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MDT discussion of referral








Initial FACE Screening within 4 weeks (using Dementia Checklist of early signs)





Bring back to the MDT meeting for further discussion.  


If appropriate, the dementia pathway is initiated.  An appropriate Care Coordinator is identified from the multi-disciplinary team to ensure the coordinated delivery of services (as per the Nice Guidance).





Nursing liaise with (1) GP about physical health screening; and (2) Psychiatry about Psychiatric Assessment.





General Practitioner – full physical examination, blood and urine tests





If physical health issues identified –  intervention/treatment.  If the referral issues are resolved, the client is discharged.





Psychiatric assessment  





If physical  factors ruled out and concerns about dementia remain





If physical and mental health issues are ruled out or managed, and assessment by Psychiatry indicates definite indicators of dementia, which would benefit from further multi-disciplinary assessment, the involved Nurse or Case coordinator brings back to the MDT meeting to discuss the involvement of the following professionals where appropriate. 





Psychology:


1.Clinical interview of client and carers


2.Psychometric assessment  (baseline functioning)





Occupational Therapy:


1.Interview carers/ client


2. Baseline AMPS or POOL Activity Level (PAL) Assessment if complex LD


3. Environmental assessment





SALT:


Details to be confirmed





PHYSIOTHERAPY:





1.Falls assessment


2. Balance and gait analysis








The Care Coordinator calls a multidisciplinary case review or clinical planning meeting within three months involving Psychiatry and Social Care, as well as carers and service-users where appropriate.  The assessments are discussed and a decision is made.  


Mental Capacity and Best Interests considerations.  





Referral at Early Stage 


(e.g. several subtle changes in the person’s presentation that suggest a possible dementia)











Definitely a form of dementia Clinical Planning:  involving carers, client (if appropriate), family, multi-dsciplinary team members, social worker. Dementia training offered to carers.


If appropriate, further assessment/ intervention from MDT professionals to respond to specific clinical issues.


Feed back to client  - information about diagnosis for client and carers.





Definitely not dementia





Consider alternative options





Involve outside agencies





Social care assessment/review if placement issues





Uncertain


Re-Assess


Psychology:  12months after original assessment or following significant change





OT:  within 6 months or less of original assessment





Case coordinator keeps client open for monitoring/ reviews 





If the client’s presenting needs are still present, then continuing input should be offered.








