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Equality and Health Inequalities Impact and Risk Assessment (EHIIRA)

Stage 2 Template for Services, Policies & Functions

Dementia Service - Post Diagnostic Support / Mental Health Team:

Decommissioning of current dementia advice services and procurement exercise for a new dementia navigator service across L&SC



Assessment Overview

Name of organisation:	Lancashire & South Cumbria ICB 
Assessment Lead Contact:	Helena Hounslow 
Responsible Director/Board Member for this assessment:
Fleur Carney 
Other contacts involved in undertaking this assessment: 	
Pamela Lee 
Start Date:  13/08/2024		Completed Date:  01/10/2024

	Who is impacted by this service / policy / decision?
	Yes
	No
	Indirectly / Possibly

	Patients / Service Users
		☐	
	Carers or Family
	☐	☐	
	General Public
	☐		☐
	Staff
		☐	☐
	Partner Organisations
		☐	☐


Summary information of the service / policy / decision being assessed:
	[bookmark: _Hlk110240056]Decommissioning of current dementia advice services and procurement exercise for a new dementia navigator service across Lancashire & South Cumbria (L&SC)

Decommission

The dementia advice service currently provides advice and support for individuals and their carers following a dementia diagnosis. There are currently 5 providers commissioned to deliver the service across Lancashire and South Cumbria. In addition, Age UK Blackburn with Darwen (BWD) provide a service using lottery funding, which is time-limited and expires in 2026.

Due to the current services having been commissioned by the previous Clinical Commissioning Groups (CCGs), the service providers are delivering inconsistent services models, with different outcome requirements. Staff within each of the provider organisations are paid and work varying hours and have different practices. 

The finance value of each of the contracts don’t reflect the patient population and diagnosis rates for each of the Places. Age UK BWD have no current NHS funding and the Alzheimer’s Society provide South Cumbria with a service which is unfunded from NHS. In Central and West Lancs there are currently 2 providers commissioned to provide post diagnostic services, delivering different models. In the other Places where there is a service, the finances aligned to the service contracts don’t reflect the dementia diagnosis rates for each Place and therefore the provision isn’t sufficient to provide a service to meet the needs of the patient population. 

As part of the review work for this service a new specification for the Memory Assessment Service has been produced, and work was completed to understand the dementia diagnosis rates and weighted population for each place. Work was then carried out to confirm how much of the current financial envelope for Post Diagnostic Support (PDS) should be allocated to each of the Places to ensure there was sufficient provision to meet the needs of the patient population living with dementia. 
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The main change (dependant on the outcome of the procurement) will be that the organisation providing the service may change and therefore the worker the individual has been supported by may change. Individuals may find this hard at first until they build a relationship with the new worker.

Engagement with the current providers has been taking place throughout the review and redesign process, providing an explanation as to the reasons and the aim of the work.   The outcome of the engagement exercise with the current providers was that they were unable to agree to how they would work together to provide this equitable service (which is based on dementia diagnosis and need)   See appendix 1 (Presentation of the Options the providers were asked to agree on).






Procurement
There are currently 5 providers commissioned to deliver the service across Lancashire and South Cumbria. In addition, Age UK BWD provide a service using lottery funding, which is time limited and expires in 2026.
As part of the review work for this service a new specification has been produced, and work was completed to understand the dementia diagnosis rates and weighted population for each place. Work was then carried out to confirm how much of the current financial envelope for Post Diagnostic Support (PDS) should be allocated to each of the Places to ensure there was sufficient provision to meet the needs of the patient population living with dementia. 
Engagement with the current providers has been taking place throughout the review and redesign process, providing an explanation as to the reasons and the aim of the work. The outcome of the engagement exercise with the current providers was that they were unable to agree to how they would work together to provide this equitable service (which is based on dementia diagnosis and need),  Attach - Presentation of the Options the providers were asked to agree on.
From the presentation attached, you will see that procurement of a new service that would be equitable across L&SC was an option if agreement could not be sought through consultation.



What are the aims and objectives of the service / policy / decision being assessed?
	Decommissioning

Following the review, as detailed above, the proposal is to decommission the current varied post diagnostic support commissioned with the current providers as we do not have an equitable service for those diagnosed with dementia, their carers and family, across L&SC and this needs to change to ensure we have equity for all. The current five providers work differently as they were commissioned by the predecessor CCGs and in some areas (Central and West Lancashire) there is duplication.

The new dementia navigator specification will ensure that we have a consistent and an equitable service provision for those diagnosed with dementia, their carers and family. 


Procurement

Once the current services are decommissioned and the procurement exercise is completed, with the contract awarded, the aim is that the Post Diagnostic Support (PDS) offer across L&SC will be consistent, and that the appropriate finance will be allocated to each “place” dependant on the dementia diagnosis rates and weighted population data. This will ensure there is equity in the provision across L&SC. 

A new service specification has been produced taking into consideration the Living well with Dementia: A national dementia strategy – GOVUK guidance. This strategy highlighted the role of dementia advisors to facilitate easy access to appropriate care, support, and advice for those diagnosed with dementia and their carers. 

Once this work is completed the whole population of the ICB will have access to a consistent Dementia Post Diagnostic Support service.


If this assessment relates to a review of a currently commissioned service or an existing policy, what are the main changes proposed and what are the reasons for the review?
	Decommissioning

The assessment does relate to a currently commissioned service, that was commissioned prior to the ICB inception by predecessor CCGs and there is a different and varied provision in different areas within L&SC. Some areas within L&SC (BWD and South Cumbria) do not have a commissioned service and other areas have multiple providers for the same location - with Central and West Lancashire receiving 68% of the overall L&SC financial budget for dementia. This is unfair and inequitable for the whole of our ICB population now and in the future for those who receive a dementia diagnosis.

We have been able to determine (from Aristotle) the current and predicted number of dementia patients by area and wish to allocate the finances to reflect population needs more fairly. Where there is a reduction in finances there will still be a post diagnostic service, but this will be provided by a single organisation rather than a duplication of the offer through multiple providers.    


Procurement

Once the current services are decommissioned and the procurement exercise is completed, with the contract awarded, the Post Diagnostic Support (PDS) offer across L&SC will be consistent and the appropriate finance will be allocated to each Place dependant on the dementia diagnosis rates and weighted population data. This will ensure there is equity in the provision across L&SC. 

A new service specification has been produced taking into consideration the Living well with Dementia: A national dementia strategy – GOVUK guidance. This strategy highlighted the role of dementia advisors to facilitate easy access to appropriate care, support, and advice for those diagnosed with dementia and their carers. 




What engagement work is planned (or has already been carried out)? How will you involve people from protected characteristics, vulnerable groups, and groups that experience health inequalities to ensure that their views inform this decision-making process?
	Decommissioning

Engagement with the current providers has been taking place throughout the review and redesign process, providing an explanation as to the reasons and the aim of the work.   The outcome of the engagement exercise with the current providers was that they were unable to agree to how they would work together to provide this equitable service (which is based on dementia diagnosis and need)   See appendix 1 (Presentation of the Options the providers were asked to agree on).

Engagement with providers commenced in the last quarter of 2023 to July 2024 to share the findings of the contract reviews and the inequity of provision and funding (lack of/duplication as mentioned previously). At this stage, we anticipated that the providers would work collaboratively at the end of their contracts (31 March 2024) and provide their services under the new PDS specification throughout the whole of L&SC. 

The PDS service which receives referrals from Lancashire South Cumbria Foundation Trust (LSCFT) accepts and is open to all people with a dementia diagnosis, irrespective of whether from protected characteristic or vulnerable group. We haven’t involved individuals from these groups due to the timescales involved in this work, as we are now decommissioning and hoping to procure a similar service. From the outset we had expected the current providers to accept the proposed changes to ensure we had equity of provision across L&SC. We will be measuring outcomes of various protected groups as part of the contract monitoring to ensure they take up the service following a dementia diagnosis and will where the information does not fully reflect the regional population demographics request that further work is undertaken, e.g. communication with GP practices and Memory Assessment Services clinics to ensure we are being a fully inclusive service. In addition, there are currently health inequalities in terms of NHS commissioning, but this is in respect of location of those diagnosed with dementia, e.g. South Cumbria and BWD. 

The impact on the staff delivering the currently commissioned service is that they may TUPE over to the new provider/s and the area of L&SC they deliver the service for may change, as well as the service model and outcomes they deliver and report on, in line with the requirements We of the new service specification. The impact on the staff of all our providers has been raised by both parties during the engagement process. At the engagement sessions they were advised that if agreement could not be sought the option of Procurement would be started. Providers are expected to engage with their own staff. We advised providers on 11 July that as agreement had not been reached, that the procurement process would start.   


Procurement

Engagement with our current providers commenced last year and as detailed above in the decommissioning section of this question.

Dependent on the procurement outcome, there is a potential impact on the staff delivering the currently commissioned service as that they may TUPE over to the new provider/s and the area of L&SC they deliver the service in may change, as well as the service model and outcomes they deliver and report on, in line with the requirements of the new service specification. The providers were advised on 11 July 2024 that we would be going out to procure a new PDS service. As above, the impact to the staff of providers has been discussed at the engagement discussions we have had, and it is for the providers to have these discussions with their staff.




Is this proposal likely to affect health inequalities – either positively or negatively? YES  / NO ☐
Please provide rationale for your answer below:
	Decommissioning

There will be a positive impact on health inequalities in some areas of L&SC. Blackburn with Darwen and South Cumbria will be positively affected as the population of those with a dementia diagnosis will have an NHS PDS commissioned service. The current service is not provided in a consistent way across L&SC and can vary depending on where the person resides, including the length of time you can have access to the service. The new specification for the Dementia Navigators will ensure that this is changed and have equity of provision for L&SC.

Procurement

There will be a positive impact in the areas where there is currently no NHS commissioned service in Blackburn with Darwen and South Cumbria as the new service model will provide support and advice from point of diagnosis to end of life. Currently the period an individual can access the service varies as service models vary dependant on the area the individual lives. The service will be available across LSC whereas currently there are gaps in areas where it is commissioned. Currently there is variance in how long individuals can access the service, the new service specification will be a consistent offer.



Once the procurement exercise is completed, with the contract awarded, the Post Diagnostic Support offer across Lancashire and South Cumbria will be consistent and the appropriate finance allocated to each Place dependant on the dementia diagnosis rates and weighted population data. This will ensure there is equity in the provision across L&SC. 
A new service specification has been produced taking into consideration the Living well with dementia: a national dementia strategy – GOVUK guidance, this strategy highlighted the role of dementia advisors to facilitate easy access to appropriate care, support, and advice for those diagnosed with dementia and their carers. 
Once this work is completed the whole population of the ICB, irrespective of protected characteristics, will have access to a Dementia Post Diagnostic Support service

Evidence Section

What evidence have you considered to inform your decision-making within this assessment?
The more evidence you are able to provide in this section, the better informed your decision-making will be. Such evidence may include NICE guidance, clinical research, literature reviews, quality and performance data, workforce metrics, engagement findings, demographic data, community intelligence, health inequalities data (RightCare profiles, JSNA), etc.
	[bookmark: _Hlk110240183]Research undertaken includes:

The NHS Long Term Plan which sets out the ambition to improve the care provided to people with dementia through a more active focus on supporting people in the community, working closely with the voluntary sector to improve advice and support for people following a dementia diagnosis

NHS England » Ambitions for palliative and end of life care   Dementia is a life limiting condition.

Overview | Dementia: assessment, management and support for people living with dementia and their carers | Guidance | NICE    Dementia not only affects the individual who receives a dementia diagnosis but their family and carers.



The NHS Well Pathway for Dementia https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/03/dementia-well-pathway.pdf  The pan-Lancashire Dementia Strategy and Dementia Action plan have been produced with the well pathway as a focus
Demographic data, included weighted population data, as noted earlier in this EHIIRA  The review of services began with reviewing the evidence data to establish the current status of PDS services within L&SC.
Dementia incidence trend in England and Wales, 2002–19, and projection for dementia burden to 2040: analysis of data from the English Longitudinal Study of Ageing  Yuntao Chen, Piotr Bandosz, George Stoye, Yuyang Liu, Yanjuan Wu, Sophia Lobanov-Rostovsky, Eric French, Mika Kivimaki, Gill Livingston, Jing Liao, Eric J Brunner   Further evidence of the impact dementia has in terms of health and social care now and in future years.

If this assessment relates to a policy / strategy, has an equality statement been added (or is it planned to be added) to the document? YES  / NO ☐ / N/A ☐
If you have answered ‘No’, please explain why not:
	[bookmark: _Hlk110241016]As part of the PDS review we have a 5-year Pan-Lancashire Dementia Strategy which is to be launched mid-September 2024 and we intend to include this assessment as part of this once approved.






Impact Assessment

This section should record any identified and/or potential impacts on protected characteristic groups, groups experiencing health inequalities, and other groups at risk of experiencing poorer health outcomes. Both positive and negative impacts should be recorded for each of the groups defined below where applicable. 
Think about any barriers to access, areas of inequity, and how different groups may be disproportionately impacted by this proposal. Conversely, think about how certain groups may benefit or see better health outcomes as a result of this proposal. 
Protected Characteristics

	Age
Groups impacted may include young people, older people or working-age population.
	
	Positive impact
	Negative impact
	Neutral impact

	
	
	
	
	☐



Decommissioning
The current PDS offer does provide for those with an early onset dementia diagnosis but does not provide an NHS commissioned service for all areas of L&SC for those with a dementia diagnosis (irrespective of age). There is no age exclusion, it is based on diagnosis only.
Dependent on the outcome of the procurement there is a possibility that those currently in service (in particular those in the older age bracket), may be impacted by having a change of provider and a change in the person who currently supports them, so they may struggle with this change. There will be a lead in time for the new commissioning arrangements to come into play, so we hope to be able to have a handover to limit this impact. Also, the service we are decommissioning is time-limited in many areas so impact may be minimal.
Again, dependent on the outcome of the procurement, some of the more experienced working age members of the provider staff may not wish to continue to want to work in the service, due to possibly having to TUPE or move to a different place within L&SC.

Procurement
The proposed new commissioned PDS offer will provide an offer for those with an early onset dementia diagnosis and will provide an NHS commissioned service for all areas of L&SC for those with a dementia diagnosis (irrespective of age). There is no age exclusion, it is based on diagnosis only.
Dependent on the outcome of the procurement there is a possibility that those currently in service (in particular those in the older age bracket), may be impacted by having a change of provider and a change in the person who currently supports them, so they may struggle with this change. There will be a lead in time for the new commissioning arrangements to come into play, so we hope to be able to have a handover to limit this impact. Also, the service we are decommissioning is time limited in many areas so impact may be minimal.
Again, dependent on the outcome of the procurement, some of the more experienced working age members of the provider staff may not wish to continue to want to work in the service, due to possibly having to TUPE or move to a different place within L&SC.

	Disability
Groups impacted may include people with physical / learning disabilities, long term conditions, or poor mental health 

	Positive impact
	Negative impact
	Neutral impact

	
	
	
	☐



Decommissioning
The current PDS service provides an offer to those who have a physical or learning disability, long term condition or poor mental health diagnosis for those with a dementia diagnosis. However, currently there isn’t an NHS commissioned service for all areas of L&SC irrespective of disabilities above.
Dependent on the outcome of the procurement there is a possibility that those currently in service, in particular those with a disability, as noted above, may be impacted by having a change of provider and a change in person who currently supports them, hence may struggle with this change. There will be a lead in time for the new commissioning arrangements to come into play, so we hope to be able to have a handover to limit this impact. Note the service we are decommissioning provides a time limited offer in many areas so impact may be minimal.
Again, dependent on the outcome of the procurement some of the more experienced provider staff members with disabilities or long-term health conditions may not wish to continue to want to work in the service, due to possibly having to TUPE or move to a different place, as additional travel within L&SC could potentially significantly impact upon those staff members due to their individual long-term health needs and/or access requirements.
Procurement
The proposed new commissioned PDS service will provide an offer for all those with a dementia diagnosis and will provide an NHS commissioned service for all areas of L&SC, irrespective of disability. There are no exclusions, it is based on diagnosis only.
Dependent on the outcome of the procurement there is a possibility that those currently in service in particular those with disabilities (as noted above), may be impacted by having a change of provider and a change in person who currently supports them, hence may struggle with this change. There will be a lead in time for the new commissioning arrangements to come into play, so we hope to be able to have a handover to limit this impact. Also, the service we are decommissioning is time limited in many areas so impact may be minimal) hence may struggle with this change. 
Again, dependent on the outcome of the procurement some of the more experienced provider staff members with disabilities or long-term health conditions may not wish to continue to want to work in the service, due to possibly having to TUPE or move to a different place, as additional travel within L&SC could potentially significantly impact upon those staff members due to their individual long-term health needs and/or access requirements.

	Sexual Orientation
Groups impacted may include gay / bisexual men, lesbian / bisexual women, or heterosexual people 

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



Decommissioning/Procurement
There are no potential impacts foreseen for this protected characteristic group (other than if they also happen to be diagnosed with dementia.)

	Gender Reassignment
This includes people proposing to undergo, who are undergoing or have undergone gender reassignment.

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



Decommissioning/Procurement
There are no potential impacts foreseen for this protected characteristic group (other than if they also happen to be diagnosed with dementia.)

	Sex (Gender)
Groups impacted may include males or females – or specific gendered groups such as boys and girls.

	Positive impact
	Negative impact
	Neutral impact

	
	
	☐
	☐



Decommissioning
The current PDS service provides an offer to both males and females who have a dementia diagnosis. However, currently there isn’t an NHS commissioned service for all areas of L&SC irrespective of sex (gender).
There is, however, a greater risk of women being diagnosed with dementia, see link below.  The main reason for this greater risk is because women live longer than men and old age is the biggest risk factor for this disease. Therefore, more female patients than male could potentially be impacted by this change.
Why is dementia different for women? | Alzheimer's Society (alzheimers.org.uk)



Procurement
The proposed new commissioned PDS service will provide an offer for all those with a dementia diagnosis and will provide an NHS commissioned service for all areas of L&SC, irrespective of gender. There are no exclusions, it is based on diagnosis only.
There is however a greater risk of women being diagnosed with dementia, see link below.  The main reason for this greater risk is because women live longer than men and old age is the biggest risk factor for this disease. Therefore, the proposed service will have a positive impact on the female population of L&SC.
Why is dementia different for women? | Alzheimer's Society (alzheimers.org.uk)

	Race
Groups impacted may include different ethnicities, nationalities, national identities, and skin colours.

	Positive impact
	Negative impact
	Neutral impact

	
	
	
	☐



This PDS service offer is for all groups and different ethnicities, nationalities, national identities, and skin colours throughout L&SC, for those who have a dementia diagnosis this will have a positive impact. That said, we recognise that we need to reach out to these groups as they are under-represented in relation to those who do take up this service. We have identified this in the Dementia Strategy and Dementia Action plan to address this. 
Extract from the Dementia Strategy which shows we recognise the impact and will be working to address this over the next 5 years:  
(Prevalence by gender in the UK - Dementia Statistics Hub). People of Black ethnicity are also more likely to develop dementia than White (Trends in dementia diagnosis rates in UK ethnic groups: analysis of UK, 2018), and people from more deprived backgrounds are also at greater risk (The Influence of Socioeconomic Deprivation on Dementia Mortality, Age at Death, and Quality of Diagnosis.
Stigma around dementia means that it is a taboo subject for many diverse ethnicities living with dementia and their family carers. So, family carers and the person with dementia hide it and do not easily seek support.  This leads to service providers sometimes thinking the ethnic diverse communities are happy to look after their own because their numbers are very low at the point of needing help and support. The ICS will use data available to understand the variance across Lancashire and South Cumbria, identify areas of the ICS which require work to ensure all communities are aware of the support available for individuals living with dementia.
Dependent on the outcome of the procurement there is a possibility that those currently in service in particular those for whom English is not their first language, may be impacted by having a change of provider and a change in person who currently supports them, so may struggle with this change. There will be a lead in time for the new commissioning arrangements to come into play to mitigate this, and any changes that are needed they will receive information of the changes, in their preferred language.  A further positive is that the service will have no time limit to the support individuals with a dementia diagnosis will receive. As evidenced above there are inequalities which will be addressing. Also, the service we are decommissioning/commissioning is time limited in many areas so impact may be minimal.

	Religion & Belief
Groups impacted can include all recognised faith groups and those who do not follow any religion or belief system

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



There are no potential impacts foreseen for this protected characteristic group and should not impact on people from this group.

	Pregnancy & Maternity
Groups impacted may include pregnant women, people on maternity leave and those caring for a new-born / young child

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



There are no potential impacts foreseen for this protected characteristic group and should not impact on people from this group.

	Marriage & Civil Partnership
This includes people within a formal legal partnership – same sex and opposite sex

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



There are no potential impacts foreseen for this protected characteristic group and should not impact on people from this group.











Inclusion Health Groups 
The services we commission should be available to all and as inclusive as possible. Your proposal should also consider any other population groups that are (or are at risk of being) socially excluded. This can include carers, people who experience homelessness, drug and alcohol dependence, Gypsy, Roma and Traveller communities, sex workers and many other socially excluded groups.
Think about which other inclusion health groups may be impacted by your proposal. Select from the drop-down list in each section below or manually state which other socially excluded groups you are considering. Select the table and click the blue ‘+’ symbol in the bottom right of the table to add more sections if required.
For more information about inclusion health groups, please refer to our EHIIRA Guidance document. 

People living in rural/remote communities		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐

The procurement of this service will ensure we are reaching out into the South Cumbria area which is more rural than most other places in L&SC and the new specification will ensure that individuals will be picked up not just by the current Memory Assessment Service but from the local PCNs/GP practices where the PDS teams will be reaching into local surgeries. As an ICB we have access to the System Intelligence Service from which we can identify specific pockets of deprivation to enable us to target those most in need.

People with poor literacy or health literacy		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐


The procurement of this service will ensure we are reaching out into all areas of L&SC and the new specification will ensure that individuals will be picked up not just by the current Memory Assessment Service but from the local PCNs/GP practices where the PDS teams will be reaching into local surgeries. As an ICB we have access to the System Intelligence Service from which we can identify specific pockets of deprivation to enable us to target those most in need.

People experiencing homelessness		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐

The procurement of this service will ensure we are reaching out into all areas of L&SC and the new specification will ensure that individuals will be picked up not just by the current Memory Assessment Service but from the local PCNs/GP practices where the PDS teams will be reaching into local surgeries. As an ICB we have access to the System Intelligence Service from which we can identify specific pockets of deprivation to enable us to target those most in need. We also have an identified place-based lead, whose portfolio includes Homelessness, in the Mental Health team who we liaise with in terms of how we can work to identify how we can support those with a dementia diagnosis.
Core20PLUS5
Core20PLUS5 is a national NHS England and NHS Improvement approach to support the reduction of health inequalities at both national and system level. The approach defines a target population cohort – the ‘Core20PLUS’ – and identifies ‘5’ areas of clinical focus requiring accelerated improvement.
Core20 refers to the most deprived 20% of the national population as identified by the Index of Multiple Deprivation (IMD)
PLUS refers to ICS-chosen population groups experiencing poorer than average health access, experience and/or outcomes, who may not be captured within the Core20 alone and would benefit from a tailored healthcare approach. 
The 5 areas of clinical focus are as follows:
1. Maternity - Ensuring continuity of care for 75% of women from ethnically diverse backgrounds and from the most deprived groups.
2. Severe Mental Illness - Ensuring annual health checks for 60% of those living with SMI (bringing this in line with success seen in learning disabilities)
3. Chronic Respiratory Disease - A clear focus on COPD driving up uptake of COVID, flu and pneumonia vaccines
4. Early Cancer Diagnosis - Ensuring that 75% of cases are diagnosed at Stage 1 or Stage 2 by 2028.
5. Hypertension Case-finding  - Allow for interventions to optimise blood pressure and minimise risk of myocardial infarction and stroke.
More information about Core20PLUS5 can be found using the following link - https://www.england.nhs.uk/about/equality/equality-hub/core20plus5/ 
Please record any identified or potential areas of impact – both positive and negative – for the target cohorts and any relevant clinical areas defined below and consider how your proposal may be able to contribute to making improvements in these priority areas.


	Core20 - Deprivation
The most deprived 20% of the population as identified by the national Index of Multiple Deprivation (IMD).

	Positive impact
	Negative impact
	Neutral impact

	
	
	☐
	☐



The procurement of this service will ensure we are reaching out into all areas of L&SC and the new specification will ensure that individuals will be picked up not just by the current Memory Assessment Service but from the local PCNs/GP practices where the PDS teams will be reaching into local surgeries. As an ICB we have access to the System Intelligence Service from which we can identify specific pockets of deprivation to enable us to target those most in need.
We have identified and will be addressing deprivation as part of the work in our Pan-Lancashire 5 year Dementia Strategy, extract:
The NHS is working on addressing health inequalities at both national and system level through its ‘Core20PLUS5’ approach[footnoteRef:1]. This is a contribution to a wider system effort led by Local Authorities, communities and the Voluntary, Community and Social Enterprise sector. This approach targets the most deprived 20% of the population as well as five areas of focus, including hypertension.  [1:  NHS England » Core20PLUS5 (adults) – an approach to reducing healthcare inequalities
  ] 

As well as this we have access to Aristotle and ICB System Intelligence System to look at specific “hot spot” areas to ensure this group is included 

	PLUS
Any other locally determined population groups experiencing poor health outcomes – examples are listed above. Please state which groups you are considering in your response.

	Positive impact
	Negative impact
	Neutral impact

	
	
	☐
	☐


A key group which we focus on will be the different ethnicities, nationalities, national identities, and skin colours throughout L&SC, as we are aware that these ethnically diverse groups do not access dementia services in the same numbers as those with a white background. There are specific clusters of these groups in Blackburn with Darwen and Preston. This group, together with those with a learning disability, have been identified in the Dementia Action Plan (attached).  See 2.4. which details the outcomes we aim to achieve to address this.

 


2. Severe Mental Illness		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
			☐


Positive impact:
This particular group of individuals (of which there are 19k individuals who are registered with an SMI in L&SC), who are on specific medicines for their illness, are invited for a physical NHS annual SMI review and follow up with their GP. Current take-up for this review is just over 60%*. If a GP sees a change in the patient since their last review and notices that they are showing signs of dementia, they will refer them to the PDS clinics. This will have a positive impact on those patients who will be referred to the PDS clinics to gain support and assistance, tailored to their individual needs.
See link to the 10 key actions:
NHS England » Improving the physical health of people living with severe mental illness (SMI)
*The ICB has a plan to increase the current take-up figure, as we have been undertaking a separate procurement exercise for an outreach service to provide support for those that do not take up their free NHS annual review.







Compliance with Legal Duties

Has the organisation given due regard and consideration to the following areas?
Eliminating unlawful discrimination, harassment and victimisation YES  / NO ☐
Unlawful discrimination takes place when people are treated ‘less favourably’ due to having a protected characteristic.
Advancing equality of opportunity between people who share a protected characteristic and those who do not. YES  / NO ☐
This means making sure that people are treated fairly and given equal access to opportunities and resources.
Fostering good relations between people who share a protected characteristic and those who do not. YES  / NO ☐
This mean creating a cohesive and inclusive environment for all by tackling prejudice and promoting understanding of difference.
Are there any Human Rights concerns? YES ☐ / NO 
If you have answered ‘Yes’, please seek advice from the Equality and Inclusion Team to discuss carrying out a specific Human Rights Assessment
Compliance with the NHS Standard Contract? YES  / NO ☐
In relation to Service Condition SC13 which includes the NHS Accessible Information Standard
Please provide a supporting narrative to support your responses to the above questions: This section must be completed
	
We have taken due regard to:

· the three aims of the Public Sector Equality Duty, eliminating unlawful discrimination, harassment and victimisation;
· the advancing equality of opportunity between people who share a protected characteristic and those who do not;
· fostering good relations between people who share a protected characteristic and those who do not;
· and do not foresee any human rights concerns.

We have complied with the NHS Standard Contract.








Equality Related Risk

If you have identified an area of actual or potential equality-related risk due to your proposal, please use the matrix below to work out the risk score and tick the corresponding box. If the area of risk gives a score of 9 or above, this should be escalated using the organisation’s risk management procedures.
Risk score is calculated as the likelihood of risk multiplied by the level of consequence.
For more information about how to calculate a risk score, please refer to the EHIIRA Guidance document.

	Likelihood of risk 
	RARE
= 1
	UNLIKELY
= 2
	POSSIBLE
= 3
	LIKELY
= 4
	HIGH
= 5

	Level of consequence 
	
	
	
	
	

	NEGLIGIBLE = 1
	1 ☐
	2 ☐
	3 ☐
	4 ☐
	5 ☐

	MINOR = 2
	2 ☐
	4 ☐
	6 ☐
	8 ☐
	10 ☐

	MODERATE = 3
	3 ☐
	6 ☐
	9 
	12 ☐
	15 ☐

	MAJOR = 4
	4 ☐
	8 ☐
	12 ☐
	16 ☐
	20 ☐

	CATASTROPHIC = 5
	5 ☐
	10 ☐
	15 ☐
	20 ☐
	25 ☐



Please provide a narrative to explain the risk score relating to your proposal: 
	The decommission and recommission of the PDS service as detailed in the EHIIRA is being recommended to ensure there is equity of provision throughout L&SC.  
Throughout this paper I have highlighted where there may be risks.  The main risk will be to staff employed by the current organisations providing the service in specific area with a risk of TUPE or staff deciding to leave their role.   
There is also a risk to those who have a dementia diagnosis where the provider may change, however there will be plans in place to ensure that this is done through a planned handover process.




 


   Equality Action Plan

Please outline any actions or recommendations arising from this assessment of the proposal.
A target completion date is required for all actions and recommendations                                                                                                                                       
	Action Required
	Lead Person
	Target Date
	Further Comments

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	


       
   Approval

All EHIIRAs should have governance oversight via formal committee. Please provide details of the arrangements for formal approval below.
Name of formal committee approving this assessment:  IMT Meeting 
Date of committee meeting:	 22/10/2024*
Name of person completing this assessment: Pamela Lee 
*or if too late it will be the 19/11/2024 meeting
Below fields to be completed by the Inclusion Team upon receiving assessment:
Date received by the Inclusion Team for assurance check:	 19/08/2024
Name of the Inclusion Team member completing assurance check: Claire Kelly 
Date of completed assurance check:	 01/10/2024

   What Next?

1. Regularly review the action plan and update the EHIIRA accordingly.

2. Save a finalised copy for your records and share via your governance pathways and with the Inclusion Team.

3. Follow any specialist advice or guidance from the Inclusion Team (if provided).           

Current Budget	
Blackburn with Darwen	Blackpool	South Cumbria	North Lancs	Central 	&	 West Lancs	East Lancs	0	77342	0	95792	684984	152754	


New budget	
Blackburn with Darwen	Blackpool	South Cumbria	North Lancs	Central 	&	 West Lancs	East Lancs	101087	121304.4	101087	181956.6	293152.3	212282.69999999998	

Please complete all sections of this EHIIRA template and refer to the EHIIRA Guidance document for more information.
For further support or to submit your completed Stage 2 EHIIRA document for approval, contact your Equality and Inclusion Business Partner directly or e-mail inclusion.team@nhs.net
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                                                                                                                    SECTION B PART 1 –  


 
SERVICE SPECIFICATION 


 
Mandatory headings 1 – 5.  Mandatory but detail for local determination and agreement. 
 
Optional heading 6.  Optional to use, detail for local determination and agreement. 
 
All subheadings for local determination and agreement. 


 
 


Service Specification No.   


Service Memory Assessment Service 


Commissioner Lead Helena Hounslow 


Provider Lead Lancashire and South Cumbria Foundation Trust 


Period April 2023 


Date of Review  


 
 


1.  Population Needs 
 


 
1.1 National/local context and evidence base 
Dementia is a term used to describe a syndrome that has considerable and challenging implications 
on personal, family, social and economic cost. In England, an estimated 750,000 of over 65s had 
dementia in 2019. This is set to rise to almost 900,000 in 2025 and to more than 1.3 million by 2040 
(Projections of older people living with dementia and costs of dementia care in the United Kingdom, 
2019–2040).    
Dementia has, and will continue to have, a huge impact on people living with the condition, their 
carers, families, and society more generally. For example: 
It is estimated that 1 in 3 people born in the UK will develop dementia in their lifetime (Estimation of 


Future Cases of Dementia from Those Born in 2015 (ohe.org)) 


When a diagnosis is made, it is often late in the disease progression when it may be too late for those 
living with the condition to make decisions and choices. Diagnosis is often made at a point of crisis 
that could potentially have been avoided had the diagnosis been made earlier.  
 
Evidence points to the value of early diagnosis and intervention to improve quality of life and to delay 
unnecessary admissions into hospitals and care homes.  
 
Memory services are anticipated to include positive impacts on: 


• identification and early assessment of those undiagnosed 


• better understanding of the cognitive difficulties by patients – an understanding of remaining 
strengths, current difficulties, and preliminary strategies in place to assist 


• Provision of medication where appropriate 


• Positive effects on the quality of life of family carers following early diagnosis and intervention. 


• The number of patients and their carers accessing post diagnostic (dementia advisors and 
cognitive stimulation therapy) support by sign-posting to appropriate support in the community 
being delivered by other commissioned agencies 
 


The provision of a Lancashire and South Cumbria Memory Assessment Services (MAS) is key to 
supporting the Lancashire and South Cumbria strategic intention of meeting the requirements of the 
National Dementia Strategy and contributes to the Lancashire Dementia QIPP ‘Case for Change’.  
 


Across Lancashire and South Cumbria there is still a gap between the number of people estimated to 
have dementia and those who are being fully supported through the health and care system. 



https://www.lse.ac.uk/cpec/assets/documents/cpec-working-paper-5.pdf#page=78&zoom=100,0,-55

https://www.lse.ac.uk/cpec/assets/documents/cpec-working-paper-5.pdf#page=78&zoom=100,0,-55

https://www.ohe.org/publications/estimation-future-cases-dementia-those-born-2015

https://www.ohe.org/publications/estimation-future-cases-dementia-those-born-2015
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The statistics below show the scale of the challenge.  
 
15,477 people over the age of 65 have received a recorded diagnosis of dementia in Lancashire and 
South Cumbria ICS. 
 
There are estimated 22, 714 people over the age of 65 living with dementia in Lancashire and South 
Cumbria. 
 
NHS Lancashire and South Cumbria ICS currently has a diagnosis rate of 68.1% 
 
In recent years the national diagnosis rate has dropped from 67.4% to 62% which is well below the 
national target of 66.7%. As a result, there are now 30,000 more people living with undiagnosed 
dementia within the UK and consequently unable to access the vital care and support that is needed 
 


MAS is commissioned in Lancashire and South Cumbria for good quality early diagnosis and 
intervention for all patients without a diagnosis of dementia, whatever point they are on the dementia 
journey. The future ambition is to reach the position where the service provides a diagnosis at the 
earliest possible time. 
 
 
In summary the service will include: 


• to facilitate an early comprehensive assessment 


• making the diagnosis well (i.e. high diagnostic accuracy including sub-typing)  


• making a diagnosis early in a timely manner 


• initiation of the most appropriate medication and titration 


• communicating the diagnosis well to the person with dementia and their family 


• either advising on appropriate treatment, information, care, and support after diagnosis  


• the development of a care plan 


• the delivery of an on-going consultation to primary care in relation to shared care for 
medicines management 


• formal discharge communication (serious disease notification) to primary care outlining the 
need to place diagnosed patients on the QoF register 


• transition into on-going support services where available for both on-going support for 
dementia and memory maintenance 


 
 


 
 


2. Outcomes 
 


 
2.1   NHS Outcomes Framework Domains & Indicators 
 


Domain 1 Preventing people from dying prematurely  


Domain 2 Enhancing quality of life for people with long-term 
conditions 


x 


Domain 3 Helping people to recover from episodes of ill-health 
following injury 


 


Domain 4 Ensuring people have a positive experience of care x 


Domain 5 Treating and caring for people in safe environment and 
protecting them from avoidable harm 


x 


 
2.2 Local defined outcomes 
 


Expected high-level Clinical Care outcomes of the service: 
1. Increase in the proportion of people with dementia having a formal diagnosis compared with 


the local estimated prevalence 
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2. Increase in the number of patients and carers who have a positive service experience 


3. Increase in the numbers of patients who are accessing Acetylcholinesterase Inhibitors  


4. Increase in the numbers of patients who are referred to the dementia advisor service for post 
diagnosis support and information.  


5. Increase in the proportion of people with dementia receiving a diagnosis while they are in the 
mild stages of the illness  


6. Increase in number of patients who are given the opportunity to become involved with 
research 


 


 
 


 


 
 


3. Scope 
 


 
3.1 Aims and objectives of service 
 
The primary aim of MAS is to deliver a quick and timely diagnostic outcome for people with an early 
presentation of dementia. It will provide all patients who fulfil the referral criteria with a person-centred 
service, which empowers people with dementia and their carers to make informed decisions about 
care which helps maximise quality of life.  The service should help reduce the risk of crises later in the 
illness and enable the patient to be cared for at home for as long as possible, while this is the preferred 
place of care.  
The service will take into account the individuals protected characteristics and circumstances, 
including factors that affect proper communication such as age, race, ethnicity and disability. As such, 
any necessary arrangements will be made, according to the Accessible Information Standards (AIS) to 
ensure that the personal needs of the service users and their involved carers, from protected minority 
groups, will be met and that they receive the appropriate level of support that helps them to 
communicate efficiently.  
 
 
The objectives of the service are: 
 


• to promote and facilitate early identification and referral  


• to encourage eligible patients to attend assessment  


• to provide timely diagnosis early in the disease 


• to provide high quality diagnosis and communicate the diagnosis in a person-centred way, 
which meets the individual needs of the person with dementia and their carers  


• to ensure that the service is readily accessible and meets the range of needs of the local 
population, including minority groups 


• to ensure that people with dementia and their carers are referred to the dementia advisors 
which are embedded into the MAS service as part of the post diagnostic support available. 


• to make both the individual living with dementia and their carer aware of the Talking Therapies 
service which will support them with depression and anxiety which they may develop after 
receiving the diagnosis of dementia 


• to collaborate with people with dementia and their carers in decisions about the care options 
available to them, including the development of Dementia Care plan. 


• Formal discharge communication to primary care outlining the need to place diagnosed 
patients on the QOF register 


• Transition into support services for on-going support for dementia and memory maintenance 
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• to ensure that the service is delivered in a considered, timely and co-ordinated manner 


• to provide opportunities for people with dementia to be included in research studies. 


 


3.2 Service description/care pathway 
 
Days/Hours of operation 


The MAS in all localities will provide a responsive service Monday to Friday 9am – 5pm except bank 


holidays.  


 
 
Memory Service pathway 
The following diagram sets out the pathway for a memory service for early diagnosis and intervention. 
It illustrates six stages in the pathway, though it is anticipated certain elements may take place in 
parallel rather than in succession.  
 
Stages 1 to 5 reflect the delivery of the commissioned memory service. Stage 0 is included in the 
service specification to confirm the obligations and relationships with primary care, since Stage 0 
reflects prerequisites that should be in place for Stages 1 to 5 to be most effective. 
 


Lancashire MAS Pathway 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Pre- Assessment 
Diagnosis of a dementia syndrome can often be made in primary care, though if diagnosis is in doubt, 
referral to a specialist in MAS should be undertaken with prerequisite investigations completed.  
 
The main reason for undertaking investigations in a person with suspected dementia is to exclude a 
potentially reversible or modifying cause for the dementia and to help exclude common misdiagnoses, 
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including delirium and screen for other co morbidities such as depression and anxiety.  
 
General Practitioners should consider screening for co-morbidities: 


• Depression 
• Anxiety 
• Chest x-ray/ECG if clinically indicated 
• Unusual presentations particularly in younger patients, tumours, fronto-temporal dementia, 


syphilis, HIV 
 
Whilst there is no universal consensus on the appropriate range of assessments that should be 
undertaken in those with suspected dementia, MAS follow the NICE guidance suggesting the 
information that is necessary to support the patient’s referral to MAS is;  
 


• Blood Test Results – B12, Folate, FBC, U&E, LFT, TFT, Random Glucose, NON fasting lipids, 
bone profile 


• Current Medication List 


• Past Medical History 
• Next of kin details (if known) 
• Consent to proceed 
• History of memory/cognitive decline 
• Mental Capacity 


 
 


An ECG is not essential when referring – if a patient requires an ECG following assessment, then MAS 
staff will liaise with the referrer. 
 
Equality and Diversity 
The service provider will take account of the individual’s and their carer’s protected characteristics and 
circumstances, including factors that affect proper communications such as age, race, ethnicity and 
disability. As such, any necessary arrangement will be made, according to the Accessible Information 
Standards (AIS) to ensure that the personal needs of the service users and their involved carers, from 
protected minority groups, will be met and that they receive the appropriate level of support that helps 
them to communicate efficiently. 
 
 
 
Management of the referral & Triage 
MAS will provide a good quality assessment, timely diagnosis, and initial support (as appropriate) for 
all patients without a diagnosis of dementia (any age). 
 
MAS will also accept referrals for people who are already diagnosed with dementia but sub-type 
undetermined and with sub-type determined when appropriate as per SOP.  
 
MAS will collate transferred patient information within 3 operational days of receiving the referral and 
will send an acknowledgment of receipt to referrer. Where the pre-assessment information is 
incomplete, they may reject the referral requesting standard investigations, in line with referral 
procedures. Reasons for rejection will be recorded.  
 
MAS will liaise with all relevant staff and providers regarding the referred patients within 7 operational 
days in order to gather all the information required for that referred patient. 
 
Phone contact is used to arrange initial appointment and initial appointment is confirmed by either 
letter or email. This confirmation will be sent to the patient/carer and copy to GP, together with pre-
assessment information (patient questionnaire, service information leaflet).  
 
In consultation with the patient, and where appropriate the carer, MAS will determine whether the 
patient is willing and/or ready to attend an assessment. Where the patient is ready and willing, they 
shall be offered an assessment based on the triage within 6 weeks. Where the patient is not willing to 
consent to the assessment and diagnosis, best interest decisions may need to be considered. 
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Where the referral is made by the GP the GP should discuss and agree consent for the referral or 
(where capacity is judged to be lacking) inform the service that the referral is being made as a best 
interest decision. 
 
 
Triage 
Lancashire and South Cumbria will implement the whole service approach to the triage process in the 
MAS pathway. All patients referred to MAS will be triaged by the service with an identified MAS 
qualified clinician.  
 
Patients will be encouraged to have accompaniment by a carer at initial assessment. Where the carer 
is unable to be present, conversations with the carer may take place separately. 


 
 


Decision process for managing referral 
 


Patient Offer 1 Offer 2 Offer 3 Refer to GP 


 
Not willing 


Within 3 operational 
days from receipt of 
referral 


Within 8 operational 
days of referral 
unless firm refusal 
at offer 1 


  
GP to consider 
management of 


patient within their 
service & discuss 
reasons for non- 


attendance. 
Possible 


collaborative 
process between 
MAS and primary 
care to progress 


diagnosis. 


 
Not ready 


Within 3 operational 
days from receipt of 
referral 


On date agreed 
with patient 


On date agreed with 
patient 


 
Not 
contactable 


3 week period 


Contact 1 Contact 2 Contact 3 


Within 3 operational 
days from receipt of 
referral 


Within 8 operational 
days of referral 
receipt 


Within 15 operational 
days of referral receipt 
If no response (written 
letter offers 
assessment date) 


 


Confirm memory assessment booking 
Once the patient and carer have accepted a proposed assessment date, MAS will send confirmation of 
the date, time and all information relevant to the patient and carer regarding the memory assessment. 
A reminder by phone or text will be made between 72 & 24 hours before the scheduled appointment. 
 
Memory Assessment Approaches 
Initial assessment appointment will be in a clinic setting as standard; a home visit or a secure virtual 
platform appointment may take place depending on patient need and assessment pathway required.  
They will consider consent and capacity throughout, documenting any decisions made in the patient’s 
best-interest. Patients may be asked to complete a questionnaire prior to their first appointment, this 
may also be completed by someone on behalf of the patient. 
The following core elements will be considered at initial assessment: 


• Informant history/perspective 
• ADL functioning 
• Clinical history and presentation 
• Differential diagnosis 
• Risk Assessment 


Formal cognitive assessment will be undertaken together with any of the Memory Assessment Service 
agreed assessment tools that are considered appropriate based on clinical presentation e.g. ACE111, 
RUDAS, GDS, DASS 21. 
 
The following elements will also be considered: 


• Health promotion advice 
• Where appropriate information from next of kin (or informant) 
• Information leaflets 
• Lasting power of attorney 
• Driving information and advice 
• Benefits information 
• Carer needs, offer’s carer’s assessment 
• Required referrals to other agencies, for example physiotherapy, speech & language therapy 
• Required referral to social services 
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• Referral to post diagnostic support service. 
Pre diagnostic counselling will be provided during the triage telephone call and/or initial assessment. 
 
The delivery of the diagnosis will be discussed during the assessment process, including who this 
information should be shared with and how. 
 
Standard Assessment: This will be carried out when the assessment required appears to be straight 
forward and diagnosis should be able to be reached by contact with up to two clinicians over a brief 
period. 
Compressed Assessment – for patients who do not require a brain scan and diagnosis is achievable 
on one day by up to two clinicians assessing the patient. With the patient leaving with a diagnosis, care 
plan and a prescription (if applicable/appropriate) 
Assessment with Consultation – is more commonly completed. An assessment occurs with a 
clinician, where cognitive screening and history gathering is completed. Once any additional 
supporting information (for example brain scan report where this has been indicated) has been 
received, the assessment is taken to consultation with a psychiatrist – MAS Medic. The diagnosis, care 
plan and prescription (if applicable) are then shared with the patient by either the clinician who 
assessed them or a medic. 
 
Extended Assessment 
This assessment will be offered to patients, determined during triage or from the initial assessment, as 
‘complicated’ cases where further MDT clinical assessment from a broader range of professions 
(nursing, OT, neuropsychology, or medic) are required.  
 
This may include: 
 


• 65 years or under at onset of symptoms 
• Memory is not the primary cognitive symptom 
• Other current co-morbid neurological signs, condition, or history 
• Rapid decline from onset 
• Where home visits are clinically necessary 
• Known Learning Disability or poor literacy 
• Very mild symptoms, especially in context of high pre-morbid functioning 
• No carer available to give history and history from patient not reliable 


 
 


 
MAS will need to undertake further investigations to inform diagnosis or sub-typing and these shall 
include, but not be limited to: 
 


• review of medication in order to identify and minimise the use of drugs that may adversely 
affect cognitive functioning 


• ECG/EEG 
• structural imaging (magnetic resonance imaging, MRI, or computer tomography, CT) 
• additional brain imaging (position emission tomography, PET-CT scan, or dopamine active 


transporter, DAT scan) 
• formal neuropsychological testing where appropriate 
• assessment of occupational functioning by specialist occupational therapist 


 
 
Care Home Diagnosis 
The MAS team will work directly into care homes to complete diagnosis of residents with suspected 
dementia.  
 
 
Making the Diagnosis 
A diagnosis of dementia and its sub-type shall be made by healthcare professionals with expertise in 
differential diagnosis of dementia using international standardised criteria as set out in NICE/SCIE 
Clinical Guideline 42. 
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From the assessment date, MAS will complete the diagnosis within 6 weeks of a GP referral. 
Timeframes may be adjusted to take account of local provision (e.g., of scanning) but there will be no 
more than 8 weeks between assessment and diagnosis.  
 
Once the diagnosis has been made MAS will contact the patient to organise a meeting to 
communicate the outcome of the diagnosis. This shall be within 14 days of the diagnosis having been 
made. 
 
Where a diagnosis of dementia is made the patient’s GP will be sent a ‘Significant Diagnosis 
Notification’ within 48 hours of the diagnosis being shared with the patient. This will have been 
sanctioned by the diagnosing medic and sent by the medical secretary. This notification will include 
both ICD & Read codes and advice to enter the patient on the QOF diagnostic register at the practice 
is given within this notification. The serious diagnosis notification will be sent by secure email or 
LPRES function where available.  
 
 
 


Outcome  Action 


1. No diagnosis Advise outcome of assessment to GP including any recommendations 
Discuss fully with the patient (and carer, where applicable) 


2. Other diagnosis 
(including depression) 


Initiate urgent treatment or referral for physical or mental disorder if 
required or discharge to GP with advice on treatment or referral 
management 


3. Dementia (no 
medication) 


Talk through timely interventions; signpost and refer to resources/ 
support available. Advise GP of outcome and recommended next steps 


4. Dementia (medication) Talk through timely interventions, including medication. Signpost and 
refer to resources/ support available. Advise GP of outcome and 
recommended next steps 


5. Mild Cognitive 
Impairment 


 Advise GP to re-refer if symptoms persist or increase – sign-post to 
services that support maintenance of cognitive skills where these are 
available  
 


 


Sharing the diagnosis 
 
Where a diagnosis has been reached, this will be shared with the patient and carer/family (as 
appropriate). A letter will be sent to the patients GP within five working days, detailing assessment, 
diagnosis (plus ICD-10 code and Read Code) and treatment plan as well as encouraging the GP to 
register the patient on the QOF Register. The clinician will document the sharing of the diagnosis. 
 
Patients will be asked if they wish to individually receive their diagnosis or have their diagnosis shared 
with any identified carers/relatives. If the patient declines to receive a diagnosis, but allows a relative 
to, then this will be shared in the patient’s absence and recorded on RIO. 
 
Patients will be offered a copy of their GP letter following diagnosis sharing, if for any reason this is not 
provided the reason will be documented. 
 
Every patient will be given information about opportunities to take part in dementia research. 
 
Personalised Care and Support Planning  
 
As per the https://www.england.nhs.uk/wp-content/uploads/2020/02/FINAL-_Update_Dementia-Good-
Care-Planning-.pdf  
 
MAS will agree with the person living with dementia and the carer (as appropriate) and document a 
personalised care and support plan and talk through timely intervention options, empowering the 
patient and their carer/family regarding the condition and its management.  
 
Being mindful of protected characteristic groups, MAS will consider what support is required for any 
family/carers involved and will signpost/refer for a carer assessment where this is appropriate. If this is 
not accepted by the carer this should be documented. 
 



https://www.england.nhs.uk/wp-content/uploads/2020/02/FINAL-_Update_Dementia-Good-Care-Planning-.pdf

https://www.england.nhs.uk/wp-content/uploads/2020/02/FINAL-_Update_Dementia-Good-Care-Planning-.pdf
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Having informed the patient and carer of the available support options open to them, and having 
discussed the patient’s needs and preferences, MAS staff will talk through the contents of the draft 
care plan. 
 
A standardised Care Plan letter will be agreed with patient/carer following diagnosis sharing. This will 
detail: 
 


• Diagnosis 


• Any prescribing commenced 


• Information that has been shared on the day of diagnosis to support in the post diagnostic 
phase 


• Sign-posting to identified agencies 


• Any follow-up appointment dates 
 
Care plan letters could also include consideration of: 
 


• consistent staff available as a resource to the patient/carer, including relevant support 
available from other agencies 


• retaining a familiar environment 
• minimising relocations 
• flexibility to accommodate fluctuating abilities 
• assessment and care-planning advice regarding ADLs 
• environmental modifications to aid independent functioning, including assistive technology, 


with advice from an OT and/or clinical psychologist 
• physical exercise, with assessment and referral for advice from a physiotherapist when 


needed 
• support for people to go at their own pace and participate in activities they enjoy.  


 
When developing a care plan for a person with a learning disability, collaboration, and joint working 
with colleagues in the learning disability service should be considered.  
 
 
Support and information 
 
Every patient diagnosed with dementia will be offered a referral to and given contact information for the 
local dementia adviser (DA) service. 
 
For people with newly diagnosed dementia and members of their family, accurate details of local 
support should be available which refer to primary and secondary care, social care, voluntary and 
community services.  
 
When working with people from minority communities where terms like dementia may not be widely 
known, MAS staff will develop or draw on specialist support and publications.  
 
 
Review & Medication Management 
MAS teams to provide advice to GP’s regarding consideration of change or stopping anti dementia 
medication etc.  
 
If clinically indicated patients may be prescribed anti-dementia medication limited to Donepezil, 
Galantamine, Rivastigmine or Memantine. Prior to being prescribed medication patients may require 
an ECG. The MAS service will liaise with the refer if an ECG is required as per the MAS SOP. 
 
Pharmacological interventions 
 
Primary care initiates anti dementia medication in line with prescribing guidelines. 
MAS will initiate and monitor titration of medication. Once side effects and changes of medication is 
established and stable, the patient will be discharged back to GP as per local PCN agreements. 
Where a patient is already diagnosed upon referral for medication MAS will: 


• Determine if any re-assessment around diagnosis is required 
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• Where appropriate commence specific anti-dementia medication, titrate, and arrange or 
complete regular reviews following NICE guidance OR 


• Take over an already titrated and stable medication prescription for a pre-diagnosed patient, 
ensuring or completing review as necessary. 


 
 
Discharge & transition to GP care 
MAS will manage the arrangements for a successful transition to GP care or other services. This will 
follow the confirmed care plan. 
 
At the point of discharge from MAS, the patient/ carer will be informed of the transition, expectations, 
support available and points of contact. 
 
A letter will be sent to the patients GP and copied to the patient (unless clinical reason not to do so) 
with five working days, detailing: 


• assessment,  
• diagnosis (plusICD-10 and Read Code) and care plan and discharge arrangements 
• encouraging GP to register patient on QOF Register. 
• the monitoring and management considerations relating to health and wellbeing, for both the 


patient and the carer 
 
Pathways will be in place to redirect patients whose needs may change or present with more risk. 
 
3.3 Population covered 
The MAS teams will be delivered to those people registered with a general practice in  Lancashire and 
South Cumbria (LSC) area. Eligible LSC GP practices will be key referring agents.  
 
3.4 Any acceptance and exclusion criteria  
 
The memory assessment service is designed to meet the needs of adults of all ages with symptoms of 
dementia who have not already received a diagnosis. The service will also accept referrals for people 
who are already diagnosed with dementia who are being referred for medication prescribing or review. 
 
Target groups 


• people with memory problems or showing signs of mild cognitive impairment where a 
diagnosis of dementia is suspected. 


• people with dementia, where confirmation of the sub type and/or specialist advice is required. 
• people showing symptoms of unexplained personality change or behavioural changes that 


would lead to a suspicion of rarer forms of dementia 
 


Equity of access to services 
MAS will be accessible to all, regardless of age, disability, gender reassignment, pregnancy and 
maternity, race, religion or belief, sex or sexual orientation, and deal sensitively with all service users 
and potential service users and their family/friends and advocates. It should design systems and 
processes for assessment that are sensitive to the needs of different user groups (for example 
Learning disability or where English is not the first language). 
 
Eligibility 
The complexity of symptoms for dementia makes it difficult to provide a list of referral criteria; instead, 
referral to the MAS will be a clinical decision based on the possibility that the individual has dementia. 
This will be based on presenting symptoms, a review of past history, collateral history from an 
informant, and exclusion of other acute medical reasons such as delirium by physical examination and 
investigations. Together with a brief, objective measure of cognition, eligibility and referral will be 
consistent with NICE Clinical Guideline 42. The MAS teams will support primary care for people living 
at home and in care homes, setting out arrangements for the assessment of people where referral to a 
clinic setting is not appropriate. 
 
Principal Inclusion criteria would be 
Adults should be referred to the memory service if they meet the following criteria: 


• The person is presenting with symptoms consistent with suspected dementia rather than a 
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physical or functional mental illness. 
• The person does not have an existing clinical diagnosis of dementia or the sub-type dementia 


is unknown. 
 
Referral criteria: 
Suspected dementia 


Adults, usually aged over 50 (and adults under 50 where they have a diagnosis of a Learning 
Disability) if they meet the following criteria: 
• The person is presenting with symptoms consistent with suspected dementia rather than a 


physical or functional mental illness 
• There are subjective memory problems/ change in cognition/ change is personality 
• There has been a change in everyday function over a reasonable period (commonly six 


months or more) 
• There has been a more rapid cognitive deterioration, not explained by the person’s physical 


health condition/s, but the situation does not warrant urgent assessment 
• The person has been assessed for dementia previously and was found to have Mild Cognitive 


Impairment. A period of time has lapsed, and they now require re assessment due to a further 
decline (usually at least six months.) 


Confirmed dementia, but sub-type undetermined 
• The person does have an existing clinical diagnosis of dementia but the sub-type of dementia 


is unknown or requires review and individual benefit from its determination is possible. 
Confirmed dementia, sub-type determined 
In the following circumstances MAS will also accept referrals for people who are already 
diagnosed with dementia who are being referred for consideration of commencing, continuation or 
change of titration of anti-dementia medication. 
• People who have moved into the LSC area 
• People who have received a diagnosis from MAS but were previously unable or unwilling to 


commence on medication 
• People who have received a diagnosis from MAS, been titrated on medication and their care 


passed back to GP, who are subsequently being considered for an alternative medication and 
require face to face specialist assessment. Some patients can be initiated or changed to 
alternative medication by GP following recommendation or initiation by a specialist. 


• People diagnosed in other LSCFT mental health services. When indicated other LSCFT 
mental health services will diagnose dementia and commence anti-dementia medication. In 
these circumstances, if transferring to MAS to continue titration or review the patient should be 
stable in their presentation and appropriate for discharge from the referring team. It is the 
referring team’s responsibility to communicate this to the patient and their GP. Where a person 
has been commenced on anti-dementia medication in response to BPSD, it would be 
expected that this would be fully titrated by the initiating service for a judgement to be made on 
the effectiveness of this treatment and the need for consideration of alternatives. 


 
 


 
MAS will not see any cases where urgent treatment is needed. MAS may signpost the referrer 
to other secondary services, for example: 


• more complex behavioural and psychological problems 
• suicidal ideation is present 
• psychotic behaviour is present and unmanaged 
• there is a real and imminent crisis situation developing from carer’s perspective 
• occasions where a very rapid cognitive deterioration, not explained by the person’s physical 


health condition/s 
• the patient experiences a vascular event 
• patients who are currently unwell and in an acute hospital setting 


 
3.5 Interdependencies with other services 
MAS are part of the older Adult mental Health services provided by LSCFT 
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4.  Applicable Service Standards 
 


 
4.1 Applicable national standards (eg NICE) 
NICE: National Institute for Health & Clinical Excellence (2018). Dementia: assessment, management 
and support for people living with dementia and their carers NICE Guideline 97, www.nice.org.uk  
NICE: National Institute for Health & Clinical Excellence. (2019) Quality Standard: Dementia, 
www.nice.org.uk/guidance/qs184 
 
4.2 Applicable standards set out in Guidance and/or issued by a competent body 
 
4.3 Applicable local standards 
 
This service should adhere to all relevant standards, guidelines and local LSC formulary.  
 


 
 


5. Applicable quality requirements and CQUIN goals 
 


 
5.1 Applicable quality requirements (See Schedule 4 Parts A-D) 
 
5.2 Applicable CQUIN goals (See Schedule 4 Part E) 
 


 
 


6.  Location of Provider Premises 
 


 
The Provider’s Premises are located at: 
The MAS will ensure that services are arranged to suit the person’s needs. The majority of 
appointments will be offered in local clinics to ensure best use of MAS resources.   


 
 


7. Individual Service User Placement 
 


 
[Insert details including price where appropriate of Individual Service User Placement] 
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Budget for 2023/24 by place
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		Place 		Weighted Population		Forecast  Proportion of funding		Total MH budget 23-24

		 		 		 		 

		BWD		10%		£90,739		 

		Blackpool		12%		£108,886		 

		North Lancs		19%		£172,403		 

		South Cumbria		10%		£90,739		 

		East Lancs		22%		£199,625		 

		Central & West		27%		£244,994		 

								

		Total 		100%		£907,385		£907,385











Budget and WTE – How we arrived at the options 
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Costings for each WTE - £32k



Based on NHS Band 4 post.  Includes travel, training and on-costs at 4%



Posts for each provider based on current finance divided by £32k to give WTE









Budget for 2023/24 by place
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		 		Central & West		Lancs North (Fylde & Wyre, Lancaster & Morecambe)
		South 
Cumbria		Blackpool		Blackburn with Darwen		East - Pennine

		Providers    currently 
in place		Regenerage (Central)		 		 		 		 		Alzheimer’s Society

				Age UK Lancashire		Alzheimer’s Society		Alzheimer’s Society (in kind)		Blackpool Carer’s		Age UK BWD (in kind)		Age UK Lancashire

				Alzheimer’s Society		 		 		 		 		 

		Weighted population 		27%		19%		10%		12%		10%		22%

		Current place budget
		£684,984		£95,792		0		£77,342		0		£49,264

		New place 
budget
		£244,993		£172,402		£90,738		£108,885		£90,738		£199,624











WTE by place
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		Current Workforce				 		 		 		 		 		

		 		Central & West		Lancs North (Fylde & Wyre, Lancaster & Morecambe)		South Cumbria		Blackpool		Blackburn with Darwen		East - Pennine		

																 

		Age Concern		4		0		0		0		0		0		 

		Age UK Lancs		2.6*		0		0		0		0		*		* 2.6 is to be used to develop into East

		Alzheimers		8		2.5		In kind		0		0		1.2		 

		Blackpool C		0		0		0		2		0		0		 

		 		14.6		2.5		0		2		BWD 
(In kind)		 		 

																

		Option 1
Future Workforce WTE  by place 				 		 		 		 		 		 

		 		Central & West		Lancs North (Fylde & Wyre, Lancaster & Morecambe)		South Cumbria		Blackpool		Blackburn with Darwen		East - Pennine		 

																based on allocated budget and posts at 32k 

		Age Concern		6 (central)		0		0		0		0		0		 

		Age UK Lancs		1.65 (west)		0		0		0		0		2.35		 

		Alzheimers		 		5.54		2.85		0		0.85		4		plus lead post 48k

		Blackpool C		0		0		0		2		0		0		 

		Age UK BWD 		 		 		 		 		2		 		28.52 WTE











To get to proposed WTE by place
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		keep in and I'll try to explain and add options 						Central & West		Lancs North (Fylde & Wyre, Lancaster & Morecambe)		South Cumbria		Blackpool		Blackburn with Darwen		East - Pennine								

						Age Concern		4		0		0		0		0		0		4						

						Age UK Lancs		1.95		0		0		0		0		0.65		2.6				75% of population in CSR and 25% in W/L		

						Alzheimers		8		2.5		0		0		0		1.2		11.7						

						Blackpool Carers		0		0		0		2		0		0		2						











Other Options
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Web lancashireandsouthcumbria.icb.nhs.uk | Facebook @LSCICB  | Twitter @LSCICB
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Lancashire and South Cumbria ICS Dementia Strategy Action Plan - 2024

1. Preventing Well

Reducing the risk or delaying the onset is influenced by a range of lifestyle factors. A healthy lifestyle helps to lower the risk of dementia and supports people to live longer, healthier lives.  Vascular dementia is the second most common form of dementia and has the same risk factors as heart disease and stroke.



		No

		Area of focus

		Detail of Actions for Preventing Well

		Working Group

		Timescale for completion

		Outcome



		1.1

		Monitor the number of residents that have had an NHS/LA Commission Service Health Check* aimed at adults aged 40/60*-74 will receive an active referral.  Or, Learning Disability Annual Health Check aimed at children/adults 14 years up.  The health check is designed to spot early signs of dementia, stroke, kidney disease, heart disease and type 2 diabetes.   It will identify current and ongoing health needs which will be referred to the Community LD team and or MAS





		Monitor and aim to increase the number of people aged 40+ who are identified as a ‘carer’ on their GP record and the number who have had an NHS Health Check.  Carers identified, including younger carers who may be providing support for a person with dementia, should be provided with information about the commissioned carer support services, so that they can make contact.   



Monitor and increase the number of people with a learning disability receiving an Annual Health Check.



Encourage and work with GP’s to provide information on dementia (to people aged 40+) during their NHS Health Check, as well as through the GP training via the Learning Disability Health Facilitation Team.



Ensure there is advice and guidance available to GPs from the commissioned MAS to carry out dementia assessment and diagnosis.





		ICB/LA to liaise with L&SC Primary care networks.

Lancashire & South Cumbria Carers Partnership group.

Learning Disability Health Facilitation Team

MAS Teams



		

		Detect negative lifestyle behaviours early and inform people about lifestyle choice to improve people’s health at an early stage when changes in behaviour can have a real impact long term on wellbeing.



Promote with Carers across all Dementia services, via engagement work, and with internal Dementia Navigator (DN) staff and volunteers



		1.2

		Raise awareness of risk factors associated with dementia and actions that may reduce the likelihood of an individual developing dementia among healthcare professionals; the seriousness of dementia – that this is a life limiting condition and that living well, and lifestyle choices, can prevent or delay symptoms and improve experience living with dementia. 



		Encourage professionals within services related to dementia risk factors, such as Diabetes, CVD, Weight management, Korsakoff's substance misuse, to embed dementia prevention messages with patients aged 50+ in particular people with Down’s Syndrome



Communications will be shared with relevant healthcare staff regarding the importance of providing dementia prevention information to people who are assessed ‘at risk’. This needs to include that dementia is a progressive and terminal illness.



Roll out dementia awareness for all Learning Disability Health staff and care home staff.   Then ensure this is widened to include all other identified groups, GP surgery staff, carers etc.





		All stakeholders

Nicola Smith (LD Service Dementia Lead)

		

		Increased awareness of how making positive changes to their lifestyle can reduce the risk of developing dementia in the future as well as their pre-existing conditions.



Increased awareness will aim to reduce health inequalities in the learning disability population – will raise awareness with GP’s, families, carers, social care.



Confronts stigma by highlighting impact on people as something affecting us all.

Will support initiatives and funding bids toward dementia inclusivity if its impacts are highlighted as a priority for the ICS.



Raise awareness through engagement work, with DN staff and volunteers via internal training.



Establish relationships with academic partners to understand opportunities for research participation.





		1.3

		All age healthy lifestyle promotion.

		Communications will be distributed regarding the importance of using the Making Every Contact Count (MECC) https://www.e-lfh.org.uk/programmes/making-every-contact-count/  approach to increase opportunities to encourage people to think about making healthy lifestyle changes.



Develop “what is good for the heart, is good for the brain message”. Support the promotion of Public Health’s Better health campaign https://www.nhs.uk/better-health/ , to support awareness of healthy lifestyles and to support people to make changes to the way they manage their health and wellbeing.



Linking in with the development of the wider Childrens and Young People’s programme, to strengthen dementia education, prevention and early intervention messages with children and young people to encourage healthy lifestyle choices at a young age.





		All stakeholders, and to include Children and Young People, with key LA links  to include LA 0-19 and CFW/PSHE leads.

		















		Encourage residents to take more responsibility for their health, increase awareness of ways of improving their health and reducing risk factors associated with dementia and other long-term conditions. 



As the number of people living with dementia increases, more children and young people are likely to be affected by dementia. Educating young people about dementia will promote healthy lifestyle choices and support understanding and change attitudes towards dementia, creating a friendly generation.



Promote with service users across all dementia services, via engagement work, and with all with internal DN staff and volunteers and the wider Place communities.





		1.4

		Programme of Dementia Awareness sessions for schools.

		Each school has a Dementia Friends Ambassador (or local bespoke equivalent for schools – primary, secondary and further education colleges), who Alzheimer’s Society would train and support and enable every child to have dementia knowledge on how to support someone with dementia.   To ensure that this training includes awareness of the increased prevalence of dementia in people with a learning disability, especially people with Down’s Syndrome.



To increase awareness via local partnership boards for people with a learning disability and particularly people with Down’s Syndrome.



		ICB CYP team, LA’s VSCFE   Esther Smith and Nicola Jervis (LD)

DN Service providers

		

		Ties into health messaging

Children then supported to identify sources of help for wider family.



Enabled with understanding (resilience?) for if experiencing dementia in their own lives.  Promotes dementia friendly communities and inclusivity.





		1.5

		Public Health commissioned services team linked to Dementia Pathway.





		Local authority commissioned service provider to make referrals directly into GP, and post-diagnostic support and to link in with the support they can offer.

Promote support that is available to carers.





		LA/ICB



Lancashire & South Cumbria Carers Partnership group



		

		Speeding up diagnosis/assessment process.



Linking into available support without delay.





		1.6

		Safeguarding – the work between social care, GPs, and partners to improve:

The quality and form of information reaching social care or GP (to help them respond).

The communication and understanding between partners (enabling the person at risk to be better informed about what to expect, when, and what that looks like)

Coordination of responses





		Quality of information arriving to statutory services from pathway partners is trusted and effective, reducing unnecessary strain and inefficiencies.



Experience for person needing either safeguarding or quicker statutory response is improved.



Concerns and risk that could escalate into crisis and urgent primary care demands are caught and acted on more quickly.



		All stakeholders

DN Service providers

		

		All DN services teams have undertaken up to date safeguarding training.












2. Diagnosing Well

The national target for dementia diagnosis rates is 66.7% of estimated dementia prevalence. Although it is important for Lancashire & South Cumbria to achieve the target and aim to exceed the target, the drive to achieve this must not be viewed as an end in itself; improving the support available to people once they have received the diagnosis is equally, if not more important. Lancashire and South Cumbria ICS want to see more people being diagnosed earlier and less people diagnosed at a time of crisis. We want to ensure that people receive their initial appointment within 6 weeks from referral and have consistent, equitable post diagnostic support offer, enabling them to live well post diagnosis as well as ensuring that the non-paid carers receive the support they require and deserve.



		No

		Area of focus

		Detail of Actions for Preventing Well

		Responsible Officer

		Timescale for completion

		Outcome



		2.1

		Achieve and maintain the national diagnosis target of 66.7%.

Of the suspected population with dementia with the aspiration to exceed the national target. 





		Monitor diagnosis rates and referrals into the memory assessment service per GP practice/PCNs. Working with practices. PCNs who may not be reaching the national target to better understand reasons why, and any extra support required to improve DDR.



Baselining (using QOF - DEM004: the percentage of patients diagnosed with dementia whose care plan has been reviewed in the preceding 12 months) of the number of people with a dementia diagnosis who are entitled to GP reviews and the percentage of people who are invited and attend. Once baselining is completed system colleagues will work together to understand how best to increase review attendance.



Patients who are being managed by their GP will be invited to regular reviews to discuss changes in symptoms, mood, prescribed medication and signposted to support services.



Appropriate dementia training will be provided to Primary care staff to support them when delivering care and support to patients with dementia and their carers.  

The LD Health Facilitation Team to continue to deliver training for GP’s to support people with a LD which also includes raising awareness around increased risk of dementia in this population.



Look at more interventional forms of holistic support (e.g: access to non-statutory forms of 1-2-1 advocacy beyond Caring Responsibilities).   See PEPSICOLA guidance P19 of Dementia Guidelines



Drive forward the improvement of dementia diagnosis rates by rolling out screening services for people with Down’s Syndrome (assessing all people known to adult services between the ages of 25-30 years) so they can be measured against their own baseline going forward which will speed up the diagnosis.



Compare diagnosis rate for people with Down’s Syndrome and others with a learning disability against prediction data (i.e. 10% of people in their 40’s with Down’s Syndrome, to highlight the diagnosis gap)



Ensure that there is formalised arrangements that enable multidisciplinary discussions between MAS clinicians, Neurology, neuroradiology. With clear referral pathways to enable access to psychiatrists, psychologists, OTs, social workers etc during the diagnostic process.



		ICB/MAS team/GP PCNs

		

		Diagnosing and supporting people earlier will ensure patients and carers are better informed about support available to help them to manage the condition and plan for their future.



Regular reviews are important so any changes in symptoms to prevent escalation where they become unmanageable. This will ensure that people will feel supported with managing their condition throughout their dementia journey. 



Upskilled Primary care staff and care professionals so they are more confident in identifying the signs of dementia and appropriate care pathway. This will result in a timelier identification of suspected dementia, earlier diagnosis for individuals, and speedier referrals into post diagnostic support services.



Earlier diagnosis promotes living well opportunities, beds in support systems which could prevent crisis and escalations/higher primary care financial and capacity cost.

Memory assessment and post diagnostic supports sufficiently provisioned to accommodate not only the 66.7% target but that the 66.7% represents an increasingly large number of people (near 50% increase in people living with dementia by 2030.  [Source: https://files.digital.nhs.uk/2F/B45BC7/pcdem-sum-mar-2023.xlsx

https://www.alzheimers.org.uk/about-us/policy-and-influencing/local-dementia-statistics ]]



Ensure all front line DN staff are aware of and promote the benefits of early diagnosis, understand the diagnosis pathway and can speak confidently to people with a concern and signpost to GP – achieved through internal training.





		2.2

		Waiting times between referral from GP to initial assessment by Memory assessment service for dementia to be in line with NICE guidance.

		Strive to meet NICE guidelines, particularly when looking at specific forms of dementia that may affect younger people (e.g.  Korsakoff).  People with a LD generally develop dementia at a younger age than the general population, especially people with Down’s Syndrome.   All cases to be flagged as part of the learning disability intake process and initial assessments to be streamlined to focus on screening for dementia from the outset using the Dementia Questionnaire for people with Learning Disabilities (DLD) and the Dementia Screening Questionnaire for individuals with an intellectual disability.  Continued awareness training with GP’s by the Health Facilitation Team and within Learning Disability Health Services.



National picture of increasing referrals and biggest proportion of referrals are MAS. – resources not increasing with demand



		MAS Team/GPs

		

		Waiting for a diagnosis is a stressful time for patients, carers, and wider family members. 

Diagnosing in line with national guidance will reduce this period of uncertainty and stress. It will ensure that people with dementia and carers are provided with signposting to the support they need to manage the condition earlier, allowing time to consider plans for their future and what their long-term wishes are. 





		2.3

		Ensure there is appropriate support information available from presentation through to diagnosis, for the person diagnosed as well as carers, family members and friends.



Promote research into dementia and genetics

		There should be access to accurate, clear information and advice about the signs and symptoms of dementia in GP practices and other local support service available in the community, including Early Onset Dementia.



To send out Alzheimer’s Society GP information sheet on Dementia and LD with bloods request letter to GP’s



AS Symptom Checklist recognised by and made available from GP Surgeries/Public Health https://www.alzheimers.org.uk/sites/default/files/2023-04/dementia-symptoms-checklist.pdf



“Dementia Research” information to be given out when the team is made aware of research trials for a LD population.



General publicity campaign around AS Symptoms Checklist to capture people in other medical and community venues.    For example, relevant and appropriate social media to raise awareness; posters etc in Libraries and Community Centres; Videos on YouTube, Vimeo etc including multi-generational testimonies (Grandchild and Grandparent etc) to make more relevant to different age groups.



Join “Dementia Research” information to be given as part of diagnosis pack.  Capitalise on increased funding from National Dementia Mission; increase referrals in to regional and national dementia research trials.



Ensuring appropriate teams are aware of new treatments and promote them.   



Support information for all is available from DCAN | Dementia Change Action Network





		ICB/Primary Care







LD Health Team







ICB/Primary Care/LA PH



LD Health Team



VCFSE





All Stakeholders Laura Roberts, Dementia Services Manager





MAS Team/VCSFE

		

		Members of the public and health professionals will have access to information, which is relevant and up to date, to enable better understanding of what support is available from NHS, Local Authority, emergency services and the wider community, including VCSFE.



Worded appropriately (for expectations management eg. not going to bring personal change; might not result in being involved in studies) but to promote research at point of diagnosis is an opportunity to consistently share messaging.



Promote Lancashire & South Cumbria as viable area for trials and new approaches.









Ensure all front line DN staff are aware of and promote the benefits of early diagnosis, understand the diagnosis pathway, and can speak confidently to people with a concern and signpost to GP – achieved through internal training.  Raise awareness via engagement work.



Ensure Dementia Services Team understand the research opportunities available, what is involved and share with service users and carers and via engagement activities.





		2.4

		Improve diagnostic rates for BAME and LD communities.

		Better engagement with Black, Asian and minority Ethnic (BAME) and Learning Disability (LD) communities by working with local services, and community-based organisations from the private and voluntary sector, to increase awareness and reduce stigma. Encourage staff within these services to access appropriate dementia awareness training.



Establish a baseline and monitor the number of people diagnosed from the BAME and LD communities. Work with BAME and LD services to determine how to increase the DDR in these cohorts and review whether the current assessments are appropriate, and what steps can be taken to better support people from these communities during the assessment process.



Dementia support information produced at a local level should be fully accessible e.g., available in different languages, ‘easy read’ format etc. A one-page dementia information sheet to be developed and translated into languages to meet the needs of the BAME groups across LSC (other than English) as well as an easy read version and available in all appropriate heal and social care settings.



Include members of various BAME communities to co-produce culturally appropriate literature and other resources. 



		All stakeholders

Including LD Health team







DN service provider











DN service providers









		

		People from BAME and LD communities will be supported by staff to access health services for suspected dementia assessment.



Work collaboratively with minority groups to understand challenges to engagement and explore opportunities for joined up working that achieves better outcomes for people with dementia in their communities, including early diagnosis.



Take learnings from other projects where engagement with this group has been successful, e.g. MacMillan Preston.

Explore opportunities to translate Dementia Services literature to different languages.





		2.5

		Improve access for underserved communities.

		Addressing local variations with a focus on underserved communities such as via Place and PCN level integrations eg. South Cumbria rural and farming communities, North and Central Lancashire deprivation areas.

		All stakeholders  LD Health Team



DN service providers



		

		Greater awareness in communities, more inclusive community.

Earlier engagement with services preventing crisis, developing trust.

Peer network, lived experience of supporting people with dementia, and those bereaved by dementia.



Create engagement opportunities in rural areas to raise awareness of prevention, diagnosis, living well – including support and dying well.



Engage with other underserved communities, e.g. Veterans.







		2.6

		Carers to be identified early.

		Primary and Secondary Care professionals to identify carers of people with dementia and (with consent) record them on the GP Carers register as early as possible. Promotion of Carers registration forms in GP Practices.



Referrals to be made to the commissioned carers service (LA) with carer consent.



Learning Disability Health teams to identify carers of people with dementia through referrals made into the team, and with consent, refer to carer assessments provided by the LA.  Training and support to be offered to carers as part of all interventions for people with a diagnosis of dementia and a learning disability.



		All stakeholders and specifically

Lancashire & South Cumbria Carers Partnership group

LD Health Team



		

		Identifying carers early enables professionals to offer support, advice, signposting and invites to NHS Health Checks. GP patients’ records should be flagged if the patient is a carer of someone with dementia to enable staff within the practice can provide the support they need. 



Addressed upon initial referral, via community links/navigator work/at CST groups with onward referrals where consent provided.

All DN front line staff can promote with onward signpost or referral where consent provided.





		2.7

		Those with Mild Cognitive Impairment (MCI).









































Utilising the Mental Capacity Act where appropriate 





		GP based dementia assessment clinics and LD disability dementia assessment process to be offered for those with MCI symptoms. MCI diagnosis has a 12-month follow up to measure any progression and self-monitoring through symptom checker and enhanced preventing well through social prescribing/public health support.  All LD clients in their 50’s and above to be followed up bi-annually, in their 60’s and above yearly, using the Dementia Screening Questionnaire for individuals with an Intellectual Disability (DSQIID) 





























The ICB is currently leading on an MCA Task Group. The ICB shares a number of operational templates that all multi agency professionals have access to in understanding and assessing patients with a cognitive Impairment, such as patients with Dementia 





		ICB/Primary Care/LA 

LD Health Team



DN providers

		

		Estimated 10-15% of individuals with MCI develop dementia each year, 1/3rd within 5 years. 



Support would continue early diagnosis work and provide last catchment opportunity for prevent efforts.



Awareness raising of MCI via engagement work, also with internal DN staff and volunteers.

Awareness raising of risk factors and preventative methods via engagement work, also with internal DN staff and volunteers.

Delivery of Cognitive stimulation therapy to support with maintenance or improved cognitive ability.

Support with strategies and problem-solving approaches, signpost to memory support groups, etc.







ICB Safeguarding to lead on MCA Task Group and share all supporting documents with Dementia Task Group to help strengthen the MCA approach to patients who suffer from Dementia 







		2.8

		Accommodating new treatments and diagnosis methods / codifying existing.

		Develop readiness to support diagnosis methods and deliver access to breakthrough treatments as soon as they become available for example how would new diagnosis test be introduced – have adoption framework ready to avoid lost time. 



Ensure access to existing cost-effective approaches to detecting dementia sub-types, including cerebrospinal fluid examination, brain scans, and imaging are understood, and agreement reached on criteria.



Take account of early age influencing lifestyle behaviours included in health checks, eg alcohol intake, smoking cessation etc.



Integration of palliative care into the dementia care pathway.  Add chapter 3



		All stakeholders

LD Health Team

		

		Enabling best available treatment reaches communities quickly as possible.



Reducing variation on diagnosis method based on availability and clinician preferences.



Ensure all Dementia Services Team are up to speed with ‘Industry’ knowledge.












3. Supporting Well

Access to safe high-quality health and social care for people with dementia and carers.   Key areas for supporting well are to have better joined up working between services supporting each other; awareness raising and training for a broader range of community; - strengthened links to the wider long term planning people want and need to do - not just LPA's but also finances, housing etc., and easy access back into more formal support services when there is a change in condition/symptoms.



		No

		Area of focus

		Detail of Actions for Supporting Well

		Responsible Officer

		Timescale for completion

		Outcome



		3.1

		Deliver an improved pathway for people living with dementia navigating the health and social care system.

		Clear pathway, understanding, accessibility and promotion of the dementia support pathway.



Improved understanding and work between teams/successful integration.  Priority given to developing a pathway between the Memory Assessment Service and the LD Team.



Clear links in out and through health and social care – professional trust and engagement, cutting down procedural or organisational barriers.





		All stakeholders

LD Health Team







DN Providers

		

		Quicker results.



Reduced confusion.



Access at any point in the system is access to the full range.



Provision of post-diagnostic services including  Cognitive Stimulation Therapy, Dementia Hubs, Dementia Cafes/Social groups, Collaborative projects

Provision of wrap around services to support at varying stages of dementia journey.

Explore and develop new opportunities for people with a diagnosis of young onset dementia including meaningful day care provision.

Work collaboratively with partners to co-produce a set of quality standards/ measures to ascertain what we mean by ‘improved’.





		3.2

		Introduce an appropriate standard of training in dementia for all health and social care staff to ensure the delivery of personalised care.



		Dementia is a whole-life impact and support opportunities are everywhere.



Training pathway will link services together e.g., shared personal connections, peer to peer support across organisations.



Dementia awareness staff has been completed for all LD health team.  Bespoke training offered as part of the assessment and interventions to carers/families by the LD health team.



A plan for proactive training to be considered around dementia.





What are we wanting to achieve as part of dementia hubs- LSCFT role and commissioning?

		ICB (First draft of this is ready for circulation)



LD Health Team



DN providers

		

		Improved life experience.



Access to support.



Connections between teams and services.





Ensure all staff receive sufficient training within own organisation.

Support with delivery of training across Lancashire

Work collaboratively with partners to ascertain what is meant by an ‘appropriate standard’





		3.3

		Named contact (team/professional) who will direct first stage navigation agreed in each area and known to all managed sources e.g., GPs, Memory Assessment Service (MAS), contracted Third Sector



		Simplification for person living with dementia.



Trust and accessibility between integrated teams.



Work ongoing in the LD health teams to have a named dementia champions/people with expertise in each locality to support streamlined care around dementia and to support navigation of referrals received to the service.



Data sharing agreements to be in place to facilitate sharing of data in the best interests of direct patient care.





		MAS Team, GPs, VCSFE,

LD Health Team



DN providers

		

		Whole system sightedness.





Clarity for practitioners.



Reduced confusion for people living with dementia.



DN’s to act as co-ordinator of services, organisations, and people, helping to connect the person living with dementia to appropriate groups, networks and support services for their needs. They will also act as a liaison between clinical services and the person’s community and home.  



		3.4

		PCN based working groups to ensure local responsiveness in conjunction with Dementia Champions/Leads within sectors.



		Local variance in needs and services.



To link in with wider sector or local PCN efforts or Dementia Friendly Community.



Full wraparound support of care and community



LD team will participate when these are established.

		All stakeholders





















DN providers

		

		Encourages innovation.



Responsiveness, local and/or field specific response.



Integration and system effectiveness building.



Knowledge sharing



Community-up instead of strategy-down.



Building on the success of our Dementia Hub model - lead on a working group with partners in locations across the county that 1) seeks to identify variances/gaps in services and works collaboratively to deliver solutions, 2) encourages joined up working and increases further opportunities for co-production, 3) creates a local network of committed organisations and therefore achieves better outcomes for people with dementia in each region, 4) Increases access to service users – people with dementia and their carers and 5) can feed into the L&SC strategy.



		3.5

		Funding for dementia support and developing new service offers





		Work collaboratively to identify funding/grant opportunities that may be used to support people living with dementia.



Review our current investment in social care services supporting those with dementia and develop a business case for the use of alternative support options (based on data intelligence around current service usage across adult social care and CHC). 



Ensure that future service offers are co-produced with those with lived experience of dementia.



District councils in LCC have a limited discretionary funding grant to use to help support individual with dementia /disabilities.



LD health team would work with the local authority (social care) for individualised packages of care. 



Long term investment for roll out of Cognitive Stimulation therapy across the ICB.





		Local Authority/

District Council/

VCFSE

























ICB

		

		Meets need at first awareness.



Prevention.





























CST accessible to all with a dementia diagnosis and their carers.





		3.6

		Hospital systems with clear alert system to enable staff to identify early if patient has dementia and with a supply of care plan/advanced decisions/This is Me personalisation aids.



		Supports hospital staff in supporting a person with dementia to better manage a hospital stay.   All people with a learning disability will have a hospital passport/health action plan to support admissions.  The LD health team would support an admission if known and liaise with the hospital LD liaison nurse.



End of life planning for people with LD is being explored as a pathway as part of the Physical Health Model of Care.



Use of identifying lanyards for carers across the acute Trusts.



Patient has appropriate support in basic care needs.



Support carer’s by linking them into what is available via the National and LA Commissioned Carer’s support services and Carer’s Charter.



A commitment to timely Delirium Assessment, Identification, management and prevention for people living with dementia who access hospital services.



Polypharmacy review is conducted during inpatient stay.



Patients with an existing dementia diagnosis have a RESPECT FORM discussed, completed or updated, and recorded in patient notes



Referrals are made to Dietician and SaLT within 12 hours of poor nutritional or swallowing difficulties being identified.



Multidisciplinary team discharge planning meeting takes place within 72hrs of admission which includes next of kin involvement.







Dignity is ensured with regards to clothing, food, communication, cultural sensitivities







Prioritisation of dementia patients to avoid long waiting times in ED and other departments. 



The risk of exacerbating dementia through the use of GA is factored into anaesthetist's decisions  and the family made aware of risks are documented

		Acute Trusts in collaboration with Lancashire & South Cumbria Carers Partnership group/ LD Health team



















Acute trusts



Acute trusts





Acute trusts

		

		Person centred support in hospital environment.



Quicker discharge.



For Trusts to comply with their legal duty to involve carers in hospital discharge planning process according to Health & Care Act 2022 Section 91























Medication review by the ward Dr and pharmacy upon admittance.







Referrals received by appropriate teams and recorded in patient records.



Documented in patients notes throughout admission.  Discharge facilitators support discussions between hospital teams, families and community services.  



All wards support butterfly scheme john's campaign, finger food menus, adhere to PLACE assessment and King's fund environmental design principles







		3.7

		Identify opportunities for the joint commissioning of support services.



		Collaboration between ICB, local authorities and district councils to combine budgets to support dementia services equitably across L&SC

		ICB & LA/DA Heads of Finance and or Exec Director/Cabinet Decision



		

		



		3.8

		Lack of public awareness and information.



		The lack of public awareness relating to technology means that people with dementia and their carers do not know what to ask for. There is also a lack of good quality information around technology. This means that the right equipment at the right time is not always provided.

The priority given to technology in the different local authorities/districts is variable and there is no national guidance on how technology should be provided. However, the TEC Services Association (TSA) Quality Standards Framework sets out delivery timescales for urgent installations within 2 working days and non-urgent within 15 working days of initial referral. In some areas of the ICB people with dementia have much poorer access to technology enabled care than others. Depending on where a person with dementia lives, eligibility for technology may vary and only a limited range of products might be available. 

It is very important that technology is personalised to the individual and not part of a 'set menu' or 'dementia package'.  People with dementia experience very different symptoms that require different responses.  The most appropriate technology will depend on an individual's lifestyle and circumstances which changes over time.

A thorough assessment of needs should always be carried out to ensure people are not in receipt of technology that is of no use to them, or unhelpful. 

To review the information and advice relating to technology enabled care services currently available and work towards a consistent message across the ICS

Lancashire Fire and Rescue Service (LFRS) can support those with dementia, by providing an NFC (Near Field Communication) enabled 999ReUnite device that will hold information to reunite them with their family/carers should they go walking or missing from home.  

Support is also available from Trading Standards for nuisance/spam calls.

The Herbert Protocol for carers to have in case an individual goes missing which can be promoted throughout the ICS

Herbert Protocol form (met.police.uk)

		Local Authorities with support of other stakeholders



DN Providers

















































LFRS 







LCC 





All stakeholder comms team





		

		The TEC offer is for dementia is understood and widely used, supporting those affected by dementia to be as independent as possible for as long as possible.





Lead on creation of co-produced directory (Digitised) of support services by locality – gateway resource for people with dementia and their carers.





		3.9

		Professional awareness of technology

		There is a need for dementia advisers, adult social care and other relevant staff within memory service, LD service and VSCFE to receive awareness training around the types of technology available to be able to signpost people and their carers.

		All stakeholders

LD Health Team and MAS



		

		



		3.10

		Lack of public awareness and information around dementia

		To review our information and advice offer, embed a consistent approach and improve the availability of relevant practical information and advice across the ICS. 

		All stakeholders













DN Providers

		

		People affected by dementia have access to the right level of information, at the right time.



A clear point of access to information on organisational website pages, which are clear and easy to navigate.



The role of a DN would be to assess the impact of dementia on an individual’s daily life and understand where technological interventions could help. 

DNs could also help with financial support through existing I&A provision if necessary.

https://www.dementiauk.org/information-and-support/living-with-dementia/living-aids-and-assistive-technology/



		3.11

		Better use of GP Annual Reviews



		Dementia clinics with post diagnostic support on site.

Required provision of post diagnostic support information.

LD services have a Health Facilitation Team that offer annual training to GP’s and this includes LD and dementia training.  These are a point of contact for GP’s.  

All people with a learning disability receive and annual health check.

		LD Health Team (Health Facilitation Team)

DN Providers

		

		Refer to Regional and Local Dementia Services and Digital directory of support services.



		3.12

		Wellbeing Directory

		Wellbeing Directory re-established and/or signposting to VCSFE Dementia Directory



		ICB

DN Providers

		

		DNs to lead on a co-produced - digitised - directory of support services by locality.  Facilitated through the working groups referred to above



		3.14

		Voice and Making Safeguarding Personal (MSP) 

		The ICB Safeguarding Team have supported in the commission for Health Watch to undertake a survey on patient Voice and MSP. This supports patients with Dementia to give feedback and to make sure their voice is effectively head in shopping and delivering services in accordance with patients needs in a patient centred approach. The ICB is working on the Voice action plan alongside other stakeholders and multi agency professionals. 

		Safeguarding ICB 

		

		To ensure that services are commissioning and implemented in accordance with patients views and wishes and to make sure patients with Dementias voice is heard and taken into account in the work we undertaken in Safeguarding and other processes and procedures. 







4. Living Well

People with dementia can live normally in safe and accepting communities.  They need to feel supported and included.

		

No.

		

Area of focus

		

Detail of Actions for Living Well

		Responsible Officer

		Timescale for completion

		

Outcome



		4.1

		Transport.  Dementia knowledge part of licencing conditions including Blue Badge.



		Community transport is a key reason why existing peer support, fitness, daily living, and wellbeing activities are not utilised as there is a lack of available/supportive transport.



LCC to support councils to introduce Dementia Friends and/or some dementia knowledge as part of conditions on Taxi/Bus/Private hire firms.



To include dementia diagnosis as an automatic eligibility (this would help benefit the person and an immediate carer; support family/friends who take time out of work schedules when assisting with appointments).



This would be addressed by signposting to the local authority.

The support for carers and families compared to other conditions. This includes for those with financial and social disadvantages - eg. Loved one gets placed in nursing home miles from elderly partner but costs to travel to see loved one not taken into account in local authority means test for partner still in the home.





		LA’s



DN Providers

		

		Transport support.



Living well in the community.



Health and wellbeing increase



		4.2

		Quick return to dementia support pathway.



		Easy to be re-referred to post diagnostic dementia support from wherever in the care pathway dementia progression or symptom change/new needs are identified.  Yearly reviews are offered to all people with dementia and LD if on medication.  Clear referral information is also provided.



		All stakeholders

LD Health Team 

DN providers

		

		Help and prevention from escalation.



Integration of DNs on the dementia pathway with a person centred and holistic/cultural /spiritual (if known) approach to support with post diagnostic services, acting as single point of contact throughout their journey.





		4.3

		Benefits/Support for carers

		Improved awareness of benefit entitlement and there are agencies to help support completing applications eg. potential use of Attendance Allowance as justification and enablement for spending out on Taxi’s to help maintain independence, empowerment, living well.  The LD health team would signpost to seek appropriate support in this area, largely to social care.



Dementia carers to have access to respite during the day and overnight.  LA’s to have readily accessible list of recommended local providers to be shared with carers, including a list of agencies for respite at home.



(Wyre mentioned their Care and Repair in BCF funding)



		LA/DC’s



DN providers



		

		Integration of DNs on the dementia pathway to support with post diagnostic services including financial support via existing local/regional services and guidance re: future planning, e.g. will writing, Power of Attorney docs, etc.



Carers supported appropriate to their needs.









		4.4

		Training provision for businesses employing people with dementia and to staff to make premises dementia friendly.



		Particularly supportive to Young Onset dementia (of which we can anticipate more cases)



Further development of Dementia Friendly towns



Training resources being pulled together.

Training available and this can be tailored to the persons needs.



		DN providers

		

		Supporting people with an early diagnosis to maintain employment and independence.



Community venues and shopping can be primary activities for people with dementia and their unpaid carers.



Delivery of training to organisations to raise awareness, challenge stigma, recognising signs of dementia (inc. Young onset), creating dementia friendly environments as well as support carers of people with dementia in their work force.





		4.5

		Dementia Friendly signage in public places and health locations.













		Promoting accessibility and awareness.



Part of planning requirements.



All our information is accessible, and advice is provided to providers/families around how to support the person to maintain their independence via looking at memory prompts/signs.



		LA’s

LD health team

DN Providers

		

		Enables people with dementia to orientate themselves in an unfamiliar environment and retain autonomy.



		4.6

		Dementia Friendly activities

		Build on the social prescribing infrastructure and rich music resource to increase the dementia music offer across LSC, reaching rural and disadvantaged communities.



Reading for health and dementia boxes, mobile library  Reading for health - Lancashire County Council

Memory boxes (getting information)



		

		

		





















		4.7

		Dementia friendly care homes

		Care homes to provide access to dementia friendly, person centred activities for people living with dementia.   (The 5 core psychological needs of people that need to be met within the care giving process – Attachment, Comfort, Identity, Occupation, Inclusion) page 17 Dementia Guidelines.



The immediate living environments of people living with dementia are appropriate to their needs (i.e. colour co-ordinated so that spaces and rooms and clearly defined for them)



Every person living with dementia in every care home has a personal care plan (pcp) in place.



The quality of pcp is regularly assessed through audit.



Training is provided and accessible to care home staff around personalised care planning for people living with dementia.

















		LA’s

ICB Care Home team

		

		Residents with dementia able to access dementia appropriate activities.



Each resident in care homes has a personalised care plan in place. Which is reviewed every 12 months by care home staff, ensuring any change in needs, wishes are included.









Care home staff are trained appropriately to equip them with the knowledge and skills to support/care for residents with dementia.



		4.8

		Dementia packages of care

		LA packages of care to be regularly reviewed if patient is discharged to home address.

Any community care coordinator/professional involved in care at home is contacted to make aware of admission into hospital.



		LA’s

		

		Packages of care reflect the current needs of the individuals.







		4.9

		Self Neglect workstreams and Review 

		The ICB is leading on the Self Neglect Task Group across Pan Lancashire. Patients with Dementia can be at increased risk of harm and abuse and can therefore be at significant risk from self neglect issues. The task group has been developed to explored how best multi agencies can manage this complex area of work which making sure patients views and wishes are taken into account in this complex response to self neglect cases 

		Safeguarding ICB 

		

		Self-Neglect workstreams and framework review is ongoing at this present time taking into account MSP and Voice activity to help shape and support the framework review. Work ahs taken a trauma informed approach to help better understand why patients may be at risk from hoarding or self-neglect. 












5. Dying Well



To ensure that people with dementia die with dignity in their place of choosing along with palliative care and pain relief.  Ensure hospices are recognised as key providers of compassionate and specialised care for individuals with dementia at the end of their lives in both hospices, care homes and peoples own homes.



		 

 No.

		

Area of Focus

		

Dying Well



		Responsible Officer

		Timescale for completion

		

Outcome



		5.1

		Clear agreement and understanding between NHS and Social Care for when financial support switches from one to the other.



		This is a cause of significant added pressure and anxiety (and ill health) to people and their families.



Promotes dying with dignity.



As a learning disability service, we would work with the local authority/ICB to support assessments around changes in need and consider issues around financial capacity as part of this.   This is to ensure the person with the learning disability gets the right support at the right time promoting dying with dignity.



Special rules if person has terminal illness – faster access to benefits and higher payments (see page 55)



		LA’s / ICB Continuing Health Care team/ LD health team.



		

		



		5.2

		Use of planning and advance statements.





		Identifying wishes early in the diagnosis.  We will encourage people to feel comfortable with talking about death and dying.



Promoting positive conversations about death.   For the assessment in the last days of life, follow the Leadership Alliance (2014) Five Priorities for the Care of Dying People) P20



Applications beyond dementia and part of public health messaging around dying well, LPA, Wills – preventing difficulty from lack of planning.







Personalised end of life planning: We will ensure end of life care is made more personal, regardless of where they live or their condition and these plans will be reviewed annually.



This work stream fits under the Physical Health Model of Care and planning documents to complete with the person and their families/carers will be explored. 



		All stakeholders

DN providers





















Kieran Uttley

		

		DNs to support with advanced planning via existing planning for your retirement workshops, will writing and I&A services.



Within the role of DN, also an opportunity to support with completion of advanced care plan and life story template.



Support with awareness raising of risk factors linked to dementia and promote healthy living.







		5.3

		Upskilling for workforce in care to recognise non-verbal indications of pain and other symptoms and a stronger link to palliative care.  Also upskilling on caring for patients with dementia to recognise the likelihood of being in the last 12 months in the last year of life and then planning for and managing a good death.



NB there is a document produced by The National Council of Palliative Care “how would I know, what would I do” resource for professionals, carers and family members  P23

		People with dementia might not be able to communicate their pain accurately, or at all.  



People living with advanced dementia will have their pain assessed and managed appropriately by use of observational pain assessment tools, used consistently across sectors.















As well as pain management, irrespective of setting, other factors like mattress, bed, light and noise need to be considered as do conversation, touch etc.  Page 108



Responsiveness to needs becomes more intuitive but this can be skilled up through awareness. 



LD offer bespoke holistic health needs assessments, leading to specific pain assessments where indicated for people with a learning disability.  The team is skilled in doing this through carers/families where needed, as many of our clients are non-verbal.  We would link with GP/Care Homes/Acute Trusts/Hospices.   The LD nurses would also link with palliative care nurses where appropriate.



Hospices provide end of life care training to professionals and unpaid carers which is often free. The role of hospices in training programmes ensures that healthcare professionals are well-versed in hospice care principles and practices. This can improve the quality of end-of-life care provided to dementia patients, promoting a more integrated approach between hospices and other healthcare providers.





		GP/Care Homes/

Acute Trusts/

Hospices /LD health service

		

		



		5.4

		Bereavement support

		We will provide outstanding support for people, including those with a learning disability, who have lost a loved one, and support their families and carers with an approach that meets their individual needs.    For people without a learning disability we would signpost to appropriate services.



		All stakeholders

All LD Health services.

DN providers

		

		Integration of DNs on the dementia pathway that remain a single point of contact throughout entire journey including understanding what support is available for carers after losing their loved one.





		5.5

		Dementia is clearly identified as a terminal illness by all providers.

		An annual training session is dedicated to skilling community workforce in delivering end-of-life care for people dying from dementia.

Providers conduct an annual review of the relevant workforce to determine if there is sufficient availability of palliative care services within Adult Social Care commissioned services

		

		

		









Where should we reference – Advance Decision to Refuse Treatment (ADRT) or DNAR?  Should this be with Power of Attorney?






Longer Term Goals

		



		Access to shared IT system/care planning – aiding coordination/tell-us-once/integrated care.



Need to develop the dementia support system to be able to respond to the huge increase in people with dementia by 2030. 
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