
Evaluation of Greenwich and 

Bexley Community Hospice 

Dementia Service 

Alison McCarthy, Modern Matron, 

Community Services, Greenwich and 

Bexley Community Hospice 



Project 

ÅImproving the experience of people with 

dementia at the end of life in Greenwich 

and Bexley Boroughs, through expert 

support, training and partnership working 

ÅSupported by a St Jamesôs Place 

Foundation Grant, managed by Hospice 

UK 

 



Three conclusions 

1. A high quality service that demonstrates how 
integrated services open the door to earlier, more 
appropriate, community based services for 
people living with advance dementia.  

2. The service shows demonstrable evidence of 
improved care, sustained family support, and 
reduced anxiety and crisis. 

3. The evidence points to a more effective use of 
the health care system with better outcomes at 
the end of life with a reduced use of unplanned 
care. 



Five domains of outcome 

1. Increased accessibility 

2. Improved integration of services 

3. Improved outcomes 

4. Better system effectiveness 

5. Higher quality of care 



1. Increased accessibility 

ÅThe dementia service has increased access to 

expert end of life care by over 68% (comparing 2015 

to 2016) 
 

ÅA majority of new patients referred to the dementia 

service have come from GP and Hospital referral 

(57%) 
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Access 

ñThe hospice project has broken through the barrier of 

referral for advanced dementia patientsò 
 

ñA GP recognises an advanced dementia patient as an 

end of life patient and then feel able to engage the 

hospiceò 



2. Improved integration 

ÅThe connected hospice and community service for 

advanced dementia has opened the door to a range 

of expert end of life care services 
 

Å94% of patients have accessed existing hospice 

community services 

Å46% have also accessed one further hospice 

service and 37% go on to access two additional 

hospice services 

Å22% have used the hospice IPU either for complex 

symptom control or care at the end of life 
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Time in the service for those still 

living with dementia 
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3. Improved outcomes 

Å97% of patients have achieving their preferred place 
of care. 93% of patients have died out of hospital 
either at home (47%) or in a nursing home (37%) or 
in the hospice (11%) 
 

ÅThe service has sustained carers who were losing 
their capacity to cope 

ÅThe service has provided exemplary care that 
enables peaceful and dignified death 

ÅProfessionals within the Hospice and the 
Community service report wider reach, better 
coordination and professional learning 
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4. Better system effectiveness 
ÅEvidence of wider and more effective reach to 

people living with dementia alongside end of life 

care needs 
 

ÅEvidence of avoided crisis admission for 1 in 10 

patients 

ÅAnd evidence that integrated care avoids crisis in 

the first place through earlier engagement in 

planned care 

Å17% of patients receive the care of 3, 4 or 5 hospice 

services with multiple episodes of care. 71% of 

these patients access the hospice IPU 
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Pathways 

Å94% access a community service 

Å26% access Hospice@home services  

Å22% access the Inpatient Service Unit 

Å21% access services from the Hospice 

Hospital team 

Å11% rehabilitation, 5% social work or 

Helping Hands, 2% Day Hospice and 1% 

Counselling 



5. Higher quality of care 

ÅGiving invaluable support to the family 
 

ÅSustaining carers who are losing the capacity to 

cope 
 

ÅProviding exemplary care that enables peaceful and 

dignified dying 
 

ÅThe importance of specialist dementia 

understanding 

 



Early engagement 

ñFinding the moment to flip from intervention to 

palliative care is not easyò 
 

Engaging end of life expertise increases the 

confidence of other professionals to avoid over-

treatment and to avoid the dangers of under-

treatmentò 



άthe dementia project Χ ǿƛǘƘƻǳǘ whose help I would have been at a 
ƭƻǎǎέ  FB1 

άno one told me anything until you nurses were called in and straight 
away they put my mind at rest έ FB4 

άIt was very reassuring that there was always someone able, willing 
and caring to give help and ŀŘǾƛŎŜέ FB6 

άLǘ ƳŀŘŜ ǎǳŎƘ ŀ ŘƛŦŦŜǊŜƴŎŜ ǘƻ ƘŀǾŜ ȅƻǳ ǘƻ ǘŀƭƪ ǘƻ ŀƴŘ ŘƛǎŎǳǎǎ ƳǳƳΩǎ 
changing medical ƛǎǎǳŜǎέ  FB7 

Invaluable support for the family 



άI feel there is a light at the end of the ǘǳƴƴŜƭέ  FB9 

άThe support I received from Lisa Morris was invaluable to ƳŜέ FB11 

άI found it most helpful to talk to a specialist nurse about dementia 
and what would happen at the end of life. We as a family felt more 
ŀǎǎǳǊŜŘέ 

FB12 

άI experienced a huge feeling of relief when Lisa arrived and proved 
so positive and ŎŀǇŀōƭŜέ  FB13 

άL ŦŜƭǘ ǘƘŜ ǘŜŀƳ ǿŜǊŜ ŀ ƎǊŜŀǘ ƘŜƭǇ ƛƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎ Ƴȅ ƳƻǘƘŜǊΩǎ 
ƛƭƭƴŜǎǎ ŀƴŘ ƛǘ ǊŜŀǎǎǳǊŜŘ ƳŜ ǘƘŀǘ L ǿŀǎƴΩǘ ŀƭƻƴŜέ FB29 



Sharing the burden (FB1) 

ñI was desperate to keep Tony at home and he was 
desperate to stay here, but things were becoming 
extremely difficult, and I began to doubt that I could 
manage. I experienced a huge feeling of relief when 
Lisa arrived and proved so positive and capable. I 
realised at once that this would be a burden shared. 
The carers were incredibly wise and obviously 
experienced at working with people with dementia 
and I learned a great deal from them. I loved the way 
they were so kind and cheerful with Tony and he 
liked them too. The dementia project improved the 
quality of both our lives. Thank you.ò 

 





The reassurance of answered 

questions  

άhǳǊ ǉǳŜǎǘƛƻƴǎ ǿŜǊŜ 
answered clearly and 

promptly by Lisa at home 
several months before the 
ŜƴŘ ƻŦ aǳƳΩǎ ƭƛŦŜέ  

 

ά±ŜǊȅ ƘŜƭǇŦǳƭ ς 
answered all our 
questions and 

was very 
reassuring in 

terms of support 
and any worries 

we hadέ 

ά{ƘŜ ǿŀǎ ƪƛƴŘ ŀƴŘ 
explained 

everything very 
wellέ 

ά¢ƘŜ ŘŜƳŜƴǘƛŀ ƴǳǊǎŜ ǿŀǎ 
the only one who gave me 
some answers which I was 
ŀƭǿŀȅǎ ŀǎƪƛƴƎ ŦƻǊ Χ L ƴŜǾŜǊ 

got no answer until you 
ŎŀƳŜ ŀƭƻƴƎέ  

άvǳŜǎǘƛƻƴǎ ŀƴǎǿŜǊŜŘ ƘŀǇǇƛƭȅΦ  
At end of telephone if needed 

desperately!έ 



Being available 

ά{ƘŜ ǿŀǎ ƪƛƴŘ ŀƴŘ 
explained everything 
very well and told me 
I could contact her at 
any time if I needed 
to, which is very 
ŎƻƳŦƻǊǘƛƴƎ ǘƻ ƪƴƻǿέ  

 

ά¸ƻǳ ǿƛƭƭ ƪƴƻǿ ƳƻǊŜ ǘƘŀƴ 
most is both physically and 
mentally draining with no 

light at the end of the 
tunnel. However, I draw 

comfort from the fact that 
Lisa Morris is a phone call 

away and responds 
diligently to both our needs 

for which I am truly 
ƎǊŀǘŜŦǳƭέ 

ά²Ŝ ŀǊŜ ǎƻ ƎǊŀǘŜŦǳƭ ŦƻǊ 
the 24 hour access to 
the team and the 
support and 
information given to 
ǳǎέ  

ά¢ƘŜ ǎǳǇǇƻǊǘ L ǊŜŎŜƛǾŜŘ ŦǊƻƳ 
Lisa Morris was invaluable to 
me. The knowledge that I 
could always contact her with 
a problem was a great 
comfort and gave me support 
ǿƘŜƴ ƛǘ ǿŀǎ ƴŜŜŘŜŘ Ƴƻǎǘέ 

ά²Ŝ ŀǊŜ ǎƻ ƎǊŀǘŜŦǳƭ ŦƻǊ ǘƘŜ нп 
hour access to the team and 
the support and information 
ƎƛǾŜƴ ǘƻ ǳǎέ  


