	Ref No.: FOI/2526/SG18145

	Date FOI request received: 26 February 2026

	Date FOI response: 13 March 2026

	REQUEST: I am writing to request information under the Freedom of Information Act (2000). Please provide the following information:



1. Request for attachments
Any local service models or pathway adaptations that influence capacity, demand, or access to imaging and biomarkers. OUR RESPONSE: Contained in the below SOP.
If available, please provide any SOPs, pathway diagrams, or service specifications (with personal data removed). OUR RESPONSE: Please see attached SOP.  


2. Activity and Demand for the last three natural years (2025, 2024, 2023)
Referral rate per 100,000 population of your memory clinic’s catchment area per year. OUR RESPONSE: 

Year

Referral Rate Per 100,000

2023

340

2024

335

2025

369

Referral routes (GP, internal mental health teams, acute trusts, self‑referral, other). OUR RESPONSE: 

Accident And Emergency Department

Carer / Relative

Community Mental Health Team (Adult Mental Health)

Community Mental Health Team (Assertive Outreach)

Community Mental Health Team (Learning Disabilities)

Community Mental Health Team (Older People)

CPN

Crisis Team

Drug Action Team / Drug Misuse Agency

General Medical Practitioner

General Medical Practitioner Practice

Graduation transfer from Adult MHS to Older Peoples Mental Health Services

Independent Sector - Medium Secure Inpatients

Inpatient Service (Adult Mental Health)

Inpatient Service (Older People)

Integrated Care Team - Mental Health

Internal Referral

Local Authority Hostel

LPT Trust Hospital Staff

LPT Trust Staff working in Community

MH Liaison Service

Occupational Health

Other Independent Sector Mental Health Services

Other Medical Referral (Not Tertiary)

Other Primary Health Care

Other Secondary Care Specialty

Other Service or Agency

Out of Area Agency

Permanent transfer from another Mental Health NHS Trust

PIER (psychosis and early intervention)

Prison

Probation Service

Self

Social Services

Tertiary - Consultant to Consultant



3. Waiting Times
Please provide mean and median waiting times (in 2023, 2024, 2025):
From referral to initial assessment. OUR RESPONSE: 

2025

MEDIAN

156

Days

Average

161

Days

2024

Median

202

Days

Average

199

Days

2023

Median

164

Days

Average

172

Days

From initial assessment to diagnosis of dementia (or conclusion of the assessment episode including formal diagnosis of MCI). OUR RESPONSE: From our preliminary assessment, we estimate that compliance with your request would exceed the appropriate costs limit under section 12 of the Freedom of information Act 2000, currently £450, as we do not centrally record the information being requested and this would require a manual review of patient records to determine.


4. Diagnostic Process
Do non‑medical professionals conduct routine diagnostic initial assessments and do these require medical input in anyway? OUR RESPONSE: Yes, medical input is available through MDT and via clinical discussions/supervision.

Neuroimaging:

Is a head scan carried out prior to initial assessments? (CT, MRI, PET modalities). OUR RESPONSE: Yes, before the initial assessment.
Biomarkers:

Are any biomarkers (blood, CSF) available as a part of the diagnostic process? OUR RESPONSE: Not within our Trust.


5. Pharmacological Treatment and Post‑Diagnostic Support
Are non‑medical prescribers involved in routinely prescribing medication, and if they do, do they have to routinely confer with a medical professional? OUR RESPONSE: NMPs will manage prescribing for patients they assess and diagnose, medical input is available if they need it.


6. Workforce and Assessment Model
1. Which of the roles listed below are exclusively dedicated to memory clinic work (PLEASE MARK WITH X): 
Medical consultants

X

Non‑consultant doctors

X

B8 Nursing staff

B7 Nursing staff

X – NMP

B6 Nursing staff

  X – NMP’s

B5 Nursing Staf

Occupational therapists

Clinical Psychology 

Assistant Psychologist

Support workers / assistants

X

Administrative staff

X

Indicate for each non‑medical clinician whether they are non‑medical prescribers.

2. Number of yearly initial assessments (in 2025), separately for: 

Medical Staff

Non-medical clinical staff

OUR RESPONSE: From our preliminary assessment, we estimate that compliance with your request would exceed the appropriate costs limit under section 12 of the Freedom of information Act 2000, currently £450, as we do not centrally record the information being requested and this would require a manual review of appointments to determine.

Could you provide information regarding the number of face-to-face and non-face-to-face contacts in 2025? OUR RESPONSE: 

Method

Number of contacts in 2025

Face to Face

3879

Other

2504

Telephone

7180

Video Call

440

Is your team involved after the assessment and initiation of treatment in providing post‑diagnostic support, or is this provided by another provider? (VCSE etc.)

OUR RESPONSE: No patients are signposted to VSCE and contracted Dementia Support.

	Attachments: 
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Standard Operating 
Procedure for 
Memory Service 
Including Young Onset 
Dementia Service (YODAS)  
 


This SOP sets out the standard processes for Memory Service staff to follow, ensuring safe 


and timely assessment and diagnosis of patients within LLR.  


 


 


Key words: Memory, Dementia, SOP, YODAS, Memory Assessment, Dementia 


Assessment, MHSOP  


Version: 2.0 


Approved by: MHSOP Quality & Safety   


Ratified By: DMH Directorate Management Team 


Date this version was ratified: Add date here   


Date issued for publication : Add date here   


Review date: March 2026   


Expiry date: November 2027   


Type of SOP and Service if applicable: clinical and non-clinical  
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i. DMH Use Only 
 


SOP Governance Team 
 


Role Name 


Service Lead Helen Rutter 


Admin Lead Kathleen Machin 


Clinical Lead Sharon Bugler 


Business Lead Sahina Colacodias 


Q&S Lead Simon Guild 


 


 


 


Sign-off governance forums 
 


Forum Sign-off Date 


DMH SOP Review Group 21/01/2025 


Local Q&S (or equivalent) MHSOP Q&S – 21/01/2025 


DMT Q&S 05/02/2025 


 


 


 


SOP Version 
 


New SOP:  ☐Yes       ☒No 


Amended SOP:  ☒Yes       ☐No 


(insert summary of key amendments made below): 
 
Full re-write of SOP. Treat as New. 
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ii. DMH SOP development and approval process flowchart 
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iii. DMH SOP Approval Checklist 
No Action Outcome Comments Owner 


 (For brand-new SOPs) 
1.  SOP Document format:    


 SOP is written on the new and official template: ☒Yes       ☐No   


 SOP Font style has accessibility compliance (include what the font should 
be Arial 11; Title Arial 16) 


 


☒Yes       ☐No 


  


2. SOP preliminary pages include the following information:    


 Governance membership information: 


• Service Lead 


• Admin Lead 


• Clinical Lead 


• Business Lead 


• Q&S Lead 


 


☒Yes       ☐No 


☒Yes       ☐No 


☒Yes       ☐No 


☒Yes       ☐No 


☒Yes       ☐No 


  


 Sign-off forums and dates of when the SOP was presented at different 
sign-off forums: 


• DMH SOP Review Group 


• Local Q&S (or equivalent) Group 


• DMT Q&S 


 


☒Yes       ☐No 


☐Yes       ☐No 


☐Yes       ☐No 
 


  


 SOP version indicated (i.e., New or Revised version) ☒Yes       ☐No   


 Summary of amendments included (if revised version) ☒Yes       ☐No   


3. SOP Checklist document:    


 All sections completed ☒Yes       ☐No   


4. Evidence of Stakeholder contributions:    


 • Clinical 


• Operational 


• Administration 


• Business Services 


• Patient Experience 


• System partners (where appropriate) 


☒Yes       ☐No 


☒Yes       ☐No 


☒Yes       ☐No 


☒Yes       ☐No 


☐Yes       ☒No 


☒Yes       ☐No 


  


5.  • All processes are included:    


 • Referrals management 


• Treatment / interventions 


• Discharge planning / discharge 


• Key principles of LPT Access to Treatment Policy included 


☒Yes       ☐No 


☒Yes       ☐No 


☒Yes       ☐No 


☒Yes       ☐No 
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No Action Outcome Comments Owner 


6. References    


 Correct Referencing style used (no links or embedded attachments) ☒Yes       ☐No   


 Service Data Quality SOP referenced ☒Yes       ☐No   


 All relevant / related SOPs, Policies, or guidance documents ☒Yes       ☐No   


7. Appendices    


 Correct Appendices style (no embedded documents) ☒Yes       ☐No   


For updated SOPs: 
8. Changes / amendments information    


 Changes / amendments clearly identified and highlighted in relevant 
section on front page 


☐Yes       ☒No Please note, this SOP has been treated 
as a new document due to the 
extensive changes. 


 


 Summary of changes included  ☐Yes       ☒No  


 


Please note:  


It is the responsibility of services to ensure all staff working their services read and familiarise themselves with any new and / or updated 
SOPs circulated by the Business Team via an email notification following approval in the relevant governance approval groups/meetings. The 
DMH SOP Group will request and maintain a log of all staff (from service leads / Team Managers) who have read the new / updated SOPs / 
guides as part of the strengthened DMH SOP governance processes. 
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1.0 Introduction  
The Memory Service within Leicestershire Partnership NHS Trust (LPT) provides routine 


(non-urgent/non-intensive) assessment, diagnosis and treatment initiation to adult patients 


referred with suspected dementia within the population of Leicester, Leicestershire, and 


Rutland (LLR). 


This SOP details the processes staff within the service must follow to provide a safe, 


efficient, and comprehensive service to patients and carers.  


While it is understood that the service is continually updating and innovating ways of working 


to ensure patient care is as well developed as possible, this SOP reflects the current 


practices and core principles of the service. 


1.1. Purpose and Scope 
The purpose of this document is to provide a guide to all staff working in the Memory Service 


of the processes and will provide a single reference point for all processes and procedures 


to be followed. 


This SOP will be embedded into everyday practice of all staff within the service and made 


available to all new starters in the team during their induction. 


This SOP is applicable to all clinical, medical, and administrative staff within the Memory 


Service, and covers all aspects of the referral pathway, the information provided to patients 


and carers, roles and responsibilities, and treatment and discharge.  


This document describes the processes in detail but does not contain step-by-step guides on 


how to complete tasks on systems such as iCRIS or SystmOne.  


1.2. Version control and summary of changes 
Version number Date Comments (description change and 


amendments) 


1a Jan 2017 Initial SOP 


2.0 May 2024 New format. Full review.  


 


For Further Information Contact:  


1.3. Key individuals involved in developing and consulting on the document 
 


• Sharon Bugler   Interim Team Lead 


• Heidi Saunders   Team Manager 


• Kath Machin   Senior Administration Manager  


• Helen Rutter   Service Manager 


• Lauren Bland   Assistant Service Manager 


• Ina Sawhney   Associate Clinical Director 


• Charlotte Messer  Clinical Director (MHSOP) 


• Simon Guild   Deputy Head of Nursing 


1.4. Governance 
• MHSOP Quality & Safety 
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• DMH Directorate Management Team Quality & Safety Meeting 


2.0 Equality Statement 
Leicestershire Partnership NHS Trust (LPT) aims to design and implement documents that 


meet the diverse needs of our service, population, and workforce, ensuring that none are 


placed at a disadvantage over others. It takes into account the provisions of the Equality Act 


2010 and promotes equal opportunities for all. This document has been assessed to ensure 


that no one receives less favourable treatment on the protected characteristics of their age, 


disability, sex (gender), gender reassignment, sexual orientation, marriage and civil 


partnership, race, religion or belief, pregnancy, and maternity. 


3.0 Abbreviations and definitions that apply to this SOP 
 


Abbreviation Definition 


LPT Leicestershire Partnership NHS Trust 


LLR Leicester, Leicestershire and Rutland 


SOP Standard Operating Procedure 


ICB Integrated Care Board 


KPI Key Performance Indicator 


RTT Referral to Treatment 


NMHT Neighbourhood Mental Health Team 


UCS Unscheduled Care Services (Specifically the Mental Health UCS for 
Older Persons) 


MHSOP Mental Health Services for Older Persons 


YODAS Young Onset Dementia Assessment Service 


CHIRT Care Home In-Reach Team 


ICMHT Integrated Care Mental Health Team 


GP General Practitioner – used interchangeable with the surgery/practice 
from which General Practitioners work 


CT Computed (axial) Tomography – type of scan used to review structures 
within the body. Specifically refers to Head CT scans 


PET-FDG / 
PET 


Positron Emission Tomography (with or without fluorodeoxyglucose) – 
type of scan used to review structures within the body with or without a 
radioisotope tracer to monitor functions such as blood flow. 


DNA Did Not Attend – when a patient fails to attend a scheduled appointment 


iCRIS Clinical Record Interactive Search system used to communicate 
radiology appointments and scan results. 


EPR Electronic Patient Record 


S1 SystmOne – the Electronic Patient Record System used by LPT 


ACE / ACE-III Addenbrooke’s Cognitive Examination  


PTL Patient Tracking List – the method adopted by LPT to ensure patients 
are not missed or forced to wait unnecessarily 


A&G Advice and Guidance – a route for GPs to request support from the 
service without triggering a formal referral 


MDT / MDM Multi-Disciplinary Team / Multi-Disciplinary Meeting – used 
interchangeably to refer to meetings between medics and clinicians to 
review patients and agree diagnosis 


BPSD Behavioural and Psychological Symptoms of Dementia 


MCI Diagnosis: Mild Cognitive Impairment 
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Abbreviation Definition 


CHS Community Health Services – the directorate of LPT which supports 
with physical health needs for adults. 


SPA Single Point of Access – physical health services 


NMP Non-Medical Prescriber – a clinical staff member qualified to prescribe 
medication (in particular, Dementia Medication) 


Clinician Normally referring to a Mental Health Practitioner (MHP) – a registered 
professional from any clinical background specialising in Mental Health 


 


4.0 Purpose and Introduction 
The Memory Service within Leicestershire Partnership NHS Trust (LPT) provides routine 


(non-urgent/non-intensive) assessment, diagnosis and treatment initiation to adult patients 


referred with suspected dementia within the population of Leicester, Leicestershire, and 


Rutland (LLR). 


The primary function of the service is to offer timely assessment, diagnosis, and initiate 


treatment to slow down the progression of the illness where appropriate. The continuation of 


this treatment is then provided by Primary Care, and further support can be provided by 


services external to LPT such as Social Services and Voluntary/3rd sector Organisations.  


Patients requiring support with management of additional mental health needs which cannot 


be supported by Primary Care, such as BPSD related to a dementia diagnosis, moderate to 


severe depression or anxiety, or psychosis, are supported by the Community Mental Health 


Teams (CMHTs) and/or Neighbourhood Mental health teams (NMHTs). 


Those aged 65 and over are assessed by the MHSOP Memory Service team, while those 


aged under 65 are assessed by the Young Onset Dementia Assessment Service (YODAS) 


team. 


There are five main stages to the pathway, with most patients having 3 appointments in the 


service: 


1. Referral  


2. Assessment  


3. Diagnosis  


4. Medication follow up 


5. Discharge 


These stages are explored in detail within this SOP, along with the processes around 


appointments, and the use of the Referral to Treatment (RTT) coding within the Memory 


Service. 


5.0 Duties and responsibilities  
The team is clinically and operationally managed by a Team Lead and one Deputy Team 


Leads, with support and direction from a Team Manager, who is supported by the Directorate 


Service Manager & Assistant Service Manager. The admin team is managed by a Team 


Administrator. 
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5.1. All staff  
All staff are expected to work in accordance with this SOP and all relevant policies, and 


support all activities outlined within this SOP. 


All staff have a responsibility to ensure that the Electronic Patient Record (EPR) is kept up to 


date with accurate information to ensure patient health and safety needs are met in line with 


LPT record keeping policy. Records should be recorded contemporaneously and within 


1 working day of contact. 


All Clinical staff will be required to communicate complex and sensitive information with 


compassion to patients, relatives and carers which will require the use of adapting 


communication to individual need, persuasion, and reassurance. There may be barriers to 


understanding (learning differences, cultural and language barriers, treatment and condition 


resistance or denial) that the Mental Health Practitioner will be expected to overcome using 


communication skills.  


All Clinical staff should have strong working relationships within the wider healthcare 


community, with other practitioners, social care and the voluntary sector when working with 


the local service user population. They will be required to use tact and negotiation skills to 


work collaboratively to ensure the best outcomes for service users. 


5.2. Administration Team 
Please note that referrals for the Memory Service are added to SystmOne by the Central 


Referral Hub Administration team. 


• To manage waiting lists and ensure patients progress through the pathway effectively 


• To act as the first point of contact for patients, carers and external services, providing 


excellent customer service to anyone contacting the service and managing 


correspondence appropriately in all forms 


 


• To create and send correspondence, ensuring all paperwork is generated and saved 


on appropriate systems as well as sent to the appropriate person(s) in the most 


appropriate format. 


• To respond to and complete requests relating to the non-clinical needs of patients 


• To support the medical and clinical teams with simple administrative tasks as required 


and agreed with the Team Administrator 


5.3. Team Administrator 
• To ensure that this SOP and guidance is accessible to, and is followed and understood 


by all staff, as appropriate to each staff member’s role and function 


• To have oversight ensuring that all administrative activities are covered by the most 


appropriate staff member and that capacity is managed appropriately 


• To act as part of the Leadership Team, supporting with decision making, designing 


service change, and ensuring the administration team is aware of all decisions 


• To ensure that all data quality metrics are reviewed, that expectations of achievement 


are understood, and that processes are in place to ensure these are met. This includes 


supporting the review of the Patient Tracking List (PTL) 
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5.4. Team Manager  
• To ensure that this SOP and guidance is accessible to, and is followed and understood 


by all staff, as appropriate to each staff member’s role and function 


• To ensure the information in this SOP is kept accurate and up to date, reflecting the 


current practice of the Memory Service, in collaboration with the Community Matron 


• To ensure staff understand how and where to access current policies and procedures 


using StaffNet, and that the SOP is made available to all new starters as part of a 


structured induction 


• To ensure that a system is in place that keeps staff up to date with the new processes 


and any recommended training related to it, including that any updates are 


communicated to all staff 


• To provide guidance to staff based on this SOP 


• To oversee the quality and safety of all clinical activity in collaboration with the 


Community Matron 


• To oversee the performance of the team through regular review of data and have a 


clear understanding of this which enables reporting and innovation with new ideas 


• To review and respond to complaints and concerns, and ensure all incidents are 


reported correctly 


• To hold overall responsibility for the clinical safety and operational running of the 


service 


5.5. Team Lead 
• To ensure safe day-to-day delivery of clinical and operational running of the service 


and hold accountability for this 


• To support with data quality and key performance indicator (KPI) activities, ensuring 


processes are in place and adhered to, as well as supporting with reviews, such as 


reviewing the Patient Tracking List (PTL) with the business team, taking appropriate 


actions to resolve issues 


• To act as part of the Leadership Team, supporting with decision making, designing 


service change, and ensuring the clinical team is aware of all decisions 


• To have the oversight of the clinical activities and processes in the team, ensuring 


activities are allocated to clinicians appropriately, processes are followed correctly, and 


that clinical capacity is monitored and managed 


• To work with the Deputy Team Leads to ensure all duties are covered  


5.6. Deputy Team Lead 
• To support the Team Lead with any tasks as required 


• To support clinical staff as and when required 


• To assume the responsibilities of the Team Lead in their absence 


5.7. Clinical Staff (Registered) 
• To manage allocated patient caseload, including the completion of identified paperwork 


and administrative tasks within prescribed timeframes 
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• To progress the patient through the pathway efficiently, including ensuring that scans 


are requested appropriately, and once all investigations are back, that patients are 


discussed at the earliest opportunity at MDT 


• To ensure all work is completed in line with this SOP and within prescribed timeframes, 


including ad hoc delegated tasks and additional duties, and supporting non-registered 


or less experienced staff 


• Non-Medical Prescribers (NMP) will prescribe within their own caseloads. 


5.8. Clinical Staff (Non-Registered) 
In line with LPT Delegation Policy, all care provided by Health Care Support Workers will be 


delegated by a Registered Healthcare Professional and be within their scope of practice. It is 


expected that a Registered Healthcare Professional will be involved in the patients’ care to 


oversee this. 


• To support clinical staff as directed by the Team Lead / Deputy Team Lead, including 


participating in multi-professional activities, working under the direct guidance of 


registered staff, and working autonomously on tasks. 


• To complete delegated tasks in agreed time frames 


• To escalate any concerns or issues, and any clinical queries outside of their 


competencies / scope of practice to a Registered Clinician as required 


5.9. Medical Staff 
• To provide assessment and titration of more complex patients as identified at the point 


of referral or seen initially by nursing staff and requiring medical assessment, including 


all YODAS patients 


• To provide MDT supervision for nursing staff to confirm diagnosis either via the MDT 


meeting or on a 1 to 1 basis 


• To manage allocated patient caseload, including the completion of identified paperwork 


and administrative tasks within prescribed timeframes 


• To support with prescribing medication for clinicians  


• To ensure additional specialists are involved in the diagnosis and treatment of patients 


as appropriate 


• To progress patient through the pathway or onward referral efficiently and within 


prescribed timeframes 


5.10. Matron 
• To provide clinical oversight and support to the service 


• To provide Clinical Leadership to the team as part of the Senior Leadership team 


• To ensure the Quality and Safety of the service is in line with Trust guidelines 


• To ensure risks are adequately addressed by the team 


5.11. Service Manager / Assistant Service Manager 
• To provide strategic management, leadership, and support to the service, as part of the 


Senior Leadership team  


• To liaise with system partners and integrate the service into the wider LLR system 


• To be responsible for the overarching finances of the service 
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• To ensure the development and improvement of the service in line with NHS England 


expectations 


• To have overall responsibility for the team performance and KPI’s 


6.0 Process 


6.1. Referral 
Referrals are received into the service via the Central Referral Hub. They are submitted via 


email and must include a completed PRISM form. Internal referrals may be accepted without 


a PRISM form. All referrals are then assigned to the MHSOP or YODAS memory team 


based on the age of the patient and triaged by the relevant memory team.  


In addition, Primary Care are encouraged to refer the patient to Dementia Support Services 


(currently provided by Age UK) at point of referral to enable them to access, and engage 


with, pre and peri diagnosis support. 


Primary Care are also able to request support in managing patients through the Advice and 


Guidance PRISM form, submitted via the Electronic Referral System (ERS). These support 


requests can be converted to accepted referrals by the clinical team if appropriate.  


6.1.1. Criteria for Referral  
A neurodegenerative disorder or vascular dementia must be suspected by the referrer, 


and referred to Memory Services when the primary mental health need is to assess for a 


diagnosis of dementia. 


Additionally, the patient must: 


• live within LLR, and/or be registered with an LLR GP, at point of referral, or 


have authorisation from their local ICB to be referred to LPT services 


• have new onset, unexplained, objective cognitive symptoms (observed by 


someone other than the patient) 


• Symptoms must have been present for at least 6 months 


Patients previously diagnosed with MCI who have further cognitive decline can also be 


re-referred and will be offered a 60-minute appointment with the original assessor to 


review, without necessarily needing to join the waiting list for full assessment. 


6.1.2. Exclusions 
Patients must have blood tests to rule out physical causes of symptoms indicative of 


dementia, as well as testing for UTI, prior to referral.  


The dementia screen as recommended by NICE Guidelines (CG42, 2016) consists of: 


FBC serum ferritin, folate, B12, CRP, U+Es, LFTs, TFTs, and serum glucose or HbA1c. 


Patients must NOT: 


• have an established diagnosis of dementia (presenting with Behavioural or 


Psychiatric Symptoms) 


• present with suicidal ideation, psychotic symptoms, or serious mental illness 


• be suffering from delirium caused by underlying physical health conditions 
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• be currently open to MHSOP services, including NMHT, CMHT, Outpatients and 


Inpatients 


Additionally, the following would normally be exclusion criteria, except after discussion with 


the Memory Service via Advice and Guidance: 


• reside permanently within a care home  


• age under 35 


• be receiving End-of-Life care 


It is often not in the patient’s best interests to undergo extensive testing if they are residing 


permanently in a care home or are receiving end of life care. In these circumstances, a 


referral to Memory Services may not be necessary or appropriate. 


Care Home residents with a suspected moderate to advanced dementia can be diagnosed 


with Dementia by the GP through the completion of the DiADeM tool.  


If a person is on an LPT MHSOP Inpatient ward and a memory assessment is required, it is 


the expectation that the inpatient team will complete the Dementia Assessment during 


admission. 


Similarly, if the patient is open to NMHT, CMHT or OP clinic and requires memory 


assessment this will be completed within the NMHT, CMHT and OP services. 


If primary care use Advice & Guidance to discuss patients, and Memory Services agree to 


undertake assessment of the patient, it is the responsibility of the triaging team to request 


referral be opened by the Central Referral Hub, and notify the referrer that we have accepted 


the patient onto our assessment waiting list. 


 


6.1.3. Referral Triage 
All referrals are initially added to SystmOne by MHSOP Central Referral Hub (CRH), 


recorded as accepted on the date of receipt, and allocated to Memory Service via the 


Memory Service Triage Waiting Lists. This includes internal referrals from other services, 


which must be submitted via CRH. 


Referrals are then triaged internally by an MDT group consisting of consultant psychiatrist(s) 


and clinician(s) from the team.  


The triage process includes: 


• Ensuring patient does not meet any of the exclusion criteria  


• Confirming whether patient has co-morbidities or complexities, and marking the 


patient as suitable for nurse or medic assessment 


• Accepting or declining the referral and communicating this to the Central Referral 


Hub (If referral indicates symptoms of depression, this must be treated before 


accepting to Memory Assessment Service)  


• If there are additional risks and / or unmet mental health needs, the Memory Service 


will pass on to the locality CMHT, or escalate to appropriate services, for 


consideration of further support 
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• Requesting a CT Head scan where appropriate. Scans should not routinely be 


requested if the patient is: 


o over 90 years old 


o in advanced stages of Dementia 


o already has a CT scan available 


➢ if the report has not considered dementia, a re-read of the existing scans 


can be requested at this stage 


It is the responsibility of the triaging team to ensure decisions on appropriateness for the 


service are made based on appropriate clinical information.  


If the expected minimum information is not available to enable triage to take place, the 


referral should be returned to sender, requesting an appropriate level of information be 


resent.  


As part of the clinical triage, the S1 Memory Triage template must be completed, including 


information on whether the referral is accepted or rejected, and if the patient is suitable for 


nurse assessment, must be seen by the medic, or is an MCI re-referral. 


Once the referral has been triaged, the patient is moved to the waiting list indicating triage is 


complete, and a task sent to the Central Referral Hub admin team. From here, the Central 


Referral Hub process the recommended actions, as recorded in the Memory Triage section 


of the MHSOP Triage template. 


6.1.4. How referrals are processed 
After triage, Referrals to the Memory Service are opened on the appropriate SystmOne Unit 


(LLR RTT Mental Health Services), and backdated to the date the referral was received, by 


the Central Referral Hub administrators. 


At the point of the referral being opened, it must be added to the appropriate assessment 


waiting list, as indicated by the triage notes. This must also be backdated to the date referral 


was received. 


Waiting lists are divided into East and West localities, and patients should be added to the 


most appropriate locality list based on their postcode.  


• Assessments which must be completed by a Medic are added to the 


 “For 1st Assessment (Medic)” waiting list 


• Assessments which can be completed by a Nurse or Medic are added to the 


“For 1st Assessment (Nurse)” waiting list 


• Re-Assessments for patients with an existing MCI Diagnosis are added to the 


“MCI Assessment” waiting list 


• Shortened assessment for patient in a care-home and suspected advanced 


dementia are added to the “Care Home” waiting list 


• ICMHT Assessments that have already been completed and require MDT input are 


added to the “MDT” waiting list, and assigned to the ICMHT Team Lead 


• YODAS patients are added to the YODAS assessment waiting list. 


Working from the appropriate waiting lists, appointments are booked into available 


appointment slots, with clinicians or medics, based on their assessment need. Appointments 


are offered in order of referral date, from longest wait to shortest.  
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6.1.5. Redirecting inappropriate referrals 
If a referral is identified at the point of triage as not meeting Memory Service criteria, the 


Central Referral Hub will process the necessary redirecting of referrals based on the 


instructions provided by the triaging clinicians.  


Unsuitable referrals should be closed with close reason ‘Inappropriate referral’. 


Occasionally, patients’ situations change between triage and their first appointment, and 


referrals become inappropriate for the service.  


If a referral is considered inappropriate for the service after the patient has attended their 


initial appointment, the responsible health care professional should follow the Referring to 


Other Services process below. 


Where there is an identification of increased risk at Triage, assessment, or through the duty 


process (including breach calls), Memory Service have a responsibility to escalate the 


patient to a more intensive service, such as UCS, CMHT, or the Crisis Home Recovery Team 


(CRHT) as appropriate.  


If a patient is highlighted through Advice and Guidance but would be best supported by 


another team, this should be detailed in the response to the referrer, including instructions on 


referring to the appropriate service. 


If these patients are already open to Memory Service, the patient should not have their 


referral closed until another service has taken over their care, and should not be removed 


from waiting lists or closed to Memory Service if referred to Crisis teams. 


6.1.6. Referring to other services  
Where a Memory Service patient has identified needs which would be more appropriately be 


met by referral to other MHSOP service, such as Neighbourhood Mental Health Team 


(NMHT), Community Mental Health Team (CMHT), Care Homes In-Reach Team (CHIRT) or 


Unscheduled Care Service (UCS), the Memory Service professional will: 


• ensure a decision is made by the MDT or medic to refer to one of these teams, this 


referral will be undertaken by the professional who has reviewed the patient.  


• refer within 24 hours of decision being made. 


• liaise closely with services to ensure continuity of care, and allocation of other service 


appropriate to identified needs/risks.  


• complete an up-to-date LPT risk assessment prior to transferring patient to other LPT 


services.  


• The patient's referral will remain open to the Memory Service until the receiving 


service has triaged/discussed and accepted the referral.  


• Once the patient has been accepted into the other service, the memory service 


professional will inform the patient and their family/carer and follow the discharge 


pathway, liaising with admin staff to ensure the referral is closed appropriately. 


• Once a patient has been accepted by the receiving service, they will be provided with 


the contact details for that service, by the referring clinician.  


• Should a patient require a referral to urgent services (UCS/ In Reach care team) the 


clinician should make immediate contact via telephone for an urgent referral.  


• Once this team have accepted the referral, the referral for memory services can be 


closed. 
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Where possible, the reviewing professional will attend the Neighbourhood referral huddle, or 


relevant teams MDT / board round, as per the hub and spoke model of working, to discuss 


the risks and interventions required, facilitate timely handover and reduce wait times for 


patients. 


Referrals may also be undertaken to other services within the Directorate of Mental Health 


(DMH), such as the Crisis team, via internal referral, or to Community Health Services (CHS) 


such as podiatry, physiotherapy, continence services, and dietician. These are managed by 


contacting the Single Point of Access (SPA) on lptchs.spa@nhs.net. 


 


6.1.7. Re-referrals into memory service 
All re-referrals are triaged along with new referrals. The PRISM referral form allows GPs to 


indicate if the referral is a re-referral for MCI decline. 


Re-referrals into memory service should meet at least one of the following criteria: 


• Patients initially diagnosed with MCI whose condition has deteriorated. 


• Patient discharged to Primary care with a treatable Dementia who declined medication 


has changed their mind 


o The discharge letter to G.P would detail this and instructions on how to proceed in 


these cases. Consideration should be given to use advice and guidance.  


o These cases should be bought to MDT for discussion and not added to the 


beginning of the assessment pathway. 


• Liaison referral (internal) 


o Patients assessed by Liaison where there is evidence that cognitive decline pre-


dated any current delirium.  


o Where this is not the case, FOPALs should advise GP to consider referral to 


Memory Service at least 3 months after delirium has resolved. 


On acceptance of a re-referral for MCI, patients will be added to the “MCI Assessment” 


waiting list. 


• The admin team will expedite patients on this waiting list into the first available 60-


minute follow up appointment with the original assessor where possible, or the next 


available medic or clinician if necessary. 


o Re-assessment will be shorter due to not requiring a full history of the issues. 


o Longer assessment time may be allocated where necessary due to complexity or 


length of time since MCI diagnosis.  


Patients requiring further testing to confirm a diagnosis will follow the same route as a new 


patient post assessment. 


 


6.1.8. Waiting List Management (Breach Calls) 
• If no appointment has been offered within 8 weeks of the team receiving the referral, 


contact is made with the patient and family/carer (where consent has been gained to 


do so) by a clinician.  


• The contact provided is used to: 



mailto:lptchs.spa@nhs.net
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o apologise for the delay 


o confirm that the patient remains on the waiting list and that an appointment 


will be offered as soon as possible 


o identify if there has been significant change since the referral was made 


o identify any new risks 


o allows for any unclear details to be confirmed – such as Next of Kin details, 


consent to share information with family / carer / Next of Kin, and whether the 


patient is able to complete a video appointment (with or without assistance). 


• Any risks highlighted result in the patient being escalated to duty 


• This process is repeated at 8 weekly intervals until an assessment appointment is 


made 


o If the patient is identified to be living alone with minimal support, they will 


receive a follow up call every 4 weeks 


• Patients and carers can “opt-out” of breach calls during any contact.  


o If a patient wishes to opt-out but their family / carer does not, the breach call 


will only happen with the carer (unless the patient withdraws consent for their 


family / carer to be contacted). 


• Where both patient and carers (or patient alone where no carer is identified) chooses 


to “opt-out” of the Breach Call process, this will be highlighted to the Deputy Team 


Lead for review of any potential risks. 


Please refer to the Breach Call process flow chart in appendix 4 for full details. 


6.2. Assessment  
The first appointment for a patient will include an assessment for Memory loss and cognitive 


impairment with a view to providing a possible dementia diagnosis. 


Patients requiring an interpreter should be booked in line with the Interpreting Service Policy. 


• Assessments are completed by clinicians and medics, with complex patients being 


assessed by Medics directly. 


• All assessments should be completed with the patient in the most appropriate format 


for the patient (clinic or video call - home visit may be arranged by exception), and 


their family / carer should be present wherever possible. 


• Memory assessments are used to gather a comprehensive history of memory 


disorder and cognitive impairment symptoms utilising standardised cognitive 


assessment tools: 


o Core Mental Health Assessment Template (including collateral history). 


o Risks Assessment Template – risks will be assessed, documented with a clear 


risk management plan, as part of the assessment as per Trust Risk 


Assessment policy.   


o Addenbrookes Cognitive Examination (ACE III) or Mini ACE  


❖ Additional tools may be used as appropriate 


• Assessments completed by Clinicians will be presented at the next available MDT 


with a Medic to formulate the diagnosis and/or plan for the patient.  


There are some occasions where the 65+ service operates a weekend clinic function: 
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• All elements of this SOP are to be followed as part of these clinics, including lone 


working policy, DNA policy 


• Specific Weekend Clinic Guidance is also available in appendix 6 


• Team lead/Deputy team lead will have clinical oversight of these clinics and will liaise 


with staff offering to work and admin colleagues to arrange these clinics and book 


patients in. 


6.3. Diagnosis 
Diagnosis will be formulated by Medics in the MDT based on the clinical information 


presented by the assessing clinician.  


Where patients are assessed by a medic, they may be able to provide a diagnosis at the 


point of assessment. 


6.3.1. Preparation for MDT 
• All patients should: 


o be presented within 2 weeks of their assessment. 


o have their core assessment fully documented ahead of the meeting 


o normally have all completed investigation results available to inform the 


diagnosis 


• A clinical discussion should be held with the MDT to determine if a diagnosis 


can be given to patients who are awaiting investigations / results. 


6.3.2. MDT & Diagnosis 
• The Medic will be responsible for recording the discussion of the MDT in the MDT 


template, including the diagnosis formulated, and the plan for the patient going 


forwards. 


• Patients discussed will be highlighted to the administration support, who will ensure 


administrative actions are completed. 


• It may be necessary for patients to undergo further testing prior to being given a 


diagnosis. 


o Where scan results are not clear enough to make a diagnosis, the radiology 


re-read guidance should be followed to gain better information (appendix 5) 


• Where a patient will need to undergo further testing, this should be communicated to 


the patient and their family / carers as soon as possible.  


o This can be via phone call on the same day as the decision is made. 


• Where a diagnosis of Dementia is clear, but the sub-type is not, further testing may 


also be sought to provide a sub-typing for the patient. Where clinically appropriate, 


the diagnosis Dementia (unspecified) should be given whilst sub-typing is explored. 


• It is expected that patients will be given feedback from the MDT as soon after the 


meeting as possible, and within a maximum of 4 weeks. 


• Diagnosis will be coded onto the patient’s record at the point at which it is delivered 


to the patient (and family / carer), by the staff member delivering the diagnosis. 


• Delivering a diagnosis should be done in the most supportive manner possible and 


include a level of information that the patient and carer are able to understand.  


• Support materials must be shared appropriately, and signposting to additional 


services (e.g., voluntary sector) should be completed with all involved.  
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• Any patient receiving a diagnosis of Mild Cognitive Impairment (MCI) will be informed 


of discharge from the service, with advice of seeking support from their GP practice if 


they experience any deterioration in their memory.  They can be re-referred via the 


MCI pathway (see appendix 2).  


6.4. Medication 
Where clinically appropriate, medication will be commenced by LPT with 28-day supply, after 


which the GP will continue medication based on the plan of care provided. 


Once the diagnosis has been shared with the patient / carer, the clinician will write to the GP 


to confirm the diagnosis, medication of choice, and request they continue prescription after 


the 28-day supply.  


Clinic letters should be clear in advising the GP of their responsibility in prescribing ongoing 


medication, and the date at which the GP should take over prescribing should be explicit.  


• Staff who are unable to independently prescribe will request a prescription to be 


generated by a medic via either MDT or email. 


• All medications will be prescribed using S1 e-prescribing and sent electronically to the 


patients nominated pharmacy, following the e-Prescribing SOP. 


6.5. Discharge 
Patients will be discharged once: 


• Patient has been assessed AND 


• Patient has received diagnosis AND 


• Patient is commenced on pharmacological treatment (where appropriate) 


Additionally, patients may be discharged if they decline assessment or treatment, and in line 


with the DNA policy.  


6.6. Monitoring 
Progress of patients through the pathway is monitored through weekly PTLs held with the 


Business Support Officer, Team Lead, Admin Manager and any additional support from team 


members as required. These are held in line with the Access to Treatment Policy (section 


3.21). 


Reports regarding waiting times, data accuracy, and all other externally and internally 


reported measures are reviewed by the Team Lead and Team Manager with support from 


the Business Team. Service performance is presented to all necessary accountability and 


performance meetings (both internal and external) by the Service Manager or a delegated 


team member. 


6.7. Supervision  
• All staff are offered managerial supervision in line with supervision policy. 


• All clinical staff are also offered clinical supervision in line with the supervision policy. 


• In addition to the above, NMP’s have access to prescribing supervision with consultant 


psychiatrists and LPT NMP lead. 


• All staff must record their clinical and management supervision on uLearn. 
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6.8. Duty 
All clinical and medical staff are expected to participate in their respective Duty Rota.  


Patients, carers and external services may contact the team during office hours to request 


support for clinical or non-clinical issues. Any simple clerical issues will be handled by the 


admin team. All clinical concerns will be escalated to duty, unless the patient’s responsible 


clinician is available.  


Medical Duty will handle any concerns for patients being seen by medics, or that have 


concerns around medication. 


Clinical Duty will handle any concerns for patients being seen by the clinical team. NMPs on 


duty will make appropriate prescribing decisions, consulting with medical duty where 


necessary. 


Admin can escalate to either Duty team, and the duty teams are expected to support one 


another with any queries. 


Duty workers will be expected to handle all issues within their scope of work  


7.0 Training Requirements 
When a new SOP is authorised, or when an existing SOP is revised staff should take time to 


read and fully understand the SOP and relevant documents, ensuring that they are able to 


implement the SOP when required. If clarification is needed, then staff should approach their 


line manager who will decide if additional training is required and that the training is 


documented in their training record.  


8.0 References and Associated Documents 
• DNA Policy 


• Access to Treatment Policy 


• Management of Referrals and Data Quality within Memory Services and YODAS 


• Non-Medical Prescribing Policy 


• Use of Interpreting Service Policy 


• Lone Working Policy 


• E-Prescribing SOP 


• NICE Guidance - NG97 


• LLR Dementia Strategy 


9.0 Signatures for relevant staff to sign 
I confirm that I have read and consider myself to be sufficiently trained in the above 


Standard Operating Procedure with regards to my individual roles and responsibilities  


Signature of Trainee ………………………………………… Date ……………………… 


I confirm training in the above SOP was delivered as recorded above and that the trainee 


may be considered sufficiently trained in their roles and responsibilities. 


Signature of Trainer ………………………………………… Date ……………………… 


Additional Notes & Signatures 
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Signature of Trainer (where appropriate) 


I confirm training in the above SOP was delivered as recorded above and that the trainee 


may be considered sufficiently trained in their roles and responsibilities 


Signature of Trainer ………………………………………… Date ……………………….  
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10.0 Appendices  
The following appendices are included for ease of reference. 


All related documents, including templates, additional guidance, and processes, are 


available to staff at any time via the Memory Service Shared Drive. 


All related policies and procedures are available via LPT intranet (StaffNet: 


www.staffnet.leicspart.nhs.uk) and the public LPT website www.leicspart.nhs.uk   


List of Appendices 


10.1. Memory Service process flow chart 


10.2. MCI pathway flow chart 


10.3. ICMH referral flow chart 


10.4. Breach Call Process 


10.5. Radiology re-read guidance 


10.6. Weekend Clinic Guidance



http://www.staffnet.leicspart.nhs.uk/

http://www.leicspart.nhs.uk/
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10.1. Appendix 1 - Memory Service process flowchart (simplified) 
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10.2. Appendix 2 - MCI pathway flowchart 
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10.3. Appendix 3 – ICMHT referral flowchart 
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10.4. Appendix 4 – Breach Call Process 
 


 


 


Abbreviation / Term Meaning 


TA Team Administrator 


HCSW Health Care Support Worker 


CMHT Community Mental Health Team 


UCS Unscheduled Care Service 


MHP Mental Health Practitioner 


Duty Clinician Nurse or MHP on rota to cover duty calls and queries 


MAS Memory Assessment Service 


NOK Next of Kin (can also refer to carers / support network) 


TA emails spreadsheet of patients waiting longer than 8 


weeks on MAS waiting list to HCSW in order of longest 


wait 


Call Successful 


HCSW records on 


spreadsheet 


HCSW checks if patient has already had 


an assessment or has a booked 


appointment 
Has 


appointment / 


been assessed 


Not yet appointed HCSW adds 


comment to 


spreadsheet. No 


call required  
HCSW calls 


patient 
Call Unable 


to 


contact  


Follow 


Escalation 


Process for 


non-


HCSW follows Breach Call 


Script (embed below) 


No report of significant deterioration / 


unmanaged risk(s)  


Report of significant 


deterioration / unmanaged 


risk(s) 


HCSW repeats call 


on subsequent 


day(s) 
Still unable to 


contact  


HCSW documents call on 


SystmOne and adds 


comment to spreadsheet. 


HCSW to send email (high 


importance) quoting NHS Number 


and request call to patient ASAP to 


Memory Service Duty via email:  


Lpt.mhsopmsduty@nhs.net 


HCSW documents call on SystmOne 


and adds comment to spreadsheet. 


Duty Clinician contacts patient / NOK and makes 


onward referral to UCH or CMHT as required.  


Duty Clinician documents any calls / actions on 


SystmOne 



mailto:Lpt.mhsopmsduty@nhs.net
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10.5. Appendix 5 - Radiology re-read guidance 
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10.6. Appendix 6 – Weekend Clinic Guidance 


Memory Service Weekend Clinic Information 


The Weekend Clinic operates from the Bennion Centre at Glenfield Hospital only. 


This service operates Saturdays and Sundays 09:00 – 15:00 on an as-available basis.  


Clinics are run by clinical staff, with support from a receptionist. 


Criteria for Weekend Clinic 


Patients seen on weekend clinics must: 


• Have been triaged as having no high unmanaged risks (nurse clinic appropriate) 


• Be able to attend on the weekend, preferably with family or carer 


• Have transport available to attend at the Bennion Centre (hospital transport / 


voluntary transport is not currently available on weekends) 


• Be able to speak English or a common language provided by online interpreting 


services (face to face interpreters are not available on weekends) 


o If the patient’s family is able to act as interpreter, this may be considered, in 


line with the LPT Interpretation Policy 


Clinic Format and Operational guidelines 


• Where possible, a minimum of 2 clinical staff should hold clinics on the same day. 


o Lone working is facilitated by having support from ward staff during any 


incidents. 


• Staff must have access to pit alarms in clinic at all times. 


• Clinic space limits staffing to a maximum of 4 clinicians per clinic 


• Staff should not work more than 10 days in a row, and should only book shifts which 


allow them to have at least 1 day off between 10 days of work. 


• Shifts will be bookable via the Team Lead or Deputy, and recorded on EasyPay as 


bank hours with the Memory Service under cost centre 0233 (investment funds) 


• Clinics should only be cancelled in exceptional circumstances. The Team Lead must 


be notified if sickness or absence prevents staff from holding clinics.  


o Alternatives to cancellation will be explored, including sourcing other staff to 


cover the shift, or providing cover where possible. 


• Clinicians may be expected to support any element of the Memory pathway, including 


assessment, delivery of diagnosis, and medication follow-up. They must be able to 


evidence they are proficient in these tasks before booking a shift.  


o Staff wishing to cover clinics with limited experience can contact the Team 


Lead to arrange shadowing of Memory Clinicians during the week. 


• Supervision is provided during the week in the format of an MDT with a medic. 


These must be attended by any clinician assessing patients in weekend clinics. 


o Memory staff may arrange to present patients in their normal MDT, at the 


discretion of the medic providing supervision. 


o Non-memory staff will need permission from their line manager to attend MDT 


during their normal work hours before booking to work in the weekend clinic. 


o Additional work may be generated at MDT. This will not be covered by bank 


hours, and should be discussed with the Team Lead if staff do not have 


capacity to support patients.  


• Staff will follow the standard Memory Service SOP to provide all elements of care. 


Guidance is subject to regular updates. Please check with Team Lead for additional information. 






