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The National Dementia Strategy was published in February 2009 and is being widely implemented in care homes. Through monthly newsletters, the National Dementia Strategy Implementation Team is sharing ideas on how the strategy can be implemented, examples of how different homes have implemented the strategy, and resources to support care homes in their own implementation. 
	General Hospital Care: A message from David Oliver

The coalition government has made a clear commitment to prioritising dementia care and there will be a continuing emphasis on early diagnosis, on care and support, on reducing antipsychotic prescription and on hospital care for people with dementia.

In the draft Outcomes Framework for the NHS, currently out for consultation, there are specific outcome measures around dementia, one of which focuses on length of stay in hospital for people who have a dementia, including dementia as a co-existing condition. There is also emphasis on avoiding delayed transfers and readmissions, falls on hospital wards, pressure ulcers and preventable delirium, all of which are highly relevant to people who have a dementia.

There will also be a focus on people’s experiences of care services and we will be looking to develop some outcome measures for those who are most frail and vulnerable. The White Paper will oblige us to put patients at the centre of everything, to have transparent information and local accountability. These will serve as additional levers to drive up standards.

Guidelines and quality standard advice on dementia are available from the National Institute for Health and Clinical Excellence* and the Department of Health has recently sponsored a guide to improving quality of care for people with dementia in general hospitals **.

Dementia is a major issue in general hospitals. It is often recognised for the first time when a person comes into hospital and those with a dementia alongside long-term conditions will commonly need to move into a care home. People with advance dementia living in care homes, as well as in their own homes, also commonly end up in hospital as their health deteriorates. Hospital admission can be a disorientating and distressing experience for people with dementia, particularly when this is advanced, and unnecessary admission should be prevented wherever possible. Proactive medication review, supportive healthcare input into care homes, early recognition of deterioration and advanced care planning can prevent the need for a crisis response and having to admit people to hospital unnecessarily.

Proactive medication review

As the CHUMS*** study showed, older people living in care homes take more medicines than those living in their own homes and the potential for errors in prescription, administration and monitoring is high. Regular review and adjustment by a GP with special interest, or community pharmacist, or geriatrician going into care homes, can ensure effective medication use. As we know from studies in <West Yorkshire> and Wyvern, effective medication use and review can reduce prescribing costs considerably and also reduce adverse events with older people ending up in hospital.

Antipsychotic medications are a significant problem and reducing their use, as highlighted in the National Dementia Strategy, should reduce crisis hospital admissions.

Preventative care and recognising deterioration

Identifying when an older resident’s health begins to change and taking preventative action can significantly reduce the necessity for a crisis response. As a hospital doctor I see people coming into hospital because they have become dehydrated or have faecal impaction but, if we can ensure adequate hydration, nutrition, bowel management, and if we can prevent people becoming acutely confused, this reduces the need for acute hospital admission. Falls prevention is also important and the recent Cochrane review provides evidence on what can be done. When older people start to fall, to become less mobile, or to become mentally confused, this should be a red flag – there has been a change in the person’s condition and action needs to be taken.  Again, proactive health review by a GP attached to the home, or a consultant nurse focusing on preventative healthcare, can help to identify early signs of deterioration. 

Advanced care planning

A greater emphasis on advanced care planning and increased palliative care resources can ensure that people remain in their care home supported by the staff they know. Also, because the wishes of individuals and families have been discussed and decisions agreed, advanced care planning can help to support staff when pressures are exerted to send a resident to hospital at the end of life.

Communication around hospital admission and discharge/transfer of care

When people with a dementia come into hospital, it is immensely helpful for hospital staff if there is a good transfer document showing the individual’s abilities, likes, dislikes, details of what situations tend to upset them or make them agitated, along with information on medical conditions and medications. Formats such as ‘This is Me’ from the Alzheimer’s Society are useful and many care homes provide really good information that helps hospital staff to understand the person and the individuality we are aiming to recover.

Staff in care homes and hospitals have a vital role in supporting families and carers to maintain realistic expectations when their relative goes into hospital, particularly in the advances stages of dementia when, despite optimum treatment and care, recovery is not always achievable. Hospital staff also have a major role in supporting families to actively contribute to the care of their relative in whatever ways they choose.

Maintaining a dialogue between the care home staff who know the person well and the hospital staff not only enhances the person-centred care the individual receives while in hospital, it also facilitates smooth transfer of the care when the person is ready to go back to the care home.

David Oliver is National Clinical Director for Older People, Consultant Physician and Clinical Director at the Royal Berkshire NHS Foundation Trust and Visiting Professor of Medicine, City University London.

*Dementia: Supporting people with dementia and their carers in health and social care. National Institute for Health and Clinical Excellence Clinical Guideline 42. http://www.nice.org.uk/CG42
** Heath H, Sturdy D, Wilcock G (2010) Improving quality of care for people with dementia in general hospitals. RCN Publishing Company, <Harrow>, Middlesex.

***Alldred DP et al (2009) Care Homes Use of Medications Study (CHUMS). Report to the Patient Safety Research Portfolio, Department of Health.



	Pre- and post-hospital admission support for residential clients with dementia: Tracie North highlights developments in care home services
Hospital admission can be catastrophic and disorientating for a person with an already compromised reasoning ability, creating anxiety and distress for the individual and those who love them. 

Alternatives to hospital admission
Alternatives can be thoughtfully planned for as part of an individual’s assessment and care strategy.  By identifying a pre-hospital plan, unnecessary hospital admissions can be prevented. These pre-hospital plans should be talked through with the person’s GP, out-of-hours services and the local ambulance personnel. A simple register of ‘Pre-Hospital planned patients’ can ensure that individuals who wish to receive care in the care home can do so if their long term condition falls within accepted parameters, and this includes people living with dementia.  Safe, effective ‘Hospital in the Home’ services are required to ensure that these patients can receive therapeutic treatments and care in residential homes. Already care homes with nursing are expected to deliver many more sub-acute procedures and treatments which include intravenous antibiotics, intravenous blood and blood product transfusions and hydration therapies. We should not be transferring the patient to the treatment but moving the treatment to the patient.  Registered, peripatetic, independent sector providers can deliver these services ensuring that people receive timely treatments and therapies in the patient’s residential home, thus preventing the financial cost of a hospital admission and reducing the risk of associated morbidity to patients with dementia. Ideally this would be integrated with a long term condition screening service that would monitor people living with dementia and associated pathologies. This would be able, in association with GPs, to prevent people from advancing into critical episodes of acute illness when quick and appropriate treatment in the residential home would be implemented through patient monitoring and sensible screening. 

Step Up – Step Down facilities

A realistic service setting for people with dementia who require a short intermediate stay for reassessment and care planning is the provision of the ‘Step up - Step Down’ facility. This would benefit patients from a residential setting, who may require a multi-professional assessment, treatment and re-enablement package that could wrap around the patient on their return to the residential homes environment. With really good ‘Hospital in the Home’ supporting ‘Step up - Step Down’ services, the provision facilitates rapid transfers of care for patients from acute settings into the community with enablement packages as well preventing unnecessary hospital admissions. 

Hospital admission and discharge/transfer of care

Care between hospital and a care home should be a seamless process which is totally integrated and works in partnership with statutory health and social care organisations to deliver the best outcomes for each individual. This is achieved through the initial assessment when the person moves into the care home, which identifies their preferences on hospital admission and where the most appropriate care would best be delivered when the need occurs. Wherever possible, care planning should be a partnership arrangement between client, family and significant care agencies and, with the person’s informed consent, assessments are shared with their key stakeholders, When individuals are unable to give consent, advocate support is offered. 
When a hospital admission occurs, partnership working should be apparent, with the care home as a key catalyst in supporting an accelerated discharge. On admission, hospital staff should be made aware of the client’s wishes for care delivery. Wherever possible, and as soon after admission as possible, an estimated date of discharge should be communicated to the client, the family the care home. Working in partnership, the hospital and care home can support an enhanced package of care to expedite the transfer to the care home. Telephone follow up from the hospital, to monitor that the clients outcomes remain positive, supports this proactive approach to care transfer. To further support people’s timely discharge from hospital we advocate an ‘assertive in reach team’ to identify people with complex needs associated with older age who would benefit from being assessed, treated and cared for away from the ‘high end’ activity often experienced in secondary care settings. 
The independent sector is a natural resource for this type of focused client centred work. We can greatly enhance partnership approaches to people’s care and assist in achieving critical health and social care outcomes.

 

Individual pathways of care

Ultimately people living with dementia need a clear, individual care pathway which focuses on the person’s need and not on the health and social care boundaries which can confuse and obstruct patients in their care journey. The independent sector, in partnership with statutory organisations, is ideally situated to deliver the right services in the right place to individual’s living with dementia.  

Tracie North is Director of Operations & Quality, Cornwall Care<<>>. Tracie.North@cornwallcare.org



	Resources and links

Quality Standard advice on Dementia from the National Institute for Health and Clinical Excellence Implementation Directorate Quality Standards Programme. Standard 8 focuses on general inpatient services for people with dementia.
http://www.nice.org.uk/aboutnice/qualitystandards/dementia/dementiaqualitystandard.jsp
Living well with dementia: a national dementia strategy is now at: http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/Olderpeople/NationalDementiaStrategy/index.htm
Dementia Information Portal: Resources and Links:  http://www.dh.gov.uk/dementia
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