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Executive Summary 

 
This policy provides a standard framework for all staff within Ashford and St 
Peter’s Hospitals NHS Foundation Trust (ASPH) who work with patients with a 
suspected cognitive impairment or a diagnosis of dementia and the carer of the 
patient with dementia, to ensure they are appropriately identified and they 
receive the care and support that meet their individual needs. 
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1. Introduction 
 

There are estimated to be around 850,000 people in the UK with dementia with an approximate 
cost to the economy of £23 billion a year; this is more than the combined costs of cancer, heart 
disease and stroke. By 2040 the number of people with dementia is expected to double with 
the predicted costs expected to treble (DoH, 2015). 
 
It has been estimated that by 2030 the increased number of people leaving employment to 
care for someone with dementia will cost businesses more than £3 billion (Centre for Economic 
and Business research, 2014). 
 
Most of our services will directly or indirectly support people with dementia and this policy sets 
out to provide clear guidance on the care of people with suspected dementia and dementia and 
those who care for them. 
 
This policy is informed by the National Institute for Health and Care Excellence (NICE) Quality 
Standards for Dementia Care (2010) and the Prime Minister’s challenge on dementia 2020 
(2015). 
 
 

2. Scope 
 

This policy is relevant to all staff who are directly or indirectly involved in the care of people with 
dementia, their carers and families and all staff who may come into contact with people with 
dementia, their carers or their families. 

 
 

3. Purpose 
 

The purpose of this document is to guide and support staff in order provide excellent dementia 
care at Ashford and St Peter’s Hospital, by means of describing care pathways and providing 
advice on supporting people with dementia in the hospital setting.  
 
 

4. Explanation of Terms Used 
 

4.1 Dementia: is a syndrome (a group of related symptoms) associated with a progressive 
decline of cognitive abilities. 

 
4.2 Delirium: is a temporary state of cognitive impairment (confusion) that has many 

causes, including acute physical illness, abrupt withdrawal of alcohol or recreational 
drugs, sleep deprivation or significant changes to the individual’s environment. 

 
4.3 iOPALs: The inpatient Older People’s Advice and Liaison service was established in 

2020    at ASPH in order to improve the care of older patients on medical and surgical 
wards, as well as to provide easy access to specialist input for patients with delirium. 
iOPALs can be contacted for advice, assessment and treatment via CareFlow or mobile 
07500 099414/ pager 5071 
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4.4 Dementia Team: This team provides specialist support for people with dementia or 
suspected dementia at ASPH.  

 
4.5 Psychiatric Liaison Service: This service is provided to ASPH by Surrey and Borders 

Partnership NHS Foundation Trust (SABP), and consists of multi-disciplinary mental 
health practitioners who provide specialist mental health support across ASPH.  

 
4.6 Forget-Me-Not scheme: The blue symbol of the Forget-Me-Not can be used to identify 

people with a confirmed diagnosis of dementia in their electronic medical records to 
help ensure those with the condition are easily identified by staff and their care is 
planned accordingly. 

 
4.7 This is Me: a simple and practical document that can be used as a hospital passport for 

people with dementia or delirium, who may be unable to communicate their needs. The 
‘This is Me’ document can be used to inform staff about individual routines, 
preferences, likes, dislikes and interests. This tool can also be used to identify triggers 
for distress and behaviour that challenges, and so allow staff to proactively plan care 
and reduce risks. ‘This is Me’ document should be completed by the patient (or 
someone providing care who knows the patient well). One should be completed for any 
patient with a diagnosed dementia who is in the hospital; in the event that this is not 
available, carers/family members should be supported to complete one as soon as 
possible. 

 
4.8 Dementia Champions: Staff who have expressed an interest in developing their skills in 

dementia care further, and are willing to act as ambassadors for excellent dementia 
care in the Trust. Staffs who are interested in becoming Dementia Champions can 
approach the Dementia Team in the first instance.  

 
4.9 Frailty/Locality Hubs: Provide proactive integrated care for older people with frailty and 

multiple long-term conditions, consisting of a multi-disciplinary team of physical health, 
mental health and social care staff whose focus is to identify risk factors and implement 
early management with aim to prevent hospital admission. Cognitive assessments are 
also carried out by mental health practitioners and Old Age Consultant. 

 
4.10 Memory Clinics: Community based memory clinics provide comprehensive cognitive 

assessment for people with memory difficulties or other cognitive impairment, with the 
aim to detect and diagnose decline in cognition or dementia, or rule out dementia as a 
diagnosis. Staff will provide support, advice and information following diagnosis and 
sign-post to appropriate services. 

 
 
5. Duties and Responsibilities 

 
The Trust Board has a legal duty to ensure the health, safety and welfare of all staff who work 
at the Trust. 

 
5.1 The Chief Nurse is the Executive Board Lead for nursing practice and has overall 

responsibility for the implementation and effectiveness of the nursing role within the 
Dementia Care Policy 
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5.2 The Medical Director is the Executive Board Lead for Medical Practice and has the 
overall responsibility for ensuring the implementation and effectiveness of the medical 
role within the Dementia Care Policy 

 
5.3 The Divisional Service leads have responsibility for ensuring adequate staffing 

resources are maintained to deliver safe care 
 
 
6. Policy 

 
6.1 The standards to be achieved: 
 

ASPH (Ashford and St Peters Hospitals NHS Foundation Trust) will provide services 
that address the specific personal and social care needs and the mental and physical 
health of people with dementia who use our services and facilities. 

 
Patients with suspected dementia will be identified and followed up appropriately 
according to local care pathways.  

 
6.2 Dementia Training 

 
6.2.1 Tier 1 dementia awareness training is mandatory for all staff. This is provided 

via blended learning using face-to-face, online presentations and e-Learning for 
Health modules. Places are booked via the Learning & Development team. 

 
6.2.2 Tier 2 enhanced dementia care training is being delivered to Dementia 

Champions and identified staff or staff groups who work with patients living with 
dementia and their carers on a regular basis. 

 
6.2.3 Training performance is reported quarterly in line with Safeguarding Committee 

and Safeguarding Learning Disability and Dementia agendas, and annually to 
Health Education England. 

 
6.3 Patients with suspected dementia 
 

6.3.1 If it is suspected that a patient has an undiagnosed cognitive impairment, staff 
should ensure any reversible causes have been first identified and treated. 

 
6.3.2 A collateral (or informant) history is a key component in the assessment of 

individuals presenting with a memory or cognitive concern and should be 
completed as early as possible. Other sources of information should be 
considered if it is not possible to gain collateral history: such as GP records, 
electronic records, mental health records (accessible by the Psychiatric Liaison 
Service), social services, community mental health teams for older people, care 
agencies, and community services for dementia. If confusion is acute then the 
possibility of delirium must be explored – please refer to the Trust Delirium 
Policy for detailed advice on how to identify and manage delirium.  

 
6.3.3 If it is not possible to tell whether a person has a delirium, dementia, or delirium 

superimposed on dementia, please refer to Delirium Policy and manage as 
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delirium first, whilst additional information is sought. See Appendix 2 for 
flowchart with guidance and information on roles of specialist teams in these 
situations. 

 
6.3.4 It is not considered best practice to assess for and diagnose dementia whilst the 

individual is an inpatient in the acute hospital, mainly due to the high likelihood 
of comorbid delirium. However, under certain conditions (clear history, need for 
treatment, complex discharge planning/funding applications) a working 
diagnosis of dementia may be necessary in order to ensure effective planning of 
care. In such cases the patients can be discussed with the Psychiatric Liaison 
Service (bleep 8161, 01932 72 2450) who will assess them if appropriate. 
Making a dementia diagnosis should be taken very seriously and should be 
made by a specialist (old age psychiatrist, geriatrician or neurologist), 
documented very clearly and communicated in the patient’s discharge summary.  

 
6.3.5 Where dementia is suspected and the patient requires further cognitive 

assessments, follow up will need to be arranged.  Follow up will depend on the 
presence of delirium, which needs time to resolve. Follow up may take place in 
locality frailty hubs if the person agrees to this and is eligible 
(https://www.cshsurrey.co.uk/our-services/service-adults/single-point-access-
spa). If there is no evidence of delirium or delirium has fully resolved, then 
follow-up can take place in local memory clinics (run by SABP). The Dementia 
Team, Psychiatric Liaison Service or GPs can make referrals to memory clinic. 
Please see the flow chart in the Appendix 2 for more detailed advice.  

 
6.3.6 The Dementia Team can also refer to other community services for continuity of 

care and support for patients and carers, such as Dementia Navigators, Action 
for Carers, Age UK.    

 
6.3.7 On the rare occasions where a patient has been diagnosed with dementia 

during their admission and the Dementia Team are not already involved, they 
and their carer/family should be referred to the Dementia Team via CareFlow or 
team inbox asp-tr.dementia@nhs.net  for post diagnostic support and 
signposting to appropriate services. The GP should be notified of the new 
diagnosis on the discharge summary.  

 
6.3.8 Patients with a working diagnosis of dementia should receive post diagnostic 

support which can be accessed via the frailty hubs or local memory clinics. 
Criteria and guidance on referrals to Frailty Hubs can be found in the Appendix 
2. 

 
6.3.9 Of note, patients within the Ashford catchment area can be referred directly to 

the Out-Patient Clinic provided by the Trust’s Clinical Lead for Delirium & 
Dementia for general geriatric and holistic review.  

 
6.3.10 If the patient with suspected dementia is being discharged back to the GP and 

not to a frailty hub, and is not currently open to psychiatry liaison team or the 
Dementia Team, then GPs should be advised to refer to the local memory clinic 
for further support. Memory clinics currently only accept referrals from GPs, the 
Dementia Team and the Psychiatric Liaison Service.  
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6.4 Patients with a diagnosis of dementia 

 
6.4.1 Collateral History: Assessment should include collaborative work with family, 

carers and staff involved in patient’s care. In order to ensure effective treatment, 
management of care and discharge planning, the functional and cognitive 
baseline prior to admission must be established. The cognitive and functional 
status in patients with dementia can deteriorate significantly where physical 
illness, delirium and/or change of environment are present. 

 
6.4.2 Forget-Me-Not: Patients with confirmed diagnosis of dementia will have a forget-

me-not symbol besides their name on their Electronic Patient Record.  
 
6.4.3 This is Me: In order to provide effective person-centred care and appropriate 

stimulation it is essential that a life history is obtained and the patient or the 
relative/carer  should be given a copy of ‘This is Me’ to be completed. The nurse 
responsible for the patients can also collate this information with the support of 
the relative/carer. A copy of ‘This is Me’ should be kept in the nursing notes 
which then travels with the patients if transferred to a different ward or get 
discharged from hospital. Blank copies can be requested from the ward 
personal assistant and/or dementia team. 

 
6.4.4 Avoid bed moves: Patients with dementia are likely to experience increased 

disorientation if their environment changes. Patients with dementia must not be 
moved within the bay, the ward or between wards unless it is clinically indicated 
or absolutely necessary. 

 
6.4.5 Pain: As dementia progresses, the individual’s ability to communicate their 

experience of pain becomes more difficult, which can lead to pain being poorly 
recognised and undertreated. A comprehensive collateral history will establish 
the patient’s baseline, and if there are any changes/concerns particularly 
regarding behaviour, agitation or aggression a comprehensive pain assessment 
must take place. This Trust currently uses both the Abbey and Bolton Pain 
Scales to assess for pain in patients who find it difficult to communicate verbally 
{see the Nursing Risk Assessment Documentation}. 

 
6.4.6 Nutrition: People with dementia may experience changes in their eating and 

drinking habits as the condition progresses. This can be exacerbated by other 
factors such as the presence of delirium, physical illness or change of 
environment and routine. A comprehensive collateral history will establish the 
patient’s baseline; if there are any changes/concerns the Malnutrition Universal 
Screening Tool (MUST) will provide clear guidance for assessment, treatment 
and additional support if required {see the Nursing Risk Assessment 
Documentation}. 

 
6.5 Driving with Dementia 
 

If a patient refuses to accept the diagnosis, or the effect of the condition or treatment on 
their ability to drive, you can suggest that they seek a second opinion, and help arrange 
for them to do so. You should advise the patient not to drive in the meantime. As long 
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as the patient agrees, you may discuss your concerns with their relatives, friends or 
carers. 

 
If you become aware that a patient is continuing to drive when they may not be fit to do 
so, you should make every reasonable effort to persuade them to stop. If you do not 
manage to persuade the patient to stop driving, or you discover that they are continuing 
to drive against your advice, you should consider whether the patient’s refusal to stop 
driving leaves others exposed to a risk of death or serious harm. If you believe that it 
does, you should contact the DVLA or DVA promptly and disclose any relevant medical 
information, in confidence, to the medical adviser. Before contacting the DVLA or DVA, 
you should try to inform the patient of your intention to disclose personal information. If 
the patient objects to the disclosure, you should consider any reasons they give for 
objecting. If you decide to contact the DVLA or DVA, you should tell your patient in 
writing once you have done so, and make a note on the patient’s record.” (GMC, 2017). 

 
6.6 Decision Making 
 

All patients should be assumed to have the capacity to make a specific decision unless 
proven otherwise. If there is sufficient evidence that a patient may lack the capacity to 
make a specific decision then a capacity assessment must be completed. If the patient 
does have the capacity to make any particular decision then the patient is the final 
decision maker for their own health and well-being. 

 
If the patient is assessed as lacking capacity to make a decision, then a best interest 
plan must be made. Depending on the complexity of the decision, simple consultation 
with other clinical staff or family/carers may be sufficient. However, if patients are 
assessed as lacking capacity to make decisions regarding their ongoing care and 
support then a multi-disciplinary Best Interests meeting must be held, including 
advocacy for the patient (family/carers Independent Mental Capacity Advocates (IMCA) 
etc.) and the patient must be involved as far as possible.  

 
{For further information/ advice on mental capacity, best interests meetings/ decisions 
please refer to the Trust’s Mental Capacity Policy}. 

 
6.7 Behaviour that Challenges  
 

It is important for us to remember that behaviour is a form of communication and a rapid 
change in a person’s behaviour should warrant a thorough diagnostic investigation. 
Medical problems such as pain, depression, dehydration, sleep disturbance, anxiety 
and delirium, as well as psychological (premorbid personality and stress response), and 
social (environmental change and caregiver breakdown) can all lead to behaviour that 
challenges in a person with dementia {See Appendix 3}. 

 
In many instances behaviour that challenges can be managed effectively and safely 
through Positive Behavioural Support and de-escalation techniques without the use of 
pharmacological interventions, therefore ensuring that the principles of person-centred 
care are adhered to.  

 
Pharmacological interventions should always be considered as the last resort. In the 
rare cases where pharmacological intervention is necessitated, follow the Trust Rapid 



 

Volume 8 
Patient Care 

Current version is 
held on the 

intranet 

First ratified: 
August 2019 

Next review: 
November 2024 

Issue 2 Page 10 of 19 

 

Tranquillisation Policy, Restraint Policy for Adults and Young People, Mental Capacity 
Act Policy and Deprivation of Liberty Safeguards Policy.  

 
Behavioural disturbance is also a very common feature of hyperactive delirium, and this 
should always be considered. Please refer to the Delirium Policy for specific instruction 
on medication and management if you suspect your patient has delirium, and consider 
requesting a comprehensive geriatric assessment via the iOPAL service. 

 
There are various sources of support for people with dementia with behaviour that 
challenges. The Dementia Team and Psychiatric Liaison Service work closely together, 
and it is not always clear which team is best placed to help. Specific advice and 
guidance on what these teams can help with is given in Appendix 2, 3, & 4. Both teams 
are happy to discuss potential referrals. In brief:  

 
The Dementia Team can be referred to via CareFlow or team email asp-
tr.dementia@nhs.net for advice including non-pharmacological interventions, positive 
behaviour support, staff training, carers support and support with discharge planning. 

 
The Psychiatric Liaison Service can be referred to via Patient Centre and can give 
advice on pharmacological interventions and medico legal frameworks which may be 
necessary if the behavioural disturbance is very severe and poses risk to the individual 
concerned, staff or other patient 

 
6.8 Dementia with Learning Disability & Parkinson’s Disease 
 

The Dementia Team also see people living with Learning Disability with suspected or 
confirmed diagnosis of dementia, and people living with Parkinson’s disease with 
suspected or confirmed diagnosis of dementia. For people with Learning Disability & 
suspected/confirmed dementia please refer to Learning Disability Team in the first 
instance on 07721918708 and/or 07770324896 or email on asp-
tr.learningdisabilities@nhs.net . For people living with Parkinson’s disease with 
suspected or confirmed dementia, please contact Parkinson’s disease Team on 
extension 2920 or email louisa.aubry@nhs.net 

 
6.9 Carers of people with dementia 
 

Caring for someone with dementia can be challenging and stressful; however with the 
right support, it can be rewarding and often satisfying. It is important that we recognise 
the essential role carers play in supporting the person with dementia even if they do not 
think of themselves as a carer {See Appendix 4}. 

 
The Trust is committed to the principles of ‘John’s Campaign’ by giving carers of people 
with dementia flexibility with visiting times. However, compulsory measures were 
necessary and restrictions on visiting had to be introduced during the COVID-19 
pandemic in order to protect our patients, staff and visitors to reduce the chances of 
spreading the virus. Staff continue to maintain an inclusive approach to care through 
discussion with relatives and carers via telephone and video calls. Direct 
communication has also been facilitated between in-patients and their families/carers 
via the same mechanisms.  
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Restrictions remain in place currently and visiting is only possible for patients with 
particularly complex or palliative needs and for those exhibiting behaviour that 
challenges.  Visiting must be agreed with the Nurse-in-Charge or Ward Manager and a 
time/date of visits will need to be agreed in advance; all visitors will need to adhere to 
appropriate infection control requirements. 

  
Please visit the Dementia Team page on Trust Net for information/ advice on carers. 

 
The Dementia Team specialises in supporting carers of people with dementia, please 
refer through email asp-tr.dementia@nhs.net or CareFlow. 

 
The Dementia Team can refer onward to Dementia Navigators & Action for Carers for 
follow-up community support and advice. 

 
Carers can be referred for further input and advice to Dementia Team via CareFlow or 
team inbox, or to Sam Caine {Action for Carers} who supports carers at St Peter’s 
Hospital via sam.caine@nhs.net or sam.caine@actionforcarers.org.uk. 

 
6.10 Where the carer has suspected cognitive difficulties 
 

In some instances it may be noticed (by staff or reported by family members) that the 
carer for the person with dementia may be experiencing some cognitive difficulties of 
their own. There might be a number of reasons for this, including poor physical health, 
stress, low mood or carer breakdown. If cognitive decline or carer stress is present or 
suspected please refer to the Dementia Team for support/advice via email asp-
tr.dementia@nhs.net, telephone or CareFlow. If carer stress may have become 
potential abuse, or safeguarding issues are suspected, please discuss with the Adult 
Safeguarding Team via asp-tr.safeguardingadults@nhs.net or make a referral via datix.  

 
If the Multi-Disciplinary Team has concerns regarding the carers’ well-being, advice can 
be sought from the Information Governance Team regarding disclosing this information 
to the carers GP. 

 
6.11 Patients with dementia who have no carers or next of kin 
 

Patients with dementia are able to make decision about their care and treatment and 
discharge plans. If they are deemed to lack capacity to make decisions in their own best 
interests, then a mental capacity assessment and a best interest meeting should be 
held by professionals involved in care. It is necessary to check if any advance decisions 
or directives have been made by the patient and a power of attorney, for welfare or 
finance or both, has been appointed by the patient. In the absence of a power of 
attorney, an Independent Mental Capacity Advocate (IMCA) should be invited to best 
interest meeting. 

 
6.12 Staff members who are carers for people with dementia 
 

“Employees do not legally have to notify their employer that they are a carer. However, 
in a healthy working environment, carers are more likely to notify someone of their 
responsibilities and be more cooperative with their managers. Generally checking on an 
employee's wellbeing regularly during catch ups and/or appraisals can encourage open 
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dialogue with employees and provide opportunities for employees to raise anything that 
may be impacting on their general wellbeing.” (NHS Employers, 2019) 

 
If you are a staff member who is a carer, or a manager please refer to the ‘Work Life 
Balance Policy’ for advice and information. 

 
The Dementia Team specialises in supporting people who are carers for people with 
dementia, you can contact us informally: 
asp-tr.dementia@nhs.net  
Telephone extension- 6106 

 
 

7. Training 
 

Training for dementia care is being delivered via a blended learning format- face-to-face, 
Teams and e-Learning for Health- http://portal.e–lfh.org.uk/. This includes Tier 1 dementia 
awareness training and Tier 2 enhanced dementia care training.  

 
 

8. Stakeholder Engagement and Communication 
 

The stakeholders involved in the consultation of this policy include the psychiatric liaison 
interface group, safeguarding, learning disabilities and dementia (SLD) sub-group committee 
and the Safeguarding Committee. Members of these groups involved include ASPH staff 
members, Surrey & Borders NHS Foundation Trust, Alzheimer’s Society and Carers. 

 
 

9. Approval and Ratification 
 

The policy has been disseminated to the members of the Dementia Team, the Safeguarding 
Learning Disability & Dementia Sub-Group Committee and the Safeguarding Committee for 
comment and approval. 
 
The policy will be ratified at the Trust’s Safeguarding Committee. 

 
 
10. Dissemination and Implementation 
 

The policy will be uploaded on the Trustnet and the Communications team will issue a trust-
wide notification of the existence of the policy. 
 
Divisional Directors and Supporting Management Teams, Ward Managers and Heads of 
Departments are responsible for ensuring that all relevant staff under their management 
(including bank, agency, contracted, locum and volunteers) is made aware of the policy. 

 
 

11. Review and Revision Arrangements 
 

This policy will be reviewed every 3 years or earlier if national policy or guidance changes are 
required to be considered. If the changes needed are of a minor nature the policy will not need 
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to be subject to a review and re-ratification. If the change is a major change the policy will need 
to be subject to review and re-ratification. 
 
This policy will be archived in accordance with this document. 

 
 
12. Document Control and Archiving 
 

This policy will be uploaded to Trustnet by the Quality Team when the policy has been ratified 
and previous policies will be archived appropriately. 

 
 

13. Monitoring Compliance with this Policy  
 
Measurable Monitoring/ Frequency of Responsibility Monitoring 
Policy Audit monitoring for performing reported to 
Objective method   the monitoring which groups/ 

committees, inc 
responsibility for 
reviewing action 
plans 

The policy will be 
reviewed by 
authors annually to 
ensure that it 
remains valid and in 
date 

Compliance 
audit and via 
regular review 
with 
Dementia 
Team and 
Psychiatric 
Liaison Team 

annually Deputy Chief 
Nurse 

Safeguarding 
Learning Disability 
Dementia Sub Group 
Committee  

 
 
 
14. Supporting References / Evidence Base 
 

1. Centre for Economic and Business research (2014) Cost of Dementia to Business 
2. Department of Health (2015) Prime Ministers Challenge on Dementia 2020. 
3. Deprivation of Liberty Policy 
4. General Medical Council) 2017. Confidentiality: Reporting concerns about patients to the 

DVLA or DVA, 2017. 
5. Equality Act 2010 
6. Health and Social Care Act 
7. Human Rights Act 1998 placed a positive duty on public bodies to act in compliance with 

the 1950 European Convention on Human Rights 
8. http://www.gmc-uk.org/guidance/ethical_guidance/30652.asp 
9. Mental Capacity Act Policy 
10. NHS Employers (2019) Supporting carers in the workplace 

https://www.nhsemployers.org/staff/supporting-carers-in-the-workplace 
11. NICE (2010). Dementia: support in health and social care 
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APPENDIX 1: EQUALITY IMPACT ASSESSMENT 
 
Equality Impact Assessment Summary 

Name and Title: Kamla Bhoyraz- Dementia Lead 

Policy: Dementia Care Policy 
 
 

Background 

     The authors have completed the equality impact assessment 

 
 
Methodology 

The effects to different race and ethnic origin, disability, gender, culture, 

religion or belief, sexual orientation and age have been considered 

 
 
Key Findings 

This policy does not have an adverse effect on any equalities group 

 
 
Conclusion 

This policy does not have an adverse effect on any equalities group 

 
 

Recommendations 

        N/A 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

APPENDIX 2: Suspected Dementia Pathway: Incorporate Policies on Delirium and 
Frailty Hub 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Dementia /Cognitive 
Impairment is suspected 

Assess and treat for reversible 
causes, take collateral history  

complete 4AT,  
refer to IOPAL service if delirium 

suspected 
 

 
Dementia still suspected 

 

Refer to Psychiatric Liaison Team for: 
- Concerns regarding comorbid mental health  
- Advice if diagnosis complex/ unclear 
- Advice on Community Mental Health  

Follow-up  
- Advice on pharmacological management of distress in 

Dementia or delirium 
- Concerns re legal issues (complex capacity 

assessment, potential Mental Health Act assessment) 

 

 
Dementia still suspected, 

any delirium resolved 
 

 

Refer to hub for holistic follow up  
if ineligible or patient refuses GP to 

review at 8 weeks and consider 
onward referral to memory clinic  

If patient had delirium, consider 
referring to locality/frailty hub for 

holistic review 
OR 

discharge back to GP for routine 
follow-up 

N.B. In the majority of cases it is not considered best practice to assess for and diagnose dementia whilst 
the individual is an inpatient in an acute hospital; however under certain conditions (complex discharge 
planning/funding applications) the patient should be referred to the Psychiatric Liaison Team via PAS or 

Patient Centre for support for further cognitive assessment and possible working diagnosis to enable 
appropriate interventions and safe discharge. 

 

Refer to Dementia team for:  
- Issues with eating and drinking 
- Non pharmacological management of  

distress/behaviours that challenge 
- Complex discharge planning 
- Complex cogntive assessment 
- Carer support    
 
                                          

 

 
ongoing delirium +/-

underlying dementia still 
suspected 

 

 
Delirium fully resolved, no 

concerns re: underlying 
dementia 

 

Dementia team or Psychiatric 
Liaison Service will refer to 
local memory clinic - if not 

possible for dementia team or 
liaison to see, advise GP to 
refer to memory clinic on 

discharge  
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APPENDIX 3: Dementia Care Pathway 
 
 

Person with dementia in hospital  
(this section can be initiated at any point during admission)  

 
 
 

 

‘Forget-Me-Not’ symbol  
A forget-me-not symbol on electronic records to identify patients 

diagnosed with dementia  
 
 
 

 

Carer of person with dementia  
Follow Carer of person with dementia pathway  

 
 
 
 
 

 

This is Me  
This is Me document to be completed by person with dementia and/or with their 

Relative/carer to inform care plan 
Detailed collateral history is beneficial for proactive care planning  

 
 
 

 

Behaviour that Challenges  
If the person with dementia exhibits behaviours that are considered to be 

challenging staff should consider and assess for the following: Delirium; Pain; 
Change in environment; Psychiatric illness, etc.  

 
 
 
 
 

  
 
 
 
 
 

Advice and support with 
non-pharmacological 
interventions contact 
ASPH Dementia Team 

Advice and support with 
pharmacological 

interventions contact 
Psychiatric Liaison Team 



 

Volume 8 
Patient Care 

Current version is 
held on the 

intranet 

First ratified: 
August 2019 

Next review: 
November 2024 

Issue 2 Page 17 of 19 

 

APPENDIX 4: Carer of person with dementia 
 
 

 

Carer of person with dementia  
Staff will have discussion with carer regarding their (the carer) own needs. Be 

mindful of carer stress, carer breakdown, ability to visit, carer’s wishes for 
discharge.  

 
 
 
 
 

John’s Campaign 
Staff will explain flexible visiting, support with refreshments and car parking; 

facilities for overnight stay (fold away beds)  
 
 
 
 
 
 

Additional support for carer/family  
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Specific advice/ support with 
dementia, aetiology, 
prognosis, symptoms and 
management of symptoms.  
Education/support with 
impact/changing interpersonal 
relationship affected by 
dementia diagnosis. Emotional 
support/advice as condition 
progresses, possible move to 
placement.  
Specific carer assessment 
regarding carer breakdown, 
carer stress 

 

Refer to Dementia Team 
 

General carers support both 
inpatient and post discharge. 
Referral to Dementia Navigator 
Service, OPCMHT, Social 
Services & Action for Carers 

Refer to carer support 
worker 
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APPENDIX 5: Referral to inpatient Older Persons Advice and Liaison (iOPAL) service 
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APPENDIX 6: Guidance on when and how to refer people with Dementia to the 
Dementia Team and Psychiatric Liaison Team 

 

 
 
 
 
 


