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COMMISSIONING PLAN (DRAFT) 
DEMENTIA HOME SUPPORT 

SERVICE

1. Background 

1.1 A decision was taken at Bristol City Council Cabinet in November 2010 to redevelop the current in-house home care service (Continuing To Care) to enhance the capacity of the community based Reablement service in Bristol (STAR service) and as part of this, to develop a specialist service to support people with dementia. This plan sets out what this new dementia service should look like, what it must achieve and how this will be measured. 

1.2 The service described in this plan will have a close fit with the Care Pathway for People with Dementia currently being developed in Bristol as part of the Dementia Strategy implementation.

1.3 The development of this service will also run in parallel with work to develop a commissioning plan for Bristol Intermediate Care and Reablement services, although implementation may be phased. The Dementia Home Support Service will be a short term service focussed on helping people to remain in their own homes; it therefore shares many objectives and outcomes with intermediate care and Reablement services and will be performance managed along similar lines. 

1.4 The current context of significant change within health and social care services means that key interfaces are taken into account in the development of this service.
2. Strategic Context

2.1 National and local Dementia Strategies include a specific objective to achieve 'improved community personal support services’; there are also related objectives in both strategies concerning improving intermediate care, ensuring easy access to care and support for people with dementia and carers, end of life care and housing related services and telecare, all of which are relevant to this commissioning plan.

2.2 There are a number of other national and local policies that are relevant:

· ‘Putting People First’ (locally from April 2011 this becomes the Health and Social Care Transformation programme);

· Joint Carers’ Strategy

· Joint Prevention and Self-Care Strategy

2.3 The South West Regional Dementia Partnership is currently looking at the most appropriate role for specialist domiciliary care services for dementia, informed by recently published national research (Challis et al 2010). 

3. Purpose of this plan

3.1 This document describes the specific requirements for the dementia service. However the service is part of the wider intermediate care and reablement service in Bristol. Reference should therefore be made to the Commissioning Plan for Intermediate Care May 2011.
3.2 The focus of the plan is to set clear outcomes expected of the Service to be delivered by the Provider.  Whilst an outline of the service is set out, it is not the intention to describe the service in detail as this will form part of the implementation process.
3.3 A process will be developed jointly between HSC commissioning and provider staff to implement the service changes required to deliver this service.
3.4 Assumptions 

3.4.1. The name of the Service is yet to be decided but will be referred to as ‘Dementia Home Support Service’ as a working title in this document.

3.4.2. The process of developing the new service will run in parallel with the work to develop a Commissioning Plan for Intermediate Care in Bristol; this Plan was agreed in June 2011 and implementation is taking place during the summer of 2011 with a view to implementation of key priority changes by October.  

3.3.3. The Dementia Service Commissioning Plan will be developed separately from the Intermediate Care Commissioning Plan, although both will cross refer. The latter will cover the whole of Intermediate care and Reablement, of which the new Dementia Service will be one element, targeted at a specific group of service users and therefore needing more detailed specification.

3.4.4. This will be a non-chargeable service as it is part of the reablement function.

3.45. This service will be a short term service.  It is assumed that longer term solutions for individuals will not be the primary responsibility of this service although it is expected to identify solutions and set them up.

4. Overall Vision

4.1
The overall aim of the Service, as part of the Intermediate Care function, is to ensure people with dementia are able to live independently, supported with relevant skills, knowledge and adaptations.  The Service should also encompass a wider preventative role, aiming to promote confidence building and social inclusion.
4.2
 The Commissioning Plan for Intermediate Care defines the Service thus: 

“A range of [high quality] integrated [health and social care] services [provided to individuals on a short-term basis] to promote recovery from illness, prevent unnecessary hospital admission and premature admission to long term residential care, support timely discharge from hospital and maximise independent living”.   

The Dementia Home Support Service is therefore expected to fit within this definition.

Recent national research evidence as well as work to develop a Dementia Care Pathway as part of the implementation of the Dementia Strategy in Bristol, indicates there is potential for a new service in Bristol for people with dementia that will deliver improved outcomes for people with dementia in line with the vision set out above. This service would be characterised by:

· short term intervention

· close links with secondary Mental Health services

· Links with primary care (e.g. through Dementia linkworker role)

· Rapid access to short term support away from home 

· focus on those with most difficult behaviours to manage at home with the aim of supporting users and carers longer 

· working alongside generic services to provide continuity and improve the skills and confidence of generic providers

Reablement and Crisis Intervention - people with dementia travel a journey, along which they may experience periods of crisis. In order to manage these crises and minimise the chances of decline, support should be geared towards providing skilled support which can be rapidly accessed, with good quality of interactions and continuity of care. The service should have good links with other elements of the Intermediate Care service so that cross referral can happen easily when appropriate and to ensure that all elements operate as a cohesive whole service. Research indicates that intensive input over short periods may be most effective at keeping people with dementia at home; frequency of visits is important as well as easy access to mental health services for advice and support.

4.3. Aims of Service  

4.3.1
The outcomes this service will be expected to achieve are:

· To reduce unnecessary admissions to hospital for people with dementia

· To reduce premature admission to long term residential care

· To support people with dementia to continue to live successfully at home

· To support carers of people with dementia to continue to provide care and support to those they care for
4.3.2  Essential Requirements

To achieve these outcomes the following requirements will be essential:

· The service will have similar focus and ways of working as the rest of the Intermediate Care & Reablement service
· As such it should focus on active reablement, including social care as well as health focussed reablement. The service must be able to draw on a range of therapeutic skills, such as physiotherapy, occupational therapy, and pharmacy as well as support for the social and environmental adjustments that users and their carers may need to make in response to reduced functional capacity, such as home adaptations, use of assistive technology, and arranging practical support.  

· As it is known people with dementia lose abilities they are not using, it is important that care givers do not deskill people by doing things for them. Care staff must therefore be sufficiently skilled that they can identify and where appropriate provide opportunities for people to engage and re-engage with others and maximise the skills they retain.

· The Dementia Home Support Service is focussed on providing intensive support to people at home, but there should be clear links into other services within Intermediate Care, particularly ‘step up beds’, which should be available and readily accessible, to help prevent unnecessary admission to hospital or long term care or to prevent the requirement for intensive long term care packages at home.

· In common with other services that contribute to the intermediate care & Reablement function the service will operate in the service users’ home or in a bedded unit and be provided on a planned or rapid access basis.  
· This service is a short term service designed to support arrangements for people with dementia to live at home.   However it should be recognised that timescales for people with more advanced dementia may need to be longer than for those with less complex conditions to provide the support required to enable them to achieve progress towards Reablement. As a general rule each period of intervention should not therefore exceed 12 weeks, although it is not expected that this maximum period will be required in all cases.

4.3.3
Research indicates that specialist services most successful at delivering good outcomes for people with dementia are those which have strong links with secondary health services so that appropriate levels of support are quickly accessible when needed and further deterioration is prevented. Good links to these key services in particular to pharmacists, and mental health specialists such as nurses, occupational therapists and psychologists are therefore an essential requirement for this service. (see section x below – Key linkages)

4.3.4
It is a strategic objective of the Commissioners that greater use should be made of Assistive Technology to help people remain at home and live more independently.  In line with this, the potential for using AT must be considered at every crisis or contact with the Dementia service.

5. Objectives of the Service 
The Provider is expected to deliver the following objectives:

· To help people with dementia and their carers to choose methods of improving their independence across a range of activities, such as mobility, self-care, continence and activities of daily living (including food preparation and participation in leisure activity);
· To provide a support option for people with dementia that is cost effective and can be shown to deliver value for money
· To reduce unplanned admissions to hospital (acute and mental health) beds;
· To reduce direct admissions to long term care from the community and from hospital, except in defined circumstances (see section 6.6 below);

· To reduce re-admissions into hospital within 90 days following rehabilitation, for the same condition (see CO2);
· To reduce delayed discharges from hospital;

· To contribute towards reducing service users’ length of stay in a hospital (acute or mental health) bed;

· Through the use of common descriptions for the various elements of the Service (for example ‘step-up’ and ‘step-down’, ‘home-based care’ and ‘bed-based care’, and ‘intermediate care beds’), to present a model of the Service that is clearly understood by both referrers and service users.

6. Service Description

     Who is the service for? – Eligibility Criteria

General Criteria

In common with Intermediate Care & Reablement generally, the key target groups are people who would otherwise face 

· unnecessarily prolonged hospital stays or 

· inappropriate admission to acute inpatient care, long-term residential care or continuing NHS in-patient care, 

· or those who are likely to need intensive care packages.  

Those who might be facing admission to long-term residential care should be considered to be equally, if not more, important than the other groups.  All people at risk of entering care homes should be given the opportunity to benefit from rehabilitation and recuperation and for their needs to be assessed in a setting other than an acute hospital ward. 

Specific Criteria 

To be eligible for an Intermediate Care & Reablement Service, a person must be:

· Able to have their short-term health and social care needs addressed within a limited period of weeks (which will be linked to physical/mobility/cognitive/ carers issues).  This could include short-term rehabilitation before moving to a lower level of long-term support; AND

· A Bristol resident AND be registered with a GP in Bristol AND

· NOT in need of 24-hour access to consultant-led medical care.

6.1.1 As well as the above, for the Dementia Service, the main target group for this service will be 

	People with dementia experiencing an acute episode of illness manifested by behaviour which is challenging in their home situation and whose continued ability to stay at home is at risk.


The Service will be an inclusive one, supporting people experiencing all types of dementia. For some service users the nature of their condition may necessitate particularly close working with specialist mental health services. 

A common trigger for referral is that behaviour towards care givers and significant others becomes physically rather than merely verbally challenging, or there is an escalation in the person’s distress shown by challenging physical or verbal behaviour. This can increase the potential for carer breakdown or withdrawal and subsequently for admission to hospital or a care home.  A key element of assessment therefore should be identification and understanding of the causes of any ‘difficult’ behaviours to take account of potential known factors such as pain, changes in the environment, changes  the carer may be experiencing etc.

The primary reason for referral to this service should be a need for support arising from dementia; however a service user may have other physical or mental health conditions which affect their dementia, which the service is expected to manage, with assistance from specialist services as appropriate.

There is no set limit on how many times one person can access the service. It is anticipated that during the course of a person’s journey with dementia there may be numerous episodes which may be appropriate for intervention from the service. If there is concern about the safety or benefit of further intervention from the service this should be determined at initial assessment.

6.1.2
 There should be a formal diagnosis of dementia that has been made either by the GP or a consultant psychiatrist and is recorded in the person's medical notes. If no formal diagnosis is in place at referral then consent should be obtained to contact the GP and a request made for diagnosis. If the user/carer do not want to follow the process of formal diagnosis, they should not be excluded from the service but every effort should be made to ensure that a full assessment of need is achieved.

6.1.3
Service users may be living alone or may have a carer living with them or elsewhere. The carer should be included and engaged in the support plan wherever possible.  If the carer has not been offered an assessment in their own right this should be offered at every contact with the service. 
6.2. 
Equality of Access

6.2.1 
The service will ensure that it is accessible to all Bristol residents, including and especially those in equalities groups that may have difficulties accessing services, such as BME groups and people with learning difficulties. The Service will comply with the Equality Act 2010 and provide appropriate support and care for service users regardless of ethnicity, language, gender, pregnancy, disability, age, religious belief, gender reassignment or sexual orientation.

6.2.2 
The service will monitor the equalities status of all service users and record where it is unable to meet needs and take appropriate action to remedy this. An annual Equalities Impact Assessment should be carried out and an action plan drawn up to address identified issues.

6.3.
Access to the service
As the Dementia Home Support Service is part of the wider Intermediate Care & Reablement service in Bristol, access is via the same route ie the single point of entry (Gateway). As these services develop the Dementia Service will need to ensure that access is integrated within the wider service and that potential referrers are made aware of this.

6.3.1
Who can refer into the Service?


The following groups of professionals/organisations can refer into the Service (although this is not an exhaustive list) 

	STEP UP 
	STEP DOWN

	· HSC intake team

· Social Workers/Care managers and support planners;

· HSC Care Brokerage

· Home Care Agencies;

· Care Direct;

· Care Line;

· Intermediate Care

· Community Mental Health Nurses;

· Community Nurses. GPs;

· A&E;

· NHS Direct;

· Ambulance Service;

· Secondary Mental health services (Memory Service, CMHTs, Hospital)

· Community Learning Difficulty Teams (CLDTs)
	· A&E;

· Hospital (general and mental health) ward staff (nurses, doctors and AHPs);

· Hospital social work teams(general and mental health);

· Psychiatric liaison service

· Hospital discharge teams.

· Intermediate Care


6.3.2
Referral Process - Single Point of Entry

There must be robust and clear referral procedures in place and clear and up to date information made available to all potential referrers.

The professional identifying the potential need for the Service will contact the single point of entry for intermediate care, which will cover both the step-up and step-down elements, provided through a single phone number and/or email.  

The purpose of this single point of entry is to screen referrals against agreed criteria, and signpost the referral to an alternative service provider(s) if not deemed eligible for care within the Service.  For eligible referrals, the ‘single point of entry’ staff team will determine the speed of response required (i.e. rapid or planned – see section below) and whether the specialist Dementia Service is appropriate. 

6.3.3
Assessment and care co-ordination
Having been deemed eligible for support within the Service, the single point of entry staff team will make a decision about the predominant need of the service user, i.e. nursing, therapy or social care.  The team will then deploy the appropriately qualified professional to visit the service user (see sections 6.5.1 and 6.5.2 regarding timescales for response).   If the service user appears to fit the eligibility criteria for the dementia service a co-ordinator from that service should go out on the initial visit.
During the visit, an assessment of the service users health and social care needs that can be addressed within the Service will be undertaken, in which the individual’s wishes and those of their carers are fully considered. Screening is essential for people with Dementia to identify possible physical causes of increased confusion such as infection, constipation, vascular changes.

Assistive Technology/Telecare

It is expected that a key focus during the assessment will be to consider whether any currently available telecare solutions are appropriate either instead of or in support of ongoing support services. If a possible solution is identified, it will be the responsibility of the Service to test the viability of the solution during the period of intervention and explore alternatives that may help support the individual with dementia to remain at home. It is therefore expected that all staff in the Service will have up to date knowledge of telecare solutions.

There are two possible outcomes from this assessment:

1) Single intervention during the visit, followed by discharge from the Service;

2) Plan of care/support agreed with the service user, including clear goals (for example involving active therapy, treatment or opportunity for recovery), timescales and who will provide.  The plan could include support by the Service, either in the service users home or in an intermediate care bed and/or other health and social care services and/or support from an informal carer.  The service users plan of care should fit seamlessly within the context of their usage of the wider health and social care system.
It is recognised there is a potential third outcome from the assessment – i.e. no needs identified.  However, given this reflects a possible poor referral or poor screening by the single point of entry team, it is expected this outcome will reduce as the Service better educates it referrers.
The primary purpose of the intervention by the Dementia Service will be to: 

· identify the triggers that have precipitated the crisis

· work alongside staff providing ongoing care package where this exists
· refer to and work with primary and secondary mental health staff as appropriate e.g. To review medication
Wherever possible, only a single professional from the Service should visit the service user.  It is expected that the professional will draw upon the expertise of the wider Service multi-disciplinary team in order to determine the best possible outcome from the assessment process.  It is expected the Service team will use a single assessment framework and shared protocols, with the aim of working towards single professional records as soon as possible.

Continuity of care

As continuity of carer and times of visits can be particularly important for some people with dementia, it is expected that the minimum number of different team members will visit any one service user, within the limits of the service capacity and according to the needs of the individual service user. With this in mind, it is also a goal of intervention to preserve and support existing care arrangements where possible, which will also help to maintain continuity of care.

Care Co-ordination – The assessor will identify the most appropriate Service team member for the role of care co-ordinator for the period of time the service user is receiving the Service, which may be him/herself.  It is recognised that it may be appropriate to change this person depending on the service user journey.  The role of care co-ordinator is to ensure the plan of care is carried out by the nominated professionals/services, within agreed timescales and to monitor and review progress against goals.  It is the responsibility of the care co-ordinator to inform the service user and their carer/family of a contact point within the Service for any queries or concerns.  At the point of discharge from the Service, it will be the responsibility of the care co-ordinator, working to agreed protocols, to handover the service users care to an identified professional in another service as relevant.  

Review of the plan of care - All plans of care for service users should include reviews at regular intervals, at least once every two weeks.  This will be undertaken by the identified care co-ordinator.  The purpose of the review is to monitor progress against the service users plan of care, amend the plan as appropriate, and update documentation.  This may not always necessitate a face-to-face visit with the service user and could be undertaken with the carer if appropriate. 

Discharge from the service

The Service should establish clear exit criteria to ensure timely and appropriate discharge from the Service. At the assessment stage it is important that clear goals and outcomes are set with the Service user and their carer as appropriate, and these are reviewed regularly. Outcomes could for example include that the carer feels confident to continue without the Service or that the care provider feels able to manage. The Service should aim to withdraw at the earliest possible time.

Many people who have contact with the service will require ongoing daily support in order to remain at home. It is expected that once the situation is stabilised the Service will withdraw and responsibility for care will sit with the relevant care manager and longer term service provider. 

If services are already in place at the time of referral, it is expected that where possible these arrangements are supported and the Service will work alongside existing carers (paid or unpaid) in order to support them to continue e.g. with coaching/training to develop and enhance skills. If services are not in place it is the responsibility of the Service care co-ordinator to identify the ongoing support needs of the service user and communicate with the care manager if relevant.

6.4
Hours of operation 

Access to the single point of entry for intermediate care will be 24 hours a day and to the assessment function will be 12 hours a day, seven days a week. Access to home-based (this Service) and relevant bed-based support must be 24 hours a day, seven days a week.  

For the Dementia Service, it is likely that the focus of demand will be on supporting people at home during evenings and weekends when crises are most likely to result in admissions to hospital or residential care.

6.5
Step-up and Step-down

There are two elements to the Intermediate Care Service – step-up and step-down.  Within each element, services will be delivered either within a service users’ home (home-based) or in a residential setting (bed-based).  Where possible it is expected that the service user will receive their support within their own home, as oppose to residential setting.  However, it is recognised that a combination of settings maybe appropriate or that in exceptional cases service users’ may need to be admitted to a residential setting. 

The Dementia Service is only expected to deliver Home based support directly; however it is expected that staff will liaise closely with bed based support in order to meet the needs of Service Users and carers especially when support away from home is needed urgently.

The Service must work with other health and social care professionals to ensure service users are not transferred directly to long term residential care from home or an acute hospital ward unless there are exceptional circumstances. For people with dementia this is likely to include:

· Those judged to have had sufficient previous attempts at being supported at home (with or without intermediate care support);

· Those for whom a period in residential intermediate care followed by another move is likely to be distressing, for example those at the ‘end of life’, where dementia may not be their most pressing need.
· Those for whom the risk to the health and wellbeing of themselves or their carer is such that a remaining at home is not longer considered a safe or appropriate option

6.5.1
Step-Up
Response Times

Service users who require support from the step-up team will either receive support at home or in a residential setting.  Once the Single Point of Entry has undertaken the initial phone assessment, it is expected that an appropriate team member will visit the patient within one hour and any care required to then be provided within 24 hours.  The Dementia Service must therefore have suitable staff available to carry out assessments at short notice, where the need for a specialist response is identified at the single point of entry stage.

STEP-UP HOME-BASED SUPPORT: The purpose of this is to enable service users with short term health and/or social care needs to remain at home through receipt of relevant rehabilitation or re-ablement interventions.  In doing so, the aim is to avoid unnecessary/ inappropriate admission to a hospital or care home.  Indicators as to why a service user would need this step-up home-based service include:

a) They have an over-riding need to remain in their own home environment due to risk to service user from moving elsewhere, for example infection control reasons and/or effect on their cognitive impairment;

b) Nursing and/or social care intervention can be safely met/delivered in the service users’ own home environment;

c) The service user and/or their carer are able to safely support the delivery of the required intervention(s).
For the Dementia Service, the following scenarios are examples that are likely to require a ‘step up’ response:

· The Service user is experiencing an exacerbation of cognitive impairment which may be the result of a physical health issue such as infection, or a deterioration in their dementia. 

· Their Carer is finding it difficult to cope with managing the behaviour and needs of the service user and requires help and/or respite.
STEP-UP BED-BASED SUPPORT: The purpose of this is to enable service users with short-term health needs who cannot be managed safely at home to receive appropriate health and social care interventions within a residential environment.  Reasons for the service user not being able to remain at home will include:

a) Unsafe home environment;

b) 24-hour nursing interventions required that cannot be delivered in the service users’ home-setting;

c) The service user and/or carer are not able to safely support the delivery of the required intervention(s).
The Dementia Service is not expected to directly provide this service but there must be direct and rapid access available to appropriate ‘step up’ beds that meet the needs of the Service user with dementia and their carer. An important element of the bedded provision is that there should be continuity of location and staff where possible to avoid further exacerbation of cognitive impairment. The Commissioner and Provider will work together to ensure this provision is in place.

6.5.2
Step-Down
Response Times

Service users who require support from the step-down team will either receive support at home or in a residential setting.  Once the Service Single Point of Entry has undertaken the initial phone assessment, it is expected that a Service team member will visit the patient and arrange any care required within 24 hours.  
STEP-DOWN HOME-BASED SUPPORT: The purpose of this is to enable service users who medically no longer need to be in a hospital (acute or mental health) bed, or who are ready to leave an intermediate care bed, to return home at the earliest opportunity.  The indicators that suggest it is appropriate for the service user to return home include:

a) The service users’ home is fit to meet their current health and social care needs, for example aids and adaptations are in place, the environment is clean and safe;

b) The carer, where available, is able and willing to support the service user in the service users’ own home;

c) Psychologically, the service user is ready and able to cope;

d) The service user has been assessed as potentially able to be supported at home, despite being at risk of being admitted to long term care;

e) The service user no longer requires 24-hour supervision.

Dementia Service

Where the above criteria apply, the Service will work with service users and carers to help people with dementia leave hospital as soon as possible and support them to resettle successfully at home. This may require working alongside providers of longer term domiciliary support who will continue to provide care and support once the Dementia Service has ceased.

STEP-DOWN BED BASED SUPPORT: The purpose of this is to enable service users who medically no longer need to be in hospital (acute or mental health) bed to return home at the earliest opportunity, but for the following reasons cannot return home:

a) The service users’ home is not ready to receive them;

b) The service users’ carer is not ready to receive them;

c) Psychologically, the service user is not ready;

d) All other options prior to admission to long-term care have not been fully explored/considered;

e) The service user still requires 24-hour supervision/short-term nursing/medical intervention.
Dementia Service

It is not expected that the Service will provide bedded capacity itself but as part of the process of supporting people with dementia to leave hospital and avoid admission to long term care, they may need to access step down beds and therefore need to develop protocols to ensure this happens in a timely fashion.
6.5.3
Home-Based Support Requirements

The following lists of requirements relate to all home based intermediate care services. However it is expected that the Dementia Home Support Service will be a discrete specialist team, although it is expected to work closely with generic teams according to written protocols.
HOME-BASED SUPPORT must meet all the following requirements.
a)
LOCATION – staff need to be located at sites across the city that enable delivery of the specified response times (see sections 6.6.1 and 6.6.2).  The staff should be located alongside or near to the intermediate care bed sites and/or other relevant health and social care professionals (for example, in an acute hospital) in order to achieve the whole range of service outcomes (see section 11).  The Provider will be expected to take account of planned estate changes across the City, for example the opening of the new South Bristol Community Hospital and the new Southmead Hospital.  
b)
CAPACITY – The number of staff in the Service, and skill-mix, needs to be sufficient to meet the relevant performance measures, such as response times and throughput .

c)
DEPENDENCY – The number of staff, and skill-mix, needs to be sufficient to meet expected service user dependency levels.

d)
STAFFING – The Provider must ensure the skills of the whole multi-disciplinary team are used in the most cost-effective way, through ensuring the right professional supports the service user and there is no duplication of roles and tasks.  The multi-disciplinary team will comprise a combination of health and social care professionals (see section 9.2).  Access to specialist advice will be required (see section 9.4).

e)
ASSISTIVE TECHNOLOGY AND EQUIPMENT – For every service user, Telehealth and Telecare should be considered and available as part of the assessment process.  Quick access to essential equipment, such as mobility aids, is vital.

f)
COPING WITH FLUCTUATIONS IN DEMAND – The Provider will need to commission additional temporary staff as required (within the overall financial envelope) to cope with peaks in demand, although with robust demand modelling this requirement should be kept to a minimum. Planning for the Dementia Service needs to take account of specific factors likely to affect demand such as seasonal changes, beginning and end of British Summer Time, holidays, changes in acute trusts such as junior doctors starting on wards.

7. Key service links

The Service will be required to establish working protocols between agencies and services that are likely to refer into it, and those to which it is likely to refer onto.  This will facilitate seamless support for service users.  These agencies and services will include:

· Primary health care, including out-of-hours;

· NHS Direct;

· Piper lifeline

· Community health services, including mental health;

· Social care services, including home care agencies, Care Direct and EDT/Out of Hours home care;

· Ambulance services;

· A&E;

· Acute hospitals, including mental health;

· Residential or nursing care homes;

· End of Life Care Co-ordination Service;

· Independent Living Service;

· Voluntary organisations, including those supporting carers.

· Acute hospitals, including mental health;

7.1 The service will have in place clear protocols for linking with other relevant services with which it must work in order to function effectively e.g. Secondary mental health services, generic home care providers, reablement services (see service map)
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8. Management and Leadership

8.1 There is a requirement for an organisational structure that clearly

identifies responsibilities and accountabilities in the following areas:

Managerial leadership;

Professional leadership;

Administrative support;

Clinical leadership;

Clinical governance;

Corporate governance.
8.2 There will need to be strong clinical leadership within the Service

management team, which will ensure the team’s competence and

knowledge of good practice and research is kept up-to-date. There will

be a variety of ways in which this can be achieved, for example,

members of the multi-disciplinary team must be able to access

individual supervision by a senior member of their own profession.
9. Workforce 

Training - relationships between people with dementia and their care givers are a key part of work with this group of service users; carers (paid and informal) need to be specifically trained and skilled in order to provide appropriate care and support.

Training is key to the provision of high quality dementia services. Staff must have access to training in dementia within the first 6 weeks of starting in post. This training must equip them to demonstrate the following essential elements of service delivery that are important in an effective dementia service:

· care workers must have good personal qualities as these are highly valued by service users and carers ie the ability to interact in a natural, caring manner that treats people with dignity at all times

· dementia 'nous' - ie the ability to understand the challenges of dementia and think creatively and positively about them

· problem solving and coping strategies

· communication skills

· behaviour management strategies

· ability to work in a relatively autonomous way

Training should cover all these basics as well as specific techniques or areas where appropriate. Staff should not be expected to attend training in their own time.
Support for staff

Given that staff will often be working alone in difficult situations, it is essential that robust arrangements are in place to support and supervise all staff.

10. Activity Assumptions

Section to be added.

10.2 Demand Modelling

10.2.1 The capacity of the Service will need to closely match the demand as

this varies throughout the year, especially over the winter period. In

establishing the capacity, there will need to be a balance between the

need to ensure rapid access and flexibility to cover peaks in demand

against the need to maximise bed occupancy and utilisation of Service

team members. Therefore, the Provider will need to be actively

involved in demand modelling for intermediate care, led by the

Commissioners.

In the short term, given the lack of data on demand the Provider should utilize all available data. As the service develops this will need to include referral numbers, times and urgency of referrals, breakdown of presenting issues. The Provider will also need to capture data on interventions to inform future service development e.g. contact time for each service user episode, duration of episodes from start to finish, numbers of repeat referrals and time between referrals, number of readmissions to hospital within a week of discharge from the service. In addition some care tracking of individual cases may be helpful.

10.3.2 To be fully robust, the demand modelling will need to take into account

future pressures across the health and social care system, for example

the increasing prevalence of dementia, and is likely to include

benchmarking against other health and social care communities.

10.3.3 Additionally, it is important to understand the potential demand from

‘unknown’ service users, i.e. those who would benefit from intermediate

care, but do not access the Service. Reasons may include poor

marketing of the Service to referrers and/or previous negative

experience or perception of the Service amongst referrers. In order to

quantify the potential demand, the Provider will need to identify the

number of potential referrers into the Service (see section 6.5.1) who

are not using the Service and why, and the number of referrals into the

Service that are signposted elsewhere.

10.4 Marketing of the Service
10.4.1 The Commissioners want as many appropriate people as possible to

benefit from the Service. Therefore, the Provider is expected to have a

robust marketing strategy in place in order to achieve this objective. It

is likely that the Provider will wish to draw on the analysis undertaken

of low referrers (see section 10.2.3 above) in order to target its

marketing efforts. The Provider will be expected to demonstrate actions taken to promote uptake of the service based on this analysis. This activity will support the delivery of CO6.

10.4.2 It is recognised that close working with acute trust colleagues can help

establish what is needed to improve discharge and facilitate

management of more people in the community (particularly avoiding

care home admissions). From this learning, the Service can then

shape itself accordingly.

10.4.3 In line with section 6.2 above, the Provider will need to see the in-reach

function of the Service as a marketing opportunity. The Provider will

develop systems for identifying people who are likely to need

information or services (case finding), for example for tracking people

with frequent admissions, presentation to Emergency Departments or

calls to ambulance services. In line with section 6.5.2 above, the

Provider also needs to recognise that ensuring ease of referral is a key

marketing tool.

10.4.4 As part of an Equalities Impact Assessment, the Provider must identify

under-represented communities and take specific action to address.

11. Performance – see appendix 2
12. Finance

To be completed.
13  Quality and Safety

13.1 Governance

13.1.1 In health services, clinical governance (including risk management,

clinical audit, critical incident reporting and staff training) is an essential

part of maintaining and improving service quality. Although this term is

not included in social care provision, the principles apply equally and

will be implemented via existing Social Care Governance and Quality

mechanisms.

13.1.2 The Provider will have an established Clinical Governance programme

that, as a minimum, covers the following:

· Service user, public and carer involvement;

· Service user and service partner satisfaction;

· Risk management, including incidents, complaints reporting and

· investigation processes;

· Serious untoward incident reporting processes;

· Staff management and performance, including recruitment

· workforce planning and appraisals;

· Safeguarding adults policies and procedures, in line with the Bristol

· Safeguarding Adults Board requirements;

· Education, training and continuous professional development;

· Clinical effectiveness and audit programme;

· Bristol Intermediate Care Commissioning Plan Page 31 of 34

· Information Governance policies and procedures;

· Communication both internal and external;

· Leadership at all levels of the organisation.

The Provider shall appoint a senior clinician, or other senior member of

staff, and a deputy who shall be responsible for ensuring clinical

governance arrangements are in place and for monitoring the

effectiveness of the clinical governance systems.

The Provider will act on any recommendation in any Care Quality

Commission report that the Independent Regulator requires to be

implemented or is otherwise agreed by the parties to be implemented.

Results and recommendations from annual Care Quality Commission

audits will be built into a programme of continual improvement.

13.2 Other quality requirements

13.2.1 The Service must be registered with the Care Quality Commission

(CQC) to provide support to the full range of service users listed in the

eligibility criteria (section 6.4); this includes, for example, people aged

16 and over, people with dementia and those with a learning difficulty.

The Service must demonstrate that it meets all the ‘Essential

Standards’ required by the CQC regulatory framework.

A ‘Quality Schedule’ will be developed as part of the Performance

Framework to monitor specific aspects of quality of the Service, which

is likely to include, for example, protection from harm, promotion of

dignity, information available for service users and carers etc 

The Provider will be expected to provide evidence that the Service has

adhered to care pathways that will be established for specific

conditions by means of an audit – this will form part of the monitoring

requirement 

The Service will monitor the equalities status of all service users and

record where it is unable to meet needs and take appropriate action to

remedy this. An annual Equalities Impact Assessment should be

carried out and an action plan drawn up to address identified issues.

14. Green issues and Carbon footprint

14.1 Recycling: the Provider will need to have exemplar policies in place to

cover issues of basic office waste (for example paper and card), as

well as clinical waste.

14.2 The Provider will have a green transport and environmental policy. In

line with the NHS Contract – Schedule 5: Part 2 regarding the

Government strategy ‘Securing the Future’, the Provider is to report on

sustainability development performance, including carbon footprint

reduction.
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 Appendix 1

Care pathways for the Dementia Service
STEP-UP PATHWAY

1) SU is in their own home or in a care home;

2) SU experiences a ‘crisis’ related to their (or their carers’) physical or mental health needs);

3) The SU or their representative will call:

a. GP (or may attend);

b. A&E (or may attend);

c. NHS Direct;

d. 999;

e. Social worker/care agency;

f. Care Direct;

g. Piper Lifeline.


All these people/organisations will need to be fully aware of the purpose of the ICS and how to refer in
4) The relevant professional will need to contact the Service Single Point of Entry;

5) An initial assessment will be completed over the phone.  The assessment will need to consider the speed of response required and the type of response required (i.e. medical/nursing/social).  The SU will either be seen within the Service or the professional will be signposted onto an alternative service (health AND HSC);

6) Appropriately qualified assessor (from the MDT and depending on the SUs dominant need) visits the SU – this is likely to be a member of the Dementia Service

7) A) Single intervention during the assessment visit – DISCHARGE FROM THE SERVICE

B) Plan of care agreed/support with goals and timescales and who will provide.  This will involve a combination of the Service itself (bed-based and home-based support)/another service/unpaid carer

8) Ongoing review/oversight of plan of care = care co-ordination role.  This should be undertaken by the Service assessor.  If decided to handover to another service/professional, need clear protocols to ensure care co-ordination role continues

9) On completion of the plan of care – DISCHARGE FROM THE SERVICE.

STEP-DOWN PATHWAY

1) SU is in an (acute or mental health) hospital bed or in the Emergency Department;

2) Health or social care professional identifies potential for intermediate care;

3) A) If the SU is in a hospital bed … 
4) The relevant professional will need to contact the Service Single Point of Entry;

5) An initial assessment will be completed over the phone.  The assessment will need to consider the speed of response required and the type of response required (i.e. medical/nursing/social).  The SU will either be seen within the Service or the professional will be signposted onto an alternative service;

6) Appropriately qualified assessor (from the MDT and depending on the SUs dominant need) visits the SU  - this is likely to be a member of the Dementia Service

7) A) Single intervention during the assessment visit – DISCHARGE FROM THE SERVICE

B) Plan of care agreed/support with goals and timescales and who will provide.  This will involve a combination of the ICS itself (bed-based and home-based)/another service/unpaid carer.

Assessor will be responsible for actioning the plan of care.

8) Ongoing review/oversight of plan of care = care co-ordination role. This should be undertaken by the Service assessor.  If decided to handover to another service/professional, need clear protocols to ensure care co-ordination role continues.

9) On completion of the plan of care – DISCHARGE FROM THE SERVICE.

3 B)
If the SU is in the Emergency Department/holding ward … the Emergency Department professional will need to speak to the ED-based assessor and arrange for him/her to assess the SU.  The assessor will then be responsible for immediately registering the SU with the Single Point of Entry team;

4. A) Single intervention during the assessment visit – DISCHARGE FROM THE SERVICE USER

B) Plan of care agreed/support with goals and timescales and who will provide.  This will involve a combination of the Service itself (bed-based and home-based)/another service/unpaid carer.

Assessor will be responsible for actioning the plan of care.

5. Ongoing review/oversight of plan of care = care co-ordination role.  This should be undertaken by the Service assessor.  If decided to handover to another service/professional, need clear protocols to ensure care co-ordination role continues.

6. On completion of the plan of care – DISCHARGE FROM THE SERVICE.

	Specific features of the care pathway for people with Dementia


If at risk of hospital or care home admission:

· Access to secondary MH services ie CMHT, Memory Service, specialist staff (Ex Saffron House support staff)

· Access to specialist pharmacy review

· Access to urgent specialist respite e.g. Wellhay

· Access to relevant AT

· Support for existing care arrangements to avoid disruption
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