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Bracknell Forest

In Bracknell Forest there are well-established and effective partnerships between the local authority, the PCT and the voluntary sector. For example, the award winning project to deliver specialist dementia home care was funded through a successful bid to Skills for Care and governed by a partnership board consisting of the local authority, health and the voluntary sector. 

A recent local needs assessment conducted as the basis for the Commissioning Strategy for People with Dementia identified many local priorities, including ‘Investigate the options for having a dementia care adviser role, who could be a single point of contact for people to access advice and support’. This priority arose after significant involvement with people who have dementia, carers, and a wide range of other local stakeholders. 

The dementia adviser in Bracknell Forest would work within and collaboratively with the Joint Community Mental Health Team for Older Adults and the Memory Clinic. They would be an identifiable point of contact for people with dementia and their carers, signpost people to appropriate universal, mainstream and/or specialist services and enable people to navigate and access support. There are currently 200 people receiving a service from the Bracknell Forest Memory Clinic; these consist of people with a recent diagnosis of dementia and people who have had a diagnosis for some time. Therefore, all the people who receive a service from the Memory Clinic would be able to access the dementia adviser. 

The dementia adviser would contribute significantly to the early intervention and prevention agenda identified clearly in national health, social care and housing policy, enabling a strategic shift in this direction. With such a shift, we would anticipate improvements in people’s outcomes and more efficient use of health and social care services. Local and national evidence suggests early intervention can result in delaying or preventing admission to long term care, enabling people to stay at home for longer. 

The project will be managed within a PRINCE 2 framework, will undergo an equality impact assessment and will have established governance arrangements. SMART outcome measures will be developed in accordance with the national evaluation team recommendations to measure the effectiveness of the project. The findings of the evaluation will inform strategic decision making regarding commissioning and de-commissioning within the existing health and social care systems. 

Bradford
Bradford District is a diverse community which brings different challenges to establishing memory assessment, treatment and support services for people affected by dementia.  We have large South Asian populations in the city area of the District and in Keighley which needs a very different approach to service delivery.  Memory services oriented around the needs of white, British people are not culturally sensitive to the needs of people originating from South Asia. ‘Dementia’ does not even translate into the main five Asian languages spoken in Bradford.

Bradford District also has large populations of white, British people who also need support in living with dementia.

We would like to test different models of Dementia Advisers across the District as we are clear that one model will not deliver the diversity of effective support that’s needed.  The basis for the model will be broadly that described by the Alzheimer’s Society, however it will be adjusted to suit the specific needs of the local community.

We will run two pilots: one in Bingley and North Bradford as part of the emerging multi-disciplinary and multi-agency Memory Assessment and treatment Service, fully integrated into the team and one in the City Centre based with the Meri Yadaain dementia service.

These are two very different places with vastly different demographic profiles.  Bingley and North Bradford is a suburban areas with relatively low levels of deprivation and a small South Asian community, whereas the City area has nationally significant levels of deprivation and a large South Asian population.  Both have considerable levels of undiagnosed dementia.

As cases are found and diagnosed the capacity of the Dementia Advisers and their teams of volunteers will need to expand and we have reflected that in the bid.  We also think that the roles will differ in each of the areas as the challenges will be different.  Both will have a core function of making sure that the right information gets to the right person at the right time, but different methods will need to be adopted to ensure that the information is right and culturally appropriate.  A service designed for a predominantly white middle class population will not meet the needs of a population of first generation South Asian older people, nor vice versa.

Bristol
This bid is for three dementia advisor posts to work alongside two dementia support officers that are current being piloted in Bristol.  The five posts will work as a team to cover the whole of the City of Bristol.  The addition of the three advisor posts will allow for full evaluation of the two different roles and to understand which has the most benefit or whether both have a place within the City.  The two support officers are currently working within two practice based commissioning consortia in Bristol.  The three advisors will cover the three remaining consortia, to ensure that every person in Bristol has access to a named dementia officer.

This is a partnership bid with Bristol City Council, NHS Bristol, The Bristol Alzheimer’s Society and Aspects and Milestones Trust.  The service will be based in GP practices but will be line role managed jointly by the two Voluntary Sector partners.  Aspects and Milestones Trust are able to provide specialist support for people with Learning Disabilities and Dementia.  

The Dementia Advisor role will support people with dementia and their carers by providing them with signposting and advice to services across the City.  They will be named point of contact available for people with dementia, from the point of diagnosis.  People will be able to access this service as they require information, and a new referral will not be necessary each time.  The post will have close links with the Memory Service, voluntary sector and clinicians.   Although the primary route of referral to this service will be made at diagnosis, via the GP or Memory Service (or initially using the GP register to contact people with dementia) we do not want to exclude anyone from receiving this service.  Bristol has a diverse population including a significant black and minority ethnic component, some of whom are not GP registered, or have not received an official diagnosis of dementia.  Should one of the voluntary sector organisations, such as The Avon Chinese Women’s Group, or The Black Carers Project, identify someone who has needs that could be met by the dementia advisor, they will be able to make a direct referral.  

The outcomes expected from this service for people with dementia and their carers are:

· One point of contact for advice

· Signposting to different services including voluntary and independent sector 

· Continuity and consistency in delivery of support

· Information that is up to date and specific to Bristol

· Support for people in making choices with regards to getting the most from services and best possible care options

· A service that will work with all people with dementia and link with specialist Black Minority and Ethnic support groups to ensure that services are culturally appropriate

· Ongoing ad hoc support that does not require a new referral each time support is needed

· Support face to face, via the telephone, e-mail and in writing, in a primary care setting or in the persons own home

· A central point that holds all information that may be required by a person with dementia or their carer.

· Identification of gaps in the service provision across Bristol 

Croydon
The London Borough of Croydon has developed a range of innovative services to support dementia sufferers in the borough. These include the Croydon Memory Service and integrated social care and health care services for older people with mental health problems. These services have been recognised nationally.  The local partnership consisting of Croydon Social Services, NHS Croydon (formerly Croydon PCT), the Alzheimer’s Society and the South London & Maudsley NHS Foundation Trust (SLAM) wish to support the further implementation of the National Dementia Strategy by becoming a demonstration site for the development of the Dementia Advisor role and is uniquely placed to do so because of the investment in the Croydon Memory Service which is currently receiving 50 referrals a month and which has seen over 1,500 people with dementia in the past four years.  

Croydon Older Peoples’ Vision
“To enable people needing care to live actively and independently for as long as possible and to ensure fair access to services tailored to individuals’ needs, by involving them and their carers in assessment and care planning and by co-ordinating the work of relevant agencies”

The addition of Dementia Advisors to this service will enhance the service and the unique throughput (a memory service working at full capacity) will allow for the most thorough evaluation of the Dementia Advisor model possible to inform further implementation of the National Strategy. The service and it’s partners through early diagnosis, enable the individual and their carers to make decisions about their care. It also sees as key to it’s function, providing service users and carers with a wide range of information about Dementia to enable them to make informed choices. It is recognised that the majority of older people suffering mental health problems will not require or warrant the support of the integrated specialist mental health service for older people but will be supported and cared for by primary care services. It will nonetheless be appropriate, in some circumstances, for the integrated specialist service to provide advice and input to users, carers and other professionals for those who do not meet the criteria outlined above.

The project will therefore recruit 2 Dementia Advisors to work alongside the current, co-located Memory Service and integrated services to support dementia people with dementia and their carers.  The project will be fully evaluated by the Health Service and Population Research Department of the Institute of Psychiatry, King’s College London.

East Sussex
East Sussex in 2005/06 had higher than average numbers of older people over the age of 65, 75 and over 85 years old, compared to the UK average. It is also expected that there will be increases in the overall number of older people living in East Sussex in the future. Approximate calculations predict there will be 22,350 more people over 65 years of age by 2016, a 19% increase since 2006.  What is important about these changes in population however, is that not only are the overall numbers aged over 65 set to increase, but that the highest rises are in the lower age bands, those between 65 and 69, and 70 and 74 potentially highlighting a higher projected Dementia prevalence rate than many other parts of the UK.   

The East Sussex Living Well With Dementia Adviser Project (ESLWDAP) will provide the opportunity to engage in a national learning programme which will ensure high quality service model development that addresses the aspirations of people living with dementia, in both rural and urban settings.  The ESLWDAP will enable those with a dementia diagnosis and their carers to access information and support in a manner that will promote control over their own lives and contribute to their independence and quality of life as time progresses. The project aims to link with and support the application by East Sussex partnerships in respect of Carers Demonstrator Sites for Breaks for carers (which is focused on carers of older people with mental health problems/dementia). 

In partnership with the Alzheimer’s Society, the Project will employ 3FTE advisers to cover the rural and urban areas of the County. The Dementia Advisers will act as a local named contact from the point of diagnosis for up to 200 individuals per adviser providing for both the client and their family’s information and signposting needs. Referral pathways will be generated through key partners and stakeholders. 

The project will be subject to robust evaluation to ensure the learning outcomes required from the Demonstrator Site Programme are able to feed into the national learning requirement and that this learning and potential service delivery model can be easily replicated in other areas of the country.  The project will act as a key input into our whole system care pathway delivery development and be overseen by the East Sussex Older Peoples Mental Health Commissioning Group to ensure robust governance, accountability and benefits realisation.

Enfield
Our application to be a demonstrator site is made as a partnership between the Alzheimers Society, NHS Enfield and the Barnet , Enfield and Haringey Mental Health Trust. Enfield council is a four star authority with Beacon status.National dementia prevalence rates would suggest there are approximately 3000 people with a diagnosis of dementia in Enfield Our Community Mental Health Team for older people and its linked memory clinic diagnoses approximately 260 people with dementia on an annual basis. Increasingly more people from BME communities have been referred to the clinic and presentations last year accounted for 29% of referrals a substantial number are from our long established Greek/Greek Cypriot community.

Our Project will:    

· build on existing services and resources by providing a first and continuing response for people recently diagnosed with dementia. 

· empower people to access timely advice, support and services whilst allowing them to be in control of their lives.   

· be delivered by a full time dementia adviser co-ordinator with a team of volunteers recruited and trained to provide this distinct service. 

· build on our success of promoting volunteers and making links with local communities

· put the service user at the heart of the service  

· put people with dementia and their carers in control of decision making for present and future care needs  

· be managed by the Alzheimer’s Society with Project Management from the local authority supported by a representative group of partners, service users and their carers reporting to the Older People’s Partnership Board.   

·  make links with our potential Demonstrator site for delivering Carers Health Checks   

As partners we have developed a nationally accredited dementia care pathway in conjunction with carers of older people with dementia. We have reviewed residential provision for people with dementia and have developed award winning extra care schemes as alternatives. We pride ourselves in developing service user and carer led services which are at the heart of our demonstrator site proposal. Our proposal addresses the personalisation agenda by offering choice about the services and support people wish to receive. It is linked to the long established memory clinic and diagnostic services as well as our peer support activities. We are confident that it will lead to a more efficient use of health and social care services, support people with dementia to live at home and meet the needs of all population groups. 

Hampshire
This bid has been developed to support delivery of the Joint Hampshire Commissioning Strategy for Older People’s Mental Health. 

This strategy is fundamentally underpinned by what older people with mental health needs and their carers told us about how we could improve the delivery of services and support in Hampshire.

They told us that they wanted choice and control over how they live their lives. In order to have this they require clear, easily accessible information, tailored to their individual needs. Dementia adviser services provide a mechanism for facilitating access to appropriate care, support and advice. 

Thus there are two elements of the Hampshire bid. 

1. An evaluation of two existing services in Hampshire that largely meet the criteria for a Dementia Advisor Service, the New Forest Alzheimer’s Society Branch Outreach Service and the Winchester Dementia Advice and Support Service (DASS)

2. The development of a new Dementia Advisor Service in Andover to be provided by Andover Mind. This service will focus on early intervention and support planning to prevent crisis and promote well-being.

The evaluation of these services will inform future commissioning decisions regarding the provision of information and support for people with dementia in Hampshire.

Kingston upon Thames
Our local Joint Commissioning Strategy for Older People with mental health needs 2009-2014 has been completed which has set the strategic direction and identified specific priorities with key stakeholders. Prior to the strategy a comprehensive needs analysis was undertaken which examined population changes, mapped services, and consulted with users, carers plus other partners. This analysis of trends, identified a 6% rise in the numbers of people with dementia and an additional 30-35 people under 65 with dementia.

This comprehensive piece of work has set the joint strategic vision for Kingston.

One of the key priorities identified in this strategy was the need to create a Dementia Care Advisor Service, to ensure that people are provided with timely information, support and advice through a named person who can assist them over time as their needs change.

In April 2009 Kingston PCT and Kingston Borough undertook  research called” Positively Affecting Lives” so they could be more informed as to how they could best raise awareness in the borough about dementia and depression in later life and where and how to provide assistance, support and information. A series of focus groups were arranged with different groups of elderly residents in the borough so that a better understanding could be gained of current perceptions and need. The findings of this local research will inform the focus of the dementia care advisor service.  

Partnership working is well embedded in Kingston with a long history of successful joint management between the Royal Borough and South West London and St Georges Mental Health Trust. We are committed to build on this work through partnership with the Alzheimers Society and develop a new service. This service would be closely aligned to a fully integrated community mental health team ( CMHT) for older people, an Admiral Nurse Service and the Dementia Café.

The model we have adopted for the Dementia Care Advisor Service has been subject by the Alzheimers Society to comprehensive consultation with people with dementia and their carer’s. Also, it is based on evidenced based practice which has focused on the quality of life outcomes for people with a dementia. This model is based on the findings of the National Dementia Strategy.

Kingston has a firm bedrock, comprising of a joint strategic vision and well established partnership working, where a new service could be developed, flourish and evaluated, alongside people with dementia and their carer’s.

Kirklees
Kirklees has a growing SA community accounting for 12% of the population. It is predicted that the number of older people within BME communities will rise quickly and there will be a subsequent increase in demand for appropriate services and support. At present there is under-representation from SA communities accessing mainstream older peoples mental health services. Only 15 SA people recorded on the Alzheimers register of 969 cases and 39 on the SWYPFT register of 2002 cases.

The Dementia Advisor service in Kirklees will focus upon providing support and raising awareness within the south asian (SA) communities. 

The service will operate from community venues where there are established SA groups, e.g South Asian Healthy Living Project- SAHLP, faith organisations and GP surgeries with a high concentration of SA patients.. This will improve choice and control for individuals by providing tailored accessible information and improve quality of life by supporting people and their carers to access appropriate information and timely support. The advisor will offer face to face, telephone, email, and postal contact, influenced by individual preference. Evaluation of the ‘Meri Yaadain’ project in Bradford concluded that ’if people have access to the ‘right’ information about dementia then they were more likely to seek appropriate support and advice. 
The Dementia Advisor will recruit volunteers from local communities to support the development of culturally appropriate information and identification of support which is respectful of the SA culture. This will reduce the amount of potentially unscheduled contact with health and social care services, and allow more efficient use of resources.

For people who have received a diagnosis, or are worried about their memory, the service will provide the right information appropriate to the person’s individual needs at any time in their dementia. The Dementia Advisor will be a constant contact for this service, including if and when they enter long term care.

The Dementia advisor will support people to understand information, signpost them to appropriate services and support them to access those services, empowering people to access support that meets there choice of lifestyle to  live a good quality of life at home for as long as they choose.

Case studies will be collated to evidence improvement in quality of life and how individual experience and wellbeing has changed will be measured over a range of domains using the ‘ Outcome Star’, developed by the national Mental Health Providers Forum and Triangle Publishing. 

Lancashire
My WAY - My Worried About Your memory - an every step of the way service 

My Way Dementia Advisor project would be based in Central Lancashire using 4 sites testing out different locations in both clinical and non clinical settings which will determine whether specific locations or configurations of service create a barrier to seeking help, advice and support or influence the willingness of individuals to enter the health and social care system.

In line with the National Dementia Strategy 'living well with Dementia' objective 3 Good quality information for those diagnosed with Dementia and their carers and objective 4; Enabling easy access to care, support and advice following diagnosis; a Dementia Advisor would facilitate a pre diagnosis advice service and post diagnosis support including information, awareness and advice, signposting to services and supports, continued consultation, planning and involvement, as well as influencing the development of peer support, group sessions, self help/ expert patient approaches, the development of user and carer led services and educational projects. 

The project will recruit 4 Part-time Dementia Advisors (25hrs per week) with a slight increase to the hours in year 2 of the programme to 28 hours to accommodate the anticipated increase in service demand. 

Each Advisor will recruit and train 5 volunteers for each locality. Robust referral systems from the clinical bases in Central Lancashire will be in place at the outset of the project alongside non-clinical referral routes from statutory and third sector organisations in Central Lancashire. In addition a key feature of My WAY will be accessible opportunities to self refer.
We are keen that individuals can understand and explore what is possible not what is available, not being constrained by traditional service models and believe we have innovations already in place that actively support this approach, as well as a widespread shared philosophy that the development of person-centered services will lead to the challenging of existing models of practice.

The steering group will have responsibility to ensure that the project is on target to deliver in line with the project costs and oversee the collation of the monitoring and performance information identified in this bid and any further monitoring work required by the DH. The Alzheimer’s Society will present a formal written report on the project to the steering group on a 6 monthly basis. The steering group will consist of multi-agency partners, People with dementia and their carers.

Lincolnshire
This proposal represents an opportunity to rigorously test out and evaluate the concept of dementia advisor role in a very large, sparsely populated county.

The rural make up of the county of Lincolnshire, with limited transport, increases the difficulty of access to services, and isolation for both persons with dementia and carers resulting in people accessing services at crisis point. The Dementia advisor service and Dementia volunteer support will be a proactive service and serve to enable people with dementia and their carers to access the support needed at an early stage in the dementia journey enabling and empowering them to take steps to improve their quality of life, reduce their isolation, give choice and control, opportunity to remain at home independently as long as possible, and reduce the likely access to inappropriate services. When fully operational we expect the service to have ongoing contact with over 300 people at any one time.

Learning from our role as pilot site for the National Audit Office field visits in 2007 and hosting the NICE dementia advisory officers helped us to identify changes we have begun to implement and opportunities for further development.

Close involvement in the Bradford University work on mapping for dementia services has significantly increased the knowledge and skills of our workforce across the partners and improved the outcomes for people who use our services.

Our whole systems approach has identified a gap in the current care pathway. The deployment of this new role will address this gap and complement new investment in improved services that are already underway. 

Our proposal is based on a partnership with people with dementia and carers that fully involves them in the design, implementation and evaluation of the project.  

Medway
Medway is situated in the South East of England and has a resident population of 253,200.  Of this figure 13.6% are over the age of 65 and 5.38% are from black and minority ethnic (BME) groups. 

Medway is facing a significant increase in the number of older people over the next 17 years.  In the years to 2020 there is expected to be a 33% increase in over 65 year olds with the older population growing faster in Medway than the national average. This has particular implications for health and social care services as there will be an increase in the numbers of organic mental health problems as a result of increased life expectancy

There are 2367 people currently estimated to have dementia in Medway including those with younger onset dementia and it is estimated that this will increase to 3500 by 2023. It is therefore imperative that we develop robust and proven services to meet the increasing demand for health and social care services.

Dementia by its very nature does not lend itself to the construction of a clear and sequential care pathway as it affects people in very individual ways.  This presents significant challenges to those involved in the design, planning and commissioning of services.  We have therefore, taken an approach of identifying the main building blocks and key elements that we wish to incorporate into our integrated care pathway. The Dementia Advisor role is a key building block.

A clear and consistent message from people with dementia and their carers has been the desire for access to a named and known individual for them to approach at anytime for help and advice at any stage of the illness.  In line with National Strategy we are introducing the Care Advisor role.  Care Advisors will have a mixture of navigator, brokerage and support worker responsibilities.  They will not be responsible for intensive case management, but will provide a single identifiable point of contact with knowledge of and direct access to the whole range of services available.  This will allow them to work with high numbers of people diagnosed with dementia in their area, in collaboration with both social and health care services.  The role has been designed and configured to place them in a prime position to assist people with dementia to utilise and benefit from personalised budgets that are being introduced as part of the personalisation policy agenda which is at the heart of “Putting People First” (DH, 2007). 

Medway Council together with NHS Medway will relish the opportunity of taking forward its plans for Dementia Advisors.  We are fully committed to our objective of making the Dementia Advisor role a success and the prospect of sharing our learning across organisations.

Norfolk

There is a good history of joint working and innovation between health, social care, housing and the Third Sector in Norfolk on older people’s services.  Norfolk Adult Social Services (NASSD) and Norfolk and Waveney Mental Health NHS Foundation Trust (NWMHFT) deliver services based on five co-terminus localities, with integrated older people’s mental health teams.  The Alzheimer’s Society provides an Outreach Service in each of the five localities, which is jointly commissioned between NASSD and the two PCTs and in partnership with Age Concern a network of “Dementia Cafes” has been established.   

However there is a recognised gap in services following diagnosis in the county, with secondary mental health services, ASSD and Alzheimer’s Society supporting people who are well advanced on their dementia journey, and a lack of services to support people with an early diagnosis.  The absence of such services is one of the reasons why more people are not referred for a diagnosis: of the estimated 12,310 people with dementia in the county in 2007/08, only 4,918 are on GP dementia registers. 

The proposal within this application is to deploy a part-time dementia adviser, supported by volunteers, in each of the five geographical localities across the county.  Between them, these localities can provide a range of demonstration sites with differing characteristics from urban deprivation through to rural isolation.  The variety is also enhanced through the different ways localities manage the assessment/diagnosis process – some deploying dedicated community staff, others using a more generic approach. 

The application also needs to be viewed in the context of Norfolk’s demography. Norfolk’s population of people aged 65 and over is due to increase by 57% by 2025, with the number predicted to have dementia rising over the same period by an alarming 71%.  The comparable figures for England as a whole are 45% and 55% respectively.   

Norfolk is a pilot area for the development of an integrated care Organisation (ICO) between social care, primary health and community health services at GP Surgery level, and has pilot status for the introduction of personal health budgets. Together with the roll-out of personal budgets, these initiatives will be complimentary to this bid, enabling both a greater degree of joined up working in dementia services and the promotion of choice and control by people with dementia.

Northamptonshire
‘Tackling Dementia Together’ will improve access to information, support and advice following diagnosis.  A dementia care adviser will facilitate access to appropriate care, support and advice for those diagnosed with dementia and their carers, and provide consistent, reliable and personlaised support ‘on the journey’.  The service will provide support in navigating the care pathway from referral (which may be from a GP, hospital, family, VCS provider or Social Services) through specialist services, in particular the developing Countywide Memory Assessment Service, and onto longer term support that enables people to maintain their independence, well being, social inclusion and quality of life. The creation of dementia care advisor posts is a local strategic priority. The project will be based on a partnership between Social Services, the NHS and the VCS which is already in place to implement the national dementia care strategy. It will seek to improve collaboration between Health and Social Care to ensure that service users and carers receive a seamless service, and to realise the potential of the VCS. It will provide a key element in linking a range of strategic developments, most importantly the local response to the National Dementia Strategy, but also the Northamptonshire Carers Strategy, and the Northamptonshire Prevention and Early Intervention Strategy. The project will particularly focus on the needs of people affected by dementia in rural areas and Black and Minority Ethnic communities: access to services and information can be particularly problematic in rural areas and the provision of culturally sensitive services for BME service users and carers is essential if all need is to be met equitably. The County Council has sought and secured support for this partnership approach from organisations within Northamptonshire that have a track record of service delivery within BME communities and rural areas. 

North Tyneside

There are 34,260 people in North Tyneside aged 65 and over.  This accounts for 17.6% of the overall borough population.  There are approximately 2,460 people over 65 with Dementia in North Tyneside.  This is set to increase to around 3,397 with the greatest growth in males of 62%. Equally the number of people under 65 with the condition is also set to increase.

The local authority currently has 288 clients registered with Dementia as their main category.  A further 190 people have Dementia registered as a secondary category, therefore there are clearly a number of people who may have unmet needs and not receiving the support they need. 
There is currently a well-established Memory Clinic in North Tyneside and there is already a close working relationship between health and social care professionals and the Alzheimer’s Society, at this service.  

The service will provide timely, appropriate information and signposting to services that will support the person with dementia and their families or support networks.  It will focus on the individual and will help them access the information and services they need, at the   appropriate time. 

The emphasis will focus on promoting independence and self-help to ensure that the person with Dementia has maximum choice and control over their lives and feels more equipped to deal with the challenges that this illness will inevitably bring.  If introduced early, it is proven that people with dementia benefit from the use of Telecare to remain independent at home for longer.  These posts offer a brand new opportunity to introduce Telecare packages from diagnosis rather than a point of crisis or when the illness is more progressed.

The Dementia Adviser will work in close collaboration with other health and care professionals and local organisations in the community and voluntary sector, actively developing these partnerships to improve the outcomes for the person with dementia and their carers. It will also seek out those affected by dementia that traditionally may have been hard to reach.

The Partnership approach outlined in this proposal offers a unique opportunity to maximise the effectiveness of the dementia advisor role.

The posts will be based within the multi – disciplinary team of our local Memory Clinic.  This ensures that every person diagnosed is guaranteed to receive the support offered by the role.  Learning from the project will then directly shape current practice within the team and impact upon future delivery of dementia services.

Oxfordshire
The aim of the Dementia Advisor (DA) project will be to deliver personalised information for people with dementia and their carers to enable them to live an independent and successful life. 

Oxfordshire has a tradition of strong partnership working in all areas, and the delivery of dementia strategy is no exception.  .

In Oxfordshire there are an estimated 7,000 people over the age the 65 and 155 people of working age living with the impact of dementia. This is predicted to increase by 19.3 %  over the next 10 years 

The health needs assessment completed in 2007, identified a total of 2,406 people with a definitive diagnosis of dementia. This means that approximately 35% of the expected population of people with dementia has actually been diagnosed. Oxfordshire is therefore, in line with the national picture. 
The Oxfordshire model to deliver DA role will be innovative and underpinned by a range of action learning that we are currently involved in or where the learning that has been completed. For example:

· A Dementia Project has been established as part of the Workforce Development Programme. This project involves direct contributions from the providers and commissioners. Oxford Radcliffe Hospitals, Oxfordshire Buckinghamshire Mental Health Trust  Age Concern , Alzheimer’s Society), Oxford Carer's Centre, NHS Education South Central (NESC), Oxford Brooks, Primary Care & South East Care Advice Service (SECAS). The project will support and enhance our ability to pilot the DA’s. and will prioritise the identification of competencies for DA’s. The anticipated date for this agreement is 30th November 2009. Identification of these competencies will enable us to tailor training for the DA’s ensuring that they provide a high quality service which meets the needs of people with dementia and their carers as identified in the National Dementia Strategy. 

· Oxfordshire was a national action learning site for information prescription. These approaches are slowly being main streamed but will clearly be a corner stone of delivering targeted information for people with dementia and their carers. http://www.pip-ox.org/   There is an  existing web based solution for information prescription which will be developed further

· Oxfordshire is one of two local authorities involved in the national Information Accreditation pilot. This will provide quality assured information production and dissemination.  

·  Information Advice Support Services (IAAS) is a pioneering video conference service. This will be enable the DA’s to better serve carers of people with dementia and rural communities www.ia-ss.co.uk
We will incorporate the approach of Oxfordshire’s Transformation Team to provide opportunities for people with dementia and  their carers to self assess their information needs. 

Redcar and Cleveland
The Redcar and Cleveland Older People’s Mental Health Group, made up of a range of local organisations including people who use services and their carers has developed this application.

During 2008 the Council consulted with local people to seek their views on the kind of support people would want to see in place for older people in the future. People told us that they wanted to live independently in their own homes, with flexible responsive care, good transport, accessible health care and better support for carers. People also told us that they were concerned about managing their money, along with the need for more accessible information and support.

Around 1,670 people aged over 65 currently experience some form of dementia in Redcar and Cleveland and the planning of services must reflect not only the increase in the numbers of older people, but also address the kind of support to enable independence, including housing, specialist care at home, assistive technology and support for carers to carry on caring.

A formal partnership with Tees, Esk and Wear Valleys NHS Foundation Trust delivers integrated Health and Social Care services for older people with mental health problems.  We have a well-established memory clinic, a ‘one-stop-shop’ offering assessment, diagnosis, support, counselling, information, monitoring of treatment, and education and training aimed at people caring for a person with dementia. Day services are commissioned through the Alzheimer’s Society, Specialist Dementia Care at Home services and dementia respite are provided by the Council. A Pathway of Care for screening and assessment is in place in all GP practices and a recently established Care Homes Liaison Service supports Independent Sector Care Providers, offering specialist advice and information to staff in the care homes and GPs.

The programme will complement existing services, offering an accessible, mobile ‘Information, Support and Advice’ service ensuring that information is easily available to everyone including the rural communities of Redcar and Cleveland, targeting people who feel socially isolated due to age, disability or caring responsibilities. 

The service will promote the importance of early diagnosis and referral for information, advice and support, at an early stage, with access to a named contact, telephone and one to one support for people and their carers adapting to a new, challenging set of circumstances.

Our application aims to enhance the quality of life for people with dementia currently delivered through strong partnership working, joint working and joint strategies.

Somerset
The Somerset Dementia Advisor Service will be a partnership between Somerset County Council, NHS Somerset and the Somerset Branch of the Alzheimer's Society.  All three partners have worked to develop Somerset’s response to the National Dementia Strategy and view this Service as key to enabling people to live well with dementia.  

The Service will be hosted by Somerset Branch of the Alzheimer's Society and dovetail with existing services including Dementia Cafes, Singing for the Brain Groups, Active Living Centres and Carer Support Groups.  The Service will establish 2.5 WTE Dementia Advisor posts; one to cover the East, one to cover the West and a 0.5 WTE post to provide additional floating support and work with GP practices in some of the most rural parts of Somerset.    Each Dementia Advisor will have a caseload of up to 200 people and will:

1. Be a trusted first point of contact, giving people with dementia the space to express their concerns, anxieties and wishes for the future

2. Develop and utilise existing information and provide an information and signposting service

3. Provide people with support to access the right service in the right place at the right time

4. Provide an information plan to ensure that information is responsive to the needs of each individual, is helpful and can be understood

5. Being independent from, but work closely with, health and social care services 

6. Develop a wide network and close working relationships with independent and voluntary organisations

7. Ensure dementia and dementia awareness has a high profile within health and social care services and local communities

8. Give information on practical ways to cope, including opportunities for self help

In addition a training programme for Dementia Advisor Volunteers will be developed, linked to memory cafe's, carers groups and network of nearly 100 Active Living Centres across Somerset.  

Dementia Advisors will be a ‘mobile’ resource, and will work within a range of settings across Somerset, including:

1. GP practices

2. Active Living Centres

3. A one stop shop approach linked to memory assessment services

4. Mental Health and Learning Disability community based teams

It is recognised that this project will need to clearly demonstrate the effectiveness of the Dementia Advisor Service and therefore a range of measures have been identified which will be reported alongside responses to a quality of life questionnaire.

Suffolk
This bid is for funding to develop 2 particular dementia advice services within Suffolk. Working together between Suffolk County Council, NHS Suffolk and NHS Great Yarmouth & Waveney, with Age Concern – Suffolk and the Alzheimer’s Society we will develop services that are “hosted” within a Practice Based Consortium in Stowmarket, and by Older People’s mental health services in Lowestoft. It is consistent with the approach laid out in Suffolk’s recently adopted Joint Strategy “Living well with dementia: Transforming the quality and experience of dementia care for the people of Suffolk”. In the development of this Strategy, Carers clearly told us that the need for Adviser services would be key to such transformation. It also builds on the experience of Younger People with Dementia services currently provided by Age Concern.

The purposes of developing 2 services in 2 different settings will allow us to evaluate services that address quite different circumstances. They will allow us to evaluate services in a rural setting (Stowmarket and surrounds) and separately (Lowestoft) an urban setting. Equally, the 2 areas have a different socio-economic make-up. In addition, the “hosting” arrangements will allow us to evaluate the effectiveness of different settings. Hosting does not mean gate keeping – services will develop their own systems of referral, leading through to open referral as the services become established. The hosting arrangements will also give an opportunity to draw Practice Based Commissioning consortia into the equation, and also to link closely with Social Care and Mental Health Partnership Trust services.

The other reason for looking to develop services in the 2 localities is that it will allow both PCTs working in Suffolk to actively engage in the commissioning of services. This will be another building block in the development of joint-commissioning arrangements, with all partners contributing to the evaluation of service development.

Finally, the opportunity to work with 2 different 3rd sector providers will bring different organisational ethois to the equation. Each of Age Concern and the Alzheimer’s Society will bring different dimensions to service development. Age Concern already provide services for Younger People with Dementia; the Alzheimer’s Society have strong links to the Lowestoft locality.

Suffolk’s Joint Dementia strategy envisages a strong role for dementia support services. It is anticipated that the role of the services will be stronger than just a sign-posting one. Rather we anticipate that the role of Dementia Advisers should be proactive in engaging with  people with dementia and their family carers, ensuring that they have clear understanding of “what is going on”, how to access services and to be a source of support where services appear disjointed.

The development of these services will be a key element in the implementation of Suffolk’s Joint Dementia Strategy. Whilst the bid is for pilot purposes, it is also anticipated that this will be the starting point of further service development, with evaluation of the outcomes achieved fundamental to securing ongoing investment into such development.
Warwickshire
The Project will work in rural North Warwickshire, Nuneaton and Bedworth, some of the most deprived areas in Warwickshire. 

Partners in the bid will be Warwickshire County Council Adult Health and Community services, Warwickshire PCT, Coventry and Warwickshire Partnership Trust and Warwickshire Alzheimer’s Society (who will also support three service user and carer support groups ‘Phoenix Groups’ one of which is a BME specialist group).

The project will focus on two groups, primarily Adults (working age Dementia including vascular, alcohol related, Korskoff’s and will link to Learning Disability) and our secondary group Older Adults.

The projects will signpost and support young people with Dementia , enabling them to :-

· increase their access to services and their choice in what services are available

· preserve their lifestyle and relationships with family, friends, work colleagues/employers, 

· Access Direct Payments and Individual Budgets. 

The advisor will be available throughout the customer’s journey developing with each individual a personalised information plan/prescription. 

We will have two half time posts, one based within the North memory service, the other in locality Resource bases in the voluntary sector. This will enable us to maximise referrals coming from statutory, voluntary, independent and self referral/open access sources.

Both workers will be supported by volunteers assisting them in their task. The voluntary sector post will be responsible for recruiting volunteers. Both posts supported by Admiral Nurses will be responsible for initial and ongoing training, including access to End of Life training

The project will link to the proposed Carers demonstrator site, ensuring a cohesive and integrated approach and maximising the support and information available to families and individuals. It will in addition collaborate with the Warwickshire CAF demonstrator site to ensure maximisation of appropriate seamless storage, access and customer control of information down line.

Comparison data will be collected from several sources, primarily by measurement of outcomes achieved with the new cohort of customers, measured against outcomes for customers in local non demonstrator site areas. 

The project will link with new services developed through IAPT, Books on prescription and existing developments made in using assisted technology, this will include telecare and tele-medicine support, cCBT and other self help and independent living supported initiatives.

Wigan
Wigan Council and NHS Ashton Leigh and Wigan have established a Single Commissioning Agency whose initial response to the National Dementia Strategy has been the commissioning of a multi agency fully integrated Memory Clinic.

The proposed Dementia Adviser Service will work in full partnership within this new Memory Clinic – providing an integral part of the Dementia Services Delivery in Wigan. The Dementia Advisor Service will not be a passive model – but rather will be an assertive and pro active one, operating an ‘Active Case Management Approach’. Following referral – the Dementia Advisor Service will maintain ongoing contact, and facilitate a stratified, stepped care approach for the people in contact with the service. The Dementia Advisor

Service will harmonise with the Service Instigated Telephone Support Electronically Recalled (SISTER) Service and Family Instigated Contact (FIC) Model – both proactive self efficacy models of support.

The the Dementia Adviser Service will deliver different types of intervention at each stage along the Support Pathway. These are core interventions and reflect Wigan’s approach to enabling people to ‘Live Positively With Dementia’’. As a flexible model no stage precludes the previous intervention continuing - although the range should decrease as stabilisation is achieved, and the effect of service

mobilisation takes effect on the families functioning and environment.

The Dementia Advisor Service will form a central navigational hub which will increase awareness, improve outcomes for people with dementia by:

o Supporting the maintenance of people in their own home through facilitating timely access to services that will maintain independence.

o Enabling access to factually correct and contemporary information

o Assisting Clients to understand this information and make informed choices - especially in those people who are ‘unbefriended’

o Providing a culturally sensitive service

o Encouraging access to web based resources/dementia toolkit to aid self efficacy in navigating services and information

o The maintenance of a named ongoing contact with clients throughout progression of illness

Worcestershire

Worcestershire has the highest number of citizens aged 65, more than any other PCT in the West Midlands. The percentage coming into this age group is also set to rise faster than other West Midlands PCT. It is estimated that there are over 7,000 people currently living in Worcestershire with dementia. This includes approximately 200 younger people (under 65). 

We believe that in spite of this demographic challenge, we are well placed and on course to develop a model service to exceed the recommendations of the National Dementia Strategy. We have a well established multi-agency Dementia Care Planning Group including good representation from voluntary agencies and carer groups, chaired by the PCT Director of Clinical Services with expert clinical input from our Clinical Lead for Dementia. Worcestershire Local Authority (LA) and the Primary Care Trust (PCT) and Worcester University have funded the establishment of the University of Worcester Association for Dementia Studies led by Professor Dawn Brooker who has an international reputation in person centred dementia care. 

The Dementia Advisor service is planned to be part of the Worcestershire Early Intervention & Support service. The Dementia Advisor input will be triggered at the point of diagnosis although it is expected that some referrals will come from other local sources. The Dementia Advisor will ensure that the person with dementia and their family / carers are helped to understand the diagnosis and its implications and enabled to access the care and support that they need through their journey. Providing timely care and support of health and social care services will enable us to use our resources to maximum effectiveness. 

Lessons learned from the implementation in year 1 will be incorporated into the second dementia advisor post in year 2. The Dementia Advisor service will be commissioned by Worcestershire Joint Commissioning Unit and employed by Worcestershire Alzheimer’s Society.  There will be on-going support for the Dementia Advisor programme from the University of Worcester Association for Dementia Studies in terms of specific skills training, mentoring and supervision and the translation of general principles into a Worcestershire focussed specification. An action-research approach to this new role and its impact will be adopted that can be used to inform our strategy for Worcestershire and also for other rural counties in England.

