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1. Executive summary 
 
The issue 
Dementia is one of our most significant health and social care priorities both 
nationally and in Cornwall. It has far reaching effects on people who live with the 
condition, their carers, and the community. 
 
The CIOS dementia diagnosis rate is low compared to the national benchmark and 
there are a projected further 5000 people living with dementia (PLWD) who will at 
some time over the next 5 years require support.  The care and support of PLWD is 
a recognised growing national challenge. 
 
We know that dementia is a condition that still carries a great deal of stigma and 
fear. This can often prevent people from seeking the help and advice they need. It is 
a condition that is affecting more and more people each year. With access to the 
right support, treatment and care, people can live well with dementia. This is the 
message that we want to spread loud and clear throughout CIOS. We want CIOS to 
become a ‘Dementia Friendly Community’ and to achieve this we must work together 
and embed our Dementia model firm in place with prevention, early help and support 
for those living with dementia and their carers. We are building our dementia 
pathway of support, through dementia advisors, admiral nurses, our primary care 
dementia practitioner service with GPs and our voluntary sector colleagues to 
support people to live well with dementia supported in their preferred place of care. 
 
Our dementia strategy and programme of improvement is bigger than individual care 
and incorporates dementia prevention, research and education for all to support 
service provision and our pathway of care.  A key part of our strategy is to educate 



 

Page 2 

Cornwall and make dementia everyone’s business, encouraging and supporting the 
development of more dementia friendly environments. 
 
PLWD do often need hospital level care, but if it can be avoided then it should be as 
outcomes can be poor.  We know from Cornwall data discharge is often delayed, on 
average by 9 days following the person being medically fit to return home, although 
many wait significantly longer than this.  We will try and support more PLWD at 
home, preventing the need for hospital admission or helping get them home through 
more intensive support for the person in their own home, the provision of more 
support carers and provide respite for family carers who we know at times struggle to 
cope.  When a person wants to or needs a care home then we need to ensure we 
have adequate provision in county and that that care home and its residents have 
adequate support. 
 
There is a shortage of specialist dementia care beds, with dementia prevalence 
doubling in the last 10 years supply has not kept pace with demand, leading to an 
increased reliance on the acute hospital.  We need to increase the support provision 
to the providers already delivering this care, only 20% of care homes have a named 
support person to lead the care of PLWD and provide increased wrap around 
support in PCNs and ICAs to increase the resilience of carers, informal and care 
workers in the communities, enabling PLWD to remain in their own homes whenever 
possible. 
 
We know that there is a need and desire for education in dementia diagnosis, care 
and support across all care sectors, this will be the driver for “making dementia 
everyone’s business”. 
 
March 2023 will see the publication of our recent Healthwatch Cornwall survey on 
our dementia services, this will be a key element of research and engagement to 
reflect upon as we finalise the production of our strategy incorporating our learning 
from PLWD and carer feedback. 
 
CIOS is currently facing significant challenges in providing the appropriate care and 
service for people living with dementia (PLWD). This has been the role of the 
dementia programme to develop a strategy for dementia and transform our model of 
care to improve the outcomes for people in CIOS. 
 
This paper set out a summary of the challenges faced and how we are addressing 
these as a system to implement our revised placed based model of care. 
 
The themes of our challenges and opportunities have become clearer and are: 
 

Challenge: A lack of support in the local community teams to provide 
resilience, advice, signposting and short term respite for PLWD and their 
carers.  This leads to a reluctance to seeking a diagnosis.  

 
Opportunity: Building our army of compassion with our voluntary sector 
colleagues to develop locally based teams to provide increased support to 
enable PLWD to live well for longer in their own homes and communities. 
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Challenge: A lack of dementia education availability at place.   
 

Opportunity: Our dementia education lead is focussed on providing tier one 
and two training available for all monthly to “make dementia everyone’s 
business”.  This is targeted at increasing the confidence and skill within our 
workforce in providing care and support for PLWD. 

 
Challenge: A shortage of specialist bedded care for PLWD, this results in 
delays for discharge from the acute hospital and at times PLWD in the wrong 
care setting.   
 
Opportunity: We will focus on supporting more PLWD to live at home so that 
fewer specialist care beds are required and we will work with a network of 
existing care home providers to repurpose up to 100 care home beds to 
support PLWD 

 
In 2023/24, as well as working with care home providers we will work with domiciliary 
care providers to commission specialist and bespoke care packages to enable more 
PLWD to continue to live at home 
 
By focussing our programme on prevention, early diagnosis and effective care and 
support in local communities we will also reduce the reliance on our hospitals and 
long term bedded care. 
 
We will also work with the Council and other partners to commission additional, new 
purpose-built bedded dementia care capacity within 3 years. 
 
 Key performance data 
 
We are currently building a dementia dashboard with our key data presented by ICA 
and PCN.  This will be available April 2023, an example is shown in the main body of 
report. 
 
We are able to demonstrate improvement in our dementia diagnosis rate (DDR).  
Following a national reporting system upgrade January 2023 is the latest data we 
have.  This recovery has been facilitated by the appointment of fixed term specialist 
GPs, a request is being submitted to extend the funding to support these roles. 
 
Since April 2022 the Dementia Diagnosis Rate has increased from 53% to 55.8% in 
January 2023.  By April 2024 it is anticipated that the target rate of 67% will be 
achieved.  This is equivalent to 6293 people in Cornwall and the Isles of Scilly being 
diagnosed with dementia. 
 
The current number of people within RCHT and CFT hospitals where it has been 
identified a specialist dementia bed is required is 34.  This is a similar to the number 
of people who were waiting at the beginning of March 2022 which was 35 but a 
significant improvement on the number of people that were waiting in November 
2022 which was 47.  The improvement that has been made since November 2022 is 
primarily due to the opening of the new Bolitho Care Home in Penzance and also 
because of the joint work that has been led by the Care Home Support team and 
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involved ASC and RCHT to reduce the number of people waiting for a specialist 
dementia bed in RCHT. 
 
We know that the current Dementia & Older Peoples Mental Health (DOPMH) 
community teams are under pressure and facing significant demands.  Our plan to 
recruit an additional fifteen support workers to support the primary care dementia 
practitioner service will significantly help to reduce this.  Alongside the dementia 
programme there is work underway to “right size” the current teams for increased 
demand. 
 

2. Recommendations 
 
Members of the Integrated Care Board are asked to:  
 
1. Support the full dementia care improvement programme and the benefits 

realisation measures 
2. Note the alignment to the strategic intentions for investment and delivery in 23/24 
 

3. Confirmation of governance route 
 

☒ Discussed by the System Executive Group 

☒ Discussed by the Transforming Care for Cornwall group 

☐ Discussed by the Integrated Care Partnership 

☐ Discussed by the System Quality Group 

☐ Discussed by the Joint Health and wellbeing Board  

☐ Discussed by an ICB committee 

 
 

4. Main report 
 
Dementia is one of our most significant health and social care priorities both 
nationally and in Cornwall. It has far reaching effects on people who live with the 
condition, their carers, and the community. 
 
The CIOS dementia diagnosis rate is low compared to the national benchmark and 
there are a projected further 5000 people living with dementia (PLWD who will at 
some time over the next 5 years require support.  The care and support of PLWD is 
a recognised growing national challenge. 
 
We know that dementia is a condition that still carries a great deal of stigma and 
fear. This can often prevent people from seeking the help and advice they need. It is 
a condition that is affecting more and more people each year. With access to the 
right support, treatment and care, people can live well with dementia. This is the 
message that we want to spread loud and clear throughout CIOS. We want CIOS to 
become a ‘Dementia Friendly Community’ and to achieve this we must work together 
and embed our Dementia model firm in place with prevention, early help and support 
for those living with dementia and their carers.  
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CIOS is currently facing a significant challenge providing the appropriate care and 
service for PLWD.  The challenges have been identified as: 
 

• There are an estimated further 5000 people living with dementia who will at 
some time over the next 5 years require support – main barrier to diagnosis is 
the perceived lack of support and benefit post diagnosis, myths, stigma 

• Diagnosis should be the key to unlock support for the person living with 
dementia and carer 

• CIOS has low diagnosis rates – low against England benchmark 
• Lack of support for dementia at home/care in the community leading to a high 

reliance on acute and bedded care. 
• There is a shortfall of dementia and specialist care beds in care homes 

compared to increased demand, leading to delays in discharges 
• Two thirds of people waiting for a care home bed are diagnosed or have 

suspected diagnosis of dementia - numbers of people identified as dementia 
waiters are increasing  

• Only 20% of care homes have a named specialist person to support care of 
Dementia patients, leading to reluctance in acceptance when capacity 
available 

• Carer “burn out” leading to crisis with possible acute hospital admission and 
longer-term bedded care earlier than may have otherwise been required of 
the PLWD 

• Lack of urgent intensive (crisis) support available to prevent admission to 
acute care 

• Lack of short term respite care and day services to support carer resilience 
• Not meeting dementia training requirement – national training standards 
• Need to educate Cornwall in dementia – “making dementia everyone's 

business” 
• Lack of support for young onset dementia – flagged in Healthwatch Cornwall 

survey 
 
 
The purpose  
 
The full dementia programme has the vision to “make dementia everyone’s 
business”, improving the lives of PLWD and their carers from diagnosis to end of life. 
 
The solution 
 
Reviewing best practice in dementia care models, engaging with professionals, 
patients and their carers, we have been working to develop and implement a new 
model of care to address the challenges. 
 
We have a draft dementia strategy, awaiting final stage of engagement via the 
Healthwatch Cornwall survey due to be published this month so we can take account 
of the most recent engagement with the people of Cornwall and Isles of Scilly to 
ensure we are addressing their concerns and needs. 
 
Our proposed, in phased implementation model of care is summarised in 
figure 1. 
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It aims to implement service offers to address the issues identified at place to ensure 
parity and consistency of care and support for people living with dementia across 
CIOS, inline with our proposed model of care (fig 1), which will address the issues as 
described in fig 2. 
 
Proposed Model of Care –fig 1 
 

 
Fig 2 
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The challenges faced in CIOS for the care and support of people living with dementia 
and their carers is well described.  Our carers have recently told us how they feel 
about our current services provided as part of a survey conducted by Healthwatch 
Cornwall during April to July 2022.

 
 
 
 
All ICAs were represented in the survey, with the North and East area being the 
most represented. One carer was from the Isles of Scilly 
 
 
Central North and East West – 28%       
North / East – 37% 
West – 35% 
 
 
 
 
 
 
 
Strategy 
 
Our dementia strategy is due to be approved and published April 2023.  This will 
describe our proposed dementia pathway aligned to the NHS England Living Well 
with Dementia Pathway (appendix 1) 
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Our programme benefits are described below: 

 
 
As the number of people diagnosed with dementia increases a number of community 
based improvement schemes have commenced.  These include: 
 

• PCDP roll out of successful pilot to implement dementia support workers for 
all PCNs – funding agreed, working now with ICAs to deliver. 

• Three Admiral Nurses recruited to ensure parity of support across all ICAs 

• Dementia Advisors in post in all ICAs 

• Memory cafes reinstated and operational at pre-pandemic levels with more in 
pipeline 

• Additional funding for VSCE services to support 1000 more people in the 
community 

• Dementia Education Lead appointed with monthly tier 1 and 2 training 
established, system wide available to all. 

• Specialist GPs in post to support dementia diagnosis and documentation.  
This is successful with significant improvements demonstrated.  Fixed term 
funding for these posts will cease April 2023 and a decision on further funding 
is required and outstanding. 

 
The current number of people within RCHT and CFT hospitals where it has been 
identified a specialist dementia bed is required is 34.  This is a similar to the number 
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of people who were waiting at the beginning of March 2022 which was 35 but a 
significant improvement on the number of people that were waiting in November 
2022 which was 47.   
 
In order to deliver a long term reduction in the number of people waiting in hospital 
for speciailist bedded dementia care the following initiatives are also underway: 
 

• CFT, ICB and Primary Care colleagues have worked with the team at the new 
Bolitho Care Home to provide a high quality care environment for people with 
dementia 

• The Care Home Support Team have worked with hospital and social care 
staff to accelerate and improve the process of identifying long term residential 
care beds for PLWD for people at RCHT.   

• Consultation has taken place with care home providers to understand what 
support would be required to enable existing homes to support more PLWD.  
Funding for additional specialist staff and more wrap around clinical support 
were identified as the most important factors in being able to support more 
people PLWD as well as more confidence about the safety of discharges 

• Plans are being developed to work with a small network of care home 
providers to provide additional and specialist support so that existing bedded 
capacity can be re-purposed to support people with dementia  

•  nvestment is planned in the Dementia and Older  eople’s Mental Health 
Team in order to increase from 20% to 40% the number of care homes 
provided with specialist dementia support 

• Support is being provided to the Council to assist in the development of a long 
term commissioning strategy to create more specialist dementia residential 
capacity. 

 
It is also recognised that feedback from carers indicates that there is an urgent need 
for short term respite support to improve carers resilience and reduce the risk of 
carer breakdown.  This is included as a collaborative workstream under bedded care 
with Cornwall Council. 
 
Recommendations from the Healthwatch Cornwall survey have been reviewed, there 
are 40 in total which include (a full version is not available until the publication date 
of 14 March 2023): 
 

•  Recommendations from the report (being published 14 March 2023) include 
development of a clear dementia care pathway of services and support so 
that people experience timely, evidence-based care and treatment along with 
access to information and advice that is personalised, flexible and meets the 
needs of the person living with dementia and memory loss and those who 
care for them.  

• This will be based on the NHSE Well Pathway for Dementia1, and will be co-
produced with all agencies and ratified by the Integrated Care System. 

• The dementia care pathway should take into account carer roles and 
responsibilities, and their personal and work situations in order to ensure 

 
1 dementia-well-pathway.pdf (england.nhs.uk) 

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/03/dementia-well-pathway.pdf
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equity of access to advice, information and support for all, across all areas of 
Cornwall. 

• The dementia care pathway will be auditable, scrutinised and comply with the 
current NICE guidance (Dementia: assessment, management and support for 
people living with dementia and their carers (NG97).2  

• The focus will be on personalised care at place with regular reviews and 
contact to identify issues early and signpost to the appropriate support to 
extend independent living and reduce reliance on bedded care 

 
We aim to address all recommendations during 23/24 as part of the dementia 
improvement programme and are already incorporated in our draft strategy.  
Monitoring and reporting against the recommendations will be included in the 
monthly dementia programme board meeting and highlight reports. 
 
Monitoring  
 
We are currently developing a dashboard to show information by PCN and ICA.  This 
will allow identification of gaps and focus of resource for the greatest impact. 
 
An example of this is below for January data – all other information is in appendix 2. 

 
The data demonstrates where individual surgeries fall short of the 7.00% average for 
dementia prevalence and where there is a shortfall of dementia being recorded.  This 
enables additional support to be deployed when required to address the shortfall 
issues. 
 

 
2 Overview | Dementia: assessment, management and support for people living with dementia and 
their carers | Guidance | NICE 

https://www.nice.org.uk/guidance/ng97
https://www.nice.org.uk/guidance/ng97
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The plan is to report dementia information at place to raise awareness and ensure 
parity of support for PCNs and people living with dementia. 
 
A number of improvement schemes have been commenced and are shown on the 
improvement roadmap.  These are: 
 
 
23/24 Model of Care implementation  
 

• Demand and Capacity modelling to inform 23/24 investment and activity plans 
and our Intermediate care strategy 

• Scoping of additional EMI D2A capacity options for 23/24-23/24 

• Focus on successful delivery of PCDP roll out by – June 2023 

• Publication of dementia strategy to include survey recommendations – April 
2023 

• Continued improvement of dementia diagnosis rate – ongoing 

• Deliver successful dementia conference and dementia awards – May 2023 

• Review of services for Young Onset Dementia and recommendations for 
improvement – June 2023 

• Psychiatric liaison to all Cornwall Hospitals – September 2023 
 
Demand and capacity modelling demonstrates increasing dementia prevalence and 
static capacity for bedded care.  The provision of additional bedded capacity will be 
linked to the intermediate care plan and EMI provider market plan and enhanced 
support team. 
 
 
Governance  
 
The dementia programme board led by the ICB Director of Inclusion and 
Commissioning is established with reporting from the dementia transformation 
delivery group chaired by the senior responsible manager,  and the dementia 
partnership network with membership from the voluntary, community and statutory 
sectors, chaired by the Clinical Champion / System Lead for dementia.  This meeting 
will become the oversight group for the programme administered by the programme 
manager.  For each project described, robust portfolio, programme and project 
management tools are used.  The Transforming Care For Cornwall Board, chaired 
by the ICB CEO (designate) will oversee this programmes development, delivery and 
connectivity with other portfolios such as Intermediate Care and Flow. 
 
 
 
 
 
 
  



 

Page 12 

 
Roadmap for Dementia Programme Delivery 
 

Green – delivered          Yellow – planned    - people  Documents 
 
Significant events 
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Project organisation structure 
 

 
 
 
Risks 
 
Risks are monitored and reviewed monthly at the dementia programme board and 
recorded in the dementia programme smartsheet workbook.   
 
The risks and mitigations 
There are known risks to the full delivery of the dementia programme with the 
following mitigations in place. 
 

Programme Risk Mitigation 

Failure to recruit additional staff 
required 

Proactive recruitment and upskilling as 
part of system wide workforce strategy 

Failure to secure investment for full 
business case proposals 

Prioritisation of actions for biggest 
return on allocation of funding 

Lack of capacity in provider 
organisations for EMI care 

Collaborative working and action 
planning for developments between 
provider organisations and VCSE 
 

Failure of providers already providing 
capacity 
 

Identified wrap around support for 
providers who are known to be 
challenged 

Duplication of workstreams linked to 
intermediate care and older peoples 
services 

Ensuring overview of programmes to 
complement delivery and ensure 
dementia is part of all older peoples 
services 
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Recommendations 
 
Members of the Integrated Care Board are asked to:  
 
1. Support the full dementia care improvement programme and the benefits 

realisation measures 
2. Note the alignment to the strategic intentions for investment and delivery in 23/24 
 
 

5. Appendices 
 

1. NHS England Well Pathway for Dementia 
 

2. PCN data for dementia diagnosis and recording. 
 

3. Dementia programme overview of workstreams and allocated leads 
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Appendix One 
 
NHS England – Well pathway for Dementia 
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Appendix Two 
 
PCN data – Dementia January 2023 
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Appendix 3 – identified workstreams and allocated leads



 

 

 


