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1. Foreword  

 “ I welcome this strategy that builds on the previous work undertaken. I 
am pleased that the strategy has been co-produced with stakeholders, 
including those with lived experience and carers. Their voices will be 
integral in the delivery of this strategy and key to ensuring all those living 
with dementia in Sutton are supported to live well.” 

-Councillor Marian James, Lead Member for People,  
Sutton Council 

 

“As someone who has worked in dementia care in Sutton for 30 years,  
I am very pleased to see the focus on dementia through the careful 
development of this joint strategy, which includes, most importantly, the 
learning from Sutton residents who have lived experience of dementia or of 
being a carer. There is new hope in terms of risk reduction and the future 
development of effective treatments, but this strategy gives important 
guidance for the here and now.” 

                                   -Dr Deborah Stinson, Consultant Psychiatrist, Sutton Older People’s    
                                    Community Mental Health Team (OPCMHT) 

 

“This strategy represents the partnership's unwavering commitment to 
supporting individuals living with dementia and their families, ensuring 
dignity, respect, and access to the best possible care within our 
community."  

-Sandra Howard, Director, Adult Social Care and Safeguarding, 
Sutton Council  

 

“I welcome the development of this strategy. It is critical that we work 
across health and care in Sutton to support those with dementia and 
those who care for them. This is not about creating new services, but 
making sure we connect and collaborate effectively. We must also 
review our focus on preventing dementia, reflecting that a lot of the risk 
factors are the same as other causes of ill health.” 

-James Blythe, Managing Director, Epsom and St Hellier’s University 
Hospitals NHS Trust. 
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“I am pleased to endorse the Dementia Strategy.  It recognises the 
contribution people with dementia make to their families, friendships, and 
communities and we want to support them to continue to do so.  
We also recognise this is not the experience for others where symptoms 
have progressed making it difficult to remain independent and active in their 
communities. Through this strategy and our collective efforts across the 
partnership we want to ensure we do all we can to deliver personalised 
care, supporting people to live and age well, accessing the support they 
need to remain independent for as long as possible”. 

 - Dr Dino Pardhanani, Clinical Director, Sutton Place,  
    South West London Integrated Care Board 

 

 

“As a strategic delivery partner and representative of the voluntary and 
community sector, we are proud to have had involvement in the 
development of this strategy and look forward to seeing the strategy 
actions being delivered.” 

- Hilary Dodd, Acting CEO, Age UK Sutton 

 

 

 

Quote Pending  

                                     -Dr Shade Ajayi-Obe, Chair of the Board of Trustees,  
                                     Sutton Carers Centre 

 

 

 

"By bringing together the voices of professionals, carers, and—most 
importantly—people with lived experience, we are setting a clear 
direction for how we can improve care, coordination, and outcomes. This 
strategy is a meaningful step towards building a more connected, 
compassionate, and proactive approach to dementia support across our 
borough which as the Chief Operating Officer for Sutton Health and 
Care- instrumental in the delivery of this offer - is welcome.” 

-Lucy Botting, Chief Operating Officer, Sutton Health and Care  
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“'This is an exciting bespoke strategy for local people with dementia. i a, 
pleased to see the extent of co-production throughout the strategy and 
how this will shape our services.” 
-Imran Choudhury, Strategic Director of Public Health and Wellbeing, 
Sutton Council  

 

 

 

 

 

“Alzheimer’s Society is pleased to have been involved in supporting the 
development of Sutton’s Dementia Strategy. As the biggest health and 
social care challenge we face in this country, we welcome Sutton’s drive 
towards ensuring residents with dementia can access an early and 
accurate diagnosis and are supported along their dementia journey with 
good quality care and support. We also applaud the focus on supporting 
family and friends caring for those with dementia, (without whom the 
system would be totally overwhelmed) and to the extent to which people 
living and affected by dementia have helped to shape this strategy.” 

“We eagerly await seeing how the strategy is brought to life over the next 
five years, as actions are put into place to enable Sutton residents with 
dementia and carers to live more fulfilled lives, access the help they 
need and become more closely connected to their local communities.” 

- Tim Baverstock, Head of Local Systems Influencing,  
Alzheimer’s Society 

 

 
“We saw many professionals- all seeking a diagnosis…it was emotionally exhausting. In the 
end, we were sent back to our GP. 

When we achieved a diagnosis, getting involved with the various agencies became like a 
revolving door - repeating the same information, again and again. My head was spinning - who 
said what? What do I need to do next? We were completely overwhelmed. At this time there 
was no single point of contact- with an escalation route.” 

“The new dementia hub would have provided us with a point of contact to speak to and ask 
where to find things. I would have been able to have a lunch break at work, instead of charging 
around looking for answers. Through a single point of contact I would have been able to find the 
best options for mum.” 
  

 -Denise - Sutton resident with lived experience of dementia 
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2. Our Vision  
Our vision, created by our partners, stakeholders and those with direct and lived 
experience is that through this strategy: 

“We will support people affected by dementia to live well throughout their lives, 
receiving a timely diagnosis, and the right support at the right place and time. 
Together, we will develop Dementia-friendly communities with the person, their 
choices, dignity and what is important to them at its centre”. 
 

 

 

 

3. Executive Summary 
This strategy recognises that people with dementia are an integral part of our 
community. They can lead full, positive lives and actively participate in and contribute to 
society. This document sets out shared aspirations and actions to enhance the overall 
support available to people living with dementia across Sutton to help them stay 
connected, well and living independently for as long as possible. 

The development of this strategy has been supported and overseen by the local health, 
care and voluntary organisations that make up the Sutton Place Partnership. It has been 
further shaped by - and priorities set through - invaluable contributions from local 
stakeholders, community groups and residents who generously shared their time and 
lived experiences of dementia. 

We also acknowledge that this strategy comes at a time of change for NHS England, the 
wider health sector and potentially in the delivery of local health services. In response, 
this strategy aims to strengthen collaboration between health, social care, community 
and voluntary sectors to provide coordinated support to people with dementia, their 
families, friends, and carers. 

A key focus for this strategy is to work with Sutton’s local communities to ensure that 
prevention messaging, information about dementia, post-diagnostic support and 
subsequent care reviews are delivered in a way that is accessible, inclusive and 
welcoming to everyone. This includes ongoing and meaningful collaborations between 
strategy partners and people with dementia, their families and carers to create more 
dementia-friendly places, activities and environments to support living well with 
dementia across the borough.  
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The five key priorities framing this strategy are: 

❖ Preventing Well - Up to 45% of dementia cases may be preventable through 
lifestyle changes (Lancet Commission, 2024). This priority focuses on promoting 
actions that can help prevent, delay, or reduce the risk of dementia for adults in 
Sutton. We will ensure these prevention messages are accessible, inclusive, and 
culturally appropriate, enabling everyone to make informed choices about their 
health.  

❖ Diagnosing Well - Ensuring that people are able to recognise the early signs and 
symptoms of dementia and know where to turn for support. We are committed to 
improving access to timely, accurate diagnoses, alongside the provision of clear, 
accessible information and effective signposting at every stage of the diagnostic 
process. 

❖ Living Well - Supporting people diagnosed with dementia to remain active, 
connected, and independent within their communities. This means working 
across health, social care, and voluntary sectors to provide meaningful 
opportunities and activities that promote wellbeing and reduce social isolation. 

❖ Caring Well - Acknowledging and respecting the unique insight, experience, and 
expertise of family members looking after people with dementia and dementia 
carers. We will support them in their caring role by ensuring they have access to 
the right information, resources, and services to sustain their wellbeing and 
continue providing care with confidence and dignity. 

❖ Dying Well - supporting people with dementia and their carers to plan for the 
later stages of life, including end-of-life care. We aim to ensure that individuals 
are able to express their wishes and, wherever possible, receive care in their 
preferred place, with dignity, compassion, and appropriate support. 

The partners of the strategy aim to the best use of available resources ensuring that they 
are focused where they can have the best effect. We also intend to link this strategy to 
others aiming to improve associated outcomes and care and support services as well as 
local health and care programmes, examples include Sutton’s: 

○ Adult Social Care Prevention Strategy 
○ Joint Carers Strategy 
○ Health and Care Strategy  
○ Mental Health Partnership 
○ Integrated Neighbourhood Teams  
○ Our collective community-based care and support-based commissioning 

plans  
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Examples of areas where these strategies share purpose and common aims are social 
isolation/loneliness, keeping people healthy and well for as long as possible, social 
prescribing and commitments to work on a neighbourhood or community-based level.  

Engagement activities with stakeholders, people with dementia, their carers, and 
community engagement activities further influenced our approach and commitment to 
improving the quality of life for people with dementia, their families and carers. They 
also helped us to identify possible community-based interventions and new ways of 
working to improve access to support for people with dementia (such as Sutton’s new 
Dementia Hub, launched in April 2025, currently delivered by Age UK Sutton, our 
Voluntary Community Sector partner). 

This combined approach will also be used going forward to co-produce this strategy’s 
Delivery Plan (Appendix 1) and establish the metrics to measure our activities through 
an Dementia Strategy Outcomes Framework with additional guidance from Alzheimer’s 
Society London. 

This is Sutton’s first Joint Dementia Strategy. Over the next 5 years, we hope to continue 
to work together, and where possible develop new programmes and pathways that are 
built on collaboration, best practice and evidence with direct input from people with 
dementia, their families/friends and carers across Sutton’s local communities and 
cultures.  

While we cannot change the way formal treatment is delivered and every case is 
unique, this strategy sets out how we will work together to help improve everyday 
experiences in life and when accessing support and care for people with dementia in 
Sutton.  

The Sutton Place Partnership 
- London Borough of Sutton  
- NHS South West London ICB  
- Sutton Primary Care Networks  
- Epsom and St Helier Hospitals NHS Trust  
- Sutton Health and Care 
- South West London and St George’s Mental Health NHS Trust  
- Age UK Sutton 
- Sutton Carers Centre  
- Community Action Sutton  
- Together for Sutton   
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4. Introduction 
 

Dementia - a definition 
The World Health Organisation, (WHO) defines dementia as "a syndrome that can be 
caused by a number of diseases which over time destroy nerve cells and damage the 
brain, typically leading to deterioration in cognitive function (i.e. the ability to process 
thought) beyond what might be expected from the usual consequences of biological 
ageing. While consciousness is not affected, the impairment in cognitive function is 
commonly accompanied, and occasionally preceded, by changes in mood, emotional 
control, behaviour, or motivation.” 

The WHO continues: “Dementia has physical, psychological, social and economic 
impacts, not only for people living with dementia, but also for their carers, families and 
society at large. There is often a lack of awareness and understanding of dementia, 
resulting in stigmatization and barriers to diagnosis and care." (WHO, 2024). 

While dementia is more common in older people, it can also affect younger adults. This is 
known as young-onset dementia, and it can bring unique challenges for those diagnosed. 

Each person’s experience of dementia is different. Many people with dementia continue 
to contribute positively to their families, friendships, and communities - staying active and 
engaged. However, for others, the symptoms can make even basic daily tasks very 
difficult. Some individuals live alone or rely on a sole or an occasional carer, increasing 
the risk of social isolation and loneliness. Recognising the diversity of experiences living 
with dementia is key to providing support that is responsive, compassionate, and 
person-centred. 

Dementia in Sutton 

Dementia is an area of increasing focus for all of us. As people are living longer, we are 
seeing a steady rise in the number of individuals affected by dementia, and those 
diagnosed at a younger age. Local data highlights the importance of proactive planning 
and responsive support services. In Sutton: 

➔ An estimated 2,107 people aged 65 and over are living with dementia in Sutton. 
However, only 1,559 of those individuals (around 74%) have a recorded 
diagnosis. 

➔ In 2022/23, Sutton's Quality and Outcomes Framework (QOF) data reported a 
dementia prevalence rate of 0.7% across all age groups. This is in line with the 
England average (0.7%) and slightly higher than the South West London average 
(0.6%). 
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➔ A gradual increase in early-onset dementia (diagnosed in people under 65) is 
projected between 2023 and 2040, rising from 55 to 60 cases, which reflects a 
9.09% increase. 

➔ The most notable growth is expected among people aged 50–59 and 60–64, with 
younger age groups remaining relatively stable. 

➔ For those aged 65 and over, the number of people with dementia is projected to 
rise by 39.8% between 2023 and 2040—from 2,431 to 3,389 individuals. 

➔ The most significant increase will occur in the 90+ age group, where dementia 
incidence is expected to rise by 83.7% in men and 41.6% in women. 

As projections show that Dementia will be most notable for people aged 50-59 and 
60-64 between 2023 and 2040, a collaborative service response for professionals, those 
on dementia journeys, their carers and the wider community underscores this strategy. 

 

 

 

 

 

 

 

 

 

 

 

 
 

Aims and objectives 
 
As the first Joint Dementia Strategy for Sutton, we sought the views and experiences 
of people with dementia, their families and carers as well as the teams providing care 
and support. Community and stakeholder engagement shaped this strategy’s 5 Key 
Priorities. The aim was to ensure that how we developed each one to reflect not only 
the ideas and examples of best practice shared with us, but also proven, 
evidence-based approaches and suggestions from the people delivering dementia 
support to improve everyone’s experience.  

 
 
 
 

11 



 

Specific examples within this strategy that reflect these engagement activities 
include: a collaboration to share resources to create a single point of contact for 
post-diagnosis support, wellbeing check-ins with carers during dementia care reviews 
and developing toolkits for local heritage-based groups to help keep people with 
dementia and their unpaid carers involved in local activities, reducing their risk of 
social isolation and loneliness.  

Across Sutton’s Place Partnership (Council, NHS and Primary Care Networks and 
the local voluntary and community sector) there is also a growing approach to deliver 
care and support through neighbourhood or community-based models. We aim to 
build upon and strengthen this collaboration to deliver this strategy. This includes 
shared objectives to increase our collective cultural/community competency to 
respect different concepts around ageing and care, implementing new training 
programmes for community and heritage-based groups to support people with 
dementia and improving access to support through designing informational resources 
with local communities. 

The following themes underpin each of the 5 Key Priorities and reflect what people  
told us across engagement activities: 

➢ The role and importance of community. Local voluntary, community, 
heritage-based and faith-based community groups were consistently mentioned 
as important sources of support for people with dementia, their families/friends 
and carers. These are valued, trusted sources for signposting, health and 
wellbeing activities and staying connected to society. They are crucial partners 
within this strategy to help people overcome language and cultural barriers to 
help ensure health equity and increased accessibility of Sutton’s dementia care 
and support services and activities.  

➢ Prevent, reduce, delay. 45% of dementia cases are preventable. This figure is 
highly significant and presents us with an opportunity to improve individual lives 
and reduce demands on health and social care. There are also areas where the 
same lifestyle changes recommended to reduce the risk of developing dementia 
also lower the risk of developing other long-term health conditions. They also 
help to reduce reliance upon high intensive and costly health services, the 
number of avoidable hospital admissions and support the overall wellbeing and 
independence for people diagnosed with dementia. 

Participants in community engagement activities across age and heritage-groups 
consistently asked for information, tips and things they could do for themselves, 
their loved ones and within their social groups to prevent dementia.  

➢ Early diagnosis of dementia. We aim to challenge urban myths and beliefs that 
dementia only happens later in life. We will build upon current dementia 
prevention messaging to include recognising its signs and symptoms at earlier in 
adulthood. The early diagnosis of dementia not only helps to improve overall 
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health outcomes, but also provides more time for advanced care planning and 
decision-making across each person’s dementia journey. 

➢ Contingency and advanced-care planning and preparing for changes over the 
course of a dementia journey. This includes ensuring that carers are confident 
with respite care choices and the cared for are well looked after in their absence, 
people with dementia put relevant legal documents into place at the right time for 
them, and there are resources to help inform decisions around transitioning to 
residential care or preparing for the end of life. Contingency planning for people 
with dementia can help them to stay independent, living well and to be supported 
in the community for as long as possible.  

➢ Co-production and hearing the voices of those with lived experience and that 
these help shape what we do. This includes developing new programmes, 
reviewing or improving existing support and creating new resources for people 
with dementia, their families and their carers across local cultures and 
communities. This further ensures that the voices, wishes and preferences of 
people with dementia, their families and carers shape care and support plans. 

➢ Training and Tool-kits. Community and stakeholder activities both showed a 
desire for training to better understand and prevent dementia, supporting people 
with dementia (including professional carers and front line workers) and 
resources for community and heritage-based groups to recognise signs of 
dementia and associated loneliness/isolation. Carers and community groups 
especially asked for resources to help people experiencing neurological based 
symptoms or distress or anxiety compassionately.  

➢ Collaboration and sharing resources. Many of the priorities and themes within 
this strategy link to other partner strategies for specific groups or people (for 
example, Carers and people with Learning Disabilities), health and wellbeing 
(Mental Health, Falls Prevention, End of Life), Public Health campaigns (healthy 
lifestyles, loneliness/isolation, Cardiovascular disease prevention) and service 
delivery models such as hospital discharge teams, social care support, 
community mental health, Integrated Neighbourhood Teams (bringing together 
community services and primary care to support local delivery of a wide range of 
health and care services).  
 

We also hope to bring together voluntary sector resources across Sutton to 
enable a smoother connection and pathway and increasing access to national 
resources through Age UK (National), Alzheimer's Society, Carers Trust and 
Carers UK to support the strategy and people affected by dementia. 

Through strengthening these links to deliver and promote community-based 
support for people with dementia and their carers we also contribute to our 
shared commitment to keep Sutton’s residents healthy, well and living 
independently in their own lives. 
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An example of this is the new Dementia Hub model which provides a vehicle for  
improved collaboration through the triage of post-diagnosis dementia support 
referrals, joint working across voluntary sector, health and social care teams to 
provide a single point of access for people with dementia to access the right level 
of support at the right time to meet their individual needs. Support at the 
Dementia Hub is provided by Age UK Sutton and the Admiral Nurses, who 
provide specialist dementia support for people with dementia and their carers.  

Sutton Carers Centre are wider partners of the Dementia Hub and also an 
important resource for Sutton’s carers, linking the Dementia and Carers 
Strategies’ aims to support the families, friends, and unpaid carers looking after 
people with dementia. 

 

 

 

 
 

 
 
 
 
 
  
 
 
 
 
 
 
 
Strategy Implementation Timeline 
 
The following table set out the indicative timeline to deliver this strategy. The first three 
years will be used to agree, set up and carry out community-based interventions within 
this strategy, co-produced with people with dementia, their families and carers. It will 
also see the partners of this strategy identify areas for further collaborations to increase 
dementia awareness, prevention and early diagnosis and improve access to support 
across dementia journey pathways, increase our collective cultural competency and 
build upon the Dementia Hub model. The draft High-level Delivery Plan is attached as 
Appendix 1. 

In our third year, strategy partners will review the progress of the strategy alongside 
anticipated changes to health and care to identify new opportunities to improve 
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dementia support to Sutton’s residents and also make adjustments where needed. 
Years 4 and 5 will continue an annual review and refresh cycle for the strategy and lay 
the groundwork to develop the next strategy anticipated to be in place for 2030.  

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

15 



 

“...addressing most risk factors in mid-life (18-65) had the greatest impact in delaying or 
preventing the onset of dementia later in life. In early life (0-18), less education was 
found to have the greatest impact, while social isolation, air pollution and vision loss 
were found to have a more significant  impact on risk in late life (65+).” 
(Alzheimer’s Disease International, 2024).  
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5. Priority 1: Preventing Well 

We have an opportunity within this strategy to help reduce the number of people 
diagnosed with dementia within Sutton in the years to come. Recent health evidence 
shows that approximately 45% of dementia can be prevented or delayed.   
 
 
What research tells us  
 

In 2020 the Lancet Commission   
on Prevention, Intervention and Care  
issued a report that said up to 40% of  
dementia cases may be preventable  
by addressing 12 lifestyle-related  
risk factors. 

In 2024, the Lancet Commission  
added 2 new risk factors—bringing  
the total to 14 modifiable risks, raising 
the percentage of dementia that was  
preventable to 45%. 

The report also stressed that health  
and social care should be ambitious  
about preventing dementia, and:  

➔ We should start early - prevention should begin in childhood and continue 
throughout life. 

➔ Combine efforts - many people have multiple risk factors, so a mix of diet, exercise, 
social connection, hearing care, and managing health conditions is most effective. 

➔ Our genes aren’t our destiny when it comes to our health - even people with a 
family history can lower their risk with healthy lifestyle choices. 

There are also notable health inequalities when it comes to dementia: 

➢ Women are nearly twice as likely to die from dementia as men. 46,000 vs 24,000 
deaths in 2020. (Alzheimer’s Research UK, 2022). 

➢ Black and South Asian communities face earlier diagnosis and death from 
dementia. (Mukadam et al, 2022). 

➢ People with learning disabilities are at much higher risk— 13% of those aged 60–65 
are affected (vs 1% in the general population) and 50% of people with Down’s 
syndrome will develop dementia as they age. (National Institute on Aging, NIH, 2020). 
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Early onset dementia 

Taking action to prevent dementia needs to  
start as early as possible. The Projecting Adult  
Needs and Service Information (PANSI) data for   
Sutton predicts that there will be a gradual  
increase in the number of early onset dementia  
cases in Sutton between 2023 and 2040.  

➔ For males aged 30-64 a rise from 32 to 35  
or a 9.38% increase. 

➔ For females in the same age group, an  
increase from 23 to 25 or an 8.70% increase.  

➔ This means an overall increase from  
55 adults in 2023 to 60 in 2040 or 9.09%. 

➔ The biggest increases are seen in the  
50-59 and 60-64 age groups, with  
younger age groups staying relatively stable.  

These numbers are likely to be underestimations because early identification of 
dementia figures comes from people accessing health services and there are likely to 
be many adults under 65 years who do not seek help.  

Through targeted comms focusing on prevention, we can also significantly help to  keep 
individuals and their families from experiencing all that goes with dementia and also 
significantly reduce dementia-related hospital admissions and demands upon health 
and social care services. The Alzheimer’s Society (2024) estimated that the economic 
impact of dementia in the UK in 2021 was £42.5b. This figure is expected to increase to 
over £90b by 2040. 

What people told us  
 

In focus groups and community engagement activities helping to shape this strategy, 
questions about how to prevent dementia became a main focus of conversation. In 
addition to participants asking for guidance or ‘how-to’s’, many times the question aimed 
at group facilitators evolved into wider discussions about the types of local activities 
people did to stay active, suggestions for YouTube and Tik Tok videos featuring people 
with dementia sharing their tips for brain health and requests for training or workshops 
to learn more and offers to participate in further co-production activities to develop 
prevention programmes.  
 
What we aim to do  
 

This strategy places a key focus upon giving people the information they need in order 
to make early lifestyle choices to help stay healthy and well for as long as possible. We 
also aim to work together and link our combined prevention programmes and strategies 
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to share resources and increase access to information and support for people to 
develop their own healthy lifestyle habits to stay healthy, well and living independently 
for as long as possible. This includes:   

➔ Collaborating across health and social care partners to link healthy lifestyle and 
ill-health prevention messaging using targeted comms and a range of media to 
support an overall ‘what’s good for the heart is good for the brain’ campaign 
outlining the 14 modifiable risk factors for dementia.  
 

➔ Creating any new dementia prevention programmes and promotional resources 
with local community and heritage-based groups to make sure they are 
accessible and support different abilities, local languages, and respect cultural 
concepts for aging, health and caring. 
 

➔ Map current partnership commissioning and community-based programmes to 
identify opportunities for targeted interventions for groups of people with a higher 
risk for dementia and brain health targeted activities over the lifespan of this 
strategy.   

➔ Explore ways dementia prevention programmes can support and increase 
access to take up of support offered through local GP surgeries, Integrated 
Health Teams and Public Health such as social prescribing, smoking cessation 
services, community-based activities programmes and vision and hearing 
checks.  
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6. Priority 2: Diagnosing Well 
Receiving a timely diagnosis of dementia is a crucial step for individuals to understand 
where they are in their dementia journey and what their future may look like. An early 
diagnosis allows people to have meaningful conversations with family and friends, 
explore ways to potentially slow the progression of symptoms and begin planning for 
both current and long-term care and support needs. 

NHS England has set a national target for individuals to receive a dementia diagnosis 
within six weeks of discussing symptoms with their GP. In Sutton, we are performing 
strongly against this target with 85% of people receiving their diagnosis within six weeks 
of being referred to a Memory Clinic by their GP. 

Through this strategy, we aim to ensure that more people can recognise the signs and 
symptoms of dementia, feel encouraged to speak to their GP at an earlier stage and are 
referred through for a Memory Assessment quickly and efficiently once the possibility of 
dementia is identified. Additionally, we are committed to providing personalised 
post-diagnosis support to help individuals, their families, and carers better understand 
the specific type of dementia involved and navigate the next steps in care and support 
in a way that respects their personal preferences and needs. 
 

What people told us 
 
Stakeholder groups emphasised the 
important need for people to consult their  
GP or main health professionals at the very  
earliest signs of symptoms associated  
with dementia.  

There is an opportunity to discuss brain  
health alongside cardiovascular health in 
the standard aged 50+ health checks, but as  
mentioned in our Prevent Well priority,  
early onset dementia cases are predicted to  
rise. Collaborating on campaigns to recognise the signs and symptoms of dementia  
and asking for a dementia diagnosis earlier in adulthood was frequently suggested as a 
priority for this strategy. 

In community and heritage-based focus groups, many attendees told stories about how 
they or others in the group had recognised symptoms in other members who lived alone 
and supported them in receiving a diagnosis. Knowing what to look for often came from 
their own experiences caring for or supporting family or friends with dementia. 
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Across groups there was also a general concern for people living alone who do not 
have a family member or friend to help notice symptoms, such as: memory loss, 
increasing anxiety and unexpected issues with coordination.  

Creating resources that explain the symptoms of dementia as something different to the 
expected signs of aging, support varying cultural concepts around wellbeing and 
respect potential stigma around discussing mental health was suggested. This was 
seen as a positive step to increase early diagnosis within Sutton’s ethnic minority 
communities. It also was seen to contribute to feeling more confident and secure in 
discussing brain health with their GP or requesting a formal diagnosis.   

In peer groups and interviews with people with dementia, their families and carers, 
attendees shared their own experiences, examples of best practice and their ideas to 
improve diagnosis and post-diagnostic support:  

➢ GPs talking through the standard approaches to receiving a diagnosis and 
timelines for confirming a result was mentioned as helpful.  

➢ Post diagnosis, initial help from the Memory Assessment Service or an Age UK 
Sutton Dementia Adviser to understand their dementia and what happens next 
was mentioned as invaluable support at the start of a dementia journey. 

➢ Carers in the final round of focus groups told us that signposting for follow-up 
support after diagnoses made in hospitals (vascular dementia) wasn’t as 
consistent as those being made through the Memory Assessment Service. They 
suggested a consistent approach across all dementia diagnostic services.  

➢ For families and carers understanding dementia, the steps in the diagnosis 
process and respecting their input and views when the person with dementia  
discusses symptoms with their GP was included in feedback. This general point 
about recognising the role of carers in decision-making is also a priority within 
Sutton’s Carers Strategy 2025-2030.   

Recognising the potential signs of dementia, asking for a diagnosis and thinking about how a 
positive diagnosis will impact quality of life can be overwhelming for anyone. This strategy 
aims to support people to consult their GPs at the earliest sign of the symptoms of dementia 
and that they receive a timely diagnosis when referred to the Memory Clinic.  
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What we aim to do  
 
➔ Collaborate with community and heritage-based groups to develop resources to 

recognise the signs and symptoms for dementia, the process and steps to 
receiving a diagnosis that are culturally sensitive, accessible and available in 
multiple formats for people with learning disabilities and sensory impairments.  

➔ Dementia Awareness training for community groups put into place to support 
Prevent Well messaging includes resources to help identify and support 
members of their community throughout the diagnosis process and understand 
what help is available and where. 

➔ Encourage earlier conversations about the possible signs of dementia in adults 
under 65 years of age. Work with health partners and Sutton residents to identify 
opportunities to promote the benefits of an early diagnosis and how to ask for one.  

➔ Respect and include the views of family members and carers where possible 
throughout the diagnosis pathway. That they are informed about their diagnosis 
and are offered post-diagnostic support in a way that is right for them. 

The new Dementia Hub arrangements include a warm handover from the 
Memory Assessment Service (MAS) to the Hub and access to a Dementia 
Adviser within a week after someone is told they have dementia, offering 
additional support to their family and carer if needed.   

➔ Work with the Dementia Hub to identify diagnosis points in local hospitals 
(outside of the Memory Assessment Service) to improve signposting to the 
Dementia Hub and explore options to include a warm handover.  

➔ People with dementia receive reviews in timeframes appropriate for their own 
needs and evolving dementia journey.  
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7. Priority 3: Improving post-diagnosis 
support - the Dementia Hub 

 
The Dementia Hub, a key initiative developed as  
part of this strategy, is reshaping the borough’s  
post-diagnosis support offer. It was put into place  
through collaboration between the Integrated Care  
Board (ICB) and Sutton Council in response to  
feedback from people with dementia, their families,  
friends and carers.  

The hub provides a single point of contact for  
accessing tailored, specialist dementia support.  
People can self-refer or contact the Hub at the  
right time for them by phone, email or in-person at  
Sutton’s Memory Assessment Service. 

Services are primarily delivered by Age UK Sutton, who oversee the Dementia 
Adviser teams, alongside the Admiral Nursing Service, who provide expert support to 
families and carers. 

The Dementia Hub model was informed by strategic partnership mapping of Sutton’s 
current dementia support pathways (see Appendix 7) and shaped with insights from 
professionals delivering local dementia care and support services. Launched in April 
2025, the Dementia Hub aims to deliver a more coordinated, person-centred approach to 
improving post-diagnostic dementia support. Its core purposes are to: 

➢ Provide bespoke post-diagnostic support to people with dementia, their 
families, and carers - responding to their individual needs at each stage of 
their dementia journey. 

➢ Maintain a consistent Dementia Adviser service, offering individuals the option 
of a named or specific adviser for ongoing support. 

➢ Offer accessible information and advice about dementia to all Sutton residents. 
➢ Accept and respond to referrals from a range of sources, including the 

Memory Clinic, GPs, self-referrals, community health teams, and voluntary 
sector organisations. 

➢ Support improved access to and delivery of care reviews, where appropriate. 
➢ Facilitate connections to community-based programmes aligned with ‘Living Well’ 

and ‘Preventing Well’ principles, promoting holistic support and wellbeing. 
➢ Enhance safeguarding and wellbeing, especially for self-funding adults and 

carers who do not qualify for subsidised support, ensuring equitable access to 
advice and guidance. 
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Dementia Hub Model  

 
 
The Dementia Hub (Age UK Sutton and the Admiral Nurse service) are also important 
partners in developing additional resources for community-based initiatives included 
within the ‘Prevent Well’, ‘Diagnosing Well’ and ‘Living Well’ priorities. With this, work 
towards building upon the cultural competency of health and social care front line 
workers providing support to people with dementia and their carers will also be shared 
with the Dementia Hub.  

An example of this was a recent focus group informing this strategy with the Hong Kong 
community that also promoted local support, answered questions about recognising the 
signs of dementia with Dementia Hub advisers and Sutton Council social care staff who 
speak Cantonese. In addition to raising awareness of local services, we received 
valuable feedback and insight about traditional views on caring, aging, and where 
participants were looking to find out about local health and social care services.  
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8. Priority 4: Living Well 

“Dementia can affect all aspects of a person’s life as well as those around them. If you 
have been diagnosed with dementia, it’s important to remember that: 

➢ You’re still you, even though you have problems with memory, concentration  
and planning. 

➢ Everyone experiences dementia differently. 
➢ Focusing on the things you can still do and enjoy will help you to stay positive. 

With the right help and support when you need it, many people can - and do - live well 
and independently with dementia for several years.” (NHS Living well with dementia, 
2024). 

The partners of this strategy aim to support people with dementia to live well in Sutton. 
Early on in someone’s dementia journey, this support could be aimed at staying healthy, 
well, and connected to the people and places they enjoy. As their dementia progresses, 
support can include adaptations around the home, help with everyday tasks such as 
housework and technology to help people with dementia live independently and safely.  

As part of this strategy, we also aim to support the family members and carers to live 
well with dementia. The “Caring Well” priority within this strategy includes additional 
support and is intended to complement Sutton’s Carers Strategy, approved in May 
2025.  

We also have aspirations through collaborative working to create new and link current 
support available to local community/heritage-based groups, social care, the Dementia 
Hub and Integrated Neighbourhood teams to support people living alone with dementia. 
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These are steps the NHS and dementia organisations recommend to live well with 
dementia: 

➢ Staying social. Keeping local connections, catching up with friends and taking 
part in local dementia-friendly activities, including social and peer support 
groups, specialised cinema screenings and gentle exercise sessions. 
Community, heritage-based groups and memory cafés also provide shared 
experiences and help prevent social isolation and loneliness.  
Age UK Sutton and Sutton Information Hub can help you find local activities and 
events - many of which welcome family members and carers too.  

➢ Telling others about your dementia (in your own time). Clear communication can 
help others provide better support. This includes letting them know what you may 
have trouble with such as following a conversation or not being able to drive. 
While this may change some relationships, new social connections can be 
formed through support groups and dementia-friendly activities. 

➢ Looking after your health and wellbeing. Eating a balanced diet, regular exercise, 
getting good sleep, and staying hydrated are essential. Regular medical 
check-ups, including dental, eyesight, and hearing checks.  

Talking to your GP if you feel depressed, there are treatments that can help. It’s 
also a good idea to keep them informed if you feel unwell. Especially for people 
with dementia who also have other longer-term health conditions. 

➢ Contact Sutton Council’s Adults Social Care team to find out available support to 
stay independent. This could include help making your home more 
dementia-friendly, help with a care and support plan if eligible and signposting to 
local activities. There are also assessments for carers to receive support too.   

The Alzheimer’s Society has made this video about living well with dementia.  

What people told us 

❖ People participating in community engagement activities told us that peer 
support groups and one-to-one sessions for people with dementia, families and 
carers were especially helpful to help maintain their wellbeing and also for 
signposting to any needed services. Feeling understood, welcomed and 
supported were frequently mentioned and the types of peer support included 
other people with dementia, people from the same background or heritage, 
carers and local community or leisure groups. 
 
Age UK Sutton, Sutton Carers Centre, Admiral Nurses and a number of smaller 
community groups were frequently mentioned.  

❖ Regular, weekly dementia cafes, singing groups, walking groups, cooking 
activities, crafts and social activities organised by community groups were 
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mentioned as important to feeling more connected to their friends and 
neighbours. Many were attended by the person with dementia and carers.  

❖ Many times conversations in community, heritage and faith-based groups 
included ideas for helping people living alone with dementia. Suggestions for 
buddy-schemes or dementia friends were specifically mentioned as was talking 
about ways the health and social care system could check in on or call people 
known to be on their own.  

Similarly to discussing dementia prevention, there was a willingness to learn 
more about dementia and supporting friends experiencing symptoms of dementia 
when taking part in activities or in other social situations such as going to church.  

❖ Better day opportunities or safe activities with trained staff for people with 
progressive symptoms of dementia was highlighted as a need. Exploring ways to 
help people with memory loss and English as a second language or strong 
cultural identity was suggested.  

❖ Health partners and Community Action Sutton gave examples of best practice for 
community-based activities as well as helped to identify programmes and 
services that could be linked to increase the overall ‘living well’ support available.  

This included guidance based on how to better engage Sutton’s communities to 
co-produce this strategy’s High-level Delivery Plan, create new local initiatives 
directly with emerging communities and expand signposting to care and support 
assistance.   

❖ Age UK Sutton and Sutton Carers Centre further outlined the importance of peer 
support, and suggested that in addition to commitments made through this 
strategy to keep current arrangements in place, that these groups could also be 
used for the training and tool kits requested by people with dementia and carers 
taking part in focus groups. These could include topics such as managing 
dementia symptoms and putting legal documents into place, find out about new 
tech solutions, etc.  
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What we aim to do  
 
➔ Maintain our commitments to the community-based peer support provision 

within commissioning arrangements such as the Dementia Hub. Explore adding 
specific topics to sessions such as managing symptoms, trying out new tech 
solutions and contingency planning/getting legal documents in order. This is 
linked to aims for topical workshops and training within the ‘Caring Well’ section 
of this strategy.  

➔ Work with Together for Sutton and Sutton Council to create opportunities for 
communities and cultural groups to develop local activities to support people with 
Dementia, their family’s and and their carer’s overall health and wellbeing. 

➔ Make sure that Dementia Hub has up to date information and signposting to 
support people with dementia and their carers with challenging health 
behaviours, for example smoking cessation, addiction services, etc.  

➔ Ensure that care and support reviews are strength-based for as long as possible 
with opportunities to discuss staying active and signposting to healthy living 
resources for people with dementia. This also supports this strategy’s core 
principle that people have the necessary information to make decisions that are 
right for them and at the right time.   

➔ Map and promote the current social and healthy lifestyles activities on offer for 
people with dementia, their families and carers. Co-produce any new resources.  

➔ Support the further development of social prescribing resources at local GP 
surgeries to people with dementia, their families and carers.  

➔ Work with health partners such as Public Health and Integrated Neighbourhood 
Teams (INTs) to develop resources to prevent social isolation and loneliness and 
promote local opportunities to help people stay connected to society.  

➔ Develop dementia training and tool-kits for community, heritage and faith-based  
groups to make their social and leisure activities dementia-friendly and 
accessible. (with Age UK Sutton and INTs). 

➔ Explore developing a Sutton-specific ‘Dementia-friendly’ status for local 
businesses, public areas, green spaces, cultural and leisure facilities.  

➔ Support local asset mapping being done by the Integrated Care Board (ICB)  to 
identify important community resources and identify opportunities to share 
available resources providing community-based activities and support.  
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9. Priority 5: Caring Well 
We know that many people with dementia are supported by unpaid carers—often 
immediate family members, good friends or neighbours —who play a vital role in 
helping them live at home and maintain the best possible quality of life. The support 
required can be complex and demanding, sometimes involving high levels of risk and 
responsibility. This can significantly affect a carer's emotional and physical wellbeing. 

This priority builds on the core offer within Sutton’s Carers Strategy by providing 
additional, targeted support for dementia carers. Our aims are to: 

❖ Recognise carers as expert partners in care planning and decision-making. 

❖ Provide extra support for their caring role, tailored to the challenges of 
dementia care. 

❖ Promote carers' own health and wellbeing, ensuring they are supported 
as individuals, not just as caregivers. 

We fully acknowledge and respect the invaluable role that family members and carers 
play in supporting people with dementia. Through this strategy, we hope to enhance the 
support available to them—making it timely, meaningful, and sustainable. 

As dementia progresses, carers often assume increasing responsibility. Many are older 
adults themselves and face considerable emotional, physical, and practical challenges. 
The Dementia Carers Count Survey (2024) report, “What if… I’m not there to care,” 
offers an important national context: 

 

 

 

 

 

 

 

 

 

These figures reflect the intense, often isolating nature of dementia care. Many carers 
are doing this alone, with little opportunity for respite or personal time. 
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The NICE Dementia Quality Standard recommends that all dementia carers are 
offered education and skills training to support them in their role. As part of this strategy, 
there is consideration of what should be offered at different points of someone's 
dementia journey. For example, combined Life After Diagnosis (LAD) training for the 
person with dementia and their family or carer as part of post-diagnostic support, 
followed up with resources through the Carers Information and Support Programme 
(CRISP) a couple of months later with additional access to further training such as 
manual handling, managing progressive symptoms later on. This also includes helping 
to manage the emotional demands of care and coping with the stresses they bring.  

By strengthening our support for dementia carers, we aim to improve not only the 
experience of caring, but also the outcomes for those living with dementia in Sutton. 

We know that many people with dementia are being actively supported by unpaid 
carers, who make a significant contribution to people with dementia’s ability to live at 
home and as well as possible. The level of support required for someone with dementia 
can be challenging and impact a carer’s sense of wellbeing.  

The aims of the Caring Well priority expand on the core carer’s offer within Sutton’s 
carers strategy to provide additional support for their personal wellbeing, are encouraged 
to have a Carer’s Assessment to identify their own support needs, and ensure that they 
are recognised as ‘expert partners’ in decision-making and care planning for the person 
with dementia. We acknowledge and respect the important role family and carers play in 
supporting people with dementia and hope the support offered through this strategy helps 
them in themselves and their caring role. 
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What people told us 
 
Community engagement activities with dementia carers were done in collaboration with 
Sutton Carers Centre, Age UK Sutton and as part of conversations about dementia with 
local community and heritage-based groups. The views shared in these sessions also 
informed Sutton carer’s strategy. The feedback we’ve featured here helped shape the 
specific support recommendations for this strategy.  

➢ Peer and one-to-one support was consistently mentioned as valuable and crucial 
for dementia carers. In addition to places known for providing this type of support 
such as Age UK Sutton and Sutton Carers Centre, Admiral Nurses and heritage 
and faith-based groups were also very important to dementia carers.  
 

➢ Peer Support needs are different at various points in a carer’s dementia journey.  
look different depending on where someone is on their journey.  
 

This is the same for specialist support - early onset dementia peer support 
groups, day care/activities should be different to support carers looking after 
someone with later onset dementia. 

➢ Carers who were immediate family members often did not think of themselves as 
a ‘carer’ and therefore not eligible for a carer’s assessment. This was not only 
because looking after a family member was a core cultural belief, but also for 
older married couples where caring for a spouse was felt to be a loving duty. 

➢ Contingency planning was a major concern. Many dementia carers do not have 
someone to turn to for help and were concerned about paid-for replacement care 
being able to handle looking after someone with dementia. They also shared 
challenging experiences looking for bed-based care and good residential 
facilities they felt confident about using.  

➢ Training for themselves as dementia carers and also for replacement or cover 
care was a common theme, especially for dementia carers looking after 
someone in the later stages of dementia. 

➢ Finding activities in earlier stages of dementia, day opportunities and residential 
care for later stages which were culturally sympathetic was mentioned especially 
for older adults experiencing cognitive and memory decline.  

➢ Suicide prevention and access to enhanced access for formal mental health 
treatment was also a theme in 2 sessions where 50% of one group of dementia 
carers looking after people in advanced stages of the condition admitted to 
having thoughts of ending their lives on at least one occasion.  

➢ Peer and professional advice and/or support in navigating the processes of 
putting Lasting Power of Attorney or Deputyship arrangements into place and 
coping with issues associated with using them was suggested. Carers in focus 
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groups were having challenges with banks, complex issues when trying to 
change them, arranging a capacity assessment, and finding legal services.  

➢ Carers and family members shared stories about the stress, uncertainty and 
anguish when the cared for person with dementia had wandered off or went 
missing. Carers discussed tracking devices and they were seen as useful, there 
were situations where they were taken off or left behind. Knowing where to turn, 
the relationship between hospitals and the police as well as using the ‘This is Me’ 
toolkit from Alzheimer’s Society UK and the Herbert Protocol. It was suggested 
that these resources should be made available in advanced planning support 
sessions and a checklist of safeguarding tools was made available for carers.  

➢ Carers acknowledged that the Memory Assessment Service shared contact 
information for local dementia support at the time of diagnosis. However people 
diagnosed in hospitals (vascular dementia) were often discharged without a 
review of next steps or signposting to support for themselves, family or carer.  

 
The figures below reflect why a carer or family member looking after someone with 
dementia asked for specialist support from the Admiral Nurses team (now within the 
Dementia Hub) from April 2024 to March 2025. The Admiral Nursing team are 
Registered Nurses who provide specialist dementia care support to families affected by 
dementia and dementia carers with complex needs in Sutton. Families and dementia 
can self-refer and return to the team for support at any point in their dementia journey. 
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What we aim to do  
 
➔ Endeavour to continue the commissioning of peer and one-to-one support for 

dementia families and carers, co-producing any new initiatives with them and 
where possible, expand them to include more access to local activities.  

➔ Create new workshops, training and peer support activities for people with 
dementia, their families and carers (and where appropriate, community groups) 
on topics suggested in carer engagement activities, such as: managing 
symptoms of dementia, advanced care planning and setting up and managing 
Legal Power of Attorney (LTA) and Deputyships. Link these new resources to the 
‘New to Caring’ training offer for families and unpaid carers being put into place 
through the Carers Strategy and co-design new topics with direct carer input. 

➔ Discuss ways to improve access to the capacity assessments often required as 
part of filing for an LTA or Deputyship with health partners and the Dementia Hub.  

➔ Link the work being done in collaboration with the Sutton Adults Safeguarding 
Board to support contingency planning for carers as part of the Carers Strategy 
to also address specific dementia carer support/resources to put into place 
safeguard the person they look after if they are missing. Also produce, across all 
partner organisations, toolkits to support staff in their work with individuals and 
carers on both topics. 

➔ Work with local Integrated Neighbourhood Teams (INTs), Together for Sutton and 
Sutton Council to improve outreach to dementia carers in cultural communities 
unaware of additional support via carers assessments, Admiral Nurses and the 
Dementia Hub. 

➔ Link to activities under Sutton’s Mental Health Partnership (adults) to improve 
signposting to local mental health support services and join-up any new suicide 
prevention, social isolation/loneliness and emotional wellbeing campaigns to 
dementia carer support resources.  

➔ Expand upon work being done under the carers strategy to improve access 
(through co-design and development) to improved respite care choices to include 
a focus on dementia to ensure that options for care include good quality, reliable 
and dementia-trained staff.  

➔ Update the current Sutton Carers Offer with signposting and information about 
local dementia-friendly activities for people with dementia, their families and 
carers. This includes healthy living, wellbeing and leisure activities available 
through the Dementia Hub, social prescribing at local GP surgeries, 
Neighbourhood Teams and programmes commissioned by Sutton Council.  
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10. Priority 6: Dying Well 
 
Dying well is a topic which many of us shy away from. Is it a good death when it comes 
too soon? How can I help my loved ones after I’m gone? How do I prepare if I am 
experiencing cognitive decline?  In developing this strategy and its outcomes 
framework, we aim to provide support for people with dementia, their families and 
carers to start conversations about wishes, preferences and choices early in the 
individual’s dementia journey. The goal is for decisions about end of life care to be 
known, understood and articulated before a potential future point where the person with 
dementia is unable to express them.  
 
Advanced planning is also helpful in exploring associated risks that may go with care or 
treatment preferences and support staying independent for as long as possible. For 
dementia families and carers, advanced planning also helps make necessary legal and 
contingency arrangements for care (short term and longer term if needed). It also helps 
them know and respect the wishes of their loved ones with dementia if they are unable 
to articulate them directly when faced with care and support decisions during the later 
stages of dementia. Advanced care planning is a key element within overall care and 
support planning for each dementia journey.  
 
Dying well also considers the people (loved ones and carers) around the person with 
dementia and whether they have the support necessary for their own health and 
wellbeing as well as in their caring role during the final stages of dementia. This 
includes access to effective choices for ‘end of life’ care services, whether these are for 
people with dementia remaining at home or bed-based or residential care. As much as 
what we aim to offer is about choice and availability, it’s also about ensuring that these 
services are 'dementia sensitive’ and culturally aware with the necessary skills and 
experience for compassionate, safe and reliable support. 
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We are aligning our work within this priority of the strategy with the development of 
Sutton’s End of Life strategy, building upon its goals and actions to make sure there is 
support available addressing the requirements of people with dementia and their 
families and carers.  
 
What people told us 
 
Within community conversations and one to one interviews about dementia, advanced 
care planning, knowing the later stage support wishes for the person with dementia and 
ensuring that required legal documents were in place was frequently offered as advice 
from people who had experienced the later stages of looking after someone with 
dementia, arranging end of life care and maintaining their own health and wellbeing.  

Sessions with carers were filled with stories sharing the challenges of caring for 
someone with advanced stages of dementia, especially handling complex, advanced 
symptoms but also the emotional impact the experience had or was having on their own 
health and wellbeing. Many of the participants were older adults looking after their 
spouse or adult children taking care of their parent(s). Emotional support was provided 
by Sutton Carers Centre for these sessions.  

Peer and one-to-one support appropriate to maintaining family/carer mental health and 
wellbeing during later stages of dementia, training or workshops on how to handle 
complex brain-based symptoms (seeing things that aren’t there, severe anxiety, 
progressive memory decline), and support to help find reliable, safe short and 
longer-term respite care and bed-based or residential care were frequently mentioned 
as things that are or would be helpful. 

 

What we aim to do  
 

➔ Ensure that people with dementia have access to high-quality palliative care.  

➔ Start conversations about advanced care planning as early as possible (within 
Dementia Hub, health and social care dementia support pathways). People 
should have the opportunity to discuss and be supported in making decisions 
about their future care and support arrangements at all points with their dementia 
journey. 

➔ Ensuring that cultural awareness around death and dying is included in training 
for front line workers put into place in response to this strategy to help ensure 
that end of life and advanced planning conversations remain compassionate and 
helpful across local communities.    

➔ Put signposting and support into place for people living alone with dementia to 
help them put arrangements into place to inform decision-making around 
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palliative care and end of life wishes if they are unable to articulate their choices 
for themselves. 

➔ Provide signposting to reliable sources for information and advice for people with 
dementia, their families and carers to help them put legal arrangements in place 
regarding care and end of life wishes if required. The Sutton Dementia Hub, 
utilising the expertise of its associated partners, will be skilled in providing this 
support (currently provided by Age UK Sutton, alongside Hub partners, the 
Admirals Nurses).   

➔ Provide peer and one-to-one wellbeing support to help maintain health and 
wellbeing while preparing for the end of a dementia caring role and losing a loved 
one.  
 

Dying is a subject that many of us prefer not to talk about, yet we all know is inevitable 
for all of us. However, death may come earlier for people with dementia often 
accelerated by associated health conditions they often develop over time. Dying well is 
important to ensure that individuals with dementia receive compassionate end-of-life 
care that respects their wishes and provides comfort and dignity.  
 
Place of death statistics for people with dementia consider care homes, home, and 
hospital settings. They offer valuable information about people’s end-of-life care 
preferences and the capacity of local health and care services to support them. 
Monitoring these indicators helps areas to identify opportunities for improvements in 
providing patient centred care. 
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11. Making your voice heard 
Throughout this strategy, we confirm our commitment to keeping people with dementia, 
their families, and carers at the centre of what we do. We will review existing support 
and develop new services in collaboration with them, underpinned by the latest health 
evidence. The key principle of this strategy is that people should receive the right 
support for them, based on their own informed choices and at a time that reflects their 
personal needs. 

To achieve this, we have embedded ongoing opportunities—both on an individual level 
and across services—for people to receive regular care reviews, co-produce their 
support plans, and contribute to the design and improvement of support services. This 
approach ensures that the voices of people with lived experience directly shape the care 
and support they receive. Examples of this include: 

➔ Dementia Advisers and Admiral Nurses within the new Dementia Hub supporting 
people with dementia and their carers to access care reviews—both at their 
request and as their needs change. 

➔ Early engagement through the Dementia Hub model, which offers an opportunity 
to understand and document individual preferences and choices shortly after 
diagnosis, helping to shape support from the outset of a person’s dementia 
journey. 

➔ Strengths-based support planning and assessments carried out collaboratively 
between social workers and the individual receiving care, focusing on what 
matters most to the person and building on their capabilities. 

➔ Commissioned services will be required to demonstrate how they involve people 
with lived experience in care reviews, service delivery, and continuous 
improvement, including evidence of how feedback directly informs service 
planning and the development of new community-based programmes. 

➔ Collaborative co-production between strategy partners, Together for Sutton, and 
the Dementia Hub to inform the development of the strategy’s High-level Delivery 
Plan, with a focus on working alongside groups at higher risk of developing 
dementia—such as people with learning disabilities, members of Sutton’s Mental 
Health Partnership, and Integrated Neighbourhood Teams. 

➔  Adult Social Care’s Co-production Group acting as an ongoing forum for 
co-designing dementia-related resources, awareness materials, and information 
and signposting tools, ensuring these are accessible and shaped by those with 
lived experience.  
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Appendix 1: High-level Delivery Plan 

Priority  
No.  

Actions Outcomes Lead / responsible Timescale Review/ 
reflect 
period/ date 

1-6 Develop easy read and plain 
English versions of strategy 
for residents. 

- Summary version using plain 
English, highlighting service 
changes and signposting. 
-Easy-read summary and possible 
alternate format versions of 
strategy for accessibility.  
- Possible development of Fact 
Sheets for each priority.  

Dementia Steering Group  
LBS Comms  
ASC Co-production Group  

July 2025 Sept 2025 

1-5 Dementia Steering Group to 
review agreed Outcomes 
Framework with Alzheimer’s 
Society London against 
approved Strategy.  

- Set timelines for interventions and 
project leads.  
- Set up various co-production 
activities’ timelines and leads for 
community-based programming.  
-Adjust framework where needed 
and set initial baselines.  
 

Joint Dementia Steering 
Group (Dementia Strategy 
partners). 
 
 

2025  3-6 months 

Gover
nance  

Set up arrangements for  
Dementia Strategy Steering 
Group to continue after 

-Confirm membership  
-Change Terms of Reference 
-Establish meeting schedule 

Current strategy partners 
with review for changes in 
3rd Qtr 2025/26  

2025 Quarterly - 6 
weekly 
meetings 
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strategy approval to oversee 
delivery. 

-Responsible for reporting to Sutton 
Place Partnership and Health and 
Wellbeing Board 
 

1-5 Set up a working group of 
strategy partners to develop 
the educational resources, 
training and tool kits 
referenced within the 
strategy with opportunities 
for co-production with 
people with dementia 
(PWD) and carers.  

- Training/workshops for managing 
symptoms of dementia, advanced 
planning, putting legal docs in 
place, etc  (with PWD and Carers). 
- Contingency planning and 
Safeguarding (for when someone 
goes missing) tool-kits in 
collaboration with Carers 
Strategy/Safeguarding Board work.  
- Community-based resources and 
tool-kits (with Community Action 
Sutton).  
 
- Workshops to look at legal and 
financial issues and practical steps 
to improve information and support 
for topics such as LPAs and 
Deputyships. 
  

Joint Dementia Steering 
Group (Dementia Strategy 
partners). 

2025 
 
Resources in 
place by 4th 
quarter 2025. 
 
Carers track 
commencing 
Sept 2025 
w/Carers 
Strategy.  

3-6 months 
after 
resources 
are put into 
place to 
inform 
further 
topics/resou
rces.  

1 Prevent Well - develop 
Community Engagement 
and Comms Plan 
 

People have the information they 
need to improve their health and 
wellbeing seeking to reduce 
dementia incidence within Sutton. 

 
Sutton Council Comms Team 
Age UK Sutton 
Community Action Sutton  

Initial 
development  
2025 and 
reviewed 

3-6 months 
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Identify specific projects for priority 
cohorts (Learning Disabilities, 
Women, cultural approaches).  

 quarterly. 

3 Provision of dementia flats 
(respite) at Dymond House 

Improved respite offer for people 
with dementia 

LBS Commissioning 01/07/2025 6 months 

6 Provision of a Dementia 
Hub 

Improved post diagnostic support, 
consistency of support throughout 
an individual’s dementia journey.  

Age UK Sutton 
Integrated Care Board (ICB) 
Sutton Council  

In place from 
01/04/25 

3 monthly 
review led 
by 
commission-
ing team 

6 Review reach of ‘Hub’ Improve support where diagnosis is 
given in acute care settings to 
improve access to ‘warm’ hand 
overs.  

Commissioners - ICB and 
LBS 

  

2-4 Benchmark clinical review 
timescales 

Clarity over timescales with 
improved consistency 

Integrated Care Board (ICB)   

1-3 Mapping and identification 
of strategy partner 
collaborations for 
neighbourhood and 
community-based 
interventions 
 
 

Specific tracks for Prevention and 
supporting people with dementia, 
their families/friends and carers.  
Example -  linking the development 
of a community-based dementia 
friendly tool kit and prevention 
activities to the Dementia Cafe 
activities undertaken by Wallington 
INT. 

Sutton Council  
Integrated Care Board (ICB) 
Age UK Sutton  
Together for Sutton  
Mental Health Partnership 
Board (Adults)  
Community Action Sutton 
 
 

Development 
and agreeing 
initial cohort/ 
programmes  
2025, yearly 
review  
 

Full review 
2028 
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1-4 Community-based support 
delivery models 

Community groups co-production 
activities to develop local and 
community-based support 
programmes which improved 
access to support and activities for 
people with dementia, their 
friends/family and carers.   

Sutton Council  
Community Action Sutton  
Together for Sutton 
 

1/7/25 3/6 months 

3-5 Contingency planning 
(with Carers Strategy) 
 
What to do when a person 
with dementia goes missing 
 
Collaboration with Sutton 
Safeguarding Adults Board 

Task and Finish group across 
health and social care partners 
improves contingency planning for 
people with dementia and their 
carers. Topics include:  
1. In the event of a carer no longer 
being able to care or putting 
treatment wishes or power of 
attorney into place for people with 
Dementia.  
 

2. When people go missing and 
how risks can be judged and 
mitigated- such as through the use 
of technology, Herbert Protocol and 
Alzheimer Society guidance. 

Sutton Council  
Strategy Partners 
Sutton Safeguarding Adults 
Board 

1/09/25 6 months 

1-5 Accessible strategy 
document development 

That the strategy is provided in 
accessible and summary form to 
provide improved access for people 
with dementia and families. 

Sutton Council 
ASC Co-production Group 
Strategy Partners 

01/10/25  
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1-4 Community Engagement Further community engagement 
opportunities are provided to 
support the further shaping of the 
strategy implementation plan 

Sutton Council 
Together for Sutton  
Strategy Partners 

01/06/25 ongoing 

3/4/6 Refresh service mapping 
provided in Appendix 6 ‘The 
dementia Map in Sutton 
2022 

-To provide an updated service 
map for the borough. 
-Create a resource that people with 
Dementia, their families and carers 
can use to find out about and 
access local activities and support. 
-Expand on the Carers Offer 
signposting.  
- Create a Dementia Friendly 
category for Sutton Information 
Hub for residents as well as health 
and social care frontline workers 
can use to find out about local 
support, events and services.  
 
All of these actions support 
improved information to individuals 
and their families. 

Sutton Council 
Age UK Sutton 
Integrated Neighbourhood 
Teams 
 
(Link to Carers Offer) 

1/11/25  

 Identifying funding 
opportunities and new 
funding streams to further 
extend the reach of 
dementia support. 

 Age UK 
Commissioning 
Strategy partners 

March 2026  
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Appendix 2: Approach to Building a Joint 
Dementia Strategy 
 

Sutton partners who oversaw the development of the strategy 

To develop this strategy, a Multi-Agency Steering Group overseeing four themed task 
and finish groups was put into place. These groups built the content of this strategy 
alongside coordinated community engagement and co-production activities.  

 

 

 

 

 

Additionally, we were able to use points of our collective organisational governance 
structures (the Sutton Health and Care Executive, the Sutton Place Partnership 
Board, Public Health Departmental Management Team and Sutton Council’s People 
Departmental Management Team) to share the development of this strategy and with 
further input from key delivery partners and voluntary sector groups such as Age UK 
Sutton, Alzheimer’s Society London, Sutton Carers Centre. Governance boards and  
 
Once the Joint Dementia Strategy is put into place, the following governance 
structure will oversee the development and implementation of its Delivery Plan, 
yearly and third year reviews.  
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Appendix 3: Community and Stakeholder 
Engagement  

The strategy has been actively informed and shaped by those who are living with or 
caring for people with Dementia. We have undertaken direct engagement activities 
within local communities and worked with our partners to conduct interviews, run 
focus groups and promote surveys to not only gather local intelligence on living with 
dementia in Sutton but to include as many local voices in shaping the priorities and 
support put into place through this strategy.  
 
The timing of the development of the Joint Dementia Strategy coincided with 
community engagement activities informing the Sutton Carers Strategy and also 
information sessions/focus groups put into place to discuss a change to Sutton’s 
Social Care Charging Policy. All three community engagement campaigns sought 
input from people accessing care and support services. This included people living 
with Dementia and the people caring for them. To respect the time taken to 
participate in community engagement activities, the feedback from the Carers 
Strategy activities and Charging Policy consultation have been included to further 
inform various sections of this strategy and identify emerging themes. Most notably, 
challenges faced in accessing care and support, what people find helpful, where the 
gaps in provision are, and ideas for improvement. Community Engagement activities 
have included: 
 

● Interviews with people with Dementia and their Carers conducted by the 
Alzheimer’s Society. 

● A Conversation Day held by Age UK Sutton covering a variety of topics and 
open discussion about living with Dementia.  

● A series of focus groups hosted by the Sutton Carers Centre with people who 
care for people with Dementia.  

● A series of focused, themed discussions during Age UK Sutton’s weekly 
Dementia Support Groups.  

● Linking community engagement activities with Sutton Council’s Social 
Inclusion team to ensure views and input from across local cultural and 
heritage-based communities were included in the development of the 
Dementia Strategy. 

● Expanding our reach to local emerging communities with help from Sutton 
Community Action. 
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● Working with Health partners to bring community engagement activities to 
patient experience groups and other service areas.  

● Stakeholder engagement focus groups with front line workers.  

● A survey aimed at professionals working with people with Dementia.  

● Linking focus groups with the Carers Strategy and feedback on the carer 
experience gained through consultations held throughout 2024.  

● Collaborating with colleagues developing the Prevention Strategy to gain 
resident input into the Preventing Well section.  

● Direct engagement with Sutton’s heritage communities, sharing our work on 
the development of the strategy, identifying key themes and priorities. 
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Appendix 4: What people told us   

 

Preventing Well 

At the start of focus group sessions, even when invited to ask about the Joint 
Dementia Strategy or the session format, participants often steered the conversation 
towards dementia prevention and minimising disease risk. This often became a 
thread within the session when talking about local activities and where people went 
for information and advice on health and wellbeing topics to inform different sections 
of this strategy. 

Prevention became a live topic in several focus groups, especially those with a high 
proportion of older people.When presented with the statistic that 45% of dementia 
cases are preventable, participants often began to discuss healthy lifestyle activities 
that they themselves take part in -- individually and together. These conversations 
developed into discussions about recognising the symptoms of dementia and brain 
health.   

For example, one group regularly plays Scrabble, has gentle physical activity 
sessions, and other social events. When discussing how these same activities can 
help put off Dementia, one member told a story about how regular attendees of 
these sessions had noticed that one of their friends who also took part wasn’t “quite 
themselves” over a period of time. This led to gentle conversations with the person 
and their daughter who then arranged for an assessment and was subsequently 
diagnosed with Dementia.  

Different versions of this story and questions about how to both prevent and 
recognise the signs of Dementia were present in all of the community group-based 
sessions. Sessions held at the Sutton Carers Centre and Age UK Sutton had 
different versions of prevention discussions. Mostly from a delay point of view or 
peer discussions about how to prevent further harm or faster progression of 
symptoms and how to prepare for cognitive decline and preparing for the need to 
explore an Appointeeship or Power of Attorney to manage legal and personal affairs 
and eventual decisions about healthcare when the person with Dementia was unable 
to do so themselves.  

We have linked the Preventing Well section engagement to the development of 
Sutton’s Prevention Strategy. This is to not only share resources for community 
engagement, but to also bring Dementia prevention messages to the wider 
population and working age adults.  

The role of community and voluntary groups is important to note here. For older 
people, people who have already received a Dementia diagnosis, and their carers, 
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taking part in activities with people they feel understand them and/or their life 
experiences is key. The inclusive, welcoming environments these groups provide 
address a number of health and wellbeing needs from peer support on a number of 
topics and signposting to trusted services to befriending and preventing loneliness.  

Diagnosing Well 

Where a person gets their diagnosis and who helps them navigate the process 
proved to be a pivot point for many people feeding into discussions about their 
Dementia journey. In any group discussing how a diagnosis was arranged or what 
kind of resources were given and if there was follow up after a positive result was a 
mixed bag.  

With the launch of the Dementia Hub, there is now a warm handover in place for the 
Memory Assessment Service. In response to feedback from the final round of carer 
focus groups, we have added an action to explore ways we can extend this to other 
places where a dementia diagnosis might be made. For example in hospitals 
(vascular dementia) where carers told us that they were discharged after diagnosis 
without signporting or a follow-up.  

Living Well 

Themes from focus groups and surveys across community engagement campaigns 
reflected a concern about the availability and quality of Respite Care, the Health and 
Wellbeing of Carers, difficulties arranging Care and Support with Adults Social 
Services, and the important role organisations such as Age UK Sutton, Sutton 
Carers Centre, and online videos on You Tube from national dementia charities and 
the NHS play in helping people with Dementia and their Carers.  

Peer support, one-to-one counselling and activities to both reduce stress and 
maintain wellbeing were consistently mentioned as important to people with 
dementia and especially their families and carers. Where to find them and improving 
signposting was mentioned with suggestions for where better connections between 
services and promotion could be made. 

Community and heritage -based groups both gave feedback about the value of the 
activities and support available in the borough, but also asked to be partners in 
establishing more dementia-friendly activities, helping people recognise the signs of 
dementia and both promote prevention messages as well as help make them more 
culturally appropriate.  

Combined activities organised for people with dementia, their families and carers at 
Age UK Sutton, those commissioned through Integrated Neighbourhood Teams and 
by local heritage-based community groups were frequently mentioned as important 
lifelines. Singing, gentle physical activities, board/card games, arts and crafts, and 
talking about shared cultural experiences - especially those with a meal - allowed for 
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some time out and enriching activities for the person with early stage or light- 
symptom dementia. More opportunities for this type of activity and also those which 
could have care-based support for people with later stage dementia alongside 
activities and support for families and carers was requested. To support this, a more 
robust review of available transport should take place.  

Caring Well 
Themes emerging for Carers primarily came from sessions hosted by the  Sutton 
Carers Centre, the Carers Surveys, Community-based group engagement and Carer 
outreach asking for input into the Carers Strategy. It is important to note that the 
Joint Dementia Strategy and the Carers Strategy were developed over the same 
timeline and both have aims to improve available support and address barriers to 
accessing health and wellbeing services. The core Carer Offer will be addressed in 
the Carers Strategy and specific considerations for the Carers of people with 
Dementia within this strategy.  

The importance of peer support and community-based group activities was 
frequently mentioned as important places to feel connected to society and a sense of 
“belonging”, find out about services and benefits, and take part in activities 
supporting overall health and wellbeing. Carers across activities shared stories of 
losing friends or employment as a result of their caring role. The dementia peer 
support and group activities are viewed as vital for carers and are often the only time 
they have to focus on their own feelings and support needs.  

Carers of people with dementia expressed a need for more resources in 
understanding specific symptoms of the disease and how to handle them. Many 
provide round the clock care and manage symptoms such as seeing people who 
aren’t there, not recognising loved ones, being scared, etc. Dementia carers asked 
for ways to help address these complex symptoms compassionately as well as the 
ongoing stress of living with them. Sharing experiences with carers in similar 
situations helped them cope to some extent as did resources suggested by the 
hosting group, but further training was requested for carers, families and also 
professional carers who may provide cover care when carers need a break.  

Being able to take a break was seen as a profound challenge for some Carers - 
especially for those looking after people approaching or within the advanced stages 
of Dementia. Ensuring that Carers have strict Adult Safeguarding policies in place as 
well enhanced background checks was mentioned as was the need for more paid 
Carers with specific knowledge or experience of helping someone with Dementia. 
For some communities, the challenge of finding a paid carer from either the same 
community or one that understands cultural differences in care (in addition to 
language) was seen as a barrier to provide a break from caring responsibilities. Not 
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being able to find someone the Carer felt confident or safe leaving the cared for 
person is having a direct impact on the health and wellbeing of Carers.  

Later stage dementia carer focus groups had rich conversations about the 
challenges of applying for and using Lasting Power of Attorney (LTA), Deputyships 
and arranging for the capacity assessments needed for them. In addition to the 
widely varying costs solicitors charge, there are mixed experiences using them and 
in some cases initial advice on which one to apply for needed to be changed after 
the person with dementia was able to participate in the process. This has resulted in 
some carers paying for costly residential care with their own money even though 
they may be recognised as responsible for the legal affairs of the person with 
dementia, who has the financial resources to pay for their own care. As part of this 
strategy, we have added an action to its High-level Delivery Plan to include 
workshops, resources and peer support groups around the use of LTAs, Deputyships 
and advanced planning alongside those in the pipeline around contingency planning.  

What to do when the person with dementia goes missing. Families and carers are 
appreciative of all of the help the police and local hospitals provide in these 
situations. However, a better join up between emergency services and helping 
families and carers put measures into place to safeguard the people with dementia 
they look after was suggested. This includes wearable tech, understanding the 
Herbert Protocol and useful resources such as the “This is Me” resource from the 
Alzheimer’s Society. As a result of this feedback, the partners of this strategy will 
discuss how to improve the safety-net for people with dementia, dementia training for 
police and PCSOs, and the promotion of the Herbert Protocol (as well as tools 
families and carers can use if a loved goes missing) with Sutton’s Adults 
Safeguarding Board and our current collaboration to improve contingency planning 
as part of the Carers Strategy.  
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Appendix 5: Additional information about 
the Dementia Hub implementation 

For Implementation in 2025/2026 

➢ Enable the further testing of pathways and key interfaces, providing an 
opportunity for further development across this new financial year i.e. 
2025/26. 

➢ Establish the impact of resourcing within the hub and in associated teams. 

➢ Test the impact of earlier and post diagnostic intervention and support on 
service demand. 

Staffing implications 

Staffing is our key resource. With this principle the strategy partners agree that the  
strategy carries some specific staffing implications which include: 

 
➢ Development and upskilling of the Role of Dementia Advisers within the 

proposed new Dementia Hub. 

➢ Testing a  more seamless process between diagnosis, understanding need 
(triage) and supportive step up and step down support whilst managing 
caseloads between agencies. 

➢ Person Centered Practice and ensuring that the person and those caring for 
them are central  in care support and future planning. Staff understand the 
value of prevention and the impact of social inclusion and participation. 

➢ Need for core dementia awareness training to be available for all practitioners 
and frontline staff with additional modules, reflecting roles and experience etc. 

➢ Staff are able to facilitate difficult and sensitive conversations, that might raise 
awareness, support advanced care planning etc. 

➢ Health checks continue to be prioritised as a wide target but need to ensure 
that for people over 50/60 years, memory issues and dementia awareness are 
included as a part of each check. 

➢ Key teams have dementia ‘champions’ or ‘ambassadors’ to support and guide 
other staff, supporting decision making and risk assessment. 

➢ Staff are able to work collaboratively understanding their and others roles and 
responsibilities. 
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➢ Staff are supported to understand and where possible, prioritise reviews of 
people with dementia. 

 

Dementia Hub delivery model  

 
 

 

 

 
 
 
 
 
 
 

 
 
 
Additional information about the development of the hub is included in Sutton Dementia 
Hub -Developing a Joint dementia strategy.  
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Appendix 6: Current Cross-Sector 
Dementia Support Offer in Sutton 
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From this ‘as is’ mapping and analysis there were identified specific areas of 
improvement  these were as follows:  

● a current need for development and strengthening of our post diagnostic 
support for individuals and their families. 

● Closer working between those providing support for example Admiral Nurses 
(who provide special support to people with dementia and carers) with 
Dementia Advises, ensuing opportunities for shared and collaborative working 
along with improved ‘ caseload management’. 

● Review of functions where capacity was particularly challenging. 

● Information and advice being more accessible. 

● Improved representation and MAT through the provision of a proposed ‘sub 
hub’ ensuring that both staffing connections and initial contact with individuals 
and their families can be established early in the individual's dementia journey 
at the pace that’s right for them. 

● A need to strengthen, along with the specific steps within the new borough 
wide carers strategy, support to unpaid carers. 

● Need to redo the mapping once the strategy has started implementation to 
ensure all services and providers are captured 

 
A need to strengthen our approach to supporting Sutton's wider communities, 
including those who have more recently moved to the UK, or are from ethnic, 
religious or belief minority backgrounds and, who are currently less visible in 
services 
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Appendix 7: Dementia in Sutton 

In Sutton it’s estimated that 2,107 people aged 65+ have dementia but only 1,559 
(74%) have a recorded dementia diagnosis. In 2022/23, Sutton's QOF dementia 
prevalence (all ages) was 0.7% which was in line with the England average (0.7%) 
but higher than the SWL average (0.6%). 

At a more local level, across the four Sutton PCNs there is variation in QOF 
dementia prevalence, reflecting differences in the age structure of these populations. 
Wallington PCN and Cheam and South Sutton PCN, have a higher proportion of 
individuals aged 65 and over, and the highest QOF dementia prevalence at 0.8% 
and 1.0%, respectively. In contrast, Carshalton PCN, which has a lower proportion of 
older residents, has the lowest rate at 0.5%. Central Sutton PCN's rate is similar to 
the Sutton average at 0.7%. 

A further 59 people in Sutton have a recorded diagnosis of early onset dementia, 
when symptoms develop before the age of 65, usually between 30 to 65 years of 
age, a crude rate of 3.32 per 10,000, similar to the England average (3.05 per 
10,000) and significantly higher than London (2.19 per 10,000).1   

Research indicates that among individuals diagnosed with dementia in England, 
14.36% of cases are mild, 27.83% are moderate, and 57.80% are severe. Applied to 
Sutton’s population this would suggest that of the 1,618 diagnosed cases of 
dementia (all age), approximately 232 are mild cases, 451 moderate cases, and 935 
severe cases.2 

Diagnosis  
 
The proportion of diagnosed dementia cases in Sutton (76%) is significantly higher 
than the averages for London (65.6%) and England (63%). However, estimates 
suggest that 548 people in the borough (24%) are living with dementia but have not 
been diagnosed. 
 
Currently, there is no cure for dementia, and the range of available treatments is 
limited. Existing treatments primarily focus on managing symptoms and improving 
quality of life. Medications such as acetylcholinesterase inhibitors and memantine 
can provide temporary relief from cognitive symptoms, while non-pharmacological 
interventions, including cognitive stimulation therapy, cognitive rehabilitation and 

2 Prevalence | Background information | Dementia | CKS | NICE.  
1 Dementia Profile - Data - OHID (accessed 15/7/2024) 
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lifestyle modifications, aim to enhance wellbeing.3 The limited scope of treatments 
highlights the importance of early diagnosis and comprehensive care planning to 
maximise the benefit of the available options. Early diagnosis can also provide timely 
access to social support, help for carers and carers assessments and training to 
promote independence and wellbeing. 

Research suggests that certain groups may be less likely to receive a timely 
dementia diagnosis, delaying opportunities to  plan their care.456 7 

● Stigma, language barriers, and cultural perceptions of health and caring may 
affect how people from minority ethnic groups seek support for dementia. 
Delays in diagnosis can also be  exacerbated by a lack of culturally 
appropriate services, access to interpreters, or culturally appropriate 
diagnostic tools. 

● People with learning disabilities may also experience delays in diagnosis. 
Symptoms of dementia can overlap with other health issues or be mistaken 
for aspects of the learning disability itself. Additionally, a lack of awareness 
about dementia can prevent people from seeking help for memory problems. 

● Those living in areas of higher deprivation. 
● As dementia is often thought of as a condition of old age, the early symptoms 

of early onset dementia are not always recognised and may be attributed to 
other causes including depression, stress, menopause, physical health 
problems and relationship issues. This can lead to a delay in getting an 
accurate diagnosis.  

To ensure an accurate diagnosis, NICE recommends that anyone with suspected 
dementia is referred to a specialist dementia diagnostic service.8 Data to identify 
trends in the number of local GP assessments for dementia, GP initial memory 
assessments and referrals to a memory clinic from GP practices are not available for 
analysis. 

Dementia projections 

Nationally and locally, the prevalence of dementia is expected to rise significantly 
due to the ageing population, leading to increased demand for healthcare services, 
social care support (community and residential), support for carers and suitable 
housing options. This has profound implications for service costs and the wider 

8 Referral, diagnosis and care planning | NICEimpact dementia | Reviewing the impact of our guidance.  
7 What is young onset dementia? Dementia UK 
6Dementia and people with learning disabilities: making reasonable adjustments - guidance - GOV.UK  
5Ethnic minority communities: Increasing access to a dementia diagnosis (Alzheimer's Society) 2021 

4 Improving access to a timely and accurate diagnosis of dementia in England, Wales and Northern Ireland  
3 What are the treatments for dementia?  NHS website  
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community, and will require strategic planning and resource allocation to manage the 
growing burden effectively.  

Projecting Adult Needs and Service Information (PANSI) data predicts that there will 
be a gradual increase in early onset dementia cases in Sutton from 2023 to 2040. 
Overall, the total number of cases is projected to increase from 55 in 2023 to 60 in 
2040, reflecting a 9.09% rise. The most significant increases are expected in the 
50-59 and 60-64 age groups, with younger age groups remaining relatively stable. 

The Projecting Older People Population Information (POPPI) suggests that in Sutton 
the number of individuals aged 65+ living with dementia will increase by 39.8% 
between 2023 and 2040 rising from 2,421 to 3,389 in that time. The 90+ age groups 
will experience the most significant increases (83.7% in males and 41.6% in 
females).  

Moreover, POPPI estimated that in Sutton in 2023, 64.1% of dementia cases in 
those aged 65 and older were female, while 35.9% were male. By 2040, dementia 
cases are predicted to increase more significantly in men (50.3%) compared to 
women (33.9%). Consequently, the overall proportion of male cases is projected to 
rise to 38.6%, while female cases will decrease to 61.4%, slightly narrowing the 
gender gap. 

As Sutton's population changes and becomes more ethnically diverse, the borough 
will need to adapt and tailor its approaches to dementia prevention. For example,  
research suggests that risk factors such as high blood pressure may have a greater 
impact on dementia risk for South Asian and Black individuals compared to those of 
White ethnicity, highlighting the importance of culturally competent prevention 
strategies. 

Supporting and treating people with with dementia  
 
Supporting people with dementia involves a holistic approach to develop tailored 
interventions integrating medical treatments to manage symptoms and comorbidities, 
alongside social, emotional, practical, and financial support.9 NICE guidance covers 
the assessment, management and support for people with dementia and their 
carers.  

A dementia personalised care and support plan outlines what matters to an 
individual, the care and support they receive, and contingency plans for the future. 
These plans are developed in primary care and reviewed at least once every 12 
months.  

9 Dementia rarely travels alone: Living with dementia and other conditions  APPG 2016 
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In 2022/23, 74.2% of dementia care plans in Sutton had been reviewed within the 
past 12 months. This was lower than the South West London (SWL) average 
(78.9%) but statistically similar to the national average (73.6%). The pandemic 
significantly disrupted the review process, causing a dramatic drop in reviewed care 
plans, but these numbers have since recovered.  

Dementia often coexists with other long-term conditions, which complicates care. 
Research indicates that 77% of individuals with dementia also suffer from conditions 
such as heart disease, stroke, and diabetes. These individuals are nearly twice as 
likely to have three or more other specific health conditions and four times more 
likely to have five or more compared to the general patient population. As dementia 
severity increases, diagnosing comorbidities becomes more challenging, potentially 
leading to underdiagnosis.10  

Data from the SWL Health Insights dashboard indicate that in Sutton, 57.3% of 
patients with dementia have hypertension, 26.2% have diabetes, and 20.8% have 
depression. These are higher compared to the Alzheimer's Research study’s 
findings, which reported 44% with hypertension, 20% with diabetes, and 17% with 
depression. However, these comparisons should be regarded with caution as the 
SWL dataset appears to under-report dementia cases compared to other datasets.  

The progression of dementia complicates the management of other health 
conditions. For example, someone with dementia may struggle with day to day 
activities including oral health or managing LTCs such as diabetes,  causing 
conditions to deteriorate and potentially resulting in an emergency hospital 
admission.  

Hospital admission can trigger distress, confusion and delirium for someone with 
dementia. This can contribute to a decline in functioning and a reduced ability to 
return home to independent living.11 From 2022 to 2024, in Sutton, individuals with 
dementia spent a total of 129,180 days in the hospital. Data from the SWL Health 
Insights team showed that the three primary diagnoses contributing to the greatest 
total length of stay were a tendency to fall, urinary tract infection (UTI), and fractured 
neck of femur. 

Information about direct standardised rates of emergency admissions and short-stay 
hospital admissions for those aged 65 and over is published on Fingertips. Data up 
to 2020 indicated that Sutton’s performance for both indicators was significantly 
above the national average. This higher rate of emergency and short-stay 
admissions could indicate that additional support in the community could help to 

11 Hospital care | NICEimpact dementia | Reviewing the impact of our guidance.  

10https://www.gov.uk/government/publications/dementia-comorbidities-in-patients/dementia-comorbidities-in-patie
nts-data-briefing  
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prevent people from reaching a crisis and needing hospitalisation. Therefore, more 
recent information is needed to understand if this trend has continued since 2020. 

Social care and coding  

The following CQC datasets, are not considered in the analysis, but offer context for 
commissioners: 

● The percentage of residential care homes and nursing homes rated by the 
Care Quality Commission as suitable for persons with dementia (aged 65+). 

● Dementia: Quality rating of residential care and nursing home beds (aged 
65+). 

● Dementia: Residential care and nursing home bed capacity (aged 65+). 
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Appendix 8: Data Sources 
Throughout this strategy, we have included footnotes referencing specific health evidence, 
advice and data. A report made to the Dementia Strategy Steering group’s prevention 
task and finish group in 2024 features Sutton specific data and projections and NHS 
England recommendations for dementia prevention. (Appendix 10). Additionally, the 
following data sources were used to develop this strategy: 
 

1. Dementia Statistics Hub, Alzheimer’s Research UK.  
2. Dementia prevention, intervention, and care: 2024 report of the Lancet 

standing Commission, Livingston, Gill et al. The Lancet, Volume 404, Issue 
10452, 572 - 628 

3. NHS “Living with dementia” webpages. 
4. 2024 Dementia Carers Count survey. 
5. Alzheimer’s Disease International, 2024 
6. Lancet Commission on Prevention, Intervention and Care (Alzheimer’s Research 

UK, 2022). 

7. Black and South Asian people are more likely to be diagnosed  
at an earlier age and die earlier from dementia as white people.  
(Mukadam et al, 2022). 

8. An estimated 50% of people with Down’s Syndrome will develop dementia  
due to Alzheimer’s as they age. (National Institute on Aging, NIH, 2020). 

9. Dementia Profile - Data - OHID (accessed 15/7/2024) 
10. Prevalence | Background information | Dementia | CKS | NICE.  
11.  What are the treatments for dementia?  NHS website  
12.  Improving access to a timely and accurate diagnosis of dementia in England, 

Wales and Northern Ireland  
13. Ethnic minority communities: Increasing access to a dementia diagnosis 

(Alzheimer's Society) 2021 
14. Dementia and people with learning disabilities: making reasonable 

adjustments - guidance - GOV.UK  
15. What is young onset dementia? Dementia UK 
16. Referral, diagnosis and care planning | NICEimpact dementia | Reviewing the 

impact of our guidance.  
17. Dementia rarely travels alone: Living with dementia and other conditions  

APPG 2016 
18. https://www.gov.uk/government/publications/dementia-comorbidities-in-patient

s/dementia-comorbidities-in-patients-data-briefing  
19.  Hospital care | NICEimpact dementia | Reviewing the impact of our guidance.  
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Appendix 9: Key national legislation and 
local policy 

 
Dementia is considered against a number of areas of legislation which include the 
following: 
 
Mental Capacity Act 2005 
 

People with dementia may lose capacity and become unable to make some 
decisions.  The MCA covers important decision making about a person's property, 
financial affairs and health and social care. It also covers everyday decision making, 
such as decisions about what a person wears, what they eat and their personal care. 
The Act sets out the concept of Mental Capacity - it means are they able to  make a 
specific decision. This might be due to an injury so they might have a learning 
disability, a mental illness or a condition that affects their  brain- such as dementia 
 

To have Mental capacity a person must be able to: 

- Understand the information that is relevant to the decision they want to make  

- Keep the information long enough in their mind to make the decision 

- Weigh up the information that is available to make the decision 

- Communicate their decision 

Naturally, some decisions are more complex than others and require consideration.. 

 

Options for looking ahead might include- setting up a Lasting Power of Attorney LPA, 
creating an Advanced Decision eg types of treatment they want to receive - these 
are legally binding 
 
Care Act 2014 
 

The Care Act introduced new functions for local authorities. This is to make sure that 
people are able to: 
 

- Access services that prevent their care needs from becoming more serious to 
delay the impact of their needs 
 

- Get the information and advice they need to make a good decision about care 
and support 
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- Receive a range of provision of high quality, appropriate services to choose 

from. 
 

In relation to dementia the Care Act focuses upon the wellbeing of individuals 
needing care and support, emphasising needing care and support, emphasising 
dignity and the importance of safeguarding vulnerable adults. 
 
As well as establishing eligibility for social care the Act also places an emphasis 
upon prevention, avoiding and delay. 
 

The Human Rights Act 1998 
 

This Act seeks to protect fundamental flights ensuing that individuals with dementia 
are treated with respect and care fee from inhumane treatment, reinforcing the legal 
protection in care environments 
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Appendix 10: Glossary  
Admiral Nurse 
Admiral Nurses are trained mental health nurses who can offer specialist help, 
support and advice for people with dementia and their carers.  Admiral nurses are 
available via telephone support or there may be face to face services in your area. 
Admiral Nurses are provided by Dementia UK, sometimes in partnership with other 
organisations such as the NHS. 
 
Adults with Incapacity (Scotland) Act 2000 
Adults with Incapacity (Scotland) Act 2000 is the legal framework for safeguarding 
the welfare, finances and property of adults who lack capacity to make some or all 
decisions for themselves. It is underpinned by five key principles. These must be 
applied when decisions are being made on behalf of the person or the Act is being 
applied. 
 
Advance Care Plan (ACP) 
An advance care plan (ACP) is a document you can use to specify a person’s 
preferences for future health care or medical interventions. Advance care plans 
come into effect when a person is unable to communicate their preferences or make 
decisions e.g. becomes seriously ill, injured or their dementia had progressed. 
 
Advance Decisions to Refuse Treatment (ADRT) 
Sometimes called a ‘living will’.  This is a decision you can make now to refuse 
specific treatments in the future. It lets healthcare professionals know your wishes if 
you are not able to communicate them.  All treatments you are refusing must be 
named. ADRT is legally binding if it meets the legal requirements of the Mental 
Capacity Act 2005. 
 
Advance Statements 
This is a written statement which includes your preferences, wishes, beliefs and 
values about the care you want in the future.  This might be instructions for how you 
would like to be cared for (such as your daily care, religious practices) or where you 
would like to be cared for (such as at home, in a hospice).  An advance statement 
can be legally binding. 
 
 
Age UK 
Age UK is a leading UK charity with the aim of supporting all older people.  They 
provide information, a free national advice helpline, advice, and local services, 
including a range of literature around many aspects of dementia.  
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Age UK Sutton  
Age UK Sutton is the local charity supporting older people, who are committed to 
enabling older people in Sutton to Age Well by providing vital information, advice, 
and support that enable informed decisions about finances, health, and care. Age 
UK Sutton currently are the lead providers of the Dementia Hub. 
 
Alzheimer’s Society 
The Alzheimer’s Society is a leading dementia charity in the UK.  They provide 
support for people with dementia and carers through their website and Dementia 
Connect.  They have a free national helpline, an online forum, and a wealth of 
information about many aspects of dementia and support.  In some areas of the UK, 
they provide direct one to one support and dementia support groups through 
Dementia Advisers. 
 
Anxiety 
Anxiety is a feeling of tension and stress, often along with worried thoughts. Anxious 
feelings may cause physical changes like increased heart rate or blood pressure. 
Anxiety is normal in stressful situations, such as when having your memory tested or 
visiting a doctor. When anxiety persists or is very strong and interferes with daily life, 
you should talk to a doctor or psychologist, as there are treatments that can help.  
 
Assistive technology 
Assistive technology describes a wide range of objects or software which may assist 
in making everyday tasks easier or safer. Examples may be bathroom handrails or 
ramps, or smart phone apps and electronic falls detectors.  
 
Care Certificate 
The Care Certificate is an agreed set of standards that define the knowledge, skills 
and behaviours expected of specific job roles in the health and social care sectors. 
 
Care Act 2014 
The Care Act 2014 is an Act of the Parliament of the United Kingdom that sets out 
local authorities’ duties in relation to assessing people’s needs and their eligibility for 
publicly funded care and support. 
 
 
Care Co-ordinator 
Part of personalised care, Care co-ordinators help people with dementia to 
co-ordinate and navigate care across the health and care system, helping them 
make the right connections, with the right teams at the right time. 
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Care Needs Assessment 
Care Needs Assessments are carried out through your local authority (council).  
Assessments are carried out telephone or face to face assessment, to work out what 
help you can receive from the local authority.  This support may be to help with your 
daily activities or your living environment. 
 
Care Plan 
A care plan is a written document which captures decisions made between the 
health care team, the individual, carers and family members.  The care plan may 
include details of the clinical diagnosis, personal preferences, care goals, treatment 
and management, and risk assessments. 
 
Care Quality Commission (CQC) 
The Care Quality Commission is part of the Department of Health and Social Care of 
the United Kingdom. Established in 2009, it regulates and inspects health and social 
care providers in England 
 
Care worker 
A paid worker who supports a person at home or in residential care. They might help 
with a variety of tasks including showers and personal care, housework, shopping, 
and social activities.  
 
Carer  
A carer (might also be referred to as a family carer, care partner, or supporter) is any 
person who supports a person who might need help. The primary carer is the main 
supporter. Support may be practical (for example, transport, cooking, making 
appointments) and emotional. Carers are usually family members or friends and are 
not paid.  
 
Carer’s assessment 
Carer’s Assessments are carried out through your local authority (council).  
Assessments are carried out either by telephone or a face to face assessment, to 
work out what support you can receive as a carer from the local authority.  This may 
be financial help, practical help, or access to equipment. 
 
 
Carer’s UK 
Carer’s UK are a leading national charity who provide expert advice, information and 
support for specifically for issues which affect carers.  This includes all conditions 
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and ages.  Carer’s UK have an online forum, a national helpline and a range of fact 
sheets providing practical information.  
 
Chronic Disease 
Chronic diseases (also known as Long Term Conditions) affect people long-term and 
can greatly impact on quality of life. Examples include dementia, arthritis, mental 
health conditions, cancer diabetes, chronic pulmonary obstructive disease (COPD), 
Asthma and back pain. 
 
Cognition 
Cognition describes how the brain works. This includes:  understanding information, 
memory, the senses (sight, hearing, touch, smell, or taste) and being able to use this 
information appropriately. It also involves brain function which helps us to get things 
done (executive function), such as solving problems, attention, social awareness, 
and decision making.  Dementia can affect cognition in many ways. 
 
Cognitive Rehabilitation 
Therapies which improve cognitive function by relearning skills, such as reasoning, 
perception and thought. 
 
Cognitive stimulation therapy 
A programme of structured activities, often within a small group, over several 
sessions led by a trained nurse, an occupational therapist, or a carer. Sessions are 
designed to improve mental abilities including attention, memory, and language.   
 
Comorbidity 
Experiencing two or more diseases or medical conditions at the same time is called 
comorbidity. This may impact treatment and health planning. 
 
Community Mental Health Team 
A team of healthcare specialists including: psychiatrists, psychologists, community 
psychiatric nurses, social workers, and occupational therapists, who work together to 
offer mental health support for people with dementia and other conditions.  
 
CPD 
CPD stands for Continuing Professional Development. It refers to the process of 
tracking and documenting the skills, knowledge and experience that professionals 
gain both formally and informally as they work, beyond any initial training. 
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Day Centre 
A Day Centre is a service which is provided by Local Authorities, the NHS, or 
voluntary/private organisations. It is a place where the person living with dementia 
can go during the day to socialise with others and take part in activities. 
 
Dementia 
Dementia is a group of conditions that may be caused by a range of diseases that 
affect the brain.  This may result in changes to brain function, thinking, behaviour, 
and the ability to carry out everyday tasks. It may be described as progressing over a 
range of stages: early/mild, moderate, and severe/advanced.  The most common 
type of dementia is Alzheimer’s disease. Other common types include vascular 
dementia, frontotemporal dementia, or dementia associated with Parkinson’s 
disease.  
 
Dementia UK 
Dementia UK are a leading dementia charity who support people with dementia and 
their carers.  They provide Admiral Nurse Services (in some areas), a telephone 
hotline, a website and virtual clinics. 
 
Dementia Advisers 
Dementia Advisers are trained, non-medical professionals provide support face to 
face and over the telephone. They can help people with dementia and their carers 
with support around all aspects of living with dementia from diagnosis to end of life 
care. Contact Age UK Sutton to talk to a Dementia Adviser. 
 
The Dementia Training Standards Framework 
The Dementia Training Standards Framework, commissioned and funded by the 
Department of Health, details the essential skills and knowledge necessary across 
the health and social care spectrum. 
 
Depression 
Depression is a constant feeling of sadness and loss of interest, which may stop 
someone doing their normal daily activities. It may affect their eating, personal care, 
change their behaviour, or lead to the person withdrawing from those around them. 
Symptoms can range from mild to severe. It may not be easily recognised in 
someone with dementia if their behaviour has changed as their condition develops. 
Carers are also at risk of depression. 
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Dietician 
Dieticians provide advice on eating and nutrition and the impact this may have on 
overall health. Your GP can refer you to nutrition and dietics services. 
 
Disability 
Disability refers to impairment caused by a broad range of health conditions. The 
impairment may have developed over time, occurred due to an accident or trauma or 
may have been present from birth.  Under the Equality Act 2010 you are classed as 
having a disability if you have a physical and/or mental impairment that has a 
‘substantial’ and ‘long-term’ negative effect on your ability to do normal daily 
activities. Dementia is classed as a disability.  This may help protect your rights and 
access to financial support and services. 
 
DVLA 
The Driver and Vehicle Licensing Agency (DVLA) is a government agency which 
regulates driving in the UK.  A dementia diagnosis must be reported to the DVLA if 
the person wishes to continue driving.  The DVLA will then make an assessment of 
the person’s suitability to drive. 
 
Emotional resilience 
Our emotional resilience describes how we respond to challenging and stressful 
situations and events.  These might be big life changes or everyday challenges. 
Building emotional resilience can help you to adapt to stressful situations, and cope 
better with life’s ups and downs. Emotional resilience can change over time. Having 
good support is key to emotional resilience. 
 
Enablement 
A way of supporting individuals to carry on completing everyday living tasks when 
this may be challenging.  
 
Environment 
Our world around us which influences our lives and quality of life. This may be where 
we live, work, our social environment (our relationships and connections with others, 
cultural and spiritual values) and economic and political situations. All these 
combined can impact our choices and quality of life. 
 
Functional ability 
Functional ability is a medical way of describing a person’s ability to carry out 
everyday tasks and activities.   
 

 
 
 
 

89 

https://www.gov.uk/government/organisations/driver-and-vehicle-licensing-agency


 

 
Geriatrician 
A doctor who specialises in diagnosing and providing medical treatment and care of 
older people, usually 65 years and above.  
 
General Practitioner (GP) 
GP or doctor is the healthcare professional based in your local surgery, practice, or 
health centre.  They are part of the primary care team. They are likely to be the first 
person you visit if you are concerned about your health.  They can assess your 
health, do tests, refer you to specialist services, prescribe medications, give you 
advice and offer other healthcare support. 
 
Health and Safety Executive 
The Health and Safety Executive is a UK government agency responsible for the 
encouragement, regulation and enforcement of workplace health, safety and welfare, 
and for research into occupational risks in Great Britain 
 
Home Care 
Home care is when trained care staff travel to the homes of people who require 
some extra assistance and support. This is usually arranged through local councils 
or private agencies.  Home care is ideal for anybody who wishes to keep living in 
their own home, but could do with some extra help. 
 
Integrated Neighbourhood Teams, INTs 
The Integrated Neighbourhood Teams programme aims to improve care and support 
for people who use health and care support, their carers and families by putting a 
greater emphasis on joining up and coordinating services to provide proactive and 
preventative care through a joint approach within Sutton’s neighbourhoods.  
 
IAPT 
Improving Access to Psychological Therapies (IAPT), now NHS Talking Therapies is 
a programme developed to improve the delivery of, and access to, evidence-based, 
NICE recommended, psychological therapies for depression and anxiety disorders 
within the NHS. 
 
IMCA 
Independent Mental Capacity Advocate (IMCA) is a professional person who can 
help to protect the rights of a person who lacks mental capacity to make important 
decisions about their health, wellbeing, and finances.  An IMCA can become 
involved in decisions if the person does not have a relative or friend who can act on 
their behalf. 
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Lasting Power of Attorney (LPA) 
A lasting power of attorney is a legal document that lets you appoint one or more 
people to help you make decisions or to make decisions on your behalf if you no 
longer have mental capacity to make important, specific decisions. There are two 
types of Lasting Power of Attorney available: health and welfare, and property and 
financial affairs with separate costs for each.  This is Power of Attorney in Scotland 
and Enduring Power of Attorney in Northern Ireland. Documents are available via 
government websites. 
 
Liberty Protection Safeguards (LPS) 
The Liberty Protection Safeguards provide protection for people aged 16 and above 
who are or who need to be deprived of their liberty in order to enable their care or 
treatment and lack the mental capacity to consent to their arrangements.  LPS is 
applicable in England and Wales. 
 
Local Authority 
Your local authority is the local government or ‘council’ responsible for the area you 
live in.  They control access to funds and resources for social care.  They conduct 
assessments for Care Needs Assessments and Carer’s assessments.  
 
Memory 
Memory is a brain function which allows us to translate, store, retain and recall 
information and past experiences. 
 
Mental capacity 
Legal definition and test of someone’s ability to make a decision. A healthcare 
professional might assess decision-making using a test which is set out in the Mental 
Capacity Act (2005). 
 
Mental Capacity Act (2005) 
Law to protect people with impairment of brain or mind and make sure they are 
included in important decisions about their life.   Applicable in England and Wales 
only.  (See AWI for Scotland and Mental Capacity Act 2016 NI for Northern Ireland). 
 
Mental Capacity Act (NI) 2016 
Law to protect people with impairment of brain or mind and make sure they are 
included in important decisions about their life.   Applicable in Northern Ireland only. 
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Mental Capacity Act (2005) Code of Practice 
The Mental Capacity Act (2005) Code of Practice provides guidance to anyone who 
is working with and/ or caring for adults who may lack capacity to make particular 
decisions. It describes their responsibilities when acting or making decisions on 
behalf of individuals who lack the capacity to act or make these decisions for 
themselves. 

Mild Cognitive Impairment (MCI) 
MCI may see the early beginnings of Cognitive impairment which might include early 
issues with memory or in sequencing actions or events. Such impairment may not 
lead to dementia nor indeed progress any further. However, this can impact upon 
daily living and provides us with an opportunity to improve recognition and where 
appropriate, support further investigation along with opportunities to look at coping 
mechanisms. The preventative focus - prevent, reduce and delay is equally valid in 
seeking to keep healthy and well through activity, maintaining social contacts and 
maintaining a balanced diet. 
 
National Health Service (NHS) 
The National Health Service (NHS) is publicly funded and provided by the 
government. It provides medical and health care services for everyone living in the 
UK.  Most services are ‘free at the point of delivery’ meaning you do not have to pay 
for a GP visit, tests, or a stay in hospital.  Payment is made through public taxes.  
Some services are only part funded and unless you have an exemption you may 
have to pay for part of the cost of treatment. Examples include prescriptions, dentist, 
and opticians.   
 
Neurology 
Neurology is a specialist medical service which focuses on the diagnosis and 
treatment of disease of the brain and nervous system. Your GP may refer you to 
neurology services. 
 
NICE Guidelines 
The National Institute for Health and Care Excellence (NICE) guidelines are 
evidence-based recommendations for health and care in England. They set out the 
care and services suitable for most people with a specific condition or need. 
 
Nursing Home 
Accommodation where 24-hour support from qualified nurses is provided to people 
with a higher level of care needs than care homes, including medical needs. Like 
residential homes, nursing homes also offer opportunities for activities and 
socialising. 
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Occupational therapy 
Occupational therapy is a specialist service which can support you to improve your 
ability to do everyday tasks. For example, looking after yourself, your home, getting 
out and about, and communicating with others.  Your GP may refer you to an 
occupational therapist if you need support with everyday tasks or equipment, or 
home adaptations.  
 
Old Age Psychiatry 
Old Age Psychiatry services specialise in the prevention, diagnosis, and treatment of 
mental, emotional, and behavioural issues in older people, usually over 65 years of 
age. Your GP may refer you to an Old Age Psychiatry service. 
 
Perception 
Perception is a brain function which enables us to recognise something through our 
senses (such as sight, hearing, taste, smell, and touch.  It may also describe an 
individual’s view of a situation, object, or a situation. 
 
Physiotherapy 
Physiotherapy is a service which specialises in movement, exercise, and manual 
therapy, education with people affected by injury, illness, or disability.  
Physiotherapists aim to maintain health for people of all ages, helping patients to 
manage pain and prevent disease. Your GP may refer you to physiotherapy services. 
 
Practice Nurse 
A practice nurse works in primary care (usually a General Practitioner’s surgery) and 
provides education, advice, and support for a range of health issues, including 
dementia. They perform clinical procedures within their scope of practice. They are 
part of the primary care team. 
 
Primary care 
Healthcare which is based in the community, not in a hospital setting.  Such as GP 
practice, dentist, pharmacy, and optician. 
 
Psychology 
Psychology is a service which specialises in assessments, support, and 
interventions to manage mental health needs for people with dementia, carers, and 
other conditions. They can help with issues such as mood and challenging 
behaviours.  
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Reablement 
Describes services which support people with their independence through helping 
the person to regain or maintain skills to carry out everyday tasks.  Reablement 
services may be put in place after a period of illness or hospital admission.  
 
Rehabilitation 
Rehabilitation is a process of supporting people to regain their health.  Rehabilitation 
services may be put in place following a hospital admission or in cases of injury, 
illness, or surgery.  
 
Reminiscence therapy 
Group sessions or individual activities which focuses on encouraging the person to 
think and talk about their past. Photos, books, films, or topics of interest can be 
helpful prompts. 
 
Respite Care 
Respite care means taking a break from caring, while the person living with dementia 
is looked after by someone else. It ranges from getting a volunteer to sit with the 
person living with dementia for a few hours, to the person going to a day care centre, 
to a short stay in a care home. 
 
Residential Care 
Accommodation where people receive 24-hour support to meet their daily needs 
such as personal care and taking medication. They also have daily activities and 
opportunities for socialising. 
 
Sheltered Housing 
Sheltered housing, sometimes referred to as retirement housing, is a type of housing 
“with support” that suit people who want to live independently but need a bit more 
support or those who want to live in a smaller home that is easier to manage. 
 
Social Care 
Social care services can provide help with day-to-day living because of illness or 
disability.  Social care services are provided by the local authority, charities and 
voluntary organisations, and private companies. They also provide support for 
carers.  
 
SCIE 
The Social Care Institute for Excellence (SCIE) is a UK charity and improvement 
agency. SCIE shares knowledge about what works in practice across social care, 
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social work and beyond, covering adults’, families’ and children’s care and support 
services. 
 
Social prescribing 
Referral to local, non-medical services to support your wellbeing by a primary care 
health care professional such as a GP or practice nurse. Examples of services might 
include a local walking group or a befriending service.  
 
Speech and Language Therapy (SALT) 
Speech and language therapy services offer support with conditions which affect 
speech, language, and swallowing abilities. Your GP may also refer you to a SALT 
team for support with communication. 
 
Stereotypes 
Stereotypes fixed ideas of a particular person or thing, which is applied to all in that 
group, which may not be founded on evidence or fact.   
 
Supported Living 
Supported living offers more support than sheltered housing, and means that 
individuals have their own home, but staff are usually available 24-hours a day to 
help with tasks such as personal care and taking medications. 
 
Sutton Place Partnership  
Sutton Place Partnership Board is the local ‘place based partnership’ which leads the 
design and delivery of integrated health and social care services in Sutton. The 
Board includes representatives from the Council, the NHS, and the local voluntary 
and community sector. 
 
Third-party Mandate 
In banking, a third party mandate is a written instruction from a person authorising 
another person ‘third party’ to carry out any day-to-day transactions on their 
account(s). 
 
Wellbeing 
This concerns your general health and includes your physical, mental, emotional, 
spiritual, social, and occupational (sense of purpose) health. 
 
Will 
This is a written document which states what will happen to a person’s assets 
(money, property, valuables) after they die. Your will must be formally witnessed and 
signed to make it legally valid. 
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Young onset dementia 
This refers to a diagnosis of dementia received before the age of 65 years.  
 
 
 
 
https://www.forwardwithdementia.org/en/dementia-glossary/ 
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Appendix 11: Report from prevention task 
and finish group, dementia strategy 
steering group   
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Ignore - holding content for possible placement 

 

We need as in part a balance to what is strongly a community strategy a section about bed / 

accommodation based services. eg Where people with dementia are placed in care homes of ECH 

because their dementia has progressed to a stage where they are no longer able to live safely in their 

normal place of residence and / or caring roles have broken down.  Recommissioning to provide a 

dementia respite care flat at Dymond House as a redesign of the re-ablement flats. Where the 

Council commissions - meeting the needs of people with dementia is a key requirement - 5.29 the 

provider shall be expected to manage the needs of the person with dementia. The provider is 

expected to ensure: 

a) all care and support is provided within the legal requirements of the Mental capacity Act (2005) 

and Mental Health Act (1983 and 2007, incl. Deprivation of Liberty and safeguards, b) all care and 

support provided for service users with dementia is provided in line with NICE guidelines and (where 

available) local and national dementia initiatives, c) all staff have a knowledge and understanding of 

the signs and symptoms of  long standing/ chronic/severe dementia supported by relevant training 

such as dementia training and how to communicate effectively with people with dementia, d) the 

premises (including fixtures and fittings are consistent with best practice on creating a 'dementia 

friendly environment (which may include the use of specialised technology, e) all staff are responsive 

to the service users individual needs  and support service users choice and ability to make decisions 

(where ever possible), f) the service care plan includes activities of daily living tha\t maximise 
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independence and enhance function, adapt and minimise the need for support (wherever possible), 

g) to ensure any services users experiencing behavioural and psychological symptoms of dementia 

is referred to a GP to consider specialist assessment. 
Show less 

Comments above copied from original document 
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