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	REQUEST & RESPONSE: 
I am currently writing a book examining public health service delivery, with a specific chapter dedicated to comparative dementia care pathways between Denmark and the UK. The objective is to evaluate effective practices within the NHS to present actionable recommendations for improving dementia care in Denmark.

To build a well-documented case study, I am seeking an insider perspective on the care pathways offered by your NHS Mental Health Trust (excluding private-pay options, unless publicly funded by your Trust).

Specifically, I would appreciate details on the 2 to 3 most effective interventions—both pharmacological and non-pharmacological—that your Trust currently provides to delay or mitigate cognitive decline in average patients.

1. Pharmacological Services / Treatments

For each of the top medical interventions, please provide:

* Product & Manufacturer: The name of the product/medication and the manufacturer (as listed on the pharmaceutical packaging).

OUR RESPONSE: The main pharmacological treatments include donepezil, galantamine, rivastigmine and memantine. These are generally prescribed generically, so manufacturers may vary.
* Historical Context: What product or treatment did this replace, what key improvements did it bring (e.g., further delayed cognitive decline, status maintenance), and how long has your Trust used it?

OUR RESPONSE: These are established treatments within dementia care and have not necessarily replaced specific previous treatments.

* Eligibility & Reach: The criteria required for a patient to receive this medication, and the estimated percentage of your dementia patient base receiving it.

OUR RESPONSE: Treatment is based on individual clinical assessment and NICE guidance. We do not hold Trust-wide data on the percentage of dementia patients receiving each treatment.

* Clinical Outcomes: The average observed outcome based on your Trust’s experience (e.g., average period of postponed decline or symptom reversal).

OUR RESPONSE: Outcomes are assessed at individual patient level. We do not hold aggregated Trust data on the average period of delayed cognitive decline or symptom reversal.
* Staff & Operational Impact: The broader benefits to staff and patients (e.g., reduced care resources required, improved quality of life, or staff skill development).

OUR RESPONSE: Treatment aims to support cognition, functioning and quality of life as part of the wider dementia care pathway. We do not routinely quantify staffing or resource benefits attributable to individual medicines.
* Financial & Comparative Data: The estimated annual cost per patient (including product cost and administration), any cost savings compared to previous interventions, and the key data/evidence used when selecting this medication.

OUR RESPONSE: We do not hold annual per-patient costs or comparative savings for individual dementia medicines. Treatment decisions are based on clinical appropriateness, NICE guidance and available evidence.
2. Non-Pharmacological Services / Interventions

For each of the top non-medical interventions (e.g., therapies, cognitive programs, behavioural frameworks), please provide:

* Service & Provider/Licensor: The name of the service/program and the licensing provider or vendor.

OUR RESPONSE: Age UK – Cognitive stimulation therapy, day centres, dementia friendly classes and events, dementia advisors offering advice and support to patients and carers.
Historical Context: What previous service/provider did this replace, what changes did it bring, and how long has it been deployed in your Trust?

OUR RESPONSE: There is no record of any previous provider as Age UK has been partnered with the Trust for decades.
* Eligibility & Reach: Access requirements and the estimated percentage of eligible patients receiving this service.

OUR RESPONSE: All patients diagnosed with a dementia are offered a referral to the service. We do not hold Trust-wide data on the percentage of dementia patients actually receiving the service.
* Clinical Outcomes: Observed average outcomes based on overall Trust experience (e.g., average period of postponed decline or symptom reversal). 

OUR RESPONSE: We do not hold aggregated Trust data on the average period of delayed cognitive decline or symptom reversal.
* Staff & Operational Impact: Observed benefits for staff and patients (e.g., reduced care burden, skill enhancement).

OUR RESPONSE: Intervention aims to support cognition, functioning and quality of life as part of the wider dementia care pathway. We do not routinely quantify staffing or resource benefits attributable to service/intervention.
* Financial & Comparative Data: The annual cost per patient (including licensing and administration costs), financial savings compared to earlier interventions, and the underlying data that supported the selection of this service.

OUR RESPONSE: We do not hold annual per-patient costs or comparative savings for individual interventions as the ICB fund the service provider. The provider is a designated provider for LPT; the Trust does not select services to provide support.



