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11 	   OVERVIEW

11.1	Bolton’s Joint Mental Health Commissioning Strategy for older people with mental health needs came to an end in March 2009 and in view of the fact that the National Dementia Strategy(15) as expected, it was felt sensible to delay publishing a like for like replacement document and developing an all age strategy.

11.2	It has been the stated aim of Bolton people since 2007 that a needs-led model should be commissioned and provided.   Earlier in this strategy what is meant by a needs led service has been detailed using the Royal College of Psychiatrists’ guidance(23). 
11.3	There is now further guidance in the form of the Equality Act(24) which enshrines a duty on all public bodies to ensure that older people can access the same health and social care services that younger people receive.  The implications of this Act are significant and will be implemented over the lifetime of this strategy.

11.4	There is, therefore, a need for all stakeholders to recognise that age of itself should no longer be a major determinant in deciding what services people in later life should access.  Patient/service user choice must be a prime factor in the decision making process.  It is recognised that this approach may challenge some professionals’ views and practices.  However, everyone needs to accept that learning new skills or different approaches is the way forward and that a systematic process of enabling change to take place in a timely way will need to be driven through effective leadership, education, training and skills development.

11.5	Not only does the term ‘needs-led’ relate to people’s age, it also applies to a host of other factors such as gender, faith, spirituality, ability, disability, culture as well as important issues such as personal beliefs, attitudes and behaviour, all of which span the whole life cycle.

11.6	This strategy, therefore, advocates that an ageless functional mental illness service is introduced (across inpatients and community mental health teams) and that a discrete organic (dementia service) is likewise developed for people of all ages.

11.7	The Older People National Service Framework(22) remained policy until 2011 majored on two conditions for older people i.e., depression and dementia and, whilst these conditions may account for the largest proportion of mental illness in older people, there are many other conditions experienced which, in theory, were  taken account of in the NSF for adults(21). The reality, however, was that these other conditions were given insufficient focus and this has meant that gaps in Bolton’s mental health system have appeared, notably services for people with early onset dementia, memory services to ensure early identification of people with dementia, psychological services for those with depression and support, via augmenting the current mental health liaison service, for those people with dementia and physical health problems cared for in acute hospitals. 

11.8	The principle of providing integrated services (health/social care/housing other) is fundamental to meeting the needs of older people generally and specifically in relation to mental health.  Older people have more in common as a group even if many of them have mental health problems.  What distinguishes older people from adults of working age is that they can have a significant number of co-morbid conditions which span the spectrum of physical, mental health and social care.  

11.9 The 2009 mental health needs assessment of people in later life (Spring into Wellbeing)(17) amply demonstrates that there are a multiplicity of issues that combine to make meeting needs of people in later life truly ‘everybody’s business’  not least because of the economic burden of an ageing population.  Key issues identified by older people were feelings of isolation, growing spirituality, family relationships and friendships.  Housing and leisure were also of concern since many older people live in poverty in the Borough which effectively bars them from some of the opportunities which present to the better off in society.

11.10 The Bolton model remains one that is rooted in goals to enable people to live as independently as possible so that individuals’ needs can be met in a holistic way and respect the stated wish that older people wish to remain in their own homes for as long as possible with the necessary support.

11.11 The overall aim of the strategy will be to maintain people at home through supporting carers for as long as practicable thus delaying entry into ‘residential’ accommodation.  In so doing, the need for hospital beds should diminish.   The growing numbers of people with dementia and the reduced financial envelope make the re-shaping of services a necessity to get the best possible value for money whilst, at the same time, maintaining quality services that produce good outcomes for service users and carers.

11.12 The previous strategy stated that there would be no significant structural change within and across organisations and that services would be based on collective and collaborative networking.  However, as health and social services work ever more closely together there are opportunities which present which could provide ‘more for less’.  These are detailed in subsequent sections.  There are also opportunities for integrating dementia services through the creation of a single health and social care management function including the use of pooled or aligned budgets.

11.13 The development of care pathways requires careful consideration, not only to ensure seamless movement within and between services but also to increase efficiency and effectiveness of services and a significant resource has been developed within NHS Bolton to move this work forward  for dementia services.  A dementia care pathway has been developed and is being launched in the Autumn of 2011.

11.14 Within older people mental health services, there are significant opportunities for service users and their carers to take control of their own recovery.  All those people eligible for social care who are assessed as having critical or substantial needs will be allocated an indicative amount of money to spend how they wish to meet their needs through the personalisation agenda.  At some point these social care ‘direct payments’ may well be followed by personal health budgets thus giving individuals the freedom to meet their own particular needs and thereby provide maximum possible choice.  The only exceptions to this will be people deemed to be ‘at risk’ or where people do not wish to do so.   In these circumstances social care practitioners will provide support as well as undertake carers’ assessments and review.   In the fullness of time health workers should be able to provide a similar service.

11.15 For those people not in the critical or substantial categories there will be a Bolton Council system of self directed support which will use highly trained staff to provide advice and signpost to appropriate services. Bolton Council has also developed  targeted prevention and specialist care provision strategies(36)(37) which set out priorities and outcomes aimed at reducing health inequalities, reduced requirement for specialist services, more choice and stronger voices for service users and carers as well as the commissioning of efficient and effective services.

11.16 This change in practitioners’ roles (if individuals decide to commission their own care) will mean that there will be a need to define the basic responsibilities of health and social care practitioners (social workers, CPNs, occupational therapists) reserving to them only those tasks that these specialist staff can do, establishing core competencies within teams and look at skill mixing between qualified and unqualified staff to undertake the remaining tasks.

11.17 Bolton’s vision for older people with mental health problems is  to:-

· Provide quality outcomes for people with dementia (see figure 6 overleaf)
· Provide universal information and advice (akin to the NHS Direct model) where highly trained practitioners are able to signpost individuals who do not fall under the substantial or critical categories of need to appropriate services.
· Give service users and their carers more choice and a stronger voice through ensuring that all eligible individuals in the critical and substantial categories have a notional budget to spend as they see fit to achieve self-directed outcomes.
· Provide multi-disciplinary short term assessment and intervention services, to facilitate re-ablement as a goal.
· Provide recovery and rehabilitation services for defined periods of time as part of any intermediate care service according to assessed need.  (Bolton Dementia Service).
· Assess and signpost people with dementia and their carers to the appropriate tier of ‘residential’ accommodation, be that health, social services, or the independent sector

11.18 At the time of writing this strategy the Coalition Government’s intention in relation to free personal care is unknown and will need to be factored in.  

11.19 The original concept of providing care in three sectors of the Borough can no longer be sustained and this strategy is based on developing the Firwood Dementia Centre into a Bolton-wide facility (with two geographical spokes) which will change its current sole respite function into one of assessing individuals, continuing to provide some respite, signposting people to other services and extending community support so that more people can remain at home for longer if that is their and/or their carer’s wish.









	
	Page 69
	

	
	
	





Figure 6

Quality outcomes for people with dementia: building on the work of the National Dementia Strategy

	Outcome

	Descriptor
	NICE QS
	NDS Objective

	I was diagnosed early
	People will have the information they need to understand the signs and symptoms of dementia. Those concerned about dementia will know where to go for help.  The time between people presenting symptoms to a doctor and being diagnosed will be as short as possible for everyone.

	2,3
	1,2

	I understand, so I make good decisions and provide for future decision making
	Everyone affected by dementia will get information and support in the format and at the time that best suits them.  They will be supported to interpret and act on the information so that they understand their illness and how it will impact on their lives, including any other illnesses they may already have.  They will know what treatments are best for them and what the implications are and they will be supported to make good decisions.

	3, 5
	3, 4, 5

	I get the treatment and support which are best for may dementia, and my life

	Everyone living with dementia will receive the best dementia treatment and support, no matter who they are or where they live.  They will feel that their personal needs have been appropriately assessed and that their treatment and potential consequences of treatment have been well planned and delivered in a coordinated way that is appropriate to their individual needs and preferences.  They will be able to exercise personal choice in social care and ongoing support will be of a high quality.
	1, 4, 5, 7, 8
	2, 6, 8, 9, 10, 11, 13, 18

	I am treated with dignity and respect

	People living with dementia will report that they are treated with dignity and respect by all those involved throughout their dementia journey.  They will also be open about living with dementia without fear of stigma or discrimination.  It will be well recognised and understood by the public and professionals that dementia is a condition that increasing numbers of people will live with.

	1
	1, 13

	I know what I can do to help myself and who else can help me
	People living with dementia will be supported to self-manage the consequences of dementia and its treatment, to the degree they are able/wish to.  They will know where to turn to get the clinical, practical, emotional and financial support they need when and where they need it.  They will feel confident that they can practice their faith and spirituality and that others will help them when they need support

	1, 3, 4, 5
	3, 4, 5, 6, 13





Quality outcomes for people with dementia: building on the work of the National Dementia Strategy

	Outcome

	Descriptor
	NICE QS
	NDS Objective

	Those around me and looking after me are well supported

	People living with dementia will feel confident that their family, friends and carers have the practical, emotional and financial support they need to lead as normal a life as possible throughout the dementia journey.  They will know where to get help when they need it.
	3, 4, 6, 10
	3, 4, 5, 7

	I can enjoy life
	People living with dementia will be well supported in all aspects of living with dementia, leaving them confident to lead as full and active life as possible.  They will be able to pursue the activities (including work) that allow them to be happy and feel fulfilled while living with dementia.

	3, 4
	1, 4, 5, 6

	I feel part of a community and I’m inspired to give something back

	People who have been affected by dementia and others will feel inspired to contribute to the life of their community, including action to improve the lives of others living with dementia.  This includes having the opportunity to participate in high quality research.
	1, 5, 16
	

	I am confident my end of life wishes will be respected.  I can expect a good death

	People who are nearing the end of their life will be supported to make decisions that allow them and their families/carers to be prepared for their death.  Their care will be well co-ordinated and planned so that they die in the place and in the way that they have chosen.
	5, 9
	12, 13
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11.20 It is fully recognised that all organisations have sought to provide cost effective services over the years but the scale and pace of change in both health and social care dictates that local changes will need to be substantial.  The level of savings in both health (and particularly social care) is unprecedented for both commissioners and providers.  Nationally, the NHS has to find £20 billion over the next four years to reinvest in front line services to meet the growing needs of an ageing population and the ever increasing costs of medical interventions.   Additionally, Bolton Council has to find substantial sums as part of the Government’s austerity measures.   In 2012/13 alone, the savings are in the order of £38 million.  NHS Bolton/GP Consortia will be required to meet a local QIPP programme.     All health and social care services will, therefore, have a responsibility to contribute to these savings and it is hoped that through re-shaping local services such savings can be achieved without loss of either quality of care or overall capacity.

12 .	CONTEXT

12.1	This section of the needs-led mental health commissioning strategy is devoted to the needs of people with dementia of all ages.   There is a national requirement to produce a dementia strategy for each PCT/Local Authority and so this section, whilst forming an integral part of the all-age strategy, will also be used as a stand alone document.   In practice, this means that there will be some overlap with previous sections in order to set the context. 

12.2	The Coalition Government set out important principles for the commissioning of services which essentially put Clinical Commissioning Groups in the driving seat.  The Government also wants to see more choice and empowerment through giving citizens a greater say in how the NHS is run using the mantra ‘nothing about me without me’.

12.3 The Coalition Government  produced a vision for adult social care in 2011 which sets out the need for health/social care complementary outcome measures to support even closer ties amongst local partners.  The four key outcomes are:-

· Promoting personalisation and enhancing quality of life for people with care and support needs
· Preventing deterioration, delaying dependency and supporting recovery
· Ensuring a positive experience of care and support
· Protecting from avoidable harm and caring in a safe environment

12.4 The Coalition Government’s Business Plan for 2011-15 highlights that it will prioritise dementia research within the health research and development budget.

12.5 Coinciding with the final drafting of It’s my Life, the Coalition Government has also launched an acceleration of four National Dementia Strategy priorities (see below).

12.6 These accelerated priorities set out for health and social care and their delivery partners the role of the Department of Health, the fit with the new vision for future health and care as set out in the White Paper ‘Equity and Excellence:  Liberating the NHS’(10).  The four accelerated priorities are:-

· Good quality early diagnosis and intervention for all (NDS 2)
· Improved quality of care in general hospitals (NDS 8)
· Living well with dementia in care homes (NDS 11)
· Reduced use of antipsychotic medication

There is no specific NDS work-stream for anti-psychotic medication although work is currently going on nationally and locally which will contribute to this particular objective.  
GMW conducted a baseline audit in 2009/10.  Bolton is undertaking work to achieve a   significant reduction in anti-psychotic prescribing by March 2012 and there is a planned programme of work to achieve this.

12.7 As part of the series of documents associated with ‘Liberating the NHS’(10), the Department of Health has published a consultation document called ‘Local Democratic Legitimacy in Health(38) which provides a framework for local democratic accountability.  Local Authorities will not only continue to lead the statutory joint needs assessment but will now be held  responsible for implementing its recommendations within available  resources and given formal powers to scrutinise all health services.  The JSNA will inform commissioning of health and care services and promote integration and partnership.  There will be support for joint commissioning and pooled budget arrangements, where parties agree this makes sense.    No topic is more fitting for such joint working and scrutiny as dementia care.  This strategy envisages a complete health and social care system for people with dementia and proposes as much integration as possible to achieve efficient and effective service provision that provide high quality outcomes to meet ever-growing need.

12.8 Finally, the need to link effectively with Public Health England  will be paramount.    Whilst there is, as yet, nothing specific in relation to dementia care, the messages about prevention and early intervention are enshrined in the consultation document ‘Healthy Lives, Healthy People’(11). Prevention and early intervention are going to be paramount as more and more evidence is published in the forthcoming years.


13 BACKGROUND

13.1 The annual economic burden of late-onset dementia (those over 65 years of age) is estimated by the Alzheimer’s Society at £14.3 billion (more than stroke, heart disease and cancer combined).   Between 25 and 30 per cent of care home costs are funded privately.   NHS and Local Authority social care services provided for people with dementia costs £1.17 billion and £2.13 billion respectively.

13.2 The National Audit Office(39) cites dementia care as ‘a significant and urgent challenge to health and social care in terms of both numbers of people affected and cost.   It is also a major personal challenge to anyone experiencing early symptoms and seeking diagnosis which merits the seriousness accorded to, say, cancer.   Parallels can be drawn between dementia now and cancer in the 1950s when there were few treatments and patients were commonly not told the diagnosis for fear of distress’  Dementia does indeed represent a key test of how well health and social services together with partners in the private and voluntary sectors work together’.

13.3 The Government has already highlighted the importance of dementia in the 2010 and 2011 Operating Frameworks which set the agenda for PCTs.   It has charged NICE (the National Institute for Health and Clinical Excellence) with producing a comprehensive library of standards for all the main pathways of care.   Dementia features as one of three immediately prioritised by the new Coalition Government, cementing the importance of implementing the National Dementia Strategy(15).   NICE has also amended and reissued  the technology appraisal guidance so that people with mild dementia may now be prescribed drugs.  This may well have the effect of encouraging families and GPs to detect those people with early signs and symptoms.

13.4 There have been many reports produced in relation to dementia over recent months and the key national reports used as a reference point in this section of the all age strategy are Living Well with Dementia:  The National Dementia Strategy (NDS)(15) and the National Audit Office Report (39)– Improving Services and Support for People with Dementia.

13.5 In terms of local work, the guiding documents have been the comprehensive health needs assessment for mental health which was completed in December 2009(17).  This took account of the strategic needs assessment of long-term social care for older people developed by Planning4Care and a further needs assessment, led by Public Health, and undertaken by the voluntary sector, looking at the health and wellbeing needs of the over 55s.    All these assessments are summarised in the Joint Strategic Needs Assessment (JSNA).  The full needs assessments are available on the NHS Bolton website.

13.6 Dementia was also selected as a regional priority as part of the regional CQUIN  advancing quality (AQ) programme to improve effectiveness, patient experience and safety through measuring and monitoring interventions to ensure they happen with the aim of giving the best quality treatment first time, every time.   As identified above, this programme is being extended to include further ‘stretch’ targets for providers.

13.7 There is, therefore, no shortage of guidance and evidence in relation to care for people with dementia – the real challenge (both nationally and locally) is to engage sufficient support to make care for this group of people the priority it should be – not only from a quality of life perspective for both people with dementia themselves and their carers – but also because there are sound financial arguments to achieve ‘more for less’.


14.	BOLTON’S VISION   

14.1 The National Audit Office(39) points out that early diagnosis and intervention in dementia is cost-effective, yet there is a significant diagnosis gap with only one third to one half of people ever receiving a formal diagnosis.   Bolton currently diagnoses 42% of its population and by 2021 there will be a 29% increase in dementia.  It may seem at odds to seek out unidentified need at a time of financial restraint.  However, early diagnosis and treatment can mean that delays in more costly interventions (such as residential or hospital care) can either be avoided or delayed.  This is what the ‘upstream’ agenda is all about.   NHS Bolton will, therefore, wish to see resources released from bed closures utilised to develop key priorities (memory assessment service, integrated community dementia service, mental health liaison and voluntary sector activity).

14.2 As part of seeking greater efficiency, there will be a move to disinvest in a small number of hospital beds.  Savings will be used to fund Bolton’s share of QIPP (£20 billion nationally over the next four years) and the remaining monies will be used to re-provide services ‘upstream’ so that taxpayers receive ‘more for less’   This will need to be achieved through smarter working and through the further development of a mixed economy of care providing further opportunities for the independent and voluntary sectors as well as NHS providers.

14.3 There are also significant cost efficiencies to be gained in acute hospitals through reducing length of stay caused by delayed discharge.       Details of potential cost savings at Bolton NHS Foundation Trust are included later in this section but key to releasing resources will be the further  development of a mental health liaison service, the role of which will be to support general nurses in the acute hospital in the early identification and management of people with cognitive and other mental health difficulties such as depression to ensure that there is unfettered movement between hospital, community services and the independent sector at the very earliest opportunity,  thereby promoting cost effective services in all areas of health and social care associated with acute hospital activity.

14.4 A vital element of pursuing this strategy of maximising independent living is the Bolton Community Dementia Service.    This service is based on a ‘hub and spoke’ model with Firwood – the Social Services 27 bed facility -  providing the hub and spokes providing outreach services to North and South Bolton as discrete sectors.  Over time, it is envisaged that the Bolton Community Dementia Service will provide the pathway for planned care to hospital and residential care (Figure 9).

14.5 There is currently little voluntary sector activity in dementia care, yet the potential contribution is immense.   The voluntary sector has always been quick to fill gaps in the market and, at the same time, bring innovation to the forefront of service delivery.   Steps will, therefore, be taken to foster voluntary sector involvement.

14.6 In summary the strategy is about:-

· Reducing the number of older people mental health organic hospital beds and reducing activity in acute sector beds which care for people with dementia through compliance with the agreed dementia care pathway.  
· Re-investing savings (after QIPP) in community mental health teams
· Developing the mental health liaison team to support the acute hospital
· Developing and integrating a health and social care Bolton Community Dementia Service, including the creation of a memory assessment service 
· Managing the market so that there is a mixed economy of care for ‘any qualified provider’ so that there is a more refined stepped care approach to provision.
· Providing opportunities for the voluntary sector across the range of activities 

An outline stepped care model for dementia is shown at Figure 7.


15.	THE CHALLENGE

15.1 Moving to a needs led service has been the number one priority for change in Bolton since 2007.  For dementia services this means that older people services will address the needs of people of all ages with dementia.   There are relatively low numbers of people with early onset dementia (under 65s) but their needs are extremely complex.  Services for people with early onset dementia, through a lack of investment, are not well served in Bolton and there needs to be a specific commissioning focus to address this gap.  Nationally, there are thought to be around 15,000 people who need specifically tailored services.

15.2 During the last three years, the Council and NHS Bolton invested £276,000 as part of its Local Delivery Plan.  This investment has funded new posts in the Bolton Community Dementia Service in both health and social care provider services as well as developing psychology in both primary and secondary mental health services.  

15.3 The Council also prioritised the development of the Firwood Centre itself as a major priority and spent £400k in bringing this facility up to 21st century standards which was a major achievement.  GMW has also invested in CMHT facilities at Firwood House which is in the grounds of Firwood Centre.


15.4 In 2011/12 NHS Bolton plan to invest in:-


· A memory assessment service
· A GP Wellness Service (to provide therapy for anxiety and depression (including those with mild dementia) called Think Positive
· Infrastructure costs to develop the Bolton Community Dementia Service so that this element of the strategy, including the NDS  can be taken forward in a timely way.
· Expansion of the mental health liaison service together with clarity in relation to funding source.

15.5 In order to take forward the development of dementia services as speedily as possible a Dementia Project Lead has been appointed whose role will be to implement the National Dementia Strategy.

15.6 Additionally, an independent review of both organic and functional services will be completed by December 2012.  This will make recommendations for future commissioning requirements and service configuration/models that seek to maximise the quality, effectiveness, efficiency and integration of these services to the population of Bolton.

15.7 Revised governance arrangements are being consulted upon to implement both the local  and national strategies.

15.8 A consultation process on this draft strategy is taking place in September/October 2011 following which recommended priorities for action will be reviewed and an action plan published. 




Figure 7 - Stepped Care Model for People with Dementia (PWD)
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16 	THE NEEDS TO BE MET

16.1 NHS Bolton’s needs assessments are an important element of this strategy as they seek to inform and support the need for dementia to be elevated as a key priority.

16.2 The following paragraphs provide some insight to the challenges ahead.

16.3 Alzheimer’s disease and other dementias

· Alzheimer’s disease and other dementias are characterized by a progressive decline in memory and other cognitive functions and is a major cause of late life disability.  Aggressive or challenging behaviour can also be a feature.  Informal carers, who provide the core of support, experience high rates of stress and depression.

· More than one in twenty of the population aged 65 and over in England and Wales will suffer from a significant degree of dementia.  Numbers of people in need of care over the coming decades are due to rise at an increased pace as the overall elderly population increases due to the disproportionate rise in the number of people aged 85 and over.  The prevalence of dementia increases with age and is estimated at approximately 20% at 80 years of age.  Furthermore, in a third of cases dementia is associated with other psychiatric symptoms such as depression, anxiety, and alcohol related problems.

· The Planning4Care model follows the PSSRU/Wanless national projection methodology.  This means the model implements a set of clearly identified levels of social care needs, and then estimates the current and projected proportions of the total over-65 population expected to be within each of these groups.  

· In total the over-65 population of Bolton is projected to increase by 41% over the next twenty years.  This figure is slightly below both the regional (45%) and the national (50%) projected increases.  However, the over-85 population is estimated to grow considerably faster, with an 84% increase over the next twenty years.  Again, the Bolton figure is below both the regional (90%) and the national (92%) projected increases.


	The over-65 population increases for Bolton, the North West, and England

	 
	Needs group
	2009
	2014
	2019
	2029
	Percentage increase 2009-2029

	 
	 
	 
	 
	 
	 
	 

	Bolton
	All people 65+
	41,100
	46,100
	49,700
	58,000
	41.1%

	 
	People 85+
	5,000
	5,400
	6,100
	9,200
	84.0%

	 
	 
	
	
	
	
	

	North West
	All people 65+
	1,144,400
	1,279,400
	1,386,700
	1,656,500
	44.7%

	 
	People 85+
	145,100
	162,400
	188,200
	275,000
	89.5%

	 
	 
	
	
	
	
	

	England
	All people 65+
	8,426,000
	9,523,700
	10,395,800
	12,609,100
	49.6%

	 
	People 85+
	1,154,000
	1,309,800
	1,522,900
	2,216,800
	92.1%

	 
	 
	 
	 
	 
	 
	 



· The prevalence of dementia increases with age and is estimated to be approximately 20% at 80 years of age.  The annual incidence of vascular dementia is 1.2/100 overall person years at risk, and is the same in all age groups.  Alzheimer’s disease accounts for 50-75% of cases of dementia.  The annual incidence of senile dementia of the Alzheimer type rises to 34.3/100 person years at risk in the 90 year age group; the incidence is higher in women than in men.  Other types of dementia such as Lewy Body dementia are relatively rare but can be very distressing.  In a third of cases, dementia is associated with other psychiatric symptoms (depressive disorder, adjustment disorder, generalised anxiety disorder, alcohol related problems).  A complaint of subjective memory impairment is not a good indicator of dementia; altered functioning is a more important symptom.

· A register is a pre-requisite for the organisation of good primary care for a particular patient group.  There is little evidence to support screening for dementia and it is expected that the diagnosis will largely be recorded from correspondence when patients are referred to secondary care with suspected dementia or as an additional diagnosis when a patient is seen in secondary care.  However, it is also important to include patients where it is inappropriate or not possible to refer to a secondary care provider for a diagnosis and where the GP has made a diagnosis based on their clinical judgement and knowledge of the patient.

· There are currently 1165 people on the dementia register in Bolton for 2008/09 set against an estimated 4555 people, 1659 of whom are undiagnosed set against expected prevalence.

· Planning4Care estimates suggest that the number of people in Bolton over-65 with social care needs will increase by 46% over the next twenty years as a result population growth.  This is below that expected for the region (48%) and England (53%).  Furthermore, those with very high social care needs is projected to increase at the same rate as the region and England for physical needs, and slower than the region and England for cognitive/functional needs.

· The same is also seen for the number of people in Bolton with dementia, where a 60% rise is projected (63% for those with “severe cognitive impairment and functional disability”).  Again, the increase is below the region (63%) and England (68%), meaning that projected service requirements and costs will increase in Bolton at a slower rate than across the North West and England.

	



	 
	Needs group
	2009
	2014
	2019
	2029
	Percentage increase 2009-2029

	 
	 
	 
	 
	 
	 
	 

	Bolton
	All with dementia
	2,780
	2,980
	3,350
	4,460
	60.4%

	 
	Very high needs, cognitive/functional
	1,170
	1,260
	1,410
	1,910
	63.2%

	 
	 
	
	
	
	
	

	North West
	All with dementia
	78,930
	86,410
	97,380
	128,970
	63.4%

	 
	Very high needs, cognitive/functional
	33,440
	36,860
	41,340
	55,790
	66.8%

	 
	 
	
	
	
	
	

	and
	All with dementia
	601,070
	663,790
	751,360
	1,008,190
	67.7%

	 
	Very high needs, cognitive/functional
	256,710
	285,540
	322,180
	438,900
	71.0%

	 
	 
	 
	 
	 
	 
	 



· Alcohol dementia, sometimes linked with Korsakoff Syndrome, is a specific disorder of the brain associated with long-term heavy drinking and thiamine deficiency.  It is thought that almost 10% of diagnoses of dementia are a result of extensive alcohol misuse.  Furthermore, it is difficult to distinguish between dementia and Alzheimer’s disease as there are very few qualitative differences between the two.  Alcohol dementia can occur as young as thirty years of age, but usually occurs between the ages of fifty and seventy.  The onset and severity of this specific type of dementia is directly linked to the levels of alcohol consumed by the individual(29).

· Alcohol misuse is a concern in Bolton.  From the Bolton Health and Lifestyle Survey 2007 we know that 28.7% of Bolton’s adults binge drink at least once a week, 24.3% drink over the sensible limit, and 4.8% are CAGE classified problem drinkers.  Binge drinking is a particular problem in Bolton with rates higher than the North West (23%) and England (18.2%).  Prevalence is lower for all the previous for those over 65 compared to the Bolton average.  However nationally, alcohol-related hospital admissions in the over-65’s have increased by two thirds over the past four years.  Furthermore, the increasing prevalence of alcohol misuse among the younger population can be expected to influence future dementia prevalence.  Since the 1960s alcohol consumption has almost doubled.  A contributing factor in this is that the price of alcohol relative to UK income has halved since the 1960s.  It is known that alcohol misuse in older people is currently underestimated and under diagnosed; and while Alzheimer’s disease, vascular, and Lewy Body dementia continue to be the major causes of dementia, alcohol-related dementia is often overlooked or perceived as a co-morbidity.  As alcohol levels amongst the younger and middle aged generations is twice that of the generations currently suffering dementia, we can expect alcohol-related dementia to increase in the future(40).

· It is important to note that the elderly are not a homogenous group.  As with any significant population group there has always been heterogeneity, but this is becoming increasingly more apparent as the group increases in size.  There are inequalities between the older and the general population, and within the older the population itself, and current trends show these social and economic inequalities are expected to increase.  As the value of state pension relative to income declines, the circumstances of older people living on different sources of income are expected to diverge.  It is known that health and social services can remarkably change the quality of life of older people and lessen health inequalities, especially for the most disadvantaged; however, as a population group they are spread across Bolton.
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· As a group the older population can be further dissected according to need.  The National Service Framework for older people 2001 divided older people into three broad groups:
		
· Entering old age: people who have come to the end of employment and parenting.  These people may be as young as fifty and are active and independent.  The goal of health and social care for this group should be to promote and extend healthy active living and minimise morbidity;

· Transitional phase: these people are in a transition between leading a healthy and active life and frailty.  The goal of health and social care for this group should be to identify emerging problems with a view to preventing crisis and long-term dependence;

· Frail old people: these people are vulnerable as a consequence of health problems such as stroke, dementia, etc.  The goal of health and social care for this group should be to anticipate and respond to problems and recognise the complex interaction of physical, mental, and social care factors that compromise independence and quality of life.

· The Framework also states that services should be culturally appropriate and recognise the higher prevalence of some conditions in certain groups, for example, the increased rate of diabetes among the South Asian population.

· The Government strategy on dementia Living Well with Dementia: A National Dementia Strategy attempts to transform the care of sufferers and their families.  The strategy promises “memory clinics” in every town offering assessment, support, information, and advice for those with memory difficulties.  The Audit Commission report Forget Me Not(41) promotes the improvement of mental health services for older people with particular emphasis on management at the early stages, access to specialist services, care for those who can no longer be cared for at home, and the development of services that can successfully respond to the complexity of needs as required.  The report estimates that 11% of those with dementia need care at least once a week, almost 50% need care at least once daily, and that 34% need care or supervision continually or at brief irregular intervals each day.  These rates suggest the following increases locally over the next five years:

· 309 increasing to 336 people needing care at least once a week;
· 1403 increasing to 1527 people needing care at least once daily;
· 954 increasing to 1038 people needing care or supervision continually or at brief irregular intervals each day.

· An update report in 2007 argued that the current health and social care response to dementia is similar to the poor state of cancer care in the 1950s where cancer continued undiagnosed and there was little support in place to help sufferers and their carers.  As a final figure the National Audit Office estimated that only a third of people with dementia are currently diagnosed.  The below graph is taken from the Alzheimer’s Society report Dementia: what every commissioner needs to know and demonstrates the diagnosis gap for dementia.  (The reported prevalence is based on levels of diagnosis within Primary Care Trusts for 2006, and the estimated actual prevalence has been calculated using data from the 2007 Dementia UK report in conjunction with population estimates from the Office for National Statistics).
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· This diagnosis gap is evident in Bolton as it is throughout the country.  The following shows Bolton compared to its peers for estimated prevalence of dementia in 2007 compared to numbers of people of dementia registered with a GP.  The table shows that Bolton can expect a 31.7% increase in the number of people with dementia by 2021.  Currently, only 42.3% of those estimated to have dementia in Bolton are registered with a GP, this ranks Bolton 51st in this area out of the 152 Primary Care Trusts.  The percentage increase is one of the highest, but a ranking of 51st is around average when Bolton is compared to its peers.  Walsall is the 5th worst PCT in the country for diagnosis of dementia, but PCTs such as Wakefield, Sandwell, and Bradford and Airedale are all far better ranked than Bolton and have very similar challenges to Bolton.
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· Having a care review among patients with dementia is vital to better assessing the specific care needs of individuals:

“The face to face dementia review should focus on support needs of patients and their carers.  As the illness progresses, and more agencies are involved, the review should additionally focus on assessing the communication between health and social care and non-statutory sectors as appropriate, to ensure potentially complex needs are addressed.  Communication and referral issues highlighted in the review need to be followed up as part of the review process(42)

	In the following table the numerator comes from QOF data and represents patients on the dementia register who have had their care review recorded in the 15 months prior to the reference date.  The denominator is all patients on the dementia register (excluding those who have been exception reported).


	Care review among patients with dementia: 2007/08

	 
	Denominator
	Numerator
	Percent
	95% CI

	 
	 
	 
	 
	LCL
	UCL

	 
	 
	 
	 
	 
	 

	England
	203093
	163464
	80.5
	80.3
	80.7

	 
	
	
	
	
	

	North West
	30166
	23960
	79.4
	79.0
	79.9

	 
	
	
	
	
	

	Bolton
	1070
	856
	80.0
	77.5
	82.3

	 
	
	
	
	
	

	Heywood, Middleton, and Rochdale
	803
	638
	79.5
	76.5
	82.1

	Tameside and Glossop
	981
	779
	79.4
	76.8
	81.8

	Oldham
	937
	733
	78.2
	75.5
	80.8

	Coventry
	1172
	942
	80.4
	78.0
	82.6

	Walsall
	724
	592
	81.8
	78.8
	84.4

	Ashton, Leigh, and Wigan
	1051
	842
	80.1
	77.6
	82.4

	Bury
	829
	703
	84.8
	82.2
	87.1

	Dudley
	1122
	832
	74.2
	71.5
	76.6

	Kirklees
	1631
	1334
	81.8
	79.8
	83.6

	Bradford and Airedale
	2173
	1720
	79.2
	77.4
	80.8

	Salford
	875
	722
	82.5
	79.9
	84.9

	Halton and St Helens
	1200
	976
	81.3
	79.0
	83.4

	Wakefield
	1479
	1198
	81.0
	78.9
	82.9

	Rotherham
	1144
	877
	76.7
	74.1
	79.0

	Sandwell
	1326
	1045
	78.8
	76.5
	80.9

	 
	 
	 
	 
	 
	 



· The percentage of patients on the dementia register who have had a care review is relatively consistent across England, the North West, and Bolton and its peers at around 80%.  However, dementia care overall is often criticised.  

· Considering efforts to meet the future increase in need, it is important to highlight that one in three people with dementia live in care homes and the quality of care has been found inadequate for people with dementia.  A series of reports confirmed that services are struggling to deliver good quality dementia care.  The Alzheimer’s Society Home from home report found that people with dementia socially interact for just two minutes in an average six hour period in a care home(43).  The Commission for Social Care Inspection report See me, not just the dementia concludes that over half of nursing homes fail to provide good dementia care(44).  Finally, the All Party Parliamentary Group on Dementia Report Always a Last Resort found that over 100,000 people with dementia are inappropriately prescribed sedative antipsychotic drugs due to inadequate care(45).  In relation to the final point, the Care Minister announced in June 2008 that a plan will be published in 2009 to reduce the use of antipsychotic medication in care homes.  This work is now underway in Bolton.

· The National Dementia Strategy for England outlines the Department of Health’s vision for changing dementia services between April 2009 and March 2014.  Importantly, the strategy has been developed after consultation with thousands of people with dementia, their carers, and health and social care professionals.  The key transformations recommended for dementia services are grouped into four themes:

· Raising awareness and understanding;
· Early diagnosis and support;
· Living well with dementia;
· Making the change.

· Efforts under the theme of raising awareness and understanding focus upon publicity campaigns to aid early diagnosis and reduce stigma.

· Efforts under the theme of early diagnosis and support compose of the development of specialist memory assessment services, improving the information given following diagnosis, the development of a dementia care advisor role, and the development of peer support networks for people with dementia and their carers.  These recommendations are based on some of the strongest messages from people with dementia and their carers that they need a single, local, named contact to offer advice about dementia and where to seek help.  People with dementia and their carers also said they have so far drawn considerable benefit from meeting other people with dementia and meeting other carers to share practical advice about how to live with dementia.

· Efforts under the theme of living with dementia consist of improvements to community personal support, implementing the Carers’ Strategy(46) for people with dementia, improving care in general hospitals, improving intermediate care for dementia, offering supportive housing and tele-care, improving care home care, and improving end of life care.

· Efforts under the making the change theme focus on issues of improving workforce education, joint planning, performance monitoring and evaluation (including inspection), dementia research, and effective national and regional support for implementation.

· With the ageing population and the resultant increasing prevalence of dementia throughout the UK it is vital that services are transformed to adequately meet this need.  The criticisms of the Alzheimer’s Society, the Commission for Social Care Inspection, and the All Party Parliamentary Group on Dementia prove that current need is not always adequately met.  In this light Levin lists ten key requirements for good dementia care(47):

· Early identification of dementia: health screening of patients over 75 years of age in general practice should include simple testing of cognitive function;

· Integrated medico-social assessment: recognising the presence of cognitive impairment needs to be combined with an overall appraisement of the domestic situation;

· Active medical treatment: medical and home nursing care may be required for concurrent physical illness as well as for behavioural problems.  As a result district nurses must often deal with cognitive disorder in older people they visit, and so need both additional training and reduced caseloads to be able to cope adequately with the resulting problems;

· Timely referral: because of diagnostic and treatment problems, and for practical advice and help in management;

· Information, advice, and counselling;

· Continuing back-up and review: as episodes of NHS specialist care tend to be fairly brief, responsibility here often devolves to primary care professionals together with CPNs working in community mental health teams;

· Regular help with household and personal care tasks: under the Chronically Sick and Disabled Persons Act, local authorities have a duty to assess disabilities and to provide aids and adaptations for the physically disabled, as well as support services such as meals on wheels and incontinence laundry.  At the same time they often lack the resources to provide regular home help for the growing numbers of very elderly people who suffer from combined mental and physical impairment;

· Regular breaks from caring;

· Regular financial support: and the benefits advice appropriate;

· Permanent residential care: families confronted with the prospect of long-term care may need support and guidance on a number of issues – to reach their decision that the time has come, to help them deal with any emotional conflicts, to know how to gauge the quality of care of a nursing home, and to take full advantage of any financial provisions made by the state.


	The Alzheimer’s Society report Dementia: what every commissioner needs to know concludes:

“Given the significant numbers of people with dementia using health and social care services, transforming services for people with dementia will be fundamental to achieving world class commissioning, personalisation, and the recommendations of the Darzi review(48).

Later sections of the report illustrate how Bolton proposes addressing the issues highlighted above. 






17 NICE GUIDANCE

17.1 The National Institute for Health and Clinical Excellence (NICE) is responsible for providing national guidance on the promotion of good health and prevention and treatment of ill health. 

17.2 Detail of the entire guidance for specific subjects is not appropriate for this review; therefore, a summary of the prominent recommendations is offered to portray the major themes of the national guidance.   

17.3	The following recommendations have been made as priorities for implementation:

· Non-discrimination: those with dementia should not be excluded from any services because of their diagnosis, age, or coexisting learning disabilities.
· Valid consent: consent should always be sought from people with dementia.  This means informing the person of options, verifying the person understands, that there is no coercion, and that consent continues over time.  If the person lacks the capacity to make a decision, the provisions of the Mental Capacity Act 2005 must be followed.
· Carers: health and social care managers must ensure that the rights of carers to receive an assessment of needs as set out in the Carers and Disabled Children Act 2000 and the Carers (Equal Opportunities) Act 2004 are upheld.  Furthermore, carers of people with dementia who experience psychological distress should be offered psychological therapy, including cognitive behavioural therapy.
· Coordination and integration of health and social care: there should exist coordination and integration of all agencies involved in the treatment and care of people with dementia and their carers, including jointly agreeing written policies and procedures.  Joint planning should include local service users and carers to highlight and address problems specific to each locality.  The coordinated delivery of health and social care services for people with dementia should involve:
· a care plan agreed by health and social services that considers the changing needs of the person with dementia and their carer(s);
· named health and/or social care being assigned to conduct the care plan;
· the care plan being endorsed by the person with dementia and/or carer(s);
· formal reviews of the care plan; the frequency of which should be agreed between professionals and the person with dementia and/or carer(s).
· Memory services: memory assessment services (which may be provided by a memory assessment clinic or by community mental health teams) should be the single point of referral for all people with a possible diagnosis of dementia.
· Structural imaging for diagnosis: to exclude other cerebral pathologies and establish the subtype diagnosis structural imaging should be used in the assessment of people with dementia.  Magnetic Resonance Imaging (MRI) is the preferred modality to assist with early diagnosis and detect subcortial vascular changes, but Computed Tomography (CT) could be used.  Specialist advice must be sought when interpreting scans of people with learning disabilities.
· Challenging behaviour: people with dementia who exhibit challenging behaviour should be offered an assessment at an early opportunity to establish the likely factors that may cause, exacerbate, or improve such behaviour.  Such assessment should be comprehensive and consider:
· physical health;
· depression;
· possible undetected pain or discomfort;
· side effects of medicine;
· individual biography (including religious beliefs and cultural identity);
· psychosocial factors;

· environmental factors;
· a behavioural and functional analysis conducted by professionals with specific skills with the involvement of carers and care workers.

Individual tailored care plans should be designed to help carers and staff address the challenging behaviour should be developed and reviewed regularly.  The frequency of the review should be agreed with carers and staff involved.

· Training: health and social care managers should certify that all staff working with older people across all sectors have access to dementia-care training (skill development) appropriate to their roles and responsibilities.

· Mental health needs in acute hospitals: acute and general hospital trusts should plan and provide services addressing the specific personal and social care needs and the mental and physical health of people with dementia who use acute hospitals for any reason.

· This guidance has now been supplemented by a NICE quality standards programme, the outcomes of which are provided below.  The quality measures accompanying the quality standards are intended to improve the structure, process and outcomes of health and social care.   They are not a new set of targets or mandated indicators for performance management.   Quality measures are worded as high level quality indicators and these will be supplemented over time.  These standards need to be commissioned from, and coordinated across, the whole dementia care pathway.   An integrated approach to provision of services is fundamental to the delivery of high quality care to people with dementia.

· There are ten quality statements as follows:-
	1. People with dementia receive care from staff appropriately trained in dementia care.

	2. People with suspected dementia are referred to a memory assessment service specialising in the diagnosis and initial management of dementia.

	3. People newly diagnosed with dementia and/or their carers receive written and verbal information about their condition, treatment and the support options in their local area.

	4. People with dementia have an assessment and an ongoing personalised care plan, agreed across health and social care that identifies a named care coordinator and addressed their individual needs.

	5. People with dementia, while they have capacity, have the opportunity to discuss and make decisions, together with their carer about the use of advance statements, advance decisions to refuse treatment, lasting power of attorney and preferred priorities of care.

	6. Carers of people with dementia are offered an assessment of emotional, psychological and social needs and, if accepted, receive tailored interventions identified by a care plan to address those needs.

	7. People with dementia who develop non-cognitive symptoms that cause them significant distress, or who develop behaviour that challenges, are offered an assessment at an early opportunity to establish generating and aggravating factors. Interventions to improve such behaviour or distress should be recorded in their care plan.

	8. People with suspected or known dementia using acute and general hospital inpatient services or emergency departments have access to a liaison service that specialises in the diagnosis and management of dementia and older people’s mental health.

	9. People in the later stages of dementia are assessed by primary care teams to identify and plan their palliative care needs.

	10. Carers of people with dementia have access to a comprehensive range of respite/short break services that meet the needs of both the carer and the person with dementia. 


18.	THE NORTH WEST SUPRA DISTRICT AUDIT OF PRIMARY CARE DEMENTIA MANAGEMENT 2010

18.1	This supra-district audit covering five PCTs has confirmed factors already identified in the mental health needs assessment(16) but highlighted others that were not.  Early identification is key to delivering this strategy so the findings of this local audit are particularly pertinent and serve to evidence the findings of major national reports.

18.2	The needs assessment identified that prevalence on GP registers was lower than reported prevalence and this audit has confirmed that finding.  Although the audit identifies that there are significant differences between PCTs, single and multi-handed practices (with the latter having a higher rate) and the higher the deprivation, the higher the rate.  There was no record of ethnicity in primary care records for 63% of patients overall with the majority of those who were recorded being white/British or mixed/British.

18.3	In April 2005, the Royal College of Psychiatrists published a standard that all those suspected of having a dementia should have a blood screen.  The standard was to achieve 80%; Bolton achieved 63% against an average of the five PCTs of 68.4%.

18.4	However, of those diagnosed 75.5% had an annual review set against an average of 80.4% within the previous 15 months.  44% of all patients were reviewed by their GP with 26% reviewed by a Consultant Psychiatrist.

18.5	Almost 80% of patients had at least one co-morbid condition – the condition with the highest prevalence being hypertension (46%) followed by arthritis (31.6%) and cerebrovascular disease or stroke (26.7%).

18.6	In Bolton 80% had a co-morbid condition, 49.5% had two, 13% had three and 9% had four.

18.7	The study then looked at these conditions to establish whether preventive measures were being implemented.

18.8	Potential improvements for Bolton were identified as follows :-

· Early identification and prevention for hypertensive
· Long-term care for those with co-morbidities 
· Education around diagnosis, detection and investigations 
· Implications for patients, families of later diagnoses in 75% of patients
· End of life care
· Education regarding the appropriate use of anti-depressants 

18.9	On the positive side, dementia reviews were quite high at 72% with the content appearing reasonable.  91.4% were on cholinesterase inhibitors who had been reviewed in the previous 15 months.  The recommendations for all PCTs were as follows:-

· Consider holding education events for GPs and Primary Care teams focusing on recognising the early signs and symptoms and the advantages of specifying dementia subtypes
· Increasing community awareness through local initiatives by charities or PCT itself.
· Information about early signs and symptoms of dementia can be given to nursing and care home staff to help identify patients for further investigation by GPs.
· Diagnosis in Secondary Care (improve communication with primary care after referral)
· Encourage wide spread ethnicity recording for all patients, not only newly registered patients.

18.10	The Alzheimer’s Society has published as national map showing relative identification rates and the Government has launched a national advertising campaign encouraging people with memory problems to contact their GP.   According to the Alzheimer’s Society, Bolton has an identification rate of 43% of people with diagnosed dementia with an estimated increase of 29% anticipated between 2010 and 2021.   In 2010 there are 2896 with diagnosed dementia and 1659 with undiagnosed dementia.  The figures respectively for 2021 are 3723 and 2133.


19.	COUNTING THE COST – THE FUTURE

19.1 Bolton Council and NHS Bolton spend in the order of £13.5 million annually on older people’s care including dementia.  These costs are set to rise as a consequence of the ageing population.   The Coalition Government has signalled its intention to reform the payment system so that money follows the patient.  There is a proposal in the White Paper to introduce the right to a personal health budget in discrete areas such as NHS continuing care as well as those people who require social care services in the critical or substantial categories.  The Government has set out a timetable to introduce a payment by results system in adult mental health services for use from 2012/13 and work has already started locally in preparation for this change in charging policy.

19.2 When PBR is introduced there will be 21 care clusters including tariffs allocated to dementia care.  The current proposal is that there will be four clusters for dementia i.e., cognitive impairment with low, moderate or high need and a cluster for cognitive impairment or dementia (high physical or engagement).    Mental health services will be paid the agreed tariff for activity in each of these clusters. 

19.3 Personalisation in social care is a means of thinking about care and support services in an entirely different way.  It means starting with strengths, preferences and aspirations of the individual and putting them at the centre of the process of identifying needs and making choices about what, who, how and when people are supported to live their lives.

19.4 This will require a significant transformation of adult social care so that all systems, processes, staff and services are geared up to put people first.

19.5 Personalisation will enable commissioners to ensure the right balance of service provision to ensure quality as well as value for money.  This will shape the market and encourage new collaborative ways of working through the development of local partnerships.

19.6 This following sections start at the most expensive and specialist area of service provision and demonstrates how using the information available from a number of sources, services could be reshaped over the lifetime of this strategy.










20.	IMPACT ON INDIVIDUAL SERVICES

	MENTAL HEALTH HOSPITAL SERVICES  

20.1 In order to understand the degree of change advocated, it is important to understand how services are currently designed and how they function.

20.2 Specialist inpatient mental health wards should primarily be used for short term stabilisation of people in crisis (primarily on a section of the Mental Health Act) and aim to avoid long stays.  People with dementia should be moved on to nursing/residential care (statutory or independent) or other customised accommodation.   Those who can live at home should be supported through the provision of a range of domiciliary, day centre and respite care.   The balance of such care in Bolton is currently out of kilter with too many beds and too few community services.

20.3 There are four older people Consultants including a Consultant who takes a lead in relation to liaison. These Consultants are supported by seven junior doctors.

20.4	As part of the re-development of some of the wards at The Rivington Unit based on the Bolton Hospital site, there will be 40 beds provided for people with dementia.  These wards (Redwood and Hazelwood) will become dual purpose admission and assessment wards – one for males and one for females.  Additionally, there will be 15 needs led beds (Hawthorn House) for people with organic/functional difficulties or adults who are frail with high physical health care needs.

20.5	A Strategic Health Asset Planning and Evaluation (SHAPE) tool was published at the beginning of 2010(19).  SHAPE has been designed to support the strategic planning of services and physical assets across a whole health community.   Developed by the Department of Health, the application can assist not only service reconfiguration but support improved integration of health and social care services and inform the vital dialogue with stakeholders.

20.6 Within the SHAPE information the only conditions that are highlighted are those areas where observed admissions are GREATER than expected.

20.7 The areas highlighted are those with an admissions ratio significantly greater than England, after adjusting for age, sex and deprivation.   Both areas highlighted for Bolton are dementias – the admission rate for vascular dementia is 153% higher and for dementia in Alzheimer’s disease 167% higher than England.

20.8 Reducing the average length of stay to that of the national 75th percentile could release around 50% of commissioned bed days for senile dementia alone with further substantial savings in other areas of functional illness for adults of all ages.

20.9 The SHAPE evidence suggests, therefore, that Bolton would require 28 dementia inpatient beds if the length of stay of 15.42 beds was to remain the same.    

20.10	In the calendar year 2010, there were 20 people admitted on a section of the Mental Health Act.  6 were admitted under Section 2, 12 under Section 3 and 2 under Section 5(2).  If NHS inpatient beds were only open to sectioned patients on the evidence of admissions in 2009, the dementia bed count could reduce to less than twenty.

20.11 An examination of the current admission criteria to hospital beds will be necessary. NHS inpatient care should only be reserved for those people with dementia who cannot be looked after in any other upstream service, including the independent sector.     The criteria need to be considered in the light of the Mental Health Act, criteria for continuing healthcare and funded nursing care.   

20.12 It is clear that there is a gap in the care of those people (mainly men) who present with challenging behaviour.  It is proposed that this gap is filled over the lifetime of this strategy.

20.13	As previously highlighted the costs associated with the provision of mental health services overall are crude. However, it is important to provide a financial context within which to take decisions. Wherever, figures are quoted below, the reference sources are highlighted. Where no source is quoted, the figures are actual figures for Bolton.  These figures, whilst they need to be viewed with some caution, do, nevertheless, serve to highlight potential economies.

20.14	Average costs of care per annum per bed is as follows:-

	NHS Reference costs
	    £105,000

	Independent sector custom built for those with high needs 
	      £70,000

	Continuing healthcare paid over and above LA residential/nursing care for people moderate needs
	      £29,952

	Jointly funded nursing care for people with physical dementia needs
	      £25,428



20.15	NHS Bolton proposes  implementing its dementia care pathway.  People will move into and out of such beds according to their needs. Using the SHAPE data potential reductions in dementia beds at one end of the spectrum and the numbers admitted on a Section of the Mental Health Act, then the potential savings range from £1.6m to £2.2m for reinvestment in other mental health services and as a contribution to the prescribed national and local QIPP savings.


CONTINUING HEALTHCARE

20.16	In the vast majority of cases those people who qualify for continuing healthcare do so by virtue of either their behaviour or cognition.   The current number (as at June 2010) of people with dementia who qualify for this payment of £576 per week (£3,444,480,000) per annum at current rates) is 115.   On average around 8 new people per quarter are added to this list.   The referrals either come from the Firwood Centre or via GMW.   All these individuals meet the severe/priority classification.   Every inpatient is assessed against continuing care criteria by the provider (with no commissioner involvement at that stage).   The multi-disciplinary assessment must include a doctor, a nurse and a social worker. The commissioner provides training for the multi-disciplinary team in relation to how to apply the criteria.   The first commissioner involvement is at the initial review once the patient has been placed, and annually thereafter.  

20.17	Overall, benchmarking data suggests that Bolton is high on numbers of people using continuing healthcare but low on cost.  (See table above). 

20.18	As indicated previously, the Government’s White Paper(10) has suggested that a personal health budget for NHS continuing care may be a way forward.




	COMMUNITY MENTAL HEALTH SERVICES  

20.19 The combined staffing of the Bolton Community Mental Health teams equate to 0.7 per whole time equivalent to every 1,000 population.  The 2009 benchmarking club report places GMW in the lower quartile of the accepted range of older people CMHT practitioners indicating that there is a need to improve this ratio of staff to population.

20.20	Unlike the adult CMHTs, commissioning for individuals on caseloads remains the domain of social workers within the older people integrated teams whereas in adult services both health practitioners and social workers commission packages of care.  It will be important to maximise micro-commissioning within the CMHTs.  The personalisation agenda will mean that there will be an ever-growing need to commission packages in a different way and with different providers including the independent and voluntary sector.  It is considered that the most effective way to achieve this change in emphasis will be through creating a single CMHT with a complement of around 30 practitioners.

20.21 Social workers make up a vital part of the community mental health teams.   Unlike the NHS where there is a commitment by government to protecting frontline services, the local authority is in the unenviable position where significant cuts have had to be delivered.   Some vacant social worker posts in community mental health teams across older people and adults have already been disestablished.  Bolton Council will be expected to make savings in the order of £½m per year for the next four years.  A programme of service redesign will take place across all social care services commencing in early summer 2010.

20.22 This section has demonstrated how savings, largely through redesign, can be achieved primarily by making savings in the highest cost areas where local services do not benchmark favourably against national norms.   


BOLTON COMMUNITY DEMENTIA SERVICE (FIRWOOD HUB AND SPOKE MODEL)

20.23	Improving quality across home care, hospital care, intermediate care and in care homes will require significant focus and new investment.   However, the National Audit Office found that there are also ways to make money available by providing better care and, over time, this will release significant investment.   As part of a case study in Lincolnshire, the National Audit Office found that it was possible to release £6million per annum from an acute setting through more effective provision of community dementia services and a partnership response to service delivery.    Lincolnshire has a population of 650,000 and so is approximately 2.5 times the size of Bolton.    

20.24	As highlighted above, there has been a long standing commitment by both NHS Bolton and  Bolton Council in developing community dementia services based on Firwood.  At the present time both health and social care services run side by side however, it is not an integrated service.  Nor does Firwood have a pooled or aligned budget or a single management function.

20.25 Firwood has 27 beds of which 6 are currently for intermediate care.  Recent investment has been focussed on redesigning services to provide a hub and spoke model – the hub being Firwood with geographically based spokes.  A single GP practice supports the physical health care needs of Firwood residents.    Whilst much progress has been made in developing this model, there is still some way to go, hence the appointment of a project lead to provide more focus and increased momentum.

20.26 The 21 beds at Firwood are currently used as a Borough-wide resource to provide rolling respite and some rehabilitation.  A recent study demonstrates that access to Firwood is equitable across localities.  Care provided needs to be in the context of the Care Quality Commission registration with a designated manager.   All such care is means tested and this income to the Local Authority has to be maintained in whatever final model emerges.

20.27 Providing people with dementia and their carers with assessment, respite and rehabilitation is one of the best forms of preventative action that can be taken but this will mean that the existing role of Firwood will need to be changed.

20.28 Over the lifetime of the strategy, it is proposed that Firwood as part of the Bolton Community Dementia Service should become a 27 bed assessment, respite and rehabilitation facility for all planned care as well as for those in ‘crisis’ who fall below the criteria for admission to a hospital bed.  The Bolton Community Dementia Service would ensure that those requiring continuing healthcare, home support nursing or residential care were signposted as part of a care pathway.  This may mean that some people accessing Firwood would require anything up to a 12 week assessment.  Given the long time span of the condition, it is anticipated that admission for assessment could be planned in such a way as to ensure little diminution in the availability of respite care.  Firwood would effectively become the intermediate service as well as the gateway to other services.  Firwood could also expedite the transition for those people with dementia in the acute hospital whose physical health care needs had been fully met.

20.29	Phase 1 would support the development of a new model of care which has been piloted by Greater Manchester West Foundation NHS Trust using investment from the Local Authority and NHS Bolton.

20.30  The aim of the new model of care is to ensure that care delivered to service users is planned to meet any identified needs and ensure that care delivery is approached in such a way that person centred planning is pivotal to implementation of care plans.  The pilot worked with service users admitted to residential care beds.

20.31 Prior to the pilot, Firwood staff could only access support and advice from mental health services via GP referral to the old age psychiatry team.  The pilot involved multi-disciplinary team weekly meetings where person-centred approaches to formulating care plans which supported Firwood based staff were utilised.   This enabled service users in Firwood to be managed more safely and effectively by managing any challenges in care delivery.  This work addressed both physical and psychological needs.

20.32 The people with dementia identified for this pilot were primarily people who presented social workers with significant challenges to the delivery of care or following concerns raised by carers.

20.33	Specialist mental health assessments were undertaken by all members of the mental health team.   The majority of these were for mood disorders, behavioural challenges, sleep problems and overlapping physical and mental problems.    Following assessment, treatment review, behavioural management guidance and referral onwards were the most common outcomes.   Physical aggression was also decreased over the duration of the six month project phase.  Other positive outcomes for service users were improved quality of life, reduction in distress and anxiety, participation in appropriate social activity, reduction of risk factors (e.g., falls) and safer and more effective interventions.

20.34 Social care feedback was generally very positive with all staff surveyed saying that they would now know who to seek guidance from.

20.35 Having demonstrated the value of integrated working in the pilot, this work will now extend to include the current six intermediate care beds, although it is envisaged that these beds will be assimilated into the overall service in due course.

20.36 The Phase 2 development should extend the service to all referrals for planned or short term crisis care below the threshold for admission to continuing health care or to hospital.

20.37 This will require a more formal governance arrangement to be agreed between health and social care.  The Bolton Community Dementia Service will be a single entity provided by an integrated team of practitioners with its own discrete management structure.  This will require a workforce development strategy to take account of differing pay and conditions of health and social care staff as well as a joint training and development programme to underpin these changes.  Joint operational policies will be developed on an ongoing basis in the period leading up to full integration.   This work is already starting as part of the Phase 1 pilot project.

20.38 One of the two CMHTs will be based on the Firwood site.  This will support the sharing of workload and expertise. The two CMHTs may need to be allocated additional resources to enable them to work more effectively and carry caseloads which accord with best practice and a review of capacity will be part of the project brief in developing the Bolton Dementia Service.

20.39 The overall re-modelled service for older people with dementia is shown at Figure 10 below. This is a major change that would impact on every healthcare provider be that statutory, independent or voluntary.  Such a system would benefit from economies of scale, it would minimise duplication of service and it would offer high quality of care for people with dementia and their carers. 
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	PRIMARY CARE


20.40 Part of this strategy is to ensure that those with mild to moderate mental health problems have their needs addressed at the earliest opportunity.  Evidence from across the spectrum of mental health demonstrates that relatively simple mental health interventions at an early stage can be beneficial and reduced carers’ stress.

20.41 What is being proposed is that a step 1 and step 2 service (for those with mild  functional and organic problems) would be provided in general practice with step 3 (for those with moderate functional needs) provided by the Primary Care Mental Health Service and step 4 for those with severe/complex functional or organic needs) provided by secondary mental health services.

20.42 It is also anticipated that by moving care out of the secondary care older people’s CMHTs through addressing minor mental health problems elsewhere this will free up CMHT capacity to maintain more people with moderate to severe problems at home and meet the needs of a growing population of people with dementia.

20.43 The National Audit Office33 also identified that using therapies that reduce behavioural problems is known to reduce carer stress which is often the trigger for unplanned entry into care homes.    NICE estimates the costs of cognitive behaviour therapy for unpaid carers at £27 million nationally.   It is important, therefore, to ensure that psychological services across all steps are able to meet carers needs. 

20.44 The next section looks at specific National Dementia Strategy objectives as amended by the Coalition Government’s four accelerated priorities in Phase 1 and describes what is planned under each objective.  


21.	NATIONAL DEMENTIA STRATEGY OBJECTIVES

	NDS PHASE 1  ACCELERATED PRIORITIES 2010/13

	NDS  2
	good quality early diagnosis and accelerated intervention for all

	NDS  8
	improved quality of care for people with dementia in general hospital

	NDS 11
	living well with dementia in care homes

	NDS
	reductions in anti-psychotic prescribing

	

	NDS PHASE 2 PRIORITIES 2014-15

	NDS   1
	Improving public and professional awareness and understanding of dementia

	NDS   3
	Good quality information for those with diagnosed with dementia and their  carers    

	NDS  4
	enabling easy access to care, support and advice following diagnosis

	NDS   5
	development of structured peer support and learning networks

	NDS  6
	improved  community personal support services

	NDS  7
	implementing the carers’ strategy

	NDS   9 
	improved intermediate care for people with dementia

	NDS 10


 NDS 12
	considering potential for housing support, housing-related services and telecare to support people with dementia and their carers

improved end of life care for people with dementia

	NDS 13
	an informed and effective workforce for people with dementia

	NDS 14
	joint commissioning strategy



NDS Objective 15 (improved assessment and regulation of health and care services and of how systems are working for people with dementia and their carers), objective 16 a clear picture of research evidence and needs and objective 17 effective national and regional support for implementation of the strategy are all high level (national or regional led) objectives which Bolton will link into as appropriate.

21.1	The following section is set out sequentially according to the NDS priorities.  Each section is marked first or second priority in accordance with the Coalition Government’s recently announced four ‘accelerated’ priorities.

21.2	The reality, however, is that work in all areas will be progressed as it is not necessarily advantageous to separate them out in an arbitrary fashion.

   21.3	  NDS 2 - GOOD QUALITY EARLY DIAGNOSIS AND INTERVENTION FOR ALL –
   	 ACCELERATED PRIORITY.

· It has already been highlighted that GPs have identified on their register 1,165 out projected 2,780 people with dementia in 2009 of whom 1,170 have very high needs. Some work has been undertaken by ARC Research and Consultancy Limited with NHS Doncaster to establish a dementia timeline in the pathway to early diagnosis.   This study found that the average journey time from thinking that something may be amiss to beginning the formal process of diagnosis is just over 3 years.    On average there is a gap of just over 1 year between someone thinking something may be amiss and the time they first talk to a friend or family member about it.   It then takes a further 2.4 years for a person to move from thinking something may be wrong to first contact with a healthcare professional.

· The study identified that timescales once people are ‘in the system’ are quick with a referral to the memory clinic taking around 8 weeks and a further 5 weeks to be seen.    Whilst a relatively small scale study (80 people with dementia or their carers) ARC’s work does reflect the experience of Australia where the time lapse from thinking something is amiss to formal process is 2.5 years.  

· The National Audit Office(33) has identified that UK performance in early diagnosis and prescribing anti-dementia drugs is in the bottom third in Europe, below almost all northern and western European nations and the average reported time to diagnose the disease in the UK is also up to twice as long as in some countries.

· Across the ARC case studies the delay before a person first enters the healthcare system (on average 2.4 years) appears linked strongly to the alertness, awareness and recognition within the family support network of the symptoms of dementia.   There was found to be resistance to engaging with health professionals and/or unwillingness to accept that something was amiss.   There were also disagreements over the right course of action which inevitably led to more delay.

· The case studies in this report illustrate how progress within the healthcare system could be helped or hindered by five main factors:-

· complex cases 
· the presence or absence of other medical conditions
· personal support networks – family or otherwise
· supportive professionals in key roles
· communication and trust

· Evidence from the dementia demonstrator sites in the North West showed that there are gaps in the current provision of services around two areas i.e. the provision of information and advice that is relevant, accessible, timely and coordinated combined with signposting, and encouragement for those with dementia to manage their own illness, to live independently and support for ‘active ageing’.

· GPs have a crucial role, not only in supporting people with dementia but also their carers who may experience high levels of mental health problems themselves.   GPs are the first port of call for routine care and the wide range of support services available.

· The National Dementia Strategy(15) highlights a comprehensive set of required improvements in dementia services.  The fundamental backbone to these is the development of memory assessment services in each local area.  The aim of this service is to provide early identification and referral of people with a possible diagnosis of dementia and provision of comprehensive, high quality, personalised services for the assessment, diagnosis, management and support of people with dementia as well as support for carers.

· The memory assessment service needs to be specialist in nature, be a specifically commissioned part of the whole system of care, have a sole focus on early diagnosis and treatment and be available locally with the capacity to see all the new cases of dementia in the area.

· The costs of this service, taking into account an element of redesign of the existing workforce, amounts to around £650k per annum.  This funding has been made available to GMW by NHS Bolton and it is anticipated that this new service will be in place in January 2012.


21.4	NDS 8 - IMPROVED QUALITY OF CARE FOR PEOPL E WITH DEMENTIA IN GENERAL HOSPITAL– ACCELERATED PRIORITY

· The Alzheimer’s Society has examined the costs associated with people with co-morbid conditions admitted to an acute hospital.    It is estimated that the median additional length of stay for someone with a hip replacement increases by 24 days, a fracture neck of femur by 14 days, urinary tract infection 26 days and a transitory ischemic attack by 29 days.    This means on average that the additional cost to the hospital tariff is £207.40 per extra day.   If the median additional length of stay is 21 days, then the additional cost per patient per hospital stay would be in the order of £4,347 per patient.

· In 2008, there were 319 people with dementia admitted to Bolton NHS Foundation Trust over four diagnosis categories alone.  These were fracture of femur, total prosthetic replacement of hip joint using cement, urinary tract infection, site not specified and transitory ischaemic attack (TIA).  The additional cost for a patient staying one month or more longer than the median based on multiple of excess day tariff for these four conditions alone would amount to some £1.5 million pounds.

· The magnitude of these sums simply serves to illustrate that there needs to be better care pathway than at present.  Bolton Hospital via the application of continuing health care criteria currently routinely experience delays of up to two to three weeks to acquire a diagnosis from a mental health professional because of the pressures they are currently under; hence a proposal to develop a mental health liaison team to improve the care pathway.

· The National Audit Office(39) reported that in its Lincolnshire case study of bed usage, more patients with dementia were found most often on acute wards and most no longer needed to be there.  Lincolnshire has redirected funding to provide alternative bed and home based services and improving early diagnosis, potentially benefiting 500 people a year and reallocating at least £6.5 million more effectively.  The £6.5 million was the community’s total expenditure on all patients between April 2006 and January 2007 on excess bed days under Payment by Results.

· The National Dementia Strategy(15) has set out three core proposals to improve quality of dementia care in hospitals and reduce unnecessary stays.    These include the appointment of a dementia clinical lead, the development of a dementia care pathway in hospitals and the creation of older people’s mental health liaison teams in hospitals.    The impact of these proposals is intended to make hospital environments more dementia friendly, ensure that dementia is identified and managed alongside other conditions leading to better care, quicker and more effective discharge from hospital into the community with less recourse to long term care.  An NDS work-stream is pursuing this agenda.

· It is important that the changes to social care commissioning via the introduction of personal budgets does not delay discharges.    This new system almost inevitably means that it may take longer to arrange for appropriate care packages in the early days and special attention will need to be paid to ensure that any delays are minimised as the acute hospital should not be viewed as ‘the place of safety’.

· As highlighted in the NICE quality standards programme, the National Audit Office reports and the many discussions which have taken place locally over a lengthy period of time, it is clear that the development of the mental health liaison team is a current gap.    

· Whilst, there currently exists an embryonic service, this only comprises 3.8 WTE staff and is wholly inadequate to fulfil the agenda set out above.

· If the shape of the older people mental health service is to change as envisaged in this strategy with more upstream services provided by a wider range of providers, then the role of the mental health liaison service is crucial as it will interface with the acute sector to minimise length of stay through identifying at a very early stage whether people with physical health problems also have cognitive problems or a functional illness – not only should this apply to the Bolton NHS Foundation Trust but also to other acute services in the Greater Manchester area and/or those who are identified as needing continuing health care and placed in the independent sector.   A mental health liaison team would have a role in working with general practice as well as social services, the voluntary and independent sectors.  Work could also be undertaken with people with long term conditions and those with medically unexplained symptoms as part of care pathway development.

· In some parts of the country mental health liaison is needs-led and so covers all ages and specialties particularly in the acute sector. This may well  be a consideration  further down the line as part of a phased approach because a mental health liaison team which covers the whole acute hospital  would support the work of A&E Departments where people with cognitive problems present as an emergency.  It would also support the needs of people with long term and those with other conditions. However, this phase 2 development may not be possible until later in the five year timescale to implement the National Dementia Strategy.     However, where the evidence suggests that this is a desirable way forward there is nothing to prevent early discussion as part of care pathway development.   There may also be a case for general community services – which will become part of the Bolton NHS Foundation Trust infrastructure in looking at generic older people crisis intervention services which would minimise the need for both emergency services and inpatient care.

· In relation to mental health liaison, work is being undertaken in Salford in relation to the interface between a mental health liaison team (all age) and the acute sector.  However, this is not looking at the area which it is suggested is a priority for Bolton i.e., concentrating on the older people acute service, the residential sector and supporting GPs as a Phase 1 development.

· Emergency admissions for people with ‘memory loss’ (primary and secondary diagnosis) showed that in 2009/10 there were 105 admissions with 213 spells (with a few people readmitted).

· More than half of these admissions were directly to A&E whilst the remainder were to other hospital destinations.  Around three quarters of people were admitted directly to geriatric medicine, old age psychiatry, general medicine or to the adult mental illness wards (10%).

· In terms of discharge, more than half went home with around one fifth going to some type of residential accommodation.  Less than 10% died.

21.5	NDS 11 - LIVING WELL WITH DEMENTIA IN CARE HOMES – ACCCELERATED PRIORITY

· The Alzheimer’s Society(48) has published guidance for commissioners in which it states that care homes, where one in three people with dementia live, are struggling to deliver good quality dementia care.  This supports the Commission for Social Care Inspection report ‘See me, not just the dementia’ found that over half of all care homes surveyed are failing to provide good dementia care.

· It is estimated that in 2010 12,830 people in Bolton fund their own care and this figure will rise to around 18,000 by 2030.  There are currently 3,240 people with very high needs.

· NHS Bolton also meet funded nursing care costs for people with dementia.    There are 85 placements sited in five homes.   The cost is £89 per week over and above the rate for residential care provided by the Local Authority. Therefore, the total cost for these 85 placements is £393,380.   The residential element is means tested including pension and attendance allowance.   There is a personal allowance of £21 per week.

· Of the 85 placements, 23 are out of area.  Whilst this is not an issue initially it is likely to become so as some of these placements will ultimately meet the criteria for continuing healthcare payment because this funding source is GP attached as opposed to resident attached.   Put simply, over time Bolton will pick up the continuing healthcare costs for other geographical areas.   The potential funding involved equates to £688,896 over a timeframe which is not possible to estimate at this point in time without knowing more about the individuals concerned.

· It has already been demonstrated that the independent sector is under-providing in some areas of healthcare and over-providing in others.    It will helpful if all parties are able to agree a strategic approach to market management for the benefit of Bolton. This would include ensuring that residential homes were sited in the right locations for the population as a whole taking into account the longer term demographics.

· As well as the gap in homes for residential places for people with functional illness, there is also a gap in the market for those people with dementia who have high needs but who do not need to be placed in a hospital setting.  A new high dependency supplement could be added to the tariff to stimulate the market.

· A further opportunity would be developing day care on a small scale in the independent sector.  This would enable care closer to home and reduce the need for travelling for the person with dementia.

21.6	REDUCTIONS IN ANTI-PSYCHOTIC PRESCRIBING

· The All Party Parliamentary Group on Dementia report(39) ‘Always a last resort’ found that over 100,000 people with dementia nationally are being prescribed sedative antipsychotic drugs due to inadequate care.

· There is more than a 23-fold difference amongst PCTs in prescribing dementia drugs In the North West (24 PCTs).     The lowest spend is £48.84 per patient per annum and the highest £576.75 per patient per annum.   Bolton’s figure is £306.64 per patient making it mid-point between the two extremes.   The average figure for the North West is £293.36, the North of England figure is £316.64 and for England as a whole the average is £280.40.   If Bolton’s prescribing cost was reduced to the norm for England there would be a potential saving of £26.24 per patient.    Applied to expected prevalence in 2010 this would equate to a potential saving of £73000 or if applied to the people currently on GPs’ registers (which are 42% of prevalence) the saving would amount to over £31000 per annum.

· As identified earlier, the Coalition Government has highlighted anti-psychotic prescribing as a key priority to reducing mortality and morbidity in older people.   Bolton has initiated a programme for achieving the two-thirds reduction in prescribing by November 2011.   Current costs are estimated at approximately £1.5 million.  It is anticipated that some of these savings can be redirected to other services.  People with dementia are offered anti-psychotics to help manage behaviour.  Staff training is likely to be necessary to offer alternative strategies for managing such behaviour as drugs are withdrawn.   This will be particularly important in residential and nursing homes.   

· The above paragraphs represent the Coalition Government’s accelerated priorities.  What follows now are the remaining priorities identified in the National Dementia Strategy.


21.7	NDS 1 - IMPROVING PUBLIC AND PROFESIONAL AWARENESS AND UNDERSTANDING OF DEMENTIA

· This objective is aimed at achieving timely diagnosis and care through de-stigmatising dementia and encouraging behaviour change so that people seek help earlier.  It is hoped that the various measures included in the strategy will contribute to the achievement of this objective.

· Additionally, the use of the 6CIT test could be widely circulated for use by people with dementia themselves, their carers and professional staff in health and social care.  This is a simple test, easy to administer and would be one practical way of encouraging early identification and referral to a memory assessment service.


21.8	NDS 3 – GOOD QUALITY INFORMATION FOR THOSE WITH DIAGNOSED WITH DEMENTIA AND THEIR CARERS

· As identified earlier a care pathway for dementia has been developed and consulted upon in Bolton and will now form part of the implementation of the Bolton Community Dementia Service.

21.9	NDS 4 – ENABLING EASY ACCESS TO CARE, SUPPORT AND ADVICE FOLLOWING DIAGNOSIS

· This objective is aimed at the appointment of a dementia adviser to facilitate easy access to appropriate care, support and advice for those diagnosed with dementia.  Navigation is clearly important and this will be facilitated through the implementation of the care pathway and through service specifications.

21.10	NDS 5 - DEVELOPMENT OF STRUCTURED PEER SUPPORT AND LEARNING NETWORKS

· Peer support for people with dementia and their carers is clearly important.  There are different ways of achieving this, for example, through developing systems such as Demshare which is the NHS pilot scheme equivalent to Facebook.  There are also systems such as the Southwark Circle that can put people in touch with one another.  These concepts are being pursued by the NDS work-streams. 

21.11	NDS 6 - IMPROVED COMMUNITY PERSONAL SUPPORT SERVICES

· During 2009/10 the Council’s community services support has been redesigned and reshaped to offer a rehabilitative approach to older people, including those with dementia.  This provides a much more positive focus on people’s abilities rather than their disabilities and some positive outcomes are already being achieved.  The service will form part of the Bolton Community Dementia Service integrated care pathway.

· Two-thirds of people with dementia live in their own homes, either on their own or with a carer.   Effective community services, well targeted, should enable people to remain more independent.   This will be achieved through rehabilitation and the personalisation agenda where people assessed as meeting the criteria of critical or substantial will be able to commission their own care.

· For those who do not meet these criteria, Bolton Council will provide a single point of access where people can be signposted to services in the community.   Clearly, this runs counter to moving services ‘upstream’ but in the national and local financial context, the Council is in the position where it has to make significant savings for the foreseeable future.

· The latest statistics (July 2010) provided by PANSI/POPPI (the new national benchmarking websites used to inform the needs assessment) show that the current level of people (3,426) in 2010 helped to live independently is estimated to increase to 4,914 in 2030.

· By 2030 the number of people aged over 65 receiving community based services is estimated to increase from its current level of 5,916 to 8,484 by 2030, and by the same year the number of people aged over 65 in local authority residential care, independent sector residential care and nursing care either purchased or provided by the local authority is estimated to increase from its current level of 1,149 to 1,647 by 2030.

· Over the lifetime of this strategy people in residential care will increase to 1,303 by 2015 i.e., an increase of 154 local authority funded placements at an additional gross cost of £1.25m.  Providing community based care and personal support services will be fundamental to delaying entry to ‘residential’ care. 

21.12	NDS 7 - IMPLEMENTING THE CARERS’ STRATEGY (see also Part 6).

· Throughout this strategy the importance of Carers has been emphasised.   Without them, statutory, independent or voluntary sectors could not cope with the demands which could be placed on services.  The Coalition Government recently published Recognised, Valued and Supported – next step for the Carers’ Strategy(49).

· Bolton Council has previously produced a strategy to support carers entitled ‘Everyone’s Responsibility 2009-2012(50).  This strategy was produced in partnership with commissioners and providers of NHS organisations, the Carers Champion of the Carers Impact Group and the Chief Officer of Bolton Community and Voluntary services.

· Supporting carers in Bolton is everyone’s responsibility and the partners are committed to the multi-agency priorities and actions set out within the two strategies developed by Bolton Council in 2010 i.e.

Targeted Prevention Commissioning Strategy Adults and Specialist Care Commissioning Strategy:  Adults(36,37)  

Both strategies point to the need to support carers by:

· Improving social support for people with caring responsibilities
· Reducing poverty
· Preventing deterisation of health
· Addressing the impact of social isolation and loneliness
· Preventing depression and anxiety
· Addressing the preventable causes of poor health by tackling known risk factors.

The above are priorities for action between 2011-2014.

· The overriding need is to provide joined-up support across the Borough.

· Some of the successes of the project have included an increased number of carer assessments (including direct payments), an Advanced Practitioner undertaking physical health checks – and this will continue as a legacy after completion of the project, a carers space in the refurbished ‘K’ block development, an audit of adult acute wards under Triangle of Care standards (51) to improve the culture towards carers to ensure continuity and improvement.   The experience of the project will now be taken forward on a GMW trust-wide basis. 

21.13	NDS 9 - IMPROVED INTERMEDIATE CARE FOR PEOPLE WITH DEMENTIA   

· Earlier sections of this Strategy have highlighted plans to develop the Bolton Community Dementia Service as an intermediate care facility capable of assessing people’s needs, providing some respite, and a gateway to health, social care, independent sector and voluntary services.

21.14	NDS 10 – CONSIDERING POTENTIAL FOR HOUSING SUPPORT, HOUSING RELATED SERVICES AND TELECARE TO SUPPORT PEOPLE WITH DEMENTIA AND THEIR CARERS     

· Care for people within sheltered housing and extra care housing schemes is an important element in supporting people with dementia.   

· Within sheltered housing there are estimated to be around 2% of tenants (100 people) with this condition.  The greater the person’s age in this accommodation, the more people there are with dementia.  For example there are around 40% of tenants with dementia where the tenants are over 80 years of age. 
  
· Care for people in extra care housing schemes equate to 7% of people in care (i.e., 10 out of a total of 146 tenants).

· There is a lack of clarity around what is provided by sheltered housing and extra care housing that may well warrant examination.   

· It is important that providers have an awareness and basic understanding of dementia so that they can look for symptoms that may impact upon their role.

· Supporting People is currently undertaking a review of its residential, outreach and floating support to establish whether economies of scale will provide better value for money.

21.15	NDS 12 - IMPROVED END OF LIFE CARE FOR PEOPLE WITH DEMENTIA

· Again, this is a Phase 2 priority but because of the work being undertaken in NHS Bolton it was deemed appropriate to summarise progress.

· In July 2008 the End of Life Strategy for England and Wales was published, launching a comprehensive programme to transform the care given to people approaching the end of life, their families and carers.

· NHS Bolton’s End of Life Care strategy has identified a number of principles that apply equally to all residents, regardless of illness or disease process.

· The aim of this strategy is to harmonise palliative care across the other major health and care work-streams, to provide a model of care that ranges from care in the home to complex care in a special setting such as community hospital, nursing home, hospice or hospital.   In order to do this there will been to be a range of flexible and responsive packages of care to meet patient needs as well as those of carers and these will need to be delivered in such a way as to minimise any distress.

· All practitioners should, as part of the care planning process, endeavour to determine wishes for end of life care, including the use of advanced directives, living wills etc., which set out as clearly as possible what the wishes of the person with dementia and their carer are.   There should be no assumptions that carers necessarily know the detail of what an individual might like and it is often very difficult to hold these conversations.    The use of advance directives provide a tool to make the task marginally easier, especially if the practitioners involved can act as an intermediary if that is felt to be appropriate.     Clearly, identifying people with dementia in the early stages enables a much more informed decision making process.   End of Life Care could, therefore, be part of the initial work of the Memory Assessment Service. as when people are in the later stages of the condition it may not be possible to ascertain their wishes. Utilising key tools such as Advanced Directives, preferred priorities for care and supportive care pathways as well as the utilisation of the Liverpool Care Pathway for those at the very end of life is the way forward.   GMW has produced an excellent Advance Directive booklet.

· A redesign of the District Nursing Service has given ownership of those patients, regardless of condition, that are identified as being in the last 12 months of their life.   The North West SHA care pathway for the last 12 months of life has been adopted as a guide for the use of the above tools and suggested activities for patients at this stage of their condition.

· This ownership is in conjunction with all care providers especially General Practitioners and family/carers.

21.16	NDS 13 – AN INFORMED AND EFFECTIVE WORKFORCE FOR PEOPLE WITH DEMENTIA 

· This objective is concerned with health and social care staff involved in the care of people who may have dementia having the necessary skills to provide the best quality of care in the roles and settings where they work.  

· Personal Social Services Research has identified that what is of most importance to carers is having the same care worker visiting each time who has been specially trained in dementia.  A longer wait or higher costs borne by carers and judged to be less important. 

· It is important, therefore, that an increased emphasis is placed on acquiring dementia skills and training which should flow across all sectors either in terms of awareness raising and/or enhancing skills.   It has been suggested that there should be a national set of agreed core competencies for dementia which are incorporated into pre and post-registration curricula and ongoing vocational development.   However, whilst awaiting this guidance there is a lot of work which can be undertaken locally to identify priority staff for workforce development and to prepare learning and development plans.

· The North West region plan to undertake a review of workforce issues and development which will inform this strategy.


21.17	NDS 14 – A JOINT COMMISSIONING STRATEGY FOR DEMENTIA – Completed

· It is hoped that this strategy has served to cement the importance of addressing the health and social care needs of people with dementia and their carers as a priority for the Clinical Commissioning Groups to address in liaison with health, social care and key partners including the independent, voluntary sector, people with dementia and their carers.

· The strategy has aimed to identify where change is possible whilst maintaining a focus on improved quality within the available financial portfolio.

· Dementia care is one of the biggest challenges facing society as a whole and is a mark of the importance attached to looking after the needs of people of all ages with dementia.  As Parliament’s Select Committee(52) pointed out in its review, dementia deserves ‘its place in the sun’- finally.



22.	NEXT STEPS

· The next steps will need to ensure that the thrust of this strategy is turned into action via the commissioning process.   There will need to be built into the new standard mental health contract sufficient flexibility to ensure rapid changes are capable of being made in line with this strategy.    

· No-one underestimates the size of the challenges ahead, nor the length of time it will take to fully implement.  This strategy would have been pursued irrespective of national financial pressures – what is different is the pace at which this change needs to take place.  This all adds up to a complex commissioning agenda for the Clinical Commissioning Groups working in partnership with the Local Authority and the wider health and social care economy, as well as independent and voluntary sectors.

· Letters of intent have been sent to both Bolton NHS Foundation Trust (primary care mental health) and Greater Manchester West (secondary care) setting out the steps that need to be taken over the next two years. 

· As indicated on page 79, an independent consultant is undertaking a review which will be concluded by December 2011.  The newly appointed project lead for dementia will contribute to this review and then assume responsibility for implementation of the National Dementia Strategy in Bolton.

· The governance structure set out in the summary of It’s My Life is currently being enacted.  The two local groups who will take this strategy forward are the Integrated Mental Health Steering Group and the Integrated Mental Health Implementation Group. Service users and carers will be represented on both groups.  Work-streams and actions plans will follow; taking a time limited project management approach.

· A GP representative will work with health and social care prior to transfer of responsibility for mental health commissioning over the next two years.  Dementia care and the implementation of this strategy are seen as a key priority by the Clinical Commissioning Groups.
























                                    























PART 6 – CARERS AND SERVICE USER INVOLVEMENT






























23. CARERS 

THE NATIONAL PICTURE

23.1  	One in eight adults are carers – around 6 million in the UK.   There are 175,000 young carers in the UK and it is estimated that carers save the economy £87 billion per year.   It is known that 58% of carers are women and 42% are men.   1.25 million provide over 50 hours of care per week and people providing high levels of care are twice as likely to be permanently sick or disabled themselves.  The Coalition Government published Recognised Valued and Supported – the next steps for the Carers’ Strategy in 2010(49) .  

The vision and outcomes associated with this strategy are:- 

Vision

Carers will be universally recognised and valued as being fundamental to strong families and stable communities.  Support will be tailored to meet individuals’ needs, enabling carers to maintain a balance between their caring responsibilities and a life outside caring, while enabling the person they support to be a full and equal citizen.

Outcomes

Carers will be respected as expert care partners and will have access to the integrated and personalised services they need to support them in their caring role.

Carers will be able to have a life of their own along side their caring role.

Carers will be supported so that they are not forced into financial hardship by the caring role.

Carers will be supported to stay mentally and physically well and treated with dignity.

Children and young people will be protected from inappropriate caring and have the support they need to learn, develop, and thrive and to enjoy positive childhoods.


23.2  	Each year 2 million people become carers and by 2037 there could be 9 million carers as the number of older and disabled people increases.  Longer lives, higher rates of survival from illness, accident or disability and more sophisticated consumer attitudes and behaviour are imposing increasing demands on the care and support system.     

23.3  	Carers of people with a mental illness or disability may face particular barriers in accessing services, perhaps because of a reluctance to acknowledge any need for support and also from the stigmatisation that could be linked to any mental health issues.   From the evidence around early identification, however, the average time from early identification to people with dementia or their carers entering healthcare services is in the order of three years.

23.4  	Through a combination of the current economic crisis and the ageing population, the ratio of people working versus those in retirement will increase from its current level of 3:1 to 4:1 by 2029 (51).   Consequently, the number of older people with caring responsibilities for people over the current state retirement age is likely to increase.  

23.5  	By 2017, a point will be reached where there will be a shortage of carers and the probability of placing greater pressures on working age family members will increase (52)

23.6   	Many people are not receiving the care they need or want (53).   Nationally, the needs of over half a million older people are not being met, and disabled people and people with long term conditions are struggling with bureaucracy.

23.7  	Research clearly points to a direct relationship between the duration and intensity of caring and poor health, with heavy end carers twice as likely to suffer ill health as people without caring responsibilities (54).

23.8  	1 in 6 carers are forced to give up work, many because social care support is not available.   On average carers lose £11,000 of income per year and store up poverty in later life through breaks in pension provision.   They are poorly supported by the tax and benefits system (55).

23.9  	Carers are prevented from taking part in work, learning and leisure and participating in their communities as active citizens(56).


THE LOCAL PICTURE

23.10  	The health and social care system is reliant on the sustained commitment of families and carers to providing informal care.  Unpaid care is the foundation of community care in Bolton.   The bulk of care is provided by family members, partners and friends.  It is estimated that there are twice as many unpaid carers as paid staff in the NHS and social care workforce combined (57). Furthermore, the number of carers is predicted to increase by a further 50% by 2037(58).

23.11  The Specialist Care Commissioning Strategy for Adults(37) has produced an analysis of Bolton’s carers and this is reproduced below.

· Carers in Bolton consistently report higher levels of health problems compared to non-carers (59).

· Prevalence of pain in carers is higher than it is for Bolton as a whole.   As well as differences for physical health, carers also demonstrate a higher prevalence of mental health problems compared to non-carers.   In addition, carers are more likely to be obese than the general population of Bolton.

· There are almost 30,000 carers in Bolton, of whom 3,900 are not in good health (14%).   1,450 carers provide more than 60 hours of care a week in poor health (23%) compared with the non-carer population in poor health of 13%.  Each year more than 10,000 people become carers in Bolton whilst around the same number of people find their caring role comes to an end.

· The largest proportion of carers are in the 45-64 year age group, followed by the 65-74, 18-44, 85 plus and 5-17 age groups.  It is estimated that there might be as many as 1,200 young carers in Bolton.  Whilst overall more women than men care, the differences are not as great as the general perception.  

· Carers are also far more likely to experience a severe lack of social support.  There is a higher prevalence of fuel poverty amongst carers than in the general population.   This is related to their financial difficulties. 

23.12	The stresses and strains on families must be immense. Loved ones behaviour may change, thus impacting on the family dynamic without necessarily knowing the reasons why.   

23.13  	Bolton carers identified twelve issues that were important to them.   Carers wanted to be recognised as the important part of care they are undoubtedly are.   They wanted their expertise to be recognised and they want to experience empathy not sympathy.   

23.14  In order to fulfil their caring role, carers want good information, time to talk separately with professionals in the statutory and voluntary sectors as well as with employers.   They want practitioners to be fully trained in particular aspects of mental health care.

23.15   The priorities for supporting carers are:-. 

· To improve social support for people with caring responsibilities

· Reduce poverty

· Prevent deterioration of health

· Address the impact of social isolation and loneliness

· Prevent depression and anxiety

· Address the preventable causes of poor health by tackling known risk factors

· Simplifying referral processes

· Identifying carers’ champions

· Improving access to carer services 

· The delivery of multi-agency training to relevant professionals and working with large employers in Bolton to recognise and support carers in the workforce.

· Identifying more young carers and increasing support to them.    


23.16  	During  2010/11 Greater Manchester West (the secondary care provider of mental health services in Bolton) was awarded £800,000 by the Department of Health as a Carer Demonstration Site.   

23.17	 	A carers’ charter and strategy is being developed across GMW so that carers will be clear about what they can expect from secondary care mental health services.

23.18  	Some of the successes of the project have included an increased number of carer assessments (including direct payments), an Advanced Practitioner undertaking physical health checks – and this will continue as a legacy after completion of the project – a carers’ facility in the refurbished ‘K’ block development, an audit of adult acute wards under Triangle of Care standards(51) to improve the culture towards carers to ensure continuity and improvement.


23.19 Whilst significant progress has been made, continuity of support for carers will be vital in providing quality of care and optimum outcomes for people with mental health difficulties.  health and social care for the carers is equally important.

24. 	SERVICE USER INVOLVEMENT AND REPRESENTATION

24.1	Even before the introduction of the National Service Framework for Mental Health(21) (a 10 year action plan for the development of mental health services) which strongly promoted service user involvement, Bolton demonstrated its commitment to the involvement of service user involvement in the monitoring, evaluation and development of mental health services.  Over the years, service users have had representation on a wide range of strategic and clinical committees and working groups.  This work was previously supported by the Patients’ Council, part of the BAND family and there was also ‘Take it to the Top’ which enabled good communication between commissioners, providers and services users.  Whilst both these groups have given lengthy, committed and valuable input to the improvement of services in Bolton, they have been heavily focussed on services for those with serious mental illness.  Important as this is ‘No Health Without Mental Health(1) is broadening the focus to preventative and early intervention and this therefore means getting much wider representation across the spectrum of need.

As a result of the restructure undertaken by BAND recently constraints, it has been necessary to reconfigure these services.

The work of the Community Development Team has been refocused as the Communities and Service User Engagement Team.  One of its main priorities is to work with commissioners, statutory and voluntary service, service providers and service users to encourage and support service user representation that:

· Offers training and support to service user representatives in order to facilitate and enable effective and appropriate representation on committees and working groups
· Recruits service users to representative posts based on relevant knowledge experience and skills
· Ensures that representation reflects the demographic of people using mental health services and across the inequalities agenda
· Provides a network of forums that will facilitate and enable effective and appropriate consultation between representatives and service users to ensure that the broader service user voice is promoted and heard
· Will promote opportunities for service user representation across a range of voluntary and statutory sector services
· Will manage and co-ordinate re-imbursement of out of pocket expenses and where applicable, the payment of service user re-imbursement fees
	
	It is anticipated that both service user and carer input will go from strength to strength during the implementation of It’s My Life.
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