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Commentary on

ho can legislate for snow? After
Wmonths of waiting, a (or is it “the”?)
National Dementia Strategy (NDS)'

was officially launched on 3rd February, 2009
(this was originally planned for October, 2008),
but its media impact was somewhat diluted by
the obsession with snowfall and the resultant
school closures and cancellation of London’s
buses. Brief items appeared on BBC News, but
nothing in the next day’s Guardian.

The NDS builds on a consultation document
issued by the Department of Health in June 2008.
Both propose three key themes to address the
problem of dementia: improved awareness, early
diagnosis and intervention, and a higher quality
of care. There are 17 “key objectives”, but many of
these fall outwith the clinical domain,such as an
information campaign to raise awareness and
reduce stigma, improving community personal
support services, housing support and care
homes. Perhaps consistent with this is the fact
that hospital clinicians without managerial roles
are conspicuously absent from the NDS target
audience (p2). Moreover, the NDS is explicitly
not detailed clinical guidance, since the
NICE/SCIE guidelines of 2006 are said to fulfil that
role (pl5), a document which has previously
been commented upon in these pages.® There is,
however, a proposed care pathway for the imple-
mentation of the strategy (p22), although speci-
fied roles for specified specialists at specified
times are not suggested (cf.ref 4).

For clinicians, the key chapter will be that
devoted to early diagnosis,and particularly objec-
tive 2,“good quality early diagnosis and interven-
tion for all” (p33). This is to be delivered by “com-
missioning of a good quality service, available
locally, for early diagnosis and intervention in
dementia, which has the capacity to assess all
new cases occurring in that area”. According to
the NDS, diagnosis should be carried out by “a cli-
nician with specialist skills” (p35), and this will
require the commissioning of a specific service
for early diagnosis and intervention (p36), rather
than utilising existing services. This is because
old age psychiatry services are said to be focused
on the severe and complex end of the spectrum
leaving early diagnosis unaddressed, whilst geria-
tricians and neurologists are “saturated at present
with their current work with those referred to
them with dementia and complex physical co-
morbidity and younger and atypical presenta-
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tions respectively” (p36). The proposed new serv-
ice would focus solely on early diagnosis and
intervention and would be complementary to the
work of old age psychiatry, geriatrics, neurology
and primary care (p37). This new service, the
applicability of which is based on the
Department of Health pilot study in the Croydon
Memory Service,” “might be provided by any of a
number of types of specialist with diagnostic
skills in dementia (e.g. old age psychiatrists, geri-
atricians, neurologists, or GPs with a specialist
interest) or combinations thereof”. It will be
based on “local decisions ... based on existing
service provision and where local skills and
enthusiasm lie”. There is no expectation that all
areas will implement the strategy within 5 years
P13).

Whilst the NDS goals are self-evidently laud-
able, the pragmatics are that everything seems to
hinge on commissioning, to which end some-
thing called “World Class Commissioning” guid-
ance for dementia will operate (an 18-page
Annex is devoted to this creation). Nonetheless,
one suspects that there will be differences of
interpretation and hence different service mod-
els emerging in different areas, dependent upon
the views of individual managers. As an example,
one NDS objective is the appointment of “demen-
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tia advisers” to facilitate easy access to appro-
priate care,support and advice for those diag-
nosed with dementia and their carers (pl11).
About 2 years ago we proposed a similar post
of “dementia care manager” be set up at this
centre to coordinate referrals between our
diagnostic service and social care services,but
this was summarily rejected.

Sceptic that [ am, I find the idea of a new
service devoted to early diagnosis a little per-
plexing. Isn't this just an extension of existing
services, the more so if it is to be provided by
those with specialist skills (e.g.old age psychi-
atrists, geriatricians, neurologists) already pro-
viding the existing service? The approach of
extending existing services is apparently good
enough in other circumstances: on the issue of
inappropriate use of antipsychotic drugs in
patients with dementia, it is suggested that
“commissioning an extension of the existing
role of the old age community mental health
teams ... rather than ... setting up a separate
service” would be appropriate (p60). There
also seems to be an expectation that early
diagnosis of dementia is always a straightfor-
ward matter,whereas empirically it is often dif-
ficult, requiring patient follow-up and reassess-
ment over time. There is, as far as I can see, no
explicit acknowledgement that dementia is
aetiologically a heterogeneous syndrome,
which may require rather different diagnostic
skills and interventions dependent upon
cause.

Furthermore, what case mix would an early
diagnosis service see? [ think many of its
clients would be the “worried well”, those with
self-reported and physiological memory laps-
es, rather than those with pathological neu-
rodegeneration. Would such a service be able
to deal with these issues, or would there be a
need for onward referral for assessment of the
non-demented? Top-down policies may have
consequences contrary to those expected, for
example, despite the expectation in some
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Formulation of policy (top-down) is
relatively easy, whereas implementation
(bottom-up) is rather more difficult

Chapter 6: Delivering the
National Dementia Strategy
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NDS is a five-year plan (a name which will
inevitably, for the historically minded, conjure
visions of Stalin), and seems to be one part of
a unified plan, if not for the whole of society
then for much of the care sector,since it is pro-
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posed to dovetail with the Carers’ Strategy, the
National End of Life Care Strategy, NHS Next
Stage Review, Putting People First,and possibly
others (p64). Whilst integration is of course
desirable, policy does not appear to be entire-
ly joined up, since early intervention will not,
of course, include cholinesterase inhibitors if
the NICE 2006 cholinesterase inhibitor guid-
ance is followed.

Formulation of policy (top-down) is relative-
ly easy, whereas implementation (bottom-up)
is rather more difficult. Only time will tell
whether this policy can be meaningfully deliv-
ered. &
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