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To: Dartford Health and Wellbeing Board,  

Subject: Update on progress with Dementia in Dartford, Gravesham 
and Swanley 

Classification: Unrestricted
By: Wendy Lakin

Commissioning Project Manager

Recommendations

The Board is asked to note the progress made in developing dementia care in 
Dartford, Gravesham & Swanley.

Executive Summary

This report aims to provide an overview of the wide range of initiatives which 
are currently underway across Dartford, Gravesham and Swanley to help 
improve access to a timely diagnosis of dementia and to ensure that people 
affected by dementia, both patients and carers are supported to live well with 
dementia and avoid unnecessary crisis events. 

The Prime Ministers Challenge on Dementia 2020 cited actions to be taken 
across four themes.  This report highlights the implementation and progress on 
a number of projects relating to risk reduction, health and care, awareness and 
social action that address the recommendations.

The report highlights efforts across the health and social care sector to increase 
the range of support available, including early identification, a more timely 
diagnosis, and an increased level of support in the community for people with 
dementia and their families. 

The paper also outlines an initiative that is in progress to develop a 
dementia/cognitive impairment community hub. This new development will 
provide an excellent opportunity for partnership working between health and the 
voluntary sector to deliver an integrated, local community service to make sure 
the right services are in place for our local population.

The approach of the service will be person centred and underpinned by the 
philosophy of wellbeing and social inclusion, with a no wrong door approach, 
provision accessed via a single access point that triages and determines what 
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interventions are required to meet the need of the individual. The new approach 
will put a greater focus on outcomes and engage people in innovative ways to 
achieve these outcomes.

1. Key Drivers for change

This report will give an update on the progress that has been made with 
improving dementia care in Dartford, Gravesham and Swanley since the Prime 
Minister’s Challenge 2020 published in February 2015.

The Prime Minister’s Challenge on Dementia 2020 set out more than 50 
specific commitments that aim to make England the world-leader in dementia 
care, research and awareness by 2020. The implementation plan published on 
6th March 2016 sets out how these commitments will be met.

It sets out priority actions across 4 themes:

 Risk reduction
 Health and care
 Awareness and social action
 Research

Stakeholders involved in different aspects of dementia care and support came 
together to develop a joint declaration on post diagnostic dementia care and 
support, setting out what good quality post-diagnostic dementia care should 
look like. The declaration, which represents for the first time a shared 
commitment to joint action across government, health, social care, the third 
sector and all other relevant partners, outlines how integrated and effective 
services should meet the needs of people with dementia, their families and 
carers.

This declaration sets out:

 Shared commitment to joint action across government, health, social
           care, the third sector and all other relevant partners
 An ambition to deliver better quality post-diagnostic care
 The need to deliver integrated and effective services that meet the needs
           of people with dementia and their families and carers

The key aims for transforming dementia care and support by 2020 focus on the 
following areas:

Improved public awareness and understanding of the factors, which increase 
the risk of developing dementia and how people can reduce their risk by living 
more healthily. 
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Risk reduction will play a central role in public health policies and campaigns 
and non-communicable disease actions plans around the world. 

In every part of the country people with dementia having equal access to 
diagnosis as for other conditions, with an expectation that the national average 
for an initial assessment should be 6 weeks following a referral from a GP 
(where clinically appropriate), and that no one should be waiting several months 
for an initial assessment of dementia.

All Clinical Commissioning Groups and Local Health and Wellbeing Boards 
having access to improved data regarding the prevalence of dementia at local 
and national level and using this data to inform the commissioning and 
provision of services so that more people with dementia receive a timely 
diagnosis and appropriate post-diagnosis support.

An increase in the numbers of people of black, Asian and minority ethnic origin 
and other seldom heard groups who receive a diagnosis of dementia, enabled 
through greater use by health professionals of diagnostic tools that are 
linguistically or culturally appropriate.

GPs playing a leading role in ensuring coordination and continuity of care for 
with dementia, as part of the existing commitment that from 1 April 2015 
everyone will have access to a named GP with overall responsibility and 
oversight for their care. 

Every person diagnosed with dementia having meaningful care following their 
diagnosis, which supports them and those around them, this care may include 
for example:

1. Receiving information on what post-diagnosis services are available 
locally and how these can be accessed, through for example an annual 
‘information prescription’. 

2. Access to relevant advice and support to help and advice on what 
happens after a diagnosis and the support available through the journey.

3. Carers of people with dementia being made aware of and offered the 
opportunity for respite, education, training, emotional and psychological 
support so that they feel able to cope with their caring responsibilities 
and to have a life alongside caring. 

More employers having carer friendly policies and practice enabling more
carers to continue working and caring.

Increased numbers of people with dementia being able to live longer in their   
own homes when it is in their interests to do so.
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All hospitals and care homes meeting agreed criteria to becoming a dementia-
friendly health and care setting. 

Fewer people with dementia being inappropriately admitted to hospital as an 
emergency through better provision of support in community settings.

To continue the reduction of inappropriate prescribing of antipsychotic 
medication for people with dementia.

All relevant health and care staff who care for people with dementia being 
educated about why challenging behaviours can occur and how to most 
effectively manage these. 

All people with a diagnosis of dementia being given the opportunity for 
advanced care planning early in the course of their illness, including plans for 
end of life.

All people with dementia and their carers receiving co-ordinated, 
compassionate and person-centred care towards and at the end of life including 
access to high quality palliative care from health and social care staff trained in 
dementia and end of life, as well as bereavement support for carers.

All NHS staff receives training on dementia. 

2. Improved public awareness – dementia friendly communities 

A number of initiatives are underway to increase awareness in the community 
about dementia and to reduce the stigma associated with dementia. It is known 
that dementia is still one of the most feared diagnoses and consequently 
people do not seek help early enough. As awareness increases of the support 
available to it is hoped that people will be encouraged to seek help and thus 
prevent a crisis event from occurring. 

The Dartford Dementia Friendly Community Forum was initiated in January 
2014 as part of the Kent initiative 'Working towards becoming a Dementia 
Friendly Community'

The DGS Dementia Action Alliance is a member of the Kent Dementia Action 
Alliance and as such is part of the Kent initiative 'Working towards becoming a 
Dementia Friendly Community'.  Members are agencies and residents of the 
area including statutory, voluntary and third sector agencies with agreement of 
all members on Terms of Reference including committing to the National 
Dementia Declaration, and sharing local information and best practice

Members had already evidenced their determination to help people to live well 
with Dementia through their membership of both local Dementia forums and the 
Kent Dementia action alliance. Membership includes: Dartford Borough 
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Council, Alzheimer’s and Dementia Support Services, Carers First, Kent Fire 
and Rescue service, Kent County Council: Dementia friendly communities 
team, Libraries, Community wardens and is open to all.

The National Dementia Declaration lists several outcomes that the Dartford 
Action Alliance is seeking to achieve for people with dementia and their carers. 
The purpose of the Dartford Dementia Forum is:

 To support and Empower people living with dementia 
 To promote independence and encourage inclusion
  To encourage community support giving dementia a place in the 

community
 To promote awareness of dementia in order to reduce the stigma of 

dementia encouraging respect and dignity 

All members of the forum are encouraging their own and partners’ front line 
staff to become dementia friends. Local council front line staff, plus other forum 
members’ front line staff have had Dementia friends awareness sessions 
delivered with more being arranged throughout 2016.

Shop safe stay safe - Further evolve the Dartford scheme to also use local care 
homes, sheltered housing, libraries etc. as ‘Safe places’ encourage more use of 
the scheme and deliver Dementia friends sessions to staff in ‘safe places’ as 
well as other residents in homes and sheltered schemes.

Transport has been recognised as a big issue across Kent with a number of 
people living with dementia finding the public transport to be ‘lacking’ in both 
provision and often in staff attitude. The group agreed that maybe a drive in 
Dartford for transport providers to become dementia friendly could be a very 
worthwhile project that could go on to impact all Kent, starting with buses, taxis 
etc. Go-Coach staff has undertaken dementia friends sessions and further work 
is being done around other companies and also taxi firms

During July 2015 Dartford hosted a ‘Dartford festival’ with a local company 
called ‘Brightshadow’ to raise awareness with the general public. Brightshadow 
produces creative projects and performances to raise awareness of dementia, 
to advocate for those whom it affects and to enable people with dementia to 
actively enjoy their homes towns and communities. 

The longer term benefits of promoting dementia friendly communities for people 
living with dementia and their carers will include: 

 An increased awareness from the community and services around them 
about dementia and in turn a reduction of stigma 

 Better support for people within their communities and less isolation and 
loneliness 
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 An improved experience when ‘out and about’ as a result of the work 
carried out with local businesses and services

3. Risk reduction

Dementia screening is now included as part of the NHS Health Check.  GPs 
participate in a direct enhanced service to identify and screen people who are 
at risk of dementia.

GPs offer an opportunistic screening for dementia to people in the following “at 
risk” groups:

 patients aged 60 and over with cardiovascular disease (CVD), stroke, 
peripheral vascular disease or diabetes;

 patients aged 60 and over with cardiovascular disease (CVD), stroke, 
peripheral vascular disease or diabetes; 

 patients aged 40 and over with Down’s syndrome; 

 other patients aged 50 and over with learning disabilities; 

 patients with long-term neurological conditions which have a known 
neurodegenerative element, for example, Parkinson’s disease.

This improved detection and recording of patients who have dementia is an 
essential baseline on which to build the appropriate care and services these 
patients need. This leads to better care for patients as part of their routine care.

4. Diagnosis and waiting times

The government set the first ever national ambition on dementia diagnosis that 
two-thirds of the estimated number of people with dementia should receive a 
diagnosis and appropriate post-diagnosis support by March 2016 so that they 
can access the right care at the right time. 

In August 2014 the diagnosis rate in Dartford, Gravesham and Swanley was 
46.04% increasing to 64% at February 2016 with 1839 people now having a 
confirmed diagnosis. This has been achieved by improving dementia detection 
amongst registered patients and improving recording of dementia to ensure that 
all patients diagnosed with dementia have their primary care patient record 
updated.

Referrals for the first assessment in memory assessment services provided by 
Kent and Medway Partnership Trust are triaged and people receive their first 
assessment within four weeks.  The majority of people are assessed within their 
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home environment.  Diagnosis is mainly achieved within eighteen weeks from 
the initial referral with a small number of complex dementias taking a little 
longer due to the number of interventions e.g. CT scan, Clinical Psychology 
assessment and assessment for activities of daily living.

5. Access to data to inform commissioning

On 12 January 2016 Public Health England published a new Dementia Profile 
on the fingertips platform providing access to local authority and CCG level data 
across the whole dementia care pathway. The profile shares key information, 
such as how many people have dementia broken down by area and age; the 
number of people who have received an NHS health check; the number of 
people who have depression; emergency hospital admission numbers; and 
where people with dementia die.

The dementia data catalogue was published at the same time, which lists 
intelligence sources relevant to dementia at CCG and local authority level.  

6. GPs to lead on coordination of care
All people over 75 now have a named GP and this has been expanded to cover 
all ages. The named GP is largely a role of oversight and working with relevant 
associated health and social care professionals to deliver a multi-disciplinary 
care package that meets the needs of the patient.
GP practices now collaborate in networks focused on populations between 
9,000 and 15,000 within given geographies. The networks include community 
nursing, social care and mental health working with GPs as Integrated Primary 
Care Teams. Their core focus is to provide joined-up support for those 
individuals with long-term conditions and complex health and social care needs 
by carrying out proactive case finding and patient review for vulnerable people 
including people with cognitive impairment and dementia.  This includes 
developing collaboratively with a patient and their carer (if applicable) a 
written/electronic personalised care plan, jointly owned by the patient, carer (if 
applicable) and named accountable GP and/or care co-ordinator. 

Integrated Primary Care Teams will continue to develop and work in 
collaboration with Voluntary Sector organisations that are able to provide the 
majority of social support required for people with dementia and their families.

A GP checklist designed by Social Innovation Lab for Kent (SILK) in partnership 
with patients and carers has been distributed to all GP practices. The checklist 
aims to give patients support in asking the right questions when they approach 
their GP with concerns about their memory. 
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7. Increased support following diagnosis

Following a diagnosis of dementia it is critical that there is access to a range of 
support and information. Over recent times CCGs and KCC have invested in a 
number of schemes: 

 Post diagnostic support – KMPT offer a range of clinical post diagnostic 
support to both the patient and carer as part of the Memory Assessment 
Service. At the end of this course people are referred to the local 
Alzheimer’s and Dementia Support Service who offer a range of services 
for the person with dementia and carers.

 Dementia Cafes and Peer Support Groups –KCC commission a range of 
organisations in the voluntary sector to provide proactive peer support for 
people with dementia. The Cafes and Peer Support Groups take place in 
a number of locations across Dartford, Gravesham and Swanley.

 Dementia Helpline – The Kent 24hr Dementia Helpline takes calls for a 
wide variety of reasons to offer advice, information and guidance for 
people living in Kent whose lives have been touched by dementia.  They 
help people with emotional support and practical advice including access 
to local services and support. 

 Patients are provided with the Alzheimer’s Society booklet ‘The 
Dementia Guide’ following diagnosis and information about local support 
services. The local action alliance is leading on the development of an 
information resource directory which should be available this year.

 Carers Assessment and a range of support services have been jointly 
commissioned by KCC and the CCGs since April 2013. This has seen an 
increased investment in the support available to carers with the provision 
of short breaks and crisis services.

8. Dementia in Acute Hospitals

All Acute Trusts in Kent have undertaken significant work in meeting the 
dementia challenge. They have employed a Lead Nurse for Dementia Care as 
well as identifying Clinical Leads. They are signed up as a dementia friendly 
hospital through the Dementia Action Alliance. 
 
Care Pathways have been formulated for patients with a known diagnosis of 
dementia as well as those with a possible diagnosis of dementia and a core 
care plan has been designed for patients with a cognitive impairment. A patient 
/ carer leaflet has also been developed for those admitted with a diagnosis of 
dementia to provide useful information and resources for these patients and 
their families. 
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Guidance has also been developed for patients with behaviour that challenges 
due to dementia or delirium to ensure standardised practice  across the Trust.
 
A Dementia Strategy steering group meets quarterly, with a diverse 
membership including voluntary organisation representatives and an action plan 
including actions from the National Audit of Dementia Care in general hospitals 
is utilised to promote high standards of practice in dementia care.

The monitoring of the use of anti-psychotic drugs and their review although no 
longer reported as previously, is now a mandatory part of the electronic 
discharge note (eDN) to ensure that doctors are compliant with this aspect. 
There is also a ‘patient need’ flag on the patient centre system to identify all 
patients with a known diagnosis of dementia admitted or attending
 
The Trust has been meeting the CQUIN for screening patients with dementia 
and averages 98% of patients admitted as an emergency aged 75 and over as 
being screened and 100% for appropriate referrals. As well as undertaking this 
screening this is also incorporated within the eDN to ensure appropriate referral 
back to the GP.

The Buddy Scheme has been in place in Darent Hospital for two years and is 
seen as an example of good practice which has now been replicated in 
hospitals across the South Coast. The scheme provides trained volunteers to 
support patients with dementia in a range of social activities whilst they are in 
hospital, with the aim of reducing their confusion and improving their patient 
experience. 

In 2014 Darent Valley Hospital experienced a high number of elderly people 
with dementia that was medically fit to go home but there were not any support 
mechanisms to allow them to return home safely.  There also was little support 
for carers to help them manage the cared for person after an acute hospital 
stay.  DGS CCG commissioned a bridging service provided by the local 
Alzheimer’s and Dementia Support service who have experience in supporting 
the person with dementia and provide guidance and support for carers to help 
families manage the transition back to home following a stay in the hospital.  
The service will support people with dementia or other cognitive impairments by 
the provision of short term care support services to re-establish the patient in 
the community, including support to family carers, to allow time for decision 
making by health and social care for their future long term care needs if 
required. Over the last ten months the service has supported over 150 
discharges from the hospital and is seen as an example of best practice across 
the region.

9. Training the workforce
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The National Council for Palliative care established an introductory training 
programme which follows the six step end of life care pathway and incorporates 
a specific dementia module. Training DVDs to initiate and undertake difficult 
conversations with people affected by dementia and their carers have been 
circulated to all GPs and will act as a blended learning approach for End of Life 
training.  

Dartford Gravesham and Swanley  commissioned the Alzheimer’s & Dementia 
Support Services in late 2014 to supply training by March 31 2015 to primary 
care staff based in GP practices, in order to comply with their obligations to 
Health Education England (HEE) via Health Education Kent Surrey and Sussex 
(HEKSS). The training aims to support staff to be aware of the needs of 
individuals and their families and carers to enable them to provide safe, 
dignified and compassionate care.  The training will meet the requirements of 
tier 1 foundation level dementia training. To date nearly 300 practice staff, both 
clinical and non-clinical have received training.

Health Education Kent, Surry & Sussex also invited Acute Hospitals and 
Community Trusts to participate in this programme. Subsequently training 
continues to be rolled out across all care staff in Darent Valley Hospital and 
Kent Community Healthcare Foundation Trust.

10.  Next steps 

The integration of health and social care provides an opportunity for a joint 
approach to coordinate the interventions required to build the resilience of 
people with dementia and their carers in the community. Achieving a timely 
diagnosis is critical to this programme so that crises are avoided and active 
care planning is in place.  

We will continue to build community capacity by an innovative new way of 
working through the development of a dementia community hub. The hub will 
be based on an integrated model of care with joined up provision and access of 
all Dementia Services across all sectors.  This will include robust, seamless 
pathways to other non-dementia services – recognising patients have complex 
needs that need to be met at the point of need.

The drive to increase dementia diagnosis rates has put additional burden on 
current service provision resulting in high numbers of people falling through 
gaps in services and not receiving the vital support to enable them to live well 
with dementia.  The current community service provision remains fragmented 
for older adults especially those with dementia and common mental health 
problems and the locality and Acute Hospital is experiencing high numbers of 
admissions for people with physical problems coupled with dementia that 
results in longer lengths of stay. When interventions are focussed on one 
aspect of a person’s care needs they commonly enter the health system in 
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crisis and contribute to long lengths of stay in or early admission to long term 
care.

Through innovation and re-alignment of the historical pattern of service delivery 
will help services work better with people’s “natural” family supports during this 
important stage of the illness. It can contribute to people with dementia living a 
better quality of life and living as independently as possible and as part of their 
community as for as long as possible. 

11. Conclusion

This report outlines the breadth of work being undertaken across the Health, 
Social Care and Voluntary Sector in Dartford, Gravesham and Swanley to meet 
the requirements of the Prime Minsters Challenge on Dementia 2020. There is 
still more work to be done but we have an excellent foundation and continue to 
build further improvements in order to achieve the vision where people with 
dementia and their families are supported and live well with dementia in the 
community.  


