CMHT (higher
intensity input)
In reach team
(care homes)
Step Up
Community Beds
Admiral Nurses
(support for family
carers)

CMHT (higher
intensity input)
Day Hospital
(assessment &
support)
In reach team
(care homes)
Step Up
Community Beds

DM
One single
provider of all
aspects pan
Dorset
PWF
Staged Within 3
months of
decision

PWF
Multiple providers

REJECT
Lead provider subcontracting to
others

REJECT

REJECT

REJECT
Staged Within 6
months of
decision

DM
Staged Within 12
months of
decision

REJECT

PWF

DM
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Supporting Well in
Crisis
Scope

1

Can the option be
implemented
safe and sustainable
services
affordable
acceptable to people
based on evidence of
best practice
result in a better
experience for those
who use the service

✓

2

All people living with
Dementia

✓
✓
✓
✓
✓

PWF
Supporting Well
in Crisis
Solution

1

2

3

4

5

6

7

Pan Dorset
Intensive
Support
Team
In-patient
Specialist
Dementia
Beds on one
site (40
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
1 Day
hospital
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on 3
sites (76
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
1 Day
hospital
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on two
sites – east
& west (40
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
2 Day
hospitals
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on one
site (40
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
2 Day
hospitals
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on two
sites – east
& west (40
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
In-patient
Specialist
Dementia
Beds on two
sites – east
& west (40
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
In-patient
Specialist
Dementia
Beds on
one site (40
Beds)

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on evidence
of best practice
result in a better
experience for
those who use the
service

✓





✓





✓







✓





✓

✓
?


?

?
?

✓
✓

?
✓

?
✓

✓
✓

✓

✓

✓

✓

✓

✓

✓

?

?

?

✓

✓

?

?

DM

REJECT

REJECT

PWF

REJECT

REJECT

SL
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Supporting Well in
Crisis
Delivery

1

2

3

One Provider
of all elements

Each
component
delivered by
separate
providers

Lead provider
sub-contracting
to others

Can the option be
implemented
safe and
sustainable
services
affordable
acceptable to
people
based on evidence
of best practice
result in a better
experience for
those who use the
service

✓

?

✓

?

?

✓

n/a
n/a

n/a
n/a

n/a
n/a

n/a

n/a

n/a

✓



✓✓

DM
1

REJECT
2

PWF
3

Staged Within
3 months of
decision

Staged Within 6
months of
decision

Staged Within
12 months of
decision



✓

✓✓

✓

✓✓

?

n/a
✓

n/a
✓

n/a
?

n/a

n/a

n/a

✓✓

✓✓

✓

REJECT

PWF

DM

Supporting Well in
Crisis
Implementation

Can the option be
implemented
safe and
sustainable services
affordable
acceptable to
people
based on evidence
of best practice
result in a better
experience for
those who use the
service

4

5

4

5
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Supporting Well
in Crisis
Summary
Scope

Solution

Delivery

Implementation

2

3

4

5

6

7

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
1 Day
hospital
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on 3
sites (76
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
1 Day
hospital
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on two
sites – east &
west (40
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
2 Day
hospitals
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on one
site (40
Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
2 Day
hospitals
(aligned to
intensive
support)
In-patient
Specialist
Dementia
Beds on
two sites –
east & west
(40 Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
In-patient
Specialist
Dementia
Beds on
two sites –
east & west
(40 Beds)

Crisis
Helpline
Pan Dorset
Intensive
Support
Team
In-patient
Specialist
Dementia
Beds on
one site (40
Beds)

DM
One
Provider of
all elements

REJECT
Each
component
delivered by
separate
providers

REJECT
Lead provider
subcontracting
to others

PWF

REJECT

REJECT

SL

DM
Staged
Within 3
months of
decision

REJECT
Staged
Within 6
months of
decision

PWF
Staged
Within 12
months of
decision

REJECT

PWF

DM

1

All people
living with
Dementia
PWF
Pan Dorset
Intensive
Support
Team
In-patient
Specialist
Dementia
Beds on one
site (40
Beds)
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APPENDIX 4 Travel analysis to Alderney Hospital, Poole
Travel time and distance in car to Alderney (source AA Auto route)
•

Lyme Regis – 51 miles

1 hour 14 minutes

•

Beaminster- 32 miles 57 minutes

•

Gillingham- 32 miles 47 minutes

•

Sherborne-38 miles

•

Shaftesbury-27 miles 46 minutes

•

Portland -39 miles

•

Weymouth- 33 miles 44 minutes

58 minutes
1 hour

Public transport links (source Dorset for you)
•

Lyme Regis- two buses and one train-

3 hours and 7 minutes

•

Beaminster- 3 buses and one train-

•

Gillingham- 4 buses –

•

Sherborne- two buses and one train –

•

Shaftesbury- three buses –

•

Portland -two buses and one train-

2 hours and 9 minutes

•

Weymouth-one train and one bus -

1 hour and 30 min

3 hours 39 minutes

3 hours
2 hours and 43 minutes

3 hours and 35 minutes

Most significant areas
West Dorset, North Dorset, mid Dorset and Weymouth and Portland were identified as being a
significant distance from Alderney hospital. When investigating distance and travel time in a car
Lyme Regis was the furthest distance and time, closely followed by Portland and Sherborne.
However public transport routes highlight Beaminster as taking the longest time of 3 hours and 39
minutes and needing to take four buses if travelling from Gillingham.
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