
                            

Questions -  WebEx: The Golden Ticket; A primary care dementia model    

On Monday 19th March over 50 people joined the WebEx: The Golden Ticket; A primary care dementia model hosted by the Focus on Dementia team. Dr 

Emma Costello and Kim Grosvenor, of High Weald, Lewes Havens, Clinical Commissioning Group in East Sussex, delivered a presentation about their award 

winning initiative to support people with dementia which originated from a GP led pilot in Buxted Medical Practice. The Golden Ticket delivers a holistic mix 

of services to address health and wellbeing, supporting people with dementia and their carers in every aspect of their lives. The questions below were 

asked by participants on the day. 

To view the presentation and WebEx recording please visit - http://ihub.scot/focus-on-dementia/focus-on-dementia-networks/post-diagnostic-support-

network/  

Question Answer 

1.  What was key to getting 
other GPs on board?   

Lots of discussions, going and sitting with them and talking to them about dementia.  Talking to them about the skills 
that they already have about time to increase their confidence and also their skill set with education sessions.  Knocking 
on doors lots of times and if people need support once, twice, three times that was not a problem.  Also trying to 
support not only the GPs but to also support the Practice.  They looked at Dementia completely differently than when 
the doors opened, through the Surgery, through the Reception, through Nurses and through to the GP's.   

2.  Who and What did the 
Dementia Care 
Fellowship involve? 

It was set up at Brighton Medical School by Professor Sube Banerjee who I'm sure lots of people will know, he 
spearheaded this as a way of just bringing everyone together.   What it involved was 3 or 4 education mornings, we 
would have educational mornings and we would have education sessions, then we would be able to have different 
discussions on tables and groups.   We had a project that followed up from that as well, then you became part of that 
Fellowship.  I think there has been either 4 or 5 other cohorts that have gone through that involving just pure Acute 
Care.  I think it involved Social Services so there were lots of different people that came together and the projects that 
have started there have then been presented back to the Cohorts on big day get-togethers.  Professor Sube Banerjee is 
the contact for that.    

3.  What has been the 
response from families, 
carers and clients? 

Very positive. In addition to an externally validated qualitative evaluation of the service, (which was resoundingly 
positive across all improvement domains for the patient and carer), the CCG has received a number of plaudits and is 
aware of people moving into the area, in order to receive the service. 
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4.  What is the usual time 
from point of referral to 
diagnosis? 

On average completed referrals to diagnosis we are looking about 9 weeks but obviously we've got aspirations like 
many other people around the national targets for 6 weeks. 

5.  How does NHS manage 
to fund and resource 
this? For example 
referrals to specialist 
speech therapy? 

The CCG developed an extensive 'invest to save' business case, which was based upon transferring activity from 
Secondary Care, to Primary Care under a Locally Commissioned Service, with money following the patient. In addition, 
predicted savings in non-elective admissions, prescribing and falls for example, demonstrated significant cash releasing 
savings to the CCG by Year 3. In the first year, where there was an investment gap due to transition costs, this was 
resolved via a contribution from the Better Care Fund. This was achieved based on the evidence base that high quality 
dementia care delivers most financial benefit to Adult Social Care in the delay/offset of Nursing/ Residential Care 
Placements. 

6.  Who are the dementia 
guides and where are 
they from? 

ln our service they're actually linked into Social Services and Carers Respite, they are people who have been recruited by 
this service.  They may have had dementia skills or input before but there isn't a pre requisite for that person to come in 
with that skill set, they come in and they do the job and they get appropriate training on that basis. 

7.  Is a standardised tool 
used for initial 
assessment by the MDT 
i.e. Indicator of relative 
need IORN? 

Once consent has been obtained, assessment includes; ACE III, Activities of Daily Living (ADL) screening assessment, 
History (including educational, occupational and family history), Risks and Carer assessment. 

8.  How was this funded? We secured an Innovation Award from the Health Foundation to set up the Pilot and to approve the business case.  
Going forward we have funded this on two basis, one is the shift in Secondary to Primary Care which is a much more 
effective and cheaper utilisation of resources.  We have shifted, or we will when all Practices come on board approx. 
46% of activity to Primary Care and the other is an Invest to Save Model.  All of those things which I've touched upon in 
the pilot, so reduction in falls, reduction in prescribing, non-elective admissions, will be reinvested into the system, 
that's how we prove the affordability of this is on Invest to Save basis but also that shift in activity. 

9.  Like the BLIP Clinic - was 
this staffed by all GPs or 
just those who had 
taken on The Fellowship 
Training? 

BLIPS are run by the Primary Care Practitioner and over-seen by the Lead GP for the service. Both the PC Practitioner 
and GP must have attended 'enhanced' training to deliver the service. However, as the 'Lead', they can cascade training 
to other members of the team (with appropriate skills) and there are twice yearly training opportunities to 
accommodate changes. 

10.  Who runs the Blip 
Clinic? 

BLIP clinics are very varied creatures, because they can range from people just coming from needing information.  
We've had cases with people with severe dementia not knowing they need to eat and drink in terms of physically and 
life threatening have been brought to these clinics.  We may well just get urine infections, we may get problems with 
side effect of medications, and it might be people bring forms in around Social Services, it could be anything.  Who runs 



it, well in the GP practices you have a lead a GP then a practitioner, that practitioner could be a nurse or paramedic in 
terms of Buxted.  The Practitioners will be the ones that see the patients in the first instance.  If they feel the GP is 
needed to come in and do anything then that is what will happen and we obviously work very closely with each other.  
It might be that we need to speak to our Secondary Care Colleagues and we have had mental health assessment that 
have come from these as well.  The Patient and the Carer are generally very well known to the Practitioners and all GP's 
so they are in the place that knows them best.  So we don't generally, we don't need to wade through a lot of the 
history we will know that and from the Primary Care Review meetings again that's facilitated quite a lot of interaction 
already but obviously we can escalate from Practitioners to GP's to Secondary Care as we need. 

11.  How often is the 
Consultant Psychiatrist 
involved directly in the 
diagnosis (i.e. face to 
face with the patient)? 

The patient may not see the psychiatrist at all in terms of a face to face. The psychiatrist will be there as part of that 
multi agency team and will discuss the information taken back, will look at the bloods, will look at the scans but in multi- 
disciplinary team working obviously it is a team, if they feel that the psychiatrist is needed and needs to see them then 
that's not a problem at all and then they could organise a face to face with them.  In terms of the practitioners, we have 
paramedics we have nurses and obviously the lead GP's could see anyone of these 3 in the GP practices.  

12.  What is the Education 
Programme for the 
Practice Lead GP and 
Staff member? How 
long did it take? How 
was it funded? 

A jointly developed 2 x half-day session for the Lead GP and Primary Care Practitioner (minimum Band 6 competency) in 
partnership with HWLH CCG and Brighton & Sussex Medical School. Funded via Health Education Kent Surrey and 
Sussex. 

13.  Do the majority of 
newly diagnosed 
patients engage with 
ACP's and is POA 
addressed at this stage? 
 

We address all these aspects.  Some people may already have a POA so if that is the case we would try and follow that 
up and most importantly document all of this on the GP system because that's where we hold all the information.  If 
that's not been put into place then obviously we would start to have that conversation with the Carer and obviously 
assessing the patient in terms of their capacity and what they were able to have been put with at that stage because 
obviously that's a bit of a moving target but you would definitely start talking about DNARs, what they want to  do if 
they have pets, where they would want to spend their last week’s months, what they feel about medical intervention, 
nothing really is off the table.  Some questions are more naturally asked and answered with the help of the guides and 
some questions similarly in a more medical setting.  If there is a problem then we can obviously all have a meeting 
about that too which has happened on a few occasions. 

14.  How do you decide 
which member of the 
team completes the 
home assessment?  

We wanted to make proper multi-disciplinary team working happen, in terms of it shouldn't really matter out of that 
team who goes and does that assessment because it's pretty proforma, but obviously with their own experience, and 
really we talked about the fact that it could be psychiatrist, it could be an Occupational Therapist, it could be anybody 
but ordinarily it's generally OT's or Band 6 nurses that go out and do it, but they feed back in and obviously bring that 
information and then there is a lot of discussion around these patients who are metaphorically in the room. 



15.  How many dementia 
guides would you have 
per 100,000 
population? 

We have a population of just short of 170,000 people in High Weald, Lewes & Havens and we have 6 Dementia Guides 
to cover that population.  In terms of our Dementia Register we are looking at about 1600 people currently with a 
diagnosis with 6 Dementia Guides but our Financial Model has built in the expansion on that service in line with 
increasing prevalence. 

16.  How was all of this 
intervention funded? Is 
there any data for the 
old system v the new 
system regarding 
funding yet? 

Yes, we did secure Innovation Award from the Health Foundation to set up the Pilot and to approve the business case.  
Going forward we have funded this on two basis really, one is the shift in Secondary to Primary Care which is a much 
more effective and cheaper utilisation of resources.  We have shifted, or we will when all Practices come on board 
approx. 46% of activity to Primary Care and the other is an Invest to Save Model.  All of those things which I've touched 
upon in the pilot, so reduction in falls, reduction in prescribing, non-elective admissions, will be reinvested into the 
system, that's how we prove the affordability of this is on Invest to Save basis but also that shift in activity. 

17.  Will the blip clinics be 
introduced in Scotland  

Whilst we are not aware of any plans to introduce Blip clinics in Scotland as such, many areas are trying different 
models of providing post diagnostic support to people living with dementia. This includes the work of Focus on 
Dementia and 3 sites across Scotland who are testing the delivery of post diagnostic support in primary care, which will 
include a multidisciplinary response. 

18.  I'm interested to know if 
clients with learning 
disability and dementia 
are using the golden 
ticket service. 

LD service takes priority over dementia diagnosis (because it’s felt that the patient receives the greatest gain that way) 
but no reason why a person with a LD couldn’t access any of the GT offer. 

19.  Did you have access to 
all the AHPs you needed 
at practice level? Did 
this require any service 
reorganisation from the 
different professions 

Recognised national workforce shortage with particular pressures in Primary Care. Some Practices utilised existing 
Practice Nurses or Paramedics, whilst others have recruited. Recognition that new approach is a more efficient means 
of planning for this cohort demand, with added benefit of reducing GP consultation time, so for example, it’s easier to 
ring-fence appointments and deal with issues in a coordinated way, with support wrapped round Primary Care, than to 
have patient/carer present late/in crisis, in an unplanned way and re-present consistently. Yes, Secondary Care MDT has 
required reconfiguration, though not within Community Services. 

20.  How does golden ticket 
model differ to Scottish 
dementia model? What 
are key aspects which is 
not being addressed 
now in Scotland? 

To be answered by Michelle 



21.  Was this just the single 
handed GP practice or 
in the 8 practices? Did 
you quantify savings in 
admission prevention? 

In Scotland, most post diagnostic support currently is delivered by PDS Link workers or practitioners attached to 
community mental health teams. However, Focus on Dementia are currently testing the feasibility and benefits of 
delivering post diagnostic support in primary care settings such as is delivered in the Golden Ticket Model. 

22.  Can we see what the 
clinical templates for 
GPs look like? 

Please see attached. 

23.  You noted that there 
was a 20% reduction in 
GP consultations, 
however you increased 
the consultation time 
from 10mins to 45mins, 
was more time spent 
overall within the 
reduced number of 
consultations? 

Yes what was happening was people just kept coming to the GP's and so they would phone up in the morning and take 
those appointments and they'd just keep coming back and when they were initially seen in the BLIP clinic initially by the 
Practitioners not the GP's then it was a much better way of facilitating their needs and they just did not keep coming 
back to the GP's.  

24.  How do the range of 
resources in the system 
address and action 
customer feedback in a 
meaningful way for the 
individuals  

Largely by Customer Satisfaction questionnaires, mandated via contracts, Public Consultation Events, on-line surveys 
etc. 
 

 


