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1. Welcome and introduction to the webinar Chair 10:30-10:35

2. Introduction to the Dementia 100 MLCSU 10:35-10:55

3. The national context Jeremy Isaacs 10:55-11:10

4.

System Perspectives:

• Developing integrated and collaborative 
systems

• Strategy development at system level

Spencer Dinnage

Helena Hounslow

11:10-11:30
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Alzheimer's Society
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11:30-11:40

6. Q&A Ally Davies 11:40-12:00
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An Introduction to the 
Dementia 100

Ally Davies, Claire McKechnie-Mason
& Andy Allinson

The Improvement Unit, Midlands & Lancashire CSU



The Team

• Claire McKechnie-Mason, Improvement Consultant
• Andy Allinson, Improvement Consultant
• Sam Singh, Clinical Lead

• Ally Davies, Head of The Improvement Unit
• Nicola Fry, Project Manager

Find out more about us:
The Improvement Unit - NHS Midlands and Lancashire

https://www.midlandsandlancashirecsu.nhs.uk/our-expertise/the-improvement-unit/


Overview of the D100

What is the Dementia 100?
• Evidence based self assessment tool
• Consisting of 100 criteria statements against which a Place can 

score themselves 
• Criteria cover all areas of the pathway for a person living with 

dementia and their carers
• Draws together existing regulations and guidance
• Provides a baseline of current provision for ongoing resource 

allocation, improvement planning and strategy development



Development of the D100:
Timeline



Development of the D100:
Key elements

Engagement & establishing an evidence base
- Including Expert Advisory & Oversight Group, Desktop Review 
& engagement with national policy leads

Service user engagement
- Including Alzheimer’s Society Lived Experience Group and 
Carer Support Organisations

Data Analysis
- Including data packs for each System and across all pilot areas, 
highlighting strengths, gaps and opportunities for improvement

Finalise & prepare products for national use
- Including rewrite of the D100 based on findings & production 
of the final tool and supporting documentation

Testing the usability of the tool
- Including pilots with 4 systems , working across14 Places



Development of the D100:
Policies and partnerships 
Partners and associates 
• DHSC
• NHSE
• National Collaborating Centre for Mental 

Health 
• Alzheimer’s Society 
     (inc. Lived Experience group)
• Dementia UK 

Input also received from:
• The academy 
• VCSEs 
• The Local Government Association
• NHSE Policy Teams 
• DHSC Policy Teams 

Policies and guidance reviewed within 
development: 
• Well Pathway for Dementia
• Neighbourhood Health Guidelines
• Prime Minister’s Challenge 2020
• Right Care Scenario 
• FRAIL strategy 
• High Impact Change Model for Discharge
• Young onset dementia pathway 



Structure of the D100
Each Pillar has one or more 
‘Priority Criteria’ for more 
focussed attention (total of 14):

Each Pillar is split into ‘Building 
Blocks’ (or sub-themes):

Within each Building Block are a 
number of criteria statements:

The Tool is structured under six 
Pillars, aligned to the Well 
Pathway:

The Tool is underpinned by 4 
foundations that run 
throughout all areas:



Assessment Measurements
The assessment tool is completed at Place.  

• During assessment, each Place records a ‘Level’ of achievement against 
each criteria

• Supporting information is available to guide scoring

• A rationale for scoring can be recorded within the tool

• Levels 4 and 5 should ideally have evidence readily available 

• The data allows for a full assessment of strengths and gaps across all 
service provision

Scores can be compared at System

• Findings can be aligned across all Places within a System

• Allows for easy identification of areas of best practice and opportunities to 
share

Level Locality Level Descriptor

Level 0
 Not at all ready to achieve/anticipate 

 barriers to achievement

Level 1
 Desire to achieve this ambition but there

 are currently no plans in place

Level 2
 Plans are in place towards achieving this

 ambition

Level 3
 Limited achievement across one or two

 organisations only

Level 4
 Partially achieving eg across most but not

 all care settings

Level 5
 Fully achieving eg across all care settings,

 with supporting evidecne available



Example of D100 Pillar



Purpose of the Toolkit

The findings from completion of the 
tool can be used to: 

• Monitor and report issues and 
risks for governance purposes

• Support improvement planning 
and business case development 

• Drive the priorities and focus in a 
system level strategy

• Guide allocation of constrained 
resource

• Create efficiencies, share best 
practice and support good 
partnership working



The guidance document 
Full Implementation Guidance

Summary Guidance

https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/dementia-100/ml-nhs-dhsc-dementia-100-full-implementation-guidance-2025.pdf?sfvrsn=87993fec_8
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/dementia-100/ml-nhs-dhsc-dementia-100-summary-guidance-2025.pdf?sfvrsn=c40f5695_5


The guidance document 



Top tips
Before you start:
• Partnership working/ stakeholder identification
• Take the time to prepare in advance
• Have clarity on roles, responsibilities and governance

During completion:
• Effectively manage different perspectives
• Be pragmatic
• Be evidence based and inquisitive

After completion:

• Moderation across the system
• Proactively identify commonalities and trends
• Use the findings to make a difference

Top Tips Document

https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/dementia-100/ml-nhs-dhsc-dementia-100-hints-tips-faqs-2025.pdf?sfvrsn=44c8064a_5


Launch of the tool and guidance

• Resources available:
• Dementia 100 Pathway Assessment Tool – Excel document, available for download and 

use
• Full implementation guidance
• Executive summary document
• Training materials/ FAQs

• Documents available on the NCCMH website:

Dementia 100 resources

Dementia%20100%20resources


Ongoing support from MLCSU
Before:
• Preparation (Stakeholder mapping & identification)

During:
• Overall system coordination
• Independent facilitation & moderation

After:
• Data analysis across Places
• Improvement Planning
• Strategy development

Contact: mlcsu.improvement@nhs.net 
Website: MLCSU The-improvement-unit

mailto:mlcsu.improvement@nhs.net
https://www.midlandsandlancashirecsu.nhs.uk/our-expertise/the-improvement-unit/


The National Context

Jeremy Isaacs 
National Clinical Director for Dementia



850,000    people living 

with dementia in England
750,000 

the number of people with 

dementia in the UK could 

exceed 1.6 million

of whom 67% of people might 

have severe dementia

Unless we maximise 

opportunities for primary and 

secondary prevention

Dementia prevalence is 

increasing, and the pattern 

of severity is changing

By 2040

The scale of dementia



The pattern of dementia severity is changing

Projections of older people living with dementia and costs of dementia care , UK, 2019–20 (lse.ac.uk)

https://www.lse.ac.uk/cpec/assets/documents/cpec-working-paper-5.pdf


Risk Reduction

Only one third of people know it is 

possible to reduce their risk of dementia

These dementia risk factors intersect 

with socioeconomic and other forms of 

inequality

Less 

education in 

early life

Hearing loss
Traumatic 

Brain Injury

Hypertension

Alcohol 

consumption 

(>21 units 

per week)

Obesity

 (BMI > 30)

Smoking Depression
Social 

Isolation

Physical 

Inactivity
Diabetes Air Pollution

High LDL 

cholesterol

Uncorrected 

vision loss



Risk reduction & deprivation

Dementia incidence rates per 1,000 person years 

(95% confidence intervals)

Deprivation Tertile CFAS I (1990) CFAS II (2010)

Least deprived 19.7 (14.6, 26.5) 14.0 (10.7, 18.3)

Intermediate 21.0 (15.9, 27.8) 18.7 (14.7, 23.8)

Most deprived 18.8 (14.0, 25.2) 20.6 (15.8, 26.8)

Table courtesy of Dr Sebastian Walsh
Matthews et al., 2013. The Lancet. Comparison of dementia prevalence in CFAS I and II

Only the least deprived have benefited from dementia risk reduction



At any one time 1 in 4 

hospital beds are occupied 

by people living with 

dementia

People with dementia often 

experience longer hospital 

stays and delays in leaving 

hospital

Hospital admission can 

trigger distress, confusion, 

and delirium for someone 

with dementia

This can contribute to a 

decline in functioning and 

a reduced ability to return 

home to independent living 

Acute to community shift (how the toolkit can help)



NHS England 
2025/26 priorities 
and operational 
planning guidance

• 1. Reduce the time people wait for elective care

• The Dementia 100 can: help to improve the experience and reduce the 
inequalities of elective care

• 2. Improve A&E waiting times and ambulance response times

• The Dementia 100 can: 

• Reduce avoidable ambulance dispatches and conveyances, and reduce 
handover delays

• Improve and standardise urgent care at the front door of the hospital

• Reduce length of stay in hospital and ensure that patients are cared for 
in the most appropriate setting

• Set the foundations of the neighbourhood health model ( will discuss in 
another slide )

• 3. Improve patients’ access to general practice and urgent dental 
care

• The Dementia 100 can: Improve the interface between primary and 
secondary care 

• For 2025/26 ICBs and providers are asked to focus on: 

• reducing demand through developing Neighbourhood Health Service 
models with an immediate focus on preventing long and costly 
admissions to hospital and improving timely access to urgent and 
emergency care

• making full use of digital tools to drive the shift from analogue to digital

• addressing inequalities and shift towards secondary prevention

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2F2025-26-priorities-and-operational-planning-guidance%2F&data=05%7C02%7Cclairemckechnie%40nhs.net%7Cba8865d10ff84b6d88d808dd71be9082%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638791785458670317%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=8FdTzHWq036W1M28x4zvRqIQ7wf95CfHUOhStJwTupM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2F2025-26-priorities-and-operational-planning-guidance%2F&data=05%7C02%7Cclairemckechnie%40nhs.net%7Cba8865d10ff84b6d88d808dd71be9082%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638791785458670317%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=8FdTzHWq036W1M28x4zvRqIQ7wf95CfHUOhStJwTupM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2F2025-26-priorities-and-operational-planning-guidance%2F&data=05%7C02%7Cclairemckechnie%40nhs.net%7Cba8865d10ff84b6d88d808dd71be9082%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638791785458670317%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=8FdTzHWq036W1M28x4zvRqIQ7wf95CfHUOhStJwTupM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2F2025-26-priorities-and-operational-planning-guidance%2F&data=05%7C02%7Cclairemckechnie%40nhs.net%7Cba8865d10ff84b6d88d808dd71be9082%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638791785458670317%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=8FdTzHWq036W1M28x4zvRqIQ7wf95CfHUOhStJwTupM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2Fneighbourhood-health-guidelines-2025-26%2F&data=05%7C02%7Cclairemckechnie%40nhs.net%7Cba8865d10ff84b6d88d808dd71be9082%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638791785458692894%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=pnyX49eSTPNxVfqaxAd0Bz1tLcMU9vLFOVOi%2Ft1sNi0%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2Fneighbourhood-health-guidelines-2025-26%2F&data=05%7C02%7Cclairemckechnie%40nhs.net%7Cba8865d10ff84b6d88d808dd71be9082%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638791785458692894%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=pnyX49eSTPNxVfqaxAd0Bz1tLcMU9vLFOVOi%2Ft1sNi0%3D&reserved=0


DEMENTIA 
100

100 questions 
across 6 pillars

Leading Well

Preventing Well

Diagnosing Well

Supporting Well in the 
Community and in Hospital

Living Well

Dying Well

There is a coordinated approach to the 
leadership, planning, and monitoring 
of dementia services across a system.

There is a coordinated approach to 
prevention and awareness

Diagnosis and post-diagnosis support 
is in place (mental health and primary 
care)

There is access to safe high-quality 
health and social care for people living 
with dementia and their carers

People with dementia can live well in 
safe and accepting communities.

People living with dementia die well 
(End of Life & Palliative Care)

Underpinned by 4 
foundations which embody 

the core requirements

Leadership Carers Holistic 
Care

Seamless 
pathways

Drawing together the myriad 
of existing resources

Putting the person at the centre of the story 
to show the difference between a suboptimal, 
but realistic, pathway of care compared to an 
optimal one

Right care Scenario (2024)

Improving the timely and effective discharge 
of people with dementia and delirium into the 
community

High Impact Change Model (2024)

A strategy for the development and improvement of 
acute frailty same day emergency care services

The Well Pathway / Dementia Care 
pathway  (2018)

NICE Guidance

NICE Quality Standards

FRAIL Strategy (2024)

Young onset dementia pathway (2025)

Dementia 100: Pathway Assessment Tool
Reducing variation in dementia diagnosis, treatment, and care 
across integrated care systems

Neighbourhood Health Guidance (2025)



Dementia 100: Pathway Assessment Tool
100 criteria across six pillars which describe best practice standards for dementia services



Priority criteria
1.13 Commissioned services undertake dementia-focused equality impact assessments to evaluate the effect of service changes on the local 
populations and communities

1.14 Health, social care and relevant third sector organisations apply a tiered dementia training programme, which is monitored and reported

1.15 Education and training for unpaid carers is delivered, monitored and tailored to their needs

1.18 The ICB has a co-ordinated dementia strategy and improvement plan in place

1.20 Dementia performance metrics are reviewed at ICB level and overseen by a co-ordinated, multi-agency group

2.19 Strategies addressing the wider and social determinants of health reference their impact on dementia risk

3.4 People living with dementia are provided with a single named health or social care professional who is responsible for coordinating their care 
from assessment to end of life

3.7 People with suspected dementia have an initial assessment within 6 weeks of referral and, where possible, receive a diagnosis and start 
treatment

3.12 There is a mechanism in place to enable holistic personalised care and support plans to be created and updated by all agencies involved in 
the care of the person with dementia

3.19 Pharmacological interventions are delivered in line with the NICE dementia guideline

4.2a Non-pharmacological interventions are delivered in line with the NICE dementia guideline

5.5 A range of suitable urgent community-based services are commissioned, including crisis prevention, urgent, and intensive support services

5.7 Advice is given to carers about their right to carer assessment, and accessibility to respite care, breaks, and support groups

6.5 Integrated multidisciplinary approaches are taken to the delivery of palliative care and end of life care for people living with dementia



Achieving the national goals by using the toolkit

• Diagnosis and care plan within 18 weeks of referral (priority criterion 3.7)

• Greater consistency in diagnostic practice (Pillar 3, Diagnosing Well)

• No barriers to NICE-approved pharmacological and non-pharmacological interventions 

(priority criterion 3.19 and priority criterion 4.2a)

• Universal offer of a dementia coordinator/keyworker (priority criterion 3.4)

• Good quality end of life care for all (Pillar 6, Dying Well)

• Routine collection of patient and carer feedback (criteria 1.7 and 1.8)

• All dementia activity in the NHS is supported by robust data reporting systems (priority 

criterion 1.20)

• A public health-led approach to dementia risk reduction (priority criterion 2.9)



System Perspectives
Spencer Dinnage

Operational Service Manager for Older People’s 
Community Mental Health, Dementia and Frailty and 

Steward, Ageing Well Programme
NHS Mid and South Essex Integrated Care System

Helena Hounslow
Mental Health Programme Lead

NHS Lancashire and South Cumbria Integrated Care 
System



Developing integrated and 
collaborative systems

• Stakeholder mapping across neighbourhoods, places and 
systems to develop better networks across services

• Moderation exercises build trust between stakeholders, help to 
standardise scores, and enable system-level view of quality of 
services 

• Toolkit provides a common goal for places and systems – for 
the purposes of improvement, planning, service development, 
and strategy



Strategy development at 
System level

• Toolkit brings together most pertinent standards, guidance, and 
recommendations for evaluation and self-assessment 

• Provides a view of complex pathways for the purposes of priority-
setting in strategy development

• Baselines service provision to allow work towards 
standardisation across geographies

• Enables a mechanism for monitoring strategy over time



Partner Perspectives

Tim Baverstock 
Head of Local System Influencing

Alzheimer's Society

Caroline Scates
 Deputy Director of Admiral Nurse Development

Dementia UK



Alzheimer’s Society
• Why were we keen to be involved?

• Supportive for leaders, commissioners 
and practitioners

• How can we use it? Use Lived 
Experience!

• Alzheimer’s Society support

tim.baverstock@alzheimers.org.uk



Dementia UK

Introduction to our 
charity and Admiral 

Nursing

Why we endorse 
Dementia 100

Standards for best 
practice

We are here to help

Dementia 
UK

April 2025 Dementia 100

Caroline.scates@dementiauk.org



Question & Answer Session

Ally Davies
Head of The Improvement Unit, MLCSU



Q&A Panel

Tim Baverstock

Head of Local Systems 
Influencing

Alzheimer’s UK

Helena Hounslow

Mental Health Programme 
Manager

National Clinical Director 
for Dementia

NHS England

Jeremy Isaacs Spencer Dinnage 

Operational Service Manager 
and Aging Well Steward

NHS Mid and South 
Essex ICB

Deputy Director of Admiral 
Nurse Development

Dementia UK

Caroline Scates

NHS Lancashire and 
South Cumbria ICB

Claire McKechnie-
Mason

Improvement Consultant

The Improvement Unit - ML 
CSU



Close

Jeremy Isaacs 
National Clinical Director for Dementia
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