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Background 
• Acute hospital care is under huge pressure with large  
 overspends on unplanned emergency  admissions. 

 
• Audit  of emergency  admissions showed that: 

• 75% of patients are  >65y,  90% of those in intermediate care are > 75y 
• 25% of admissions may  be avoidable with better care in the community.  

 
• Most people with dementia go  through  A+E and acute medical  assessment 

units in the last  6 months of life. We enable avoidance of this. 
 

• Caring for people at home and avoiding use of care homes saves money. 
NCPC (2009) estimated that  care at home cost  £17,075 less in the last 6 
months of life than  care in a care home.  

 
• Home care of dementia until death is a rare event, poorly understood and not 

encouraged by statutory services. 



The Story of Grace and 
Jack 
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We believe that anyone cared for at  home with  advanced dementia 
deserves  care coordination and on-going support.  
 

Our service combines mental and physical health expertise, to look 
competently after patients with advanced dementia living at home and: 
o Comprehensively assess and plan ahead 
o Care co-ordinate 
o Respond quickly when needs are changing 
o Establish a palliative care framework with a focus on maximising quality of 
life, help avoid or shorten unnecessary and traumatic hospital admissions, 
treatments and investigations and replace them with home care whenever 
possible 
o Offer excellent care towards the end of life  
o Relieve the carer from having to navigate alone  
 within a complex care system while grieving. 

 

The Oxleas Advanced Dementia Service 



Integrated care plan and care co-ordination 
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“Without this service we’d be lost. Mom would be in a care home and dad faded away 
by now. We had a better year this year than we had in a long time.” 



Key  effects  
• Enabling people with dementia to live well  at  home until they die 
• Integrated care plan 
• Building resilience among carers 
• With excellent feedback   
• Delivering a holistic care assessment and a personalised care plan 
• Giving dedicated care co-ordination 
• Giving rapid access to advice and support from a multidisciplinary team 

Outcomes 

Financial  
• Hospital  admission in last  year  of life 

25% not 80% 
• Large savings on care home and  PCT 

nursing care contribution funding 
• Saved £2.5million on 100  cases using 

cautious figures 



Key benefits for patients,  carers and commissioning bodies 

Avoided care home admission and reduced hospital admission 
 
Achieved better access to diagnosis, care, treatment, support and 

information  
Improve domiciliary care and facilitate use of new technologies 

 
Used integrated support and care co-ordination to enable people 

with dementia to live well  at  home until they die 

 
We supported the whole family and have excellent carer satisfaction 

reports  
 
Through avoiding admissions and straightening the care pathway we 

offer a cost effective service 
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How we build resilience? 
• By providing someone who  is a single source of support and advice  

• Competence in  
• Managing distress in dementia 

• Psychological  complications of dementia 

• Managing  or accessing excellent care of physical  crisis at  home 

• Physical  management of advance disability 

• Commissioning  social  service support 

• Commissioning  physical  aids (beds, hoist,  continence,  mobility  aids etc  

• Bring in appropriate GP and district  nurse input   

• Access to  OT 

• Carer support ad assessment  

• Being responsive,  being willing,   

• Bringing hope 
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Example Mrs A 

• Mrs. A is a lady with:  
• advanced dementia, epilepsy,  myoclonic jerks, trigeminal  neuralgia and huge 

restlessness and agitation.   

• a family who  wanted to  keep  her at  home but felt that it would be 
impossible 

• Interventions: 
• Seen regularly, family supported, problems discussed. 

• Medication modified through the progression of illness 

• Outcome 
•  able to stay at home and doing really well 

 



• Crisis: Episode of choking when swallowing! 
• Ambulance called, arrived but family declined 

admission 

• GP called (got there 7 hours later) 

• Immediate telephone support from us,  discussion of 
options and visit that  evening 

• Hospital admission was avoided 

 

• With  clear quality,  emotional  and financial  gains 

 

Example Mrs A (continued) 



Is that too  much  to ask?  

• We now know that 

• The model which first  worked with a few  
patients and one key  person ….  

• Also  works with  other dedicated,  caring staff 

• Has also  been developed in Westminster and 
Reading  and elsewhere 

• And it is rewarding for staff who  “get it”  

• And there is very positive feedback  from  
carers who  say  that  our support was/is 
absolutely central  to  success.  
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“The nurses and specialist all said they were very worried 
about the plan to go home  and thought it a bad idea.  Her 
husband insisted, and after discussion it was agreed that this 
could be tried. Wonderfully, Grace did well.  ” 



Dissemination  

2005 

Dr Treloar’s Initiative 

2006 

Greenwich Advanced Dementia Service 

2011 

Bexley Advanced Dementia Pilot 

2012 

Oxleas Advanced Dementia Service 

2013 King’s Fund report 
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Staff recognition awards 2013  
Partnership: Runner up  

 
2009 

Achievements 



Success;  living well,  dying with family at  home 
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• Insert bluewater video of grace here.  



Thank you 
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