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	Service/ care pathway/ Cluster
	Dementia Support Service 

	Commissioner Lead
	Anca Costinas - Wandsworth Clinical Commissioning Group

	Provider Lead
	tbc

	Period
	April 2020 - March 2023 (possibility to extend for 2 years by 2025)

	Date of Review
	March 2021




	1. Dementia national context 


	1. National context

Dementia is not a specific disease.  Instead, it is a general term that describes a group of symptoms such as loss of memory, judgment, language, complex motor skills, and other intellectual function caused by the permanent damage or death of the brain's nerve cells, or neurons.  The clinical symptoms and the progression of dementia vary, depending on the type of disease causing it, and the location and number of damaged brain cells. Some types progress slowly over years, while others may result in sudden loss of intellectual function.

Types of dementia include Alzheimer’s disease, vascular dementia, mixed dementia, dementia with Lewy Bodies, dementia with Parkinson’s disease and other dementias.  
Our approach to dementia care is informed by several policies and best practice guidelines, including: National Dementia Strategy (2009), Implementation Plan for the Prime Minister’s Challenge on Dementia 2020 (2016); NICE guidelines: Dementia: assessment, management and support for people living with dementia and their carers (Published 20th June 2018); Health and Care plan (2019) (this list is indicative) which aims to improve services for people with dementia and reduce social isolation.

	2. Key Service Outcomes


	2. Key service outcomes 

1. People diagnosed with dementia and their carers are provided with appropriate advice and support at the appropriate time 
2. People with dementia and their carers/families can easily access peer support, education and a range of social and leisure activities that improve wellbeing
3. People with dementia can remain in their own homes and are independent for longer 
4. Informal carers of people with dementia receive services that support their own health and wellbeing which will enable them to continue the caring process for longer
5. Interactive approaches are taken so that residents with dementia living alone and those facing travel difficulties are supported to get access to services on time 
6. The service works in partnership with other organisations/services (e.g. Memory Assessment Service, Carers Support Service, social services, voluntary sector organisations, GP Practices, Primary Care Networks, Make Every Contact Count and Wandsworth Social Prescribing Service etc.) to meet the needs and set outcomes for service users and their carers in a complementary manner 
7. Increased numbers of dementia champions and dementia friends 

	3.  Aims and objectives


	3.1 Aims and objectives
The service will play a central role in providing systematic and proactive support to people and their carers/family who are living in the community with dementia through personalised case management. This service will work in close collaboration with health and social care and the voluntary sector and be a single point of access linking all dementia support in the borough.
The service is for people diagnosed with dementia, their carers, families and those close to them.  The service can be approached for help, advice and support by people at any stage of the illness and provides a single identifiable point of contact.
The key aims and objectives of the service are detailed below for example:
· For people to ‘live well with dementia”; by improving health and wellbeing of the person diagnosed with dementia and their carers 
· To provide a holistic, seamless and coordinated access to services 
· To help support the independence of people with dementia and their carers, supporting them to live in their own homes for as long as possible
· To support the prevention or delay the requirement for regular health and social care support and stop unnecessary admissions into hospital.
· To address social isolation and stigma faced by people with dementia and their carers.
· To increase service sustainability over time, such as through the increased use of volunteers.
· To support Wandsworth’s aim to develop dementia friendly communities.
· To develop a personalised support plan for people with dementia and their carers 
· For those people who have been diagnosed with dementia but do not wish to access services at that point, systematic and structured attempts are made to re-engage to review their support needs and services available
· To provide signposting during Life after Diagnosis (LAD) programme 
· To review the Dementia Collaborative Care Plans (DCCPs) undertaken by the Memory Assessment Service (with the patients` permission) and adjust the support plan ensuring the person diagnosed with dementia and their carers have access to tailored support, information and advice that meets their needs 
· To complement the services provided by Older People Mental Health Services by ensuring that people with dementia and their carers have access to a wide range of tailored support and information and advice to meet their needs (e.g. Dementia Cafés, peer support etc.)
· To liaise frequently with the Older People Nursing and Residential Homes in the borough to ensure that carers for people with dementia have access to appropriate support and information
· The Provider will align their services with the Primary Care Networks and attend the current Multi-Disciplinary Team (MDTs) meetings (as required) with a view to ensure consistency of provision and be up to date with the direction of travel re strategic priorities.
· To liaise with Locality Team Managers and ensure appropriate information is cascaded to primary care (via newsletters, emails, attending meetings etc.)
· To work in partnership with Wandsworth Clinical Commissioning Group, Public Health and Local Authority to maintain accurate information for people diagnosed with dementia and their carers (website and leaflets)
· To link with the broader support services provided in the London Borough of Wandsworth to ensure support is provided to people diagnosed with dementia and their families and carers by the appropriate organisation.
· To ensure staff are familiar with the “what`s good for your heart is good for your brain”  statements (stop smoking, be more active, reduce your alcohol consumption, improve your diet, lose weight if necessary and maintain a healthy weight) and are able to signpost people with dementia, their families, friends and carers to the appropriate services in the borough


3.2 Local Policy Context and local profile 
A thorough assessment on the local profile for dementia in Wandsworth has been completed recently (2019) by Public Health and can be found here:
https://www.datawand.info/wp-content/uploads/2019/07/LBW_Dementia_Health_Needs_Assessment_2019.pdf
Based on the Memory Assessment Service performance data, from 2016 to 2018, an average of 419 people per year have been diagnosed with dementia (based on organic primary diagnosis only). 
According to NHS digital, at 31st July 2019 the CCG estimated diagnosis rate for people 65+ was 83%, significantly higher than 66.7% benchmark – see below.
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	4. Service Eligibility Criteria and Referrals


	4.1. Eligibility Criteria 
4.1.1. Inclusion Criteria 

· The Dementia Support Service is open to anyone with dementia or their carers who live in Wandsworth or are registered with a Wandsworth GP (including for people with dementia living in a care home).  
· The service is for people with dementia, their carers, families and those close to them.  

4.1.2 Exclusion Criteria

The following interventions are excluded from being provided by this service:
· Intensive group, or specialised carer support such as Mind, Specialist Mental Health services or advocacy services
· Specialist medical, legal or financial advice  
· Personal care
· People living with dementia who are approaching end of life (the service will be available for carers for people diagnosed with dementia approaching their end of life)

4.1.3 Referrals 

· The service will accept referrals from any source, including self-referrals or referrals from informal carers, as long as the person meets the service eligibility criteria.
· The service will be provided to any person (and or their carer) who are already being case-managed by the Wandsworth Specialist Older People MH Community team/living in a care home. 
· Inappropriate or ineligible referrals will be actively signposted to appropriate organisations
· The service provider will need to develop referral pathways into the service including but not limited to the Memory Clinic, Adult Social Care, GPs, Voluntary sector partners and individuals/family members.
· Referrals can be made by telephone, post or secure email and self-referrals are accepted along with referrals from health, social care, other statutory services and third sector professionals.
· A referral pathway and policy information on accessing the service will be developed within the first three months of implementing the service.  
· Monitoring of referrals will be required to better inform service development.

4.1.4 Response times

The following response targets will apply:

	Measurement Area
	Measurement item 
	Target 
	Performance/achievement 

	Response Times
	Respond to telephone contact and/or email enquiries 
	Within 2 working days
	95% of telephone contact/emails are responded to within 2 working days

	
	Urgent referral
	Within 24 hours
	100% contact and response made

	
	Complex needs/outcomes
	Within 4 working days
	80% arranged within 5 working days

	
	One to One support required 
	within 6 working days
	80% arranged within 6 working days

	
	Home Visit required
	within 6 working days
	80% arranged within 6 working days

	Patient experience
	Complaints received 
	Within 25 working days 
	95% responded 
	 

	
	Patient experience survey 
	Within quarter 
	90% clients approached
	


 

4.2 Whole System Relationships 

The service will play a central role in coordinating support for people with dementia. It will form a key partner in developing an integrated way of working with other agencies, such as: Social Care, local Learning Disability health and social care providers, day centres and other Wandsworth CCG contracted Third and Independent Sector providers (list is not exhaustive).  
An indicative list of potential key partners is shown below:
· The Mental Health Trust
· Local acute providers
· The Royal Trinity Hospice
· GPs
· Emerging Primary Care Networks
· Social Prescribing
· Wandsworth Social Care
· Wandsworth local Learning Disability health and social care providers,
· Day centres and other Wandsworth CCG contracted Third and Independent Sector providers
· Above list is not exhaustive, the provider will seek to create its own network of services to collaborate with to meet the needs of people with dementia and/or their carers)

4.3 Interdependencies with other services

The service is required to work closely with a wide range of health and social care services including the Memory Assessment Service (MAS), GP Practices, Social Services, Wandsworth CCG, other voluntary sector organisations, Making Every Contact Count (MECC), (this list is not exhaustive and the provider will seek to create its own network of services to collaborate with in order to meet the needs of people with dementia and/or their carers).


4.4 Training and Education Activities

A variety of education programmes and information sessions will be delivered for people with dementia and their carers/families. These programmes and information sessions may be delivered in conjunction with other providers (e.g. Carers service, voluntary sector) but the information disseminated need to be consistent, aligned and complementary.

The service will follow the principles of good education and the programmes delivered will meet below criteria:

· There is ease of entry and efforts are made to reduce barriers that could restrict access to information, advice and support.
· Programmes have specific aims and learning objectives and are delivered by appropriately trained educators and as far as is possible are evidence-based.
· Programme delivery is guided by the needs and goals of individual service users. The provider will have appropriate mechanisms in place to help maximise attendance at each education session and reduce the number of non-attenders, increasing uptake and completion rates.
· A variety of education opportunities are provided. Different approaches and solutions are identified for individuals who are not able or do not wish to access a structured series of sessions. Consideration should be paid to online and distance learning options and whether these could be implemented in an effective way.
· The effectiveness of the programmes undertaken is evaluated and they are shaped by service user feedback. 

For people with dementia, the service will aim to deliver programmes to: 
· Increase knowledge, understanding and skills to help them manage their condition.
· Provide psychological support aimed at improving their mental wellbeing by supporting the development of self-management/ self-care skills. 
· Increase motivation to maintain a healthy lifestyle and encourage lifestyle changes which will improve long term wellbeing.
· Raise awareness about the support services and channels that can be accessed. 
For carers of people with dementia, the programmes delivered have parallel goals to those outlined above as well as information and signposting.
A core focus should be helping carers to cope with their caring responsibilities and supporting improvements in their health, wellbeing and resilience.   
4.5 Staff training and development 

For staffing, a programme of induction training, education and personal development will be sustained throughout the lifetime of this service contract period.
All staff delivering the navigation and support roles will have appropriate competencies, skills and knowledge required for their roles and responsibilities. The Commissioner will monitor training and personal development records associated with these roles to provide assurances that quality and up to date training are in place.  
[bookmark: _Hlk529430763]The Provider shall ensure staff receive on-going relevant training to support them to deliver high quality services and compliance with legal requirements including for example safe working practices. This should include (but not exclusively), Safeguarding, Making Every Contact Count[footnoteRef:2], and Mental Health First Aid. [2:  Making Every Contact Count is online training that enables organisations and individuals to develop and be able to use a different approach to working with people to address health and wellbeing.  
] 

All staff will be vetted appropriately for their job role. 
4.6 Information

The Provider will ensure timely and good quality information are made available during initial assessment and intervention to people with dementia, families and carers. Information will be accessible for intended recipients and available to access in hard copy and electronic formats. The provider will maintain an update information directory on the range of services available.
Information will include, but not be limited to the following: 
· Getting Help in Wandsworth leaflet
· Wandsworth Carers Guide

The Provider will also make available any other information that is specific to the individual needs of people living with dementia and their carers.
The Provider will develop an Information Sharing Agreement across organisations and support effective working relationships between services to ensure timely referrals, transfer of information with service user consent and receipt of appropriate non-clinical support following a diagnosis of dementia.
The service will perform its role in line with data protection legislation including confidentiality, and will receive consent before sharing any information with other parties and/or agencies.  The provider will be compliant with the relevant Data protection legislation (GDPR). 
4.7 Publicity and promotion of service 

The provider will be required to develop a communication and marketing plan to increase the usage and raise the profile of the service across the borough and ensure it operates at full capacity.
The service is to be advertised and promoted using a range of strategies and approaches from the more traditional to the innovative.  (posters, leaflets, flyers, social media, attendance at community organisations or networking groups and make sure it has a wide community reach).
The service has a website which contains information about the services that are available and how they can be accessed.  The website is kept up-to-date and includes the latest information about events, sessions and opportunities for people diagnosed with dementia and their carers.
The service proactively targets communities in Wandsworth that are disproportionately affected by dementia and are underrepresented in terms of accessing dementia support services (refer to the Wandsworth Dementia Health Needs Assessment – Prevention and Care 2019).

4.8 Developmental work 

The Provider will seek to engage, on a quarterly basis, a cohort of people including:
· Newly diagnosed patients
· Patients whose conditions have worsened since diagnosis 
· Carers for residents (diagnosed with Dementia) in Care Homes and
· Families/friends and carers for people living with dementia

with the aim of asking for feedback with regards to current services and how they could be improved.
The Provider will collate the feedback received and discuss it with the commissioners at the quarterly monitoring meetings to help inform future services.  

	5.  Service Delivery


	5.1 Service Delivery

The service will deliver much of its activity off-site in service users and their carers’ homes or other health or social care settings. 

The service will provide its staff with the necessary tools, training and equipment to work safely and effectively in these settings.  The service must ensure that it has the policies and procedures in place to ensure that any work conducted off site does not put service users and their carers, staff or members of the public at risk.
5.2 Staffing 

The provider must ensure that they have the capacity to manage service demand, meet the functions of the service as well as managing any staffing issues.
The provider must ensure there is sufficient administrative support for all activity generated within the service, to ensure referrals and engagement are managed in a safe and timely way.
Administrative staff must be adequately trained in client confidentiality and must be provided with appropriate word processing and data collection facilities to allow for proper audit and collection/processing of monitoring information and to support information requirements.
The provider needs to recruit and retain sufficient number of volunteers to ensure business continuity. 
The minimum establishment and recommended roles are highlighted below (however, the provider can change this within the allocated budget to meet any additional demand, improve the flow into the service or meet any change in legislation, after agreed with the commissioner)
	Role
	FTEs
	Brief responsibilities (recommendations) 

	Dementia Support Worker
	1.65 FTE 
	Low level interventions work to continue the functions of delivering support, information and advice to people and their carers living with dementia.

	Dementia Advisor 
	0.4 FTE
	Case management - light touch cases

	Dementia Support management 
	0.6 FTE
	Expand the dementia support capacity and help support more complex cases and safeguarding issues. 


[bookmark: _Toc366159058]
5.3 Assessment, support planning, advice and information and record keeping 

5.3.1 Assessment

Assessment will be offered to all service users and carers who meet the eligibility criteria for this service.
The assessment will be carried out to identify the most appropriate support to meet the individual needs of the service user and their carers, ensuring full involvement in the process from all parties.   
The outcome of the assessment will be recorded in an appropriate format and shared with the service user and their carer.

5.3.2 Support planning 
· All eligible service users and their carers will be offered a support plan.
· The service will provide a holistic needs assessment to service users and their carers with the development and use of support plans.  Support will meet a range of needs associated with dementia including those that are physical, psychological, practical, legislative, financial and social in nature.  It is important that relevant and accessible verbal and written information is provided.
· Service users and their carers are offered the opportunity to explore their needs in detail. The service will adopt a holistic, person-centred approach to establish the particular needs, wishes, aspirations, concerns and preferences of service users and their carers. 
· The support plan will be personalised and proportional with the individual`s needs.   The support plan will be developed and put in place within a timely manner. The support plan will include the goals/ desired outcomes of the individual and the steps that will be taken to achieve these. It will also include specific information about how the individual will be supported by the service (including any agreed interventions and the associated timescales).
· Support should be available to meet the needs of service users and their carers (in terms of location) across the borough.    The service will be expected to utilise existing community spaces, such as libraries (ensuring private spaces are available) as well as perform home visits when required. 
· Support will aim to promote independence, choice and control. They will empower individuals to access information, local resources and services to meet their individual health and wellbeing needs. Service users and their carers will be supported to self-care and to identify and make use of informal support mechanisms where available. 
· Evidence-based approaches will be used to evaluate the impact of interventions in terms of the wellbeing of service users and their carers. The effectiveness of the support and interventions provided will be analysed by the provider with a view to improving its service delivery.  
· Depending on service users and their carers’ preferences, interactions may take place over the telephone, via email, face to face or via other channels.
· People with dementia and their carers may often be supported alongside one another. However, it is acknowledged that sometimes individuals may  wish to have private conversations about certain issues in therefore this will be is managed effectively and sensitively as part of the service model.
· The service will adopt a ‘Making Every Contact Count’ approach to encourage changes in behaviour that could have a positive effect on health and wellbeing.
 

5.3.3 Advice and information

· The service will provide a range of information and advice services to both people living with dementia, families their friends and carers.  
· Advice and information will be available at any stage of the illness and the service will provide single identifiable points of contact.
· The provider will ensure that general information is available about dementia itself and what can be expected throughout the dementia journey. This information should help people to plan for the future and to understand, manage and cope as the disease progresses.
· Advice and information for both people with dementia and their carers and families will cover a wide range of issues including (but not limited to); living well with dementia, challenges that may occur (such as challenging behaviour), signposting to health and social care services, welfare and benefits, care and support groups and options, support for carers, social activities, respite care and future planning, housing options and assistive technology.
· The service should stress the importance of early engagement and advance planning for issues such as lasting power of attorney, ‘co-ordinate my care’ or other care planning options and financial management.
· Information should be provided on the benefits of an early diagnosis.
· Relevant information and resources are proactively shared with other professionals and services in Wandsworth.
· Information provided by the service is reviewed at appropriate frequencies to ensure it is up-to-date and it is revised as necessary.
· Information is made available and presented in ways that meet the needs of individual service users and their carers.
· The service provider develops and maintains a website which includes information on a range of services available.

5.3.4 Record Keeping

The provider must maintain adequate electronic records for each service user or carer referred into the service and monitor outcomes. 
The provider should routinely collect information that can support the on-going evaluation of the service. The information collected should be used to inform future developments of the service as well as improve current performance. 

5.4. Days/ hours of operation
The service will run from 9am to 5pm Monday to Friday.  The provider will be flexible following the supply and demand principles in terms of needs of service users and their carers. This means that the service will be available (when necessary) during weekends and after 5pm (weekdays) to meet the demand. 

	

	

6. Performance Management 

The provider(s) shall maintain accurate records to allow monitoring of:
· Number of service users and carers going through the service 
· Protected characteristics for people diagnosed with dementia and their carers 
· Demand for different functions of the service (info and advice, support planning, signposting etc.)
· Performance of the service against objectives and KPI / outcomes indicators (KPIs to be developed in partnership with the provider within the mobilisation period)
· Quality of service (including complaints, compliments and safeguarding issues)
· Service user satisfaction 

The provider, as appropriate, will regularly inform the commissioner of progress, performance, issues and risks.  Data submitted may be used to develop further trajectories, collaboratively between the commissioner and provider.
Reporting requirements may change throughout the duration of the contract to assist with the evaluation of the service.  Any changes will be agreed and improved by the commissioner and the provider.
The Commissioner will expect a quarterly performance report to be issued at least 7 working days before the date of the planned quarterly performance meeting. 
The Commissioner will undertake remedial action in the case of particularly persistent poor performance as specified in the contract. Commissioners may audit the service at any time and will be provided with necessary information to complete this audit.  
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