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Memory assessment service for the early 

identification and care of people with dementia 

This commissioning guide provides support for the local implementation of 
NICE clinical guidelines through commissioning, and is a resource to help 
health professionals in England to commission an effective memory 
assessment service for the early identification and care of people with 
dementia. 

This commissioning guide should be read in conjunction with the following 
NICE guidance:  

 NICE–SCIE clinical guideline CG42 ‘Dementia: supporting 
people with dementia and their carers in health and social care’  

 NICE technology appraisal TA111 ‘Donepezil, galantamine, 
rivastigmine (review) and memantine for the treatment of 
Alzheimer’s disease’.  

 

The clinical guideline covers clinical and cost effectiveness in detail and 
underpins the content of this guide. 

The NICE guideline should also be read with the Department of Health 
National Dementia Strategy. 

The guide: 

 makes the case for commissioning a memory assessment 
service 

 specifies service requirements 

 helps you determine local service levels 

 helps you ensure corporate and quality assurance. 

 

The full text of this commissioning guide is accessed from the navigation 
menu on the right hand side of the screen. The associated commissioning tool 
is available until 25 June 2010 to primary care organisations in England who 
are already registered to use the tool. New registrations for the existing 
commissioning tool will not be possible after 31 March 2010. 

From 1 April 2010 the new freely available commissioning and benchmarking 
tool can be downloaded here. There is no need to register.  

We are keen to improve the commissioning guides in order to better meet the 
needs of commissioners. Please send us your ideas for future topic-specific 
guides or other comments. 

http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=byID&r=true&o=11600
http://www.nice.org.uk/guidance/index.jsp?action=byID&r=true&o=11600
http://www.nice.org.uk/guidance/index.jsp?action=byID&r=true&o=11600
http://www.nice.org.uk/usingguidance/commissioningguides/memoryassessmentservice/memoryassessmenthome.jsp?domedia=1&mid=B3403021-19B9-E0B5-D4266F390C12E645
http://www.nice.org.uk/usingguidance/commissioningguides/memoryassessmentservice/memoryassessmenthome.jsp?domedia=1&mid=B3403021-19B9-E0B5-D4266F390C12E645
mailto:commissioningguides@nice.org.uk
mailto:commissioningguides@nice.org.uk
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Read the NICE disclaimer for information on the use and accuracy of content 
on the NICE website.  

Topic-specific Advisory Group: memory assessment service  

http://www.nice.org.uk/website/disclaimer/
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Commissioning a memory assessment service for the 

early identification and care of people with dementia 

Memory assessment services offer a responsive service to aid the early 
identification of dementia, and include a full range of assessment, diagnostic, 
therapeutic and rehabilitation services. Memory assessment services ensure 
an integrated approach to the care of people with dementia and the support of 
their carers, in partnership with local healthcare, social care and voluntary 
organisations[1], and have been shown to significantly improve the quality of 
life of carers and people with dementia[2].  

Dementia refers to a syndrome characterised by a deterioration of cognitive 
functions that is usually progressive and eventually severe. There are many 
types of dementia, of which Alzheimer’s disease is the most prevalent 
accounting for over 50% cases[3].  

Dementia is one of the most pressing challenges facing health and social care 
in the UK. The direct costs of Alzheimer’s disease alone exceed the total 
costs of stroke, cancer and heart disease combined, and the overall economic 
burden has been estimated to be over £14 billion per year in the UK[4]. 

Dementia affects one person in twenty over the age of 65 years, and one in 
five of those over the age of 80. It is estimated that the number of people with 
dementia in England will have risen from the current 574,000 to 793,000 by 
2021, substantially increasing the already considerable financial and social 
burdens of this disorder[5].  

In current practice, the diagnosis of dementia is often delayed for several 
years after the initial onset of symptoms. Experts and the Department of 
Health agree that early diagnosis and intervention in dementia is cost-
effective, yet there is a significant diagnosis gap, and only between a third and 
a half of people with dementia ever receive a formal diagnosis[6]. The early 
recognition and detection of dementia enables people with dementia, their 
families and clinicians to plan more effectively for the future[7] and can improve 
quality of life for both the person with dementia and their carer(s)[8]. 

Primary care is often the point of first medical contact for people with 
suspected dementia and hence is the cornerstone of ensuring early detection 
and intervention, as well as effective ongoing management [9]. Early detection 
and intervention enables more timely access to treatments[10] and ultimately 
reduces total care expenditure by delaying the need for long-term care and 
other costly outcomes[8]. 

Benefits 

The potential benefits of robustly commissioning an effective memory 
assessment service for the early identification and care of people with 
dementia include: 
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 providing a cost-effective way of significantly increasing the 
number of people seen for early diagnosis and intervention 

 reducing total care expenditure by delaying the time to nursing 
home admissions and other costly outcomes[8]  

 breaking down the stigma of dementia and potential barriers to 
recognition/diagnosis, and reducing refused referrals 

 improving the quality of life of people with dementia and their 
carers by promoting and maintaining the independence, including 
mobility, of people with dementia for as long as possible 

 improving performance and patient-centred clinical care 
through implementing the recommendations outlined in NICE–SCIE 
clinical guideline CG42 on dementia  

 reducing inequalities and improving access to appropriate 
treatment and support  

 increasing patient choice, and improving partnership working, 
patient experience and engagement 

 better value for money, through helping commissioners to manage 
their commissioning budgets more effectively – this may include 
opportunities for commissioners to undertake local service redesign 
to meet local requirements in novel ways. 

Key clinical issues 

Key clinical issues in providing an effective memory assessment service for 
the early identification and care of people with dementia are: 

 accurately identifying and referring all people who present 
with signs and symptoms of possible early dementia  

 ensuring that appropriate referral pathways are in place 

 providing comprehensive assessment and diagnosis of 
dementia, including subtype diagnosis 

 providing an integrated approach to care coordination and 
implementation across all agencies involved in the treatment and 
care of people with dementia and support of their carers 

 providing a quality assured service. 

National priorities 

National priorities and initiatives relevant to commissioning a memory 
assessment service for the early identification and care of people with 
dementia include:  

 Living well with dementia: a National Dementia Strategy 

 ‘World class commissioning’. 

http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.dh.gov.uk/en/SocialCare/Deliveringadultsocialcare/Olderpeople/NationalDementiaStrategy/index.htm
http://www.dh.gov.uk/en/Policyandguidance/Organisationpolicy/Commissioning/Worldclasscommissioning/index.htm
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 ‘The NHS in England: The operating framework for 2009/10’.  

 ‘National service framework for mental health: modern standards 
and service models’.  

 ‘National service framework for older people’.  

 ‘Everybody’s business. Integrated mental health services for 
older adults: a service development guide’.  

 ‘Commissioning framework for health and well-being’.  

 National Audit Office report ‘Improving services and support for 
people with dementia’.  

 ‘Delivering the 18 week patient pathway’.  

 The ‘Single assessment process’. 

 The ‘Care closer to home’ initiative outlined in chapter 6 of the 
white paper ‘Our health, our care, our say’. 

 Considering the impact of patient choice. 

 ‘A stronger local voice: a framework for creating a stronger local 
voice in the development of health and social care services’.  

 Implementation of NICE clinical and public health guidelines. 
These are core standards, and performance against these 
standards will be assessed by the Care Quality Commission in 
line with ‘Standards for better health’. 

Although many or all of these priorities may be relevant to the services 
nationally, your local service redesign may address only one or two of them. 

References 

1. National Institute for Health and Clinical Excellence (2006) Dementia: 
supporting people with dementia and their carers in health and social care. 
NICE–SCIE clinical guideline 42. London: National Institute for Health and 
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4. Lowin A, McCrone P, Knapp MRJ (2001) Alzheimer’s disease in the UK. 
Comparative evidence on costs illness and volume of health services 
research funding. International Journal of Geriatric Psychiatry 16: 1143–8.  

5. Kings College London and London School of Economics (2007) Dementia 
UK. A report to the Alzheimer’s society on the prevalence and economic costs 
of dementia in the UK. London: Alzheimer’s Society.  

http://www.dh.gov.uk/en/Managingyourorganisation/Financeandplanning/Planningframework/index.htm
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4009598
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4009598
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4003066
http://www.kc.csip.org.uk/upload/everybodysbusiness.pdf
http://www.kc.csip.org.uk/upload/everybodysbusiness.pdf
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_072604
http://www.nao.org.uk/publications/nao_reports/06-07/0607604.pdf
http://www.nao.org.uk/publications/nao_reports/06-07/0607604.pdf
http://www.18weeks.nhs.uk/
http://www.cpa.org.uk/sap/sap_home.html
http://www.dh.gov.uk/assetRoot/04/12/74/78/04127478.pdf
http://www.dh.gov.uk/assetRoot/04/13/55/42/04135542.pdf
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4137040
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4137040
http://www.cqc.org.uk/
http://www.dh.gov.uk/assetRoot/04/08/66/66/04086666.pdf
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.kingsfund.org.uk/publications/securing_good.html
http://www.kingsfund.org.uk/publications/securing_good.html
http://jnnp.bmj.com/cgi/content/extract/76/suppl_5/v2?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=1&author1=Flier+WM+van+der&title=epidemiology&andorexacttitle=and&andorexacttitleabs=and&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&volume=
http://jnnp.bmj.com/cgi/content/extract/76/suppl_5/v2?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=1&author1=Flier+WM+van+der&title=epidemiology&andorexacttitle=and&andorexacttitleabs=and&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&volume=
http://www3.interscience.wiley.com/cgi-bin/abstract/88512769/ABSTRACT
http://www3.interscience.wiley.com/cgi-bin/abstract/88512769/ABSTRACT
http://www3.interscience.wiley.com/cgi-bin/abstract/88512769/ABSTRACT
http://alzheimers.org.uk/site/scripts/download_info.php?fileID=2
http://alzheimers.org.uk/site/scripts/download_info.php?fileID=2
http://alzheimers.org.uk/site/scripts/download_info.php?fileID=2
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Specifying a memory assessment service for the early 

identification and care of people with dementia 

Service components 

The key components of a memory assessment service for the early 
identification and care of people with dementia are:  

 early identification and referral of people with a possible 
diagnosis of dementia 

 developing a high-quality service for dementia assessment, 
diagnosis and management. 

Early identification and referral of people with a possible diagnosis of 

dementia 

Early diagnosis and intervention in dementia is cost-effective yet only between 
a third and a half of people with dementia ever receive a formal diagnosis[1].  

People with symptoms associated with the possible onset of dementia often 
do not present to their GP because of fear and the stigma associated with a 
diagnosis of dementia. The attitudes of GPs to the disease can also hamper 
diagnosis, with many holding the view that little can be done[2].  

The National Audit Office report on improving services and support for people 
with dementia[1] suggests that memory assessment services can help to break 
down barriers and reduce stigma by:  

 being called ‘memory’ services rather than ‘mental health’ or ‘old 
age psychiatry’ services 

 improving communication 

 moving away from intimidating psychiatric or other hospital 
settings to a primary care environment.  

Currently, people with suspected dementia can be referred to a variety of 
places for confirmation of the diagnosis, including memory clinics, community 
mental health teams, and neurologists or old age psychiatrists in secondary 
care. Commissioners should consider reviewing local practice and referral 
processes and protocols if these are not in line with the recommendations of 
the NICE–SCIE clinical guideline on dementia.    

The NICE–SCIE clinical guideline on dementia contains the following 
recommendations.  

 ‘Memory assessment services (which may be provided by a 
memory assessment clinic or by community mental health teams) 

http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
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should be the single point of referral for all people with a possible 
diagnosis of dementia.’ 

 ‘Primary healthcare staff should consider referring people who 
show signs of mild cognitive impairment (MCI) for an assessment 
by memory assessment services to aid early identification of 
dementia, because more than 50% of people with MCI later 
develop dementia.’  

 ‘Those undertaking health checks as part of health facilitation for 
people with learning disabilities should be aware of the increased 
risk of dementia in this group. Those undertaking health checks 
for other high-risk groups, for example those who have had a 
stroke and those with neurological conditions such as 
Parkinson’s disease, should also be aware of the possibility of 
dementia.’ 

Developing a high-quality service for dementia assessment, diagnosis 

and management 

The diagnosis and general management of dementia is described in detail in 
NICE–SCIE clinical guideline CG42 on dementia, which recommends that 
memory assessment services should:  

 offer a responsive service to aid early identification and include a 
full range of assessment, diagnostic, therapeutic and 
rehabilitation services to accommodate the needs of people with 
different types and all severities of dementia, and the needs of 
their carers and family (see the clinical guideline for further detail 
on the recommendations made for each service component) 

 ensure an integrated approach to the care of people with 
dementia and the support of their carers, in partnership with local 
healthcare, social care and voluntary organisations 

 offer follow-up to people identified with MCI (including those with 
memory impairment, which may be absent in the earlier stages of 
non-Alzheimer’s dementias) to monitor cognitive decline and 
other signs of possible dementia in order to plan care at an early 
stage. 

Memory assessment services are typically provided in psychiatric hospitals, 
by community mental health teams and in general hospitals. Commissioners 
may wish to consider the potential for locating such services (or aspects of 
such services) in primary care, where they may be provided by practitioners 
with a special interest in dementia. 

Commissioners may wish to consider delivering a memory assessment 
service in a number of different ways, and mixed models of provision may be 
appropriate across a local health economy.  

Local stakeholders, including service users, their carers and the voluntary 
sector should be involved in determining what is needed from a memory 

http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/usingguidance/commissioningguides/patient_and_public_involvement.jsp
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assessment service in order to meet local needs. The service should be 
patient-centred and integrated with other elements of care for people with 
cognitive impairment/dementia. Commissioners should consider joint local 
planning, together with the use of pooled budgets or joint funding of services 
where appropriate, in order to achieve a whole-systems approach to the 
consultation, planning, commissioning, delivery and monitoring of such 
services. 

The NICE–SCIE clinical guideline on dementia recommends that the 
publication ‘Everybody’s business. Integrated mental health services for older 
adults: a service development guide’ is used as a framework for the planning, 
implementation and delivery of specialist mental health services for older 
adults, including memory assessment services.   When developing integrated 
mental health services, commissioners should be aware that younger adults 
can also be diagnosed with dementia and that their needs will also have to be 
met. 

The service specification needs to consider: 

 the required competencies of, and training for, staff responsible for 
providing the service  

 the expected number of patients (this should take into account how 
quickly any changes in service provision are likely to take place) 

 ease of access and service location; commissioners should engage 
with service users and other relevant individuals and organisations 
locally 

 care and referral pathways 

 information and audit requirements, including IT support and 
infrastructure 

 planned service improvement, including redesign, quality, equitable 
access, and referral-to-treatment times according to the 18 week 
patient pathway, or equitable waiting times locally for those services 
currently outside 18 weeks 

 service monitoring criteria. 

Useful sources of information may include:  

 National Audit Office report ‘Improving services and support for 
people with dementia’. 

 ‘Everybody’s business. Integrated mental health services for older 
adults: a service development guide’. 

 The ‘NHS networks: learning from practice’ database offers 
examples of innovative commissioning across the NHS and its 
partners. 

 The ‘Map of medicine’ provides an information resource that visually 
organises the latest evidence and best practice guidelines. 

http://www.kc.csip.org.uk/upload/everybodysbusiness.pdf
http://www.kc.csip.org.uk/upload/everybodysbusiness.pdf
http://www.18weeks.nhs.uk/
http://www.18weeks.nhs.uk/
http://www.nao.org.uk/publications/nao_reports/06-07/0607604.pdf
http://www.nao.org.uk/publications/nao_reports/06-07/0607604.pdf
http://www.kc.csip.org.uk/upload/everybodysbusiness.pdf
http://www.kc.csip.org.uk/upload/everybodysbusiness.pdf
http://www.networks.nhs.uk/db/commissioning
http://mapofmedicine.com/
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 The NICE ‘shared learning’ database offers examples of how 
organisations have implemented NICE guidance locally. 

 Implementation advice for NICE–SCIE clinical guideline CG42 on 
dementia.   

References 

1. National Audit Office (2007) Improving services and support for people with 
dementia. London: The Stationery Office.  

2. Audit Commission (2002) Forget me not 2002: developing mental health 
services for older people in England. London: Audit Commission.  

http://www.nice.org.uk/usingguidance/sharedlearningimplementingniceguidance/shared_learning_implementing_nice_guidance.jsp
http://www.nice.org.uk/Guidance/CG42/SupportTool/pdf/English
http://www.nice.org.uk/Guidance/CG42/SupportTool/pdf/English
http://www.nao.org.uk/publications/nao_reports/06-07/0607604.pdf
http://www.nao.org.uk/publications/nao_reports/06-07/0607604.pdf
http://www.audit-commission.gov.uk/nationalstudies/health/mentalhealth/Pages/forgetmenot2002.aspx
http://www.audit-commission.gov.uk/nationalstudies/health/mentalhealth/Pages/forgetmenot2002.aspx


 

 13 

Determining local service levels for a memory 

assessment service for the early identification and 

care of people with dementia 

Benchmarks for a standard population 

Available data suggest that the indicative benchmark rate for new referrals 
into a memory assessment service is 0.19%, or 190 per 100,000 population, 
per year.  

For a standard primary care trust population of 250,000, the average 
number of people requiring referral to a memory assessment service would be 
475 per year. 

For an average practice with a list size of 10,000, the average number of 
people requiring referral to a memory assessment service would be 19 per 
year. 

This represents a minimum expected rate of referral, because a large 
proportion of people who develop dementia are currently likely to remain 
undiagnosed, or will not have their condition diagnosed until the disease has 
progressed[1]. Therefore commissioners need to consider planning for 
increased activity to reflect current unmet needs of their population. 

This service is likely to fall under programme budgeting category 205B 
(mental health disorders – organic mental disorders). 

Examine the assumptions used in estimating these figures. 

Use the memory assessment service commissioning and benchmarking tool 
to determine the level of service that might be needed locally and to calculate 
the cost of commissioning the service using the indicative benchmark and/or 
your own local data. 

Further information 

Sources of further information to help you in assessing local health needs and 
reducing health inequalities include: 

 Annex A of the ‘Commissioning framework for health and well-
being’ outlines the process and data needed to undertake a joint 
strategic needs assessment. 

 Department of Health ‘Delivering quality and value – focus on 
benchmarking’.  

 NICE ‘Health equity audit – learning from practice briefing’.  

http://www.dh.gov.uk/en/Policyandguidance/Organisationpolicy/Financeandplanning/Programmebudgeting/index.htm
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_072604
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_072604
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4139062
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4139062
http://www.nice.org.uk/aboutnice/whoweare/aboutthehda/hdapublications/health_equity_audit__learning_from_practice_briefing.jsp
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 The ‘No delays achiever’ provides access to service 
improvement tools aimed at reducing time between referral and 
treatment. 

 The ‘Practice-based commissioning comparators reporting 
service’ provides access to a range of indicators and activity 
data at practice level, enabling a better understanding of local 
commissioning activity, referral patterns and outcomes. 

 The ‘Disease management information toolkit (DMIT)’ is a good-
practice tool for decision-makers, commissioners and deliverers 
of care for people with long-term conditions, which presents data 
on conditions that contribute to high numbers of emergency bed 
days. It models the effects of possible interventions that may be 
commissioned at a local level and helps users to consider the 
likely impact of commissioning options. 

 PRIMIS+ provides support to general practices on information 
management, recording for, and analysis of, data quality, plus a 
comparative analysis service focused on key clinical topics.  

References 

1. Wilkinson D, Sganga A, Stave C et al. (2005) Implications of the Facing 
Dementia Survey for health care professionals across Europe. International 
Journal of Clinical Practice 59: 27–31. 

http://www.institute.nhs.uk/nodelaysachiever/
http://nww.connectingforhealth.nhs.uk/reporting-services
http://nww.connectingforhealth.nhs.uk/reporting-services
http://www.dh.gov.uk/en/Policyandguidance/Healthandsocialcaretopics/Longtermconditions/DH_074772
http://www.primis.nhs.uk/pages/default.asp
http://www.ingentaconnect.com/content/bsc/ijcp/2005/00000059/A146s146/art00007
http://www.ingentaconnect.com/content/bsc/ijcp/2005/00000059/A146s146/art00007
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Assumptions used in estimating a population 
benchmark 

The assumptions used in estimating a population benchmark rate for new 
referrals into a memory assessment service of 0.19%, or 190 per 100,000 
population, per year are based on the following sources of information:  

 epidemiological data on the prevalence/incidence of dementia 

 current practice to establish the number of existing patients in 
contact with GP services 

 published research and local audits on the diagnostic profile of 
people referred to a memory assessment service 

 expert clinical opinion of the topic-specific advisory group, 
based on experience in clinical practice and literature review. 

Epidemiological data 

Incidence of dementia 

The Medical Research Council Cognitive Function and Ageing Study[1] used 
identical methodology in five diverse sites across England and Wales to 
assess the annual incidence of dementia by age and sex. The study found 
that rates rise with age, particularly above the age of 75, and that the rate of 
increase was marked in both sexes. 

Application of the age- and sex-specific rates from the Medical Research 
Council Cognitive Function and Ageing Study to estimates for the population 
of England in mid-2005 suggests that the annual incidence of dementia in the 
population is 0.31%. This represents the proportion of the population that is 
likely to develop dementia within 1 year.  

Currently, a large proportion of these people with dementia are likely to 
remain undiagnosed or will not have their condition diagnosed until the 
disease has progressed[2]. 

Prevalence of dementia 

A report to the Alzheimer’s Society by the London School of Economics and 
Kings College London suggests that there are around 684,000 people with 
dementia in the UK, around 574,000 (84%) of whom are resident in England. 
This corresponds to a population prevalence for England of 1.1%. Currently a 
large proportion of these people are likely to be undiagnosed[3]. 

Mild cognitive impairment 

Some people are identified with symptoms of cognitive decline but do not 
meet clinical criteria for the diagnosis of dementia. These people are said to 
have mild cognitive impairment (MCI)[4]. 
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The definition of MCI used within the NICE–SCIE clinical guideline CG42 on 
dementia is a syndrome defined as cognitive decline greater than expected for 
an individual's age and level of education but which does not interfere notably 
with activities of daily life[4]. MCI is heterogeneous in clinical presentation, and 
there is no clear strategy for diagnosing people with suspected MCI[4]. 

A proportion of people with MCI have been shown to develop some form of 
dementia over time. The rate of conversion from MCI to dementia depends on 
the diagnostic criteria used, the type of cohort studied and the length of 
observation time from diagnosis of MCI[4]. 

In people with MCI who are referred to memory assessment services and 
other specialist centres, the rate of conversion to dementia (generally 
Alzheimer’s disease) has been estimated to be around 18% per year[5]. 

Several different types of MCI have been proposed[6,7], to include a range of 
cognitive impairments and deficits, including deficits in the non-memory 
domain. Studies that have been conducted using these definitions have 
estimated a population prevalence of MCI of between 5% and 25%[8–10] in 
older people. The value depends on the specific diagnostic criteria used and 
the type of cohort studied[6]. 

However, most people with MCI or subjective memory impairment – the 
perception of memory problems by people themselves or their carers – do not 
report any symptoms to their general practitioner (GP) or may present with 
symptoms other than cognitive impairment[4]. 

Current practice 

The General Practice Research Database (GPRD) holds data for over 3.4 
million currently registered patients from a sample of general practices (GPs) 
in England, Wales, Scotland and Northern Ireland, and is a representative UK 
sample by age and sex. 

Data on the incidence of dementia in people aged 60 years and over were 
extracted from the GPRD to determine age- and sex-specific rates, which 
were then applied to the population of England in mid-2005. The results of the 
analysis suggest that the annual incidence of diagnosed dementia is 0.10% in 
the population as a whole, and 0.49% in the population aged 60 and over. 

The estimated prevalence of diagnosed dementia based on GPRD data is 
0.40% in the population as a whole, and 1.89% in the population aged 60 and 
over. 

Although the analysis using GPRD data is based on people with dementia 
who are aged 60 and over, the use of these data is unlikely to significantly 
underestimate the prevalence or incidence figures. This is because onset of 
dementia in older people (over 65) accounts for around 98% of all dementia 
cases, and in the population with early onset of dementia, people aged 60–65 
account for around one-third of cases in this group[3].  

http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
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It is not possible to analyse GPRD data to estimate the number of people who 
may have MCI, subjective memory impairment or a related condition that 
would be suitable for referral to a memory assessment service. This is 
because many people with MCI do not report symptoms to their GP[4]. 

The quality of data from general practice databases depends on the coding of 
conditions used by GPs. This means that there may be a discrepancy 
between data from GP practices and the actual incidence and prevalence of 
diagnosed dementia in primary care. The numbers of people diagnosed with 
dementia and the percentage of those reviewed by their GP are being 
recorded in primary care as part of the Quality and Outcomes Framework 
(QOF).  For guidance relating to the technical requirements for correctly 
recording QOF information, see the QOF business ruleset.  

Published research and local audits 

Diagnostic profile of people referred to memory assessment services 

Not all people attending a memory assessment service will have dementia. 
Some may have cognitive impairment that does not meet the criteria for 
dementia or conditions associated with cognitive symptoms, whereas others 
may have no objective cognitive impairment[11]. 

Luce and coworkers (2001)[12] examined the diagnostic profile of 100 
consecutive referrals to a memory assessment service. They found that 
around 57% of the people attending had probable or possible dementia, with 
the remainder having other conditions or cognitive deficits that did not meet 
the criteria for dementia. 

Banerjee and coworkers (2006)[13] examined the diagnostic profile of people 
referred to a memory assessment service during an 18-month period. They 
found that 63% of people referred to the service had some form of dementia, 
with the remainder having either other conditions or no illness.  

Other published research[11] suggests that the proportion of people attending 
memory assessment services who have some form of dementia is 43%. 

The diagnostic profile of people referred to a memory assessment service 
based on two service audits is given in the table below. 

 People with condition (%) 

  

South 
Manchester 

memory clinic 
Croydon 

memory service 

Dementia 43% 65% 

Mild cognitive impairment 37% 17% 

Depression 14% 4% 

No illness 3% 10% 

Other 3% 4% 
 

http://www.dh.gov.uk/en/Healthcare/Primarycare/Primarycarecontracting/QOF/DH_099079
http://www.dh.gov.uk/en/Healthcare/Primarycare/Primarycarecontracting/QOF/DH_099079
http://www.pcc.nhs.uk/145.php
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The figures from published research and service audits depend on the nature 
of local referral patterns and of the memory assessment service itself.  

Taking the average of estimates from published research and audits suggests 
that around 54% of people attending memory assessment services are likely 
to have dementia, and 46% are likely to have either other conditions such as 
MCI or no illness.  

Expert clinical opinion 

The consensus opinion of the topic-specific advisory group was that where 
memory assessment services are available there is likely to be an increase in 
the referral of people with suspected dementia for assessment. 

A benchmark determined by current activity (based on areas with and without 
memory assessment services) should be considered as a minimum expected 
rate of referral. Therefore commissioners should consider planning for 
increased activity to reflect current unmet need. 

Conclusions 

Based on the epidemiological data and other information outlined above, it is 
concluded that the proportion of the population suitable and identified for 
referral to a memory assessment service is 0.19% of the population as a 
whole and 0.91% of the population aged 60 years and over. This is based on 
the following assumptions: 

 the annual incidence of diagnosed dementia for the whole 
population is 0.1%  

 the proportion of people attending a memory assessment service 
who have conditions other than dementia is around 46%. 

Increasing the estimate of 0.1% to take into account referrals of people 
without dementia gives a whole-population estimate of 0.19%, and an 
estimate of 0.91% of the population aged 60 years and over.  

Hence a population benchmark for referral to a memory assessment service 
of 0.19% is considered appropriate. This represents a minimum expected rate 
of referral because a large proportion of people who develop dementia are 
currently likely to remain undiagnosed or will not have their condition 
diagnosed until the disease has progressed[2]. Therefore commissioners may 
wish to consider planning for increased activity to reflect current unmet needs 
of their population. 

Sensitivity analysis based on the differing age and sex structures within 
primary care organisations suggests that in around 90% of primary care 
organisations variation around this population benchmark of 0.19% will be 
within ±0.07%, giving a range of 0.12–0.26%. 

Use the memory assessment service commissioning and benchmarking tool 
to determine the level of service that might be needed locally and to calculate 
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the cost of commissioning the service using the indicative benchmark and/or 
your own local data. 
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The commissioning and benchmarking tool 

Download the memory assessment services commissioning and 
benchmarking tool. 

Use the memory assessment services commissioning and benchmarking tool 
to determine the level of service that might be needed locally and to calculate 
the cost of commissioning the service, as described below.  

Identify indicative local service requirements 

The indicative benchmark based on the national average for the population 
suitable and identified for referral to a memory assessment service is 0.19%. 

The commissioning and benchmarking tool helps you to assess local service 
requirements using the indicative benchmark as a starting point. With 
knowledge of your local population and its demographic, you can amend the 
benchmark to better reflect your local circumstances. For example, if your 
population is significantly younger or older than the average population, you 
may need to provide services for relatively fewer or more people. 

Review current commissioned activity 

You may already commission a memory assessment service for your 
population. You can download your own up-to-date secondary care activity 
data into the tool and data specifications and user notes are provided to help. 
You can review and amend the downloaded data for your population to 
calculate the service levels and cost of the service you currently commission. 
When commissioning outpatient appointments or activity outside of secondary 
care the tool provides you with tables that you can populate to help you 
calculate your total current commissioned activity and costs. 
 

Identify future change in capacity required 

Using the indicative benchmark provided, or your own local benchmark, you 
can use the commissioning and benchmarking tool to compare the activity 
that you might need to commission against your current commissioned 
activity. This will help you to identify the future change in capacity required. 
Depending on your assessment, your future provision may need to be 
increased or decreased. 

When identifying future change in capacity required, commissioners should be 
aware that the indicative benchmark represents a minimum expected rate of 
referral, and they may wish to consider planning for increased activity to 
reflect current unmet need. 

http://www.nice.org.uk/usingguidance/commissioningguides/memoryassessmentservice/memoryassessmenthome.jsp?domedia=1&mid=B3403021-19B9-E0B5-D4266F390C12E645
http://www.nice.org.uk/usingguidance/commissioningguides/memoryassessmentservice/memoryassessmenthome.jsp?domedia=1&mid=B3403021-19B9-E0B5-D4266F390C12E645
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Model future commissioning intentions and associated costs 

You can use the commissioning and benchmarking tool to calculate the 
capacity and resources needed to move towards the benchmark level, and to 
model the required changes over a period of 4 years. 

Use the tool to calculate the level and cost of activity you intend to 
commission and to consider the settings in which the memory assessment 
services may be provided, comparing the costs of commissioning the service 
across the various settings. The tool is pre-populated with data on the 
potential recurrent and non-recurrent cost elements that may need to be 
considered in future service planning, which can be reviewed and amended to 
better reflect your local circumstances. 

Commissioning decisions should consider both the clinical and economic 
viability of the service, and take into account the views of local people. 
Commissioning plans should also take into account the costs of monitoring 
the quality of the services commissioned.

http://www.nice.org.uk/usingguidance/commissioningguides/patient_and_public_involvement.jsp
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Ensuring corporate and quality assurance  

(Using guidance> Commissioning guides> Memory assessment service for 

the early identification and care of people with dementia) 

Commissioners should ensure that the services they commission represent 
value for money and offer the best possible outcomes for patients. 
Commissioners need to set clear specifications for monitoring and assuring 
quality in the service contract. 

Commissioners should ensure that they consider both the clinical and 
economic viability of the service, and any related services, and take into 
account patients’ and carers’ views and those of other stakeholders when 
making commissioning decisions. 

A memory assessment service needs to: 

 be effective and efficient 

 be responsive to the needs of patients and carers 

 provide treatment and care based on best practice, as 
defined in NICE–SCIE clinical guideline CG42 on dementia    

 deliver the required capacity 

 be integrated with other elements of care for people requiring 
memory assessment services; see ‘Everybody’s business. 
Integrated mental health services for older people: a service 
development guide’  

 define agreed criteria for referral, local protocols and the care 
pathway for people requiring memory assessment services 

 be patient-centred and provide equitable access, ensuring 
that patients are treated with dignity and respect, are fully 
informed about their care and are able to make decisions about 
their care in partnership with healthcare professionals 

 demonstrate how it meets requirements under equalities 
legislation 

 demonstrate value for money. 

Local quality assurance 

Any mechanisms for quality assurance at a local level are likely to refer to the 
following: 

 Service and performance targets, including estimated activity 
levels and case mix, waiting and referral-to-treatment times 
(ensuring that patients and carers do not experience 
unnecessary delays), and complaints procedures. When 

http://www.nice.org.uk/usingguidance/commissioningguides/patient_and_public_involvement.jsp
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://kc.csip.org.uk/upload/everybodysbusiness.pdf
http://kc.csip.org.uk/upload/everybodysbusiness.pdf
http://kc.csip.org.uk/upload/everybodysbusiness.pdf
http://www.nodelaysachiever.nhs.uk/ServiceImprovement/Tools/IT070_protocol_based_care.htm
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estimated levels of activity have been determined for the local 
population requirements, commissioners may wish to monitor 
actual against planned activity levels and develop local strategies 
for the early identification and appropriate referral of people with 
suspected dementia. 

 Clinical quality criteria: appropriateness of referral, consenting 
procedures, clinical protocols, length of time from assessment to 
treatment. 

 Audit arrangements: frequency of reporting, reporting route and 
format, and dissemination mechanisms. This should include 
auditing the proportion of eligible people requiring a memory 
assessment service who are provided with care, and monitoring 
of patient outcomes and complications. Patient outcomes may 
include quality of life, independence including mobility, and 
number of people with integrated care. See  audit criteria for 
NICE–SCIE clinical guideline CG42 on dementia for further 
information.  

 Health, safety and security: infection control, waste 
management, confidentiality procedures, legislative 
requirements. 

 Equipment: testing and calibration. 

 Patient satisfaction: patient and carer perspective and 
perception of service provision, including access to written 
information (see audit arrangements above) and to counselling; 
complaints. 

 Staff competencies: individual and team baseline requirements, 
monitoring and performance. The NICE–SCIE clinical guideline 
CG42 on dementia recommends that staff involved in the care of 
older people in the healthcare, social care and voluntary sectors 
have access to dementia-care training (skill development) that is 
consistent with their roles and responsibilities. The 
implementation advice for NICE clinical guideline CG42 on 
dementia suggests that a sustained programme of training, 
education and awareness raising for all staff, including GPs, 
would help to improve the recognition, detection and diagnosis of 
dementia.  

 Information requirements, including both patient-specific 
information (NHS number, referring GP, provision of high-quality 
information to patients/carers) and service-specific information 
(referral-to-treatment times, workload trends, number of 
complaints). 

 The process for reviewing the service with stakeholders, 
including decisions on changes necessary to improve or to 
decommission the service. 

 Achieving targets associated with equalities legislation. 

http://guidance.nice.org.uk/CG42/AuditSupport/doc/English
http://guidance.nice.org.uk/CG42/AuditSupport/doc/English
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30318
http://www.nice.org.uk/guidance/index.jsp?action=download&o=30326
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Further information 

General information on quality and corporate assurance can be obtained 
from the following sources: 

 The National Patient Safety Agency (NPSA) oversees the 
implementation of a system to report and learn from adverse 
events and near misses occurring in the NHS. The publication 
‘Seven steps to patient safety’ provides an overview of patient 
safety and gives updates on the tools that the NPSA is 
developing to support patient safety across the health service. 

 NHS Alliance online resources. NHS Alliance is the 
representational organisation of primary care and primary care 
trusts, and provides them with an opportunity to network and 
exchange best practice. The alliance supports its members with 
an open-access helpline, in-house and joint publications and 
briefings, internal newsletters and a website. 

 The DH commissioning framework provides guidance on the 
commissioning process in the context of the NHS reform agenda. 

 Implementation advice for NICE–SCIE clinical guideline CG42 on 
dementia  

 

 ‘Delivering the 18 week patient pathway’ provides a range of 
resources to support the key NHS objective to deliver an 18 
week patient pathway from GP referral to the start of treatment 
by the end of 2008. 

 NHS Institute for Innovation and Improvement support for 
commissioners, includes Commissioning for Health 
Improvement products to accelerate the achievement of world 
class commissioning; The Productive Leader programme to 
enable leadership teams to reduce waste and variation in 
personal work processes, and  Better care, better value 
indicators to help inform planning, to inform views on the scale of 
potential efficiency savings in different aspects of care, and to 
generate ideas on how to achieve these savings. 

  ‘10 Steps to your SES: a guide to developing a single equality 
scheme’. This guidance has been developed to assist NHS 
organisations that have a duty, as public authorities, to comply 
with the race, disability and gender public sector duties; and in 
anticipation of new duties in relation to age, religion and belief, 
and sexual orientation. 

 

Specific information on quality and corporate assurance for a memory 
assessment service can be obtained from the following sources: 

 Better metrics is a pragmatic project that provides clinically 
relevant measures of performance to support the development of 

http://www.npsa.nhs.uk/
http://nhsalliance.org/links/useful-internet-resources/
http://www.dh.gov.uk/assetRoot/04/13/72/27/04137227.pdf
http://www.nice.org.uk/usingguidance/implementationtools/implementationadvice/implementation_advice_doc.jsp?o=30326
http://www.nice.org.uk/usingguidance/implementationtools/implementationadvice/implementation_advice_doc.jsp?o=30326
http://www.18weeks.nhs.uk/Content.aspx?path=/
http://www.institute.nhs.uk/world_class_commissioning/world_class_commissioning/world_class_commissioning_home.html
http://www.institute.nhs.uk/world_class_commissioning/world_class_commissioning/world_class_commissioning_home.html
http://www.institute.nhs.uk/quality_and_value/productivity_series/the_productive_series.html
http://www.institute.nhs.uk/quality_and_value/high_volume_care/better_care_better_value_indicators.html
http://www.institute.nhs.uk/quality_and_value/high_volume_care/better_care_better_value_indicators.html
http://www.dh.gov.uk/en/Policyandguidance/Equalityandhumanrights/Browsable/DH_066006
http://www.dh.gov.uk/en/Policyandguidance/Equalityandhumanrights/Browsable/DH_066006
http://www.cqc.org.uk/_db/_documents/List_of_metrics-The_Better_Metrics_project_v8-Nov07.pdf
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measurable local targets and indicators for local quality 
improvement projects. See mental health metric 9.16 
‘Responding to the needs of carers’, mental health metric 9.18 
‘Appropriateness of treatment for people with dementia’, and 
older age metric 10.07 ‘Population health and well-being’ 

 The ‘Quality and outcomes framework (QOF)’ was designed to 
deliver substantial financial rewards for high-quality care. The 
framework sets out a range of national standards based on the 
best available research evidence. See ‘QOF Business Ruleset’ 
for guidance relating to the technical requirements for correctly 
recording QOF information. 

 ‘Skills for health’ works with employers and other stakeholders to 
ensure that those working in the sector are equipped with the 
right skills to support the development and delivery of healthcare 
services.  

 ‘Skills for care’ supports employers in improving standards of 
care provision through training and development, workforce 
planning and workforce intelligence.  

 

 

 

 

 

 

http://www.dh.gov.uk/en/Healthcare/Primarycare/Primarycarecontracting/QOF/index.htm
http://www.pcc.nhs.uk/145.php
http://www.skillsforhealth.org.uk/
http://www.skillsforcare.org.uk/home/home.aspx
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Topic-specific Advisory Group: memory assessment 

service 

A topic-specific advisory group was established to review and advise on the 
content of the commissioning guide. This group met once, with additional 
interaction taking place via email. 

Professor Sube Banerjee 
Senior Professional Adviser, Older Peoples Mental Health, Department of 
Health 
Professor of Mental Health and Ageing, Institute of Psychiatry 

 

Dr Patrick Brooke 
General Practitioner with special interest in dementia 
Research Assistant, Newbury Memory Clinic 

 

Professor Alistair Burns 
Professor of Old Age Psychiatry 
Deputy Dean, Faculty of Medicine, University of Manchester 

 

Mr Russell Harrison 
Director of Strategic Development and Commissioning, South West Essex 
PCT 

 

Mr Paul Jenkins 
Director of Service Development, Westminster PCT 

 

Dr Tim Kendall 
Joint Director, National Collaborating Centre for Mental Health 
Consultant Psychiatrist & Medical Director, Sheffield Care Trust 

 

Mr David Norman 
Director of Mental Health for Older Adults, South London & Maudsley NHS 
Trust 

 

Prof John O'Brien 
Professor of Old Age Psychiatry, Wolfson Research Centre, Institute for 
Ageing and Health, Newcastle General Hospital 

 

Dr Mark Spencer 
PEC Chair, Ealing PCT 
Chair Ealing Action Commissioning Group 
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Dr David Wilkinson 
Old Age Psychiatrist, Memory Assessment Research Centre, Moor Green 
Hospital, Southampton 

 

Dr Douglas Edward Wulff 
Medical Director, Birmingham East and North PCT 

 


