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Bradford 

Title 
Moving Forward: Bradford’s older people mental health programme 

Client focus 
Older people with mental health problems 

Project Key Elements 

i

- Community involvement network:-

to combat social isolation 
i

and/or depression 

- specialist day care 

Will accelerate 

l

people at risk 

Bradford’s ‘Moving Forward’ programme will generate a continuum of special st mental health support that operates as 
an integrated ‘whole system’.  Four elements:-

- extending mental health support in the CVS sector, including expansion of therapeutic programmes 

- mental health café’s for those with dementia, and also pilot ng of approach for those with anxiety 

- virtual mental health café, using IT to provide web based communication network with information, 
and secure area for members to exchange messages and communication with peers 

- Managed clinical network – supporting the development of a large enhancement in community based mental 
health services, by bringing specialist and mainstream staff together in locality networks.  
progress towards a new way of working 
- Leading and teaching in mental health – providing educational ability and clinica  leadership by creating a 
network of peer educators 
- Community mental health enablement teams – creation of teams to provide short term intensive support for 

Project outline 
There are a number of elements to the project:- 

Community Invovlement Network 
The Community Involvement Project contains a number of key elements:- 

Community Involvement Brokerage: Extending Mental Health Support in the CVS Sector 
The Moving Forward Programme will establish a brokerage team that will, in partnership with 
the Community and Voluntary Sector (CVS), develop a programme of support aimed at 
enabling older people with mental needs and their carers to build and maintain supportive 
relationships with their peers and wider communities. A brokerage budget will be established to 
fund the expansion of a therapeutic programme of sessional and community based socialising, 
exercise, personal development, arts, cultural activities and education primarily aimed at people 
with mild to moderate mental health needs and their carers.  Sessions will be developed to 
mirror the diversity in Bradford’s populations and may feasibly include walking and exercise 
sessions, tai chi, allotment/gardening, time bank projects, pub/café lunches, reminiscence, 
creative writing, cinema, theatre and IT skills programmes for example.  Although equality and 
diversity will be addressed by all sessions, some will be tailored to the needs of particular 
communities of interests and ‘hosted’ by organisations representative of these groups, e.g. 
BME communities, older lesbians and gay men. Each session in the programme will run for a 
12 week cycle, and cover a 7 day week with daytime and evening sessions 

The Brokerage team will comprise a Community Involvement Broker, 3 Community Involvement 
Facilitators and an Admin/Resource Worker. The Community involvement Broker will administer 
the Community Involvement Budget and cultivate a ‘virtual’ design team to support the design, 
development and contracting process for sessions in the community involvement programme. 
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The design team will seek representation from service users and carers, existing CVS day care 
providers, SSD service and community development workers, specialist CVS organisations 
(e.g. Alzheimer’s Society, Mind), BME organisations, mainstream education, arts and 
community projects, community of interest organisations. The team will work in close 
partnership with the Neighbourhood Renewal Team (Bradford Vision) and the Health Trainers 
early implementer pilot which is being developed as part of the LAA Healthier Communities 
Theme. The 3 community involvement facilitators will lead on providing ‘start up’ and ongoing 
support for CVS organisations in developing their sessions, including mental health training, 
practical advice and practical support in delivering their part of the programme. Facilitators will 
be allocated places on the accredited University of Bradford “Leading and Teaching in Mental 
Health” module (see below) to support them in cascading mental health expertise to non 
specialist organisations. With development support from the Community  Involvement Broker, 
the Community Involvement Facilitators will also provide an assessment, planning and review 
service for individual older people and carers who wish to attend. 

Mental Health Cafes: Delivering Education, Peer and Practitioner Support, Choice and 
Control 
The brokerage team will also establish 12 ‘sessional’ mental health cafes to provide open door 
access to mental health support, and play a key role in supporting people with emerging needs 
who may not yet have contact with other services, and for providing informal access to a wide 
reaching support base for carers.  8 cafes will have a dementia focus where there are 
emergent examples of good practice and 4 others will pilot extending this model to people with 
functional needs including depression and anxiety.  Each cafe will deliver a programme of 
educational talks and discussions with guest speakers, and space for more informal discussion, 
including a multi-agency market place where health and social care practitioners (e.g. memory 
assessment, social work, benefits advice, NHS health educators) will be available to listen, 
provide advice and signpost to support.  The café educational programme and market place will 
provide an ideal environment for introducing Electronic Assistive Technology (EAT) solutions to 
a wider audience of users and carers, many of whom are expected to have emerging needs, 
where an early knowledge of EAT solutions would support a preventative approach planning for 
future care needs. Early familiarisation can increase receptiveness to EAT solutions for people 
with dementia, and effectiveness increased if introduced in a planned way at an early enough 
stage 

Bridging the Digital Divide. 
A ‘Virtual’ Mental Health Café will also be piloted.  The Virtual Café Website will have a ‘read 
only’ area open to the general public, with information about the café and community 
involvement programmes, and links to other Moving Forward Programme pages and wider 
mental health internet pages.  A secure members area will enable service users and carers to 
set up personal profiles, post personal peer to peer and group wide messages, set up, publicise 
and invite other members to public and social events and meetings and contribute to topic 
based discussion forums. The site will pilot the use of SMS text messaging, where members 
could receive general news and personal reminders on café and booked community 
involvement programme sessions via mobile phone. 

Linking the Community Involvement Network to Specialist Day Care 
Current specialist day centre service users with mild to moderate needs will be actively 
supported in making a transition to the brokered community involvement programme. However, 
in the longer term it is planned that a continuum of support will be established with specialist 
day care services. The creation of the community involvement network creates additional 
opportunities for re-focusing the remit of existing specialist day care provision. Specialist day 
centres may be better placed to refocus their capabilities for supporting people with complex 
needs and in meeting the needs of carers as a day ‘respite’ resource. An options appraisal is 
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scheduled for year 2 of the community involvement project, the output from which will be a 
project brief outlining the preferred blueprint for specialist day care, expected benefits, project 
outputs, timescales and costs plus any transition arrangements.   

Developing Managed Clinical Network Capability 
The primary aim of the Managed Clinical Network (MCN) Project is to optimise the 
benefits of a huge enhancement of community services (financed from the closure of a specialist ward).    
Community based specialist support for older people with mental health needs will be configured around 
four sub-networks, coterminous with current PCT and local authority boundaries. POPP’s funding will be 
used to recruit 4 Network Managers who will be responsible for developing network capability and 
providing line management support to specialist community staff.  There is partnership commitment to 
provide the following network functionality: 

• Ring fenced non-casework time for each specialist practitioner to provide an educative and 
supportive role to mainstream practitioners within defined community networks 
• Co-location of specialist practitioners in non-specialist settings 
• Transition from a separate memory assessment and treatment service, towards specialist 
assessment being delivered as a function of the specialist network with defined ‘early 
recognition’ pathways from mainstream care services 
• Liaison/in reach into mainstream intermediate care to optimise use by people with mental 
health needs and support admission avoidance 
• Liaison/in-reach into secondary care to support earlier discharge, and reduce admissions to 
long-term care for people with mental health needs 
• Improved access to mainstream health care for people with mental health needs e.g. 
continence management and speech and language therapy 
• Recovery focused and goal orientated treatment and care 
• Case management support for people with the most complex mental health needs 
• Equitable non-age based access to crisis intervention and specialist inpatient support. 

In pursuing the objective of mainstreaming mental health support, there is local recognition that a 
network approach of this kind (bringing specialist and mainstream practitioners together within 
defined network arrangements) will provide a focus for specialist activity, whilst also creating 
opportunities to disperse mental health expertise and capability throughout the wider care system. The 
additional step change provided by the POPPs funded MCN project will be to deliver the additional 
network managerial capacity, methodologies and ways of working to ensure that networks evolve in a 
systematic and controlled manner. This will accelerate progress towards a new way of working, rather 
than a distinct service model that can be prescribed at the outset. The key purpose of the emergent 
MCN will be to improve service user care in terms of quality, access, convenience and co-ordination. 
Based upon established and well evidenced MCN principles, the project will create the required cycle of 
continual improvement by delivering the following capability: 

• Ring-fenced network manager capacity to lead, develop, co-ordinate MCN functions 
• User, carer and clinical input into defining care pathways and protocols, to ensure a 
responsiveness to local needs whilst sustaining a degree of uniformity and standard of care 
• Support mechanisms to enable service users and carers to participate in network 
development and evaluation 
• Mechanisms for measuring the effectiveness of MCN functions and to extend the evidence 
base to support a cycle of continual improvement, including audit. 
• Mechanisms to support the continual professional development of network practitioners 
• A quality assurance programme. 
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Leading and Teaching in Mental Health 
The Leading and Teaching in Mental Health project will deliver the educational ability and clinical 
leadership required to support MCN roll out.  A competency based Leading and Teaching in Mental 
Health (L&TIMH) Module will be developed in partnership with and delivered by the University of 
Bradford School of Health, to develop a sustainable network of 25-30 peer educators to provide clinical 
leadership to the MCN network. The course will equip staff, who will then operate as peer educators, in 
various aspects of good practice.  Candidates will represent a diagonal slice across health and social 
care, mainstream and specialist practitioners, primary, secondary and intermediate care and include the 
3 facilitators from the Community Involvement Project and 3 Senior Enablers from the Enablement 
Project. On completion of the course, each qualifying student will be formally offered the Mental Health 
Peer Educator role and deliver planned mental health educational support to an identified multi agency 
learning cluster of approximately 80 practitioners within their own managed clinical network. An 
estimated 1800-2000 staff will have access to educational support across primary, intermediate and 
secondary care settings during year 2, with approximately 330 Peer Educator hours available across 
each learning cluster. 

Community Mental Health Enablement 
Three enablement teams will be developed to extend the range of options for supporting older people 
with mental health needs in their own homes. This will involve the recruitment of 3 Senior Enablers and 
15F.T.E. enablement workers and administrative support. The new enablement teams will provide short 
term, intensive support to people at risk of admission to hospital or long term care and facilitate earlier 
discharge from hospital. They will also respond to crisis and assist informal and formal carers in 
developing new skills and coping strategies, adopting a psychosocial model to understand mental 
health needs within a wider family support and social context. In many situations, they will be best 
placed to identify the potential for the use of electronic assistive technologies. It is anticipated that 
support will be provided flexibly over a 6 to 12 week period. A conservative estimate is that the teams 
will work with approximately 350 people over a year.  Referral routes to the service will be established 
via. SSD care management, managed clinical network admission avoidance pathways and liaison/in-
reach into secondary care. 
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Brent

Title 
Brent Integrated Care Co-ordination Service 

Client Focus 
Older people 

Project Key Elements 
- develop existi
on BME communities. Case 

providing home safety checks) 

ng care co-ordination service to become an integrated health and social care team with a particular focus 
Each case manager multi-skilled to carry out health and social services assessments.  

finding and intensive case co-ordination. 

- involvement of Timebank, Pension Service, housing, mantal health link worker etc 

- development of protocols to allow staff from rehabilitation services, care management and district nursing to access co­
ordinated short term preventative care packages from a pooled budget 

- commissioning of preventative services from the voluntary sector (e.g. Elders Voice Environmental Assessors – 

- telecare,  

- in reach into hospital to facilitate discharge 

- joint health and social care team  

- ‘discovery interviews’ by carers centre 

Project Outline 
The Integrated Care Co-ordination Service (ICCS) will provide holistic person-centred assessments of 
vulnerable older people (65 years plus) and co-ordinate a range of interventions responding to their 
identified needs.  The existing Care Co-ordination Service, will be enhanced and developed to include 
Social Services and other partners in the wider health and care community (e.g. housing, HIA, Pension 
Service, Timebank etc). There will be a clear focus on reducing hospital, nursing home and residential 
care admissions – both in the short and longer term.  The ICCS will therefore focus upon vulnerable 
older people who are at risk of admission, to hospital - including via Accident and Emergency 
Departments, nursing home or residential care, who, by timely intervention, may improve their quality of 
life, and be treated and supported outside an institutional setting.   
The ICCS will work with users and carers from the outset, to ensure that interventions are based on a 
shared understanding with professionals of realistic goals and agreed actions which will address 
identified needs.  On referral, the service will provide a nominated care co-ordinator who will be 
empowered to undertake a single assessment of need.  The older person and carer, if there is one, will 
always be at the centre of the process.  The care co-ordinator will liaise with the primary care team and 
refer directly to other specialist members of the ICCS team where appropriate. Specialist assessments 
and support will be rapidly available from the mental health liaison worker, the housing linkworker, the 
handyperson and the Pension Service liaison worker.  Timebank will offer befriending to those who 
would benefit from extending their social contacts to improve their quality of life. 

{PAGE }




The care co-ordinator will have access, where necessary, to new a pooled budget to give rapid, flexible 
support to avoid admission, to support rehabilitation or give short-term care up to 6 weeks.  The care co­
ordinator will also be able to assess for minor equipment and Telecare devices for the home.  The 
ICCS care co-ordinator will also ‘in-reach’ into hospital for those people who are on their caseload and 
will ensure that the appropriate community support is arranged in a timely way, thus reducing the time 
spend in hospital. 

Both Timebank and the local Pensions Service are members of the partnership.  The ICCS team will be 
a joint health and social care team, jointly managed by Brent Council and Brent Primary Care Trust 
(PCT), with additional members managed by other partners: housing hospital linkworker (Willow 
Housing and Care); mental health liaison worker (Central and North West London Mental Health NHS 
Trust); environmental assessor/handyperson (Elders Voice); volunteer co-ordinator (Timebank); and the 
welfare benefits advisor (Pensions Service).  Discovery interviews will be undertaken by Brent Carer 
Centre to provide feedback on carer needs/views to the ICCS service and the evaluation team. 
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Camden 

Title 
Community Interventions for Older People with Mental Health Needs 

Client focus 
Older People with Mental Health Problems 

Project Key Elements 

Chargeable service, offering 
employment to over 50s. 

Particular emphasis 

ity. 

homes. 

- enhanced, seven day a week, ischarge 

For general population: prevention, promotion, enablement and social inclusion services 
- a new social enterprise scheme ‘Alternative Care’ offering wider range of preventative support (eg from 
accompanying to hospital through to practical tasks such as putting up curtains).  

- provision of ‘talking therapies’ to older people suffering from anxiety, depression and dementia.  
on recruitment and training of people from BME to enable talking therapy to be provided in appropriate language 

- expansion of ‘Networker’ programme to increase participation in local commun Networkers are older volunteers 
who pass information by word of mouth creating a ‘network’ of information.  Also some practical help (eg making 
phone calls to people with memory problems to remind about hospital appointments and medication) 

- provision of specialist courses for carers  

For people with emerging needs: early identification and intervention services 
- establish a ‘virtual memory service’ for the early diagnosis and treatment of people with dementia in their own 

For people with high level complex needs: intensive care and support 
specialist home care service to enable early and safe hospital d

- assistive technology 

- development of extra care housing for older people with functional mental health problems 

Project Outline 
Aims to deliver a co-ordinated and comprehensive programme of care and prevention for older people 
with mental health needs and for their carers.  
For general population: prevention, promotion, enablement and social inclusion services 

•	 A local social enterprise scheme ‘Alternative Care’ which will provide a flexible, holistic care 
service offering a wide range of practical and social support to vulnerable older people to 
enable them to remain independent in their own homes for as long as possible.  The service will 
be available to all older people, but especially to people who qualify for the lower two bands of 
FACS, patients discharged from hospital who need assistance with practical tasks and 
confidence building, people on the two higher FACS bands for whom the service is appropriate, 
and people on Direct Payments who wish to employ their carer through a recognised 
organisation. The service will operate on a social enterprise model and will be chargeable. 
Employees over 50 will be targeted through a new employment support project, New Start 50+, 
run by Age Concern Camden and people bilingual in community languaages. 

•	 Expansion of the provision of ‘talking therapies’ to older people – to those with milder mental 
health issues such as anxiety and depression as well as those with organic mental illness such 
as dementia and early stages of the disease. The project will also offer emotional and practical 

{PAGE } 



support to carers. Older people from Black and minority ethnic communities will be particularly 
targeted. To this end, community workers in the local workforce from Black and minority ethnic 
backgrounds will be trained to become counsellors so that talking therapies can be offered in a 
variety of community languages. 

•	 The participation of older people will be increased by enlisting older people as volunteer 
Networkers, in particular targeting those older people who have directly or indirectly 
experienced mental health issues. The Networkers will promote information on healthy living; 
mental health and social care issues to their peers.  The project will also create a database of 
specialist Mental Health Networkers who will undertake additional healthy living programmes, 
be informed of wider health prevention services available, act as sign-posters, and establish 
links /choices with older mental health users, mental health professionals, health agencies, 
community centres and associations through information sharing. 

•	 The project will develop an information and training course for Carers of people with 
dementia and mental health issues. Two courses will be run – an initial course for carers of 
people newly diagnosed and a follow-up course for long-term carers. The course content will 
include understanding the health conditions, legal and financial support, community support for 
carers (e.g. talking therapies, assistive technologies), access to work and learning, maximising 
incomes, healthy carers, behaviour management, activity ideas etc. 

•	 Specialist exercise programmes will be offered in client’s own homes, with the aim of 
increasing their mobility and boosting confidence so that they become more able to access 
exercise activities in local community venues. For those clients who live with carers and for 
whom accessing local classes might not be possible, training will be provided for the carers 
so that they are able supervise exercise sessions themselves 

For people with emerging needs: Early identification and intervention services 
•	 For people with emerging needs the project will deliver better early identification and 

intervention services.  A memory service will provide early and accurate diagnosis of mental 
health problems enabling older people and carers to understand what is happening to them, to 
access appropriate help and to meet their care needs.  The service will be drawn from existing 
multi-disciplinary staffing resources - a virtual team without a central base.   

For people with high level complex needs: Intensive care and support  
•	 An enhanced home care service (available 7 days a week) will be developed with staff 

who are trained to work with people with dementia and to offer a sensitive, safe and 
appropriate service, using assistive technology as a support where appropriate.  This will 
enable early and safe discharge of older people with mental health problems by offering 
intensive specialist mental health support. Interventions may include continuing assessment 
within the home environment, supervision and monitoring, advice and education to carers and 
social support 

•	 Increasing deployment of assistive technologies, by utilising the Preventative Technologies 
Grant, such as wandering client sensors, falls sensors, flood, gas and smoke detectors. 

•	 Development of a model of provision for extra care sheltered for older clients with 
functional mental illness. Additional specialist home care will be purchased to support these 
clients within this setting rather than remaining longer than necessary in rehabilitation beds or 
being placed in residential care. 

{PAGE }




Dorset

Title 
Building supportive neighbourhoods with older people 

Client focus 
Older people 

Project Key Elements 

- work with statutory and voluntary organisations t

- develop community based ‘way finders’ 
home safety. In reach and outreach (eg 

Programme of transformational change to resource and skill older people:- 

- older people’s leadership project by developing ‘community neighbourhood leaders’ who:- 
- provide leadership to self generated local community developmemts 
- challenge and influence statutory organisations 

o provide better connections between services 

- employment, training or support of older people in a leadership programme:- 
- develop locality based community development workers to work with community neighbourhood leaders 

- advocacy and information particularly around information, benefits, 
Also help with ‘navigation’ through the health and social care system.

to prisons and hospitals) 
- developing neighbourhood resource centres 

- administrative infrastructure to support all of above 

- resource voluntary sector to provide low level support and practical help 

Project Outline 
The project’s purpose is to build supportive neighbourhoods with and for older people in Dorset – so 
that they can live as part of these local communities, and receive appropriate, timely help and support to 
stay there for as long as they wish. This will be achieved through a leadership programme that will 
support and train older people to identify, articulate and address needs and concerns in the areas where 
they live. 

Statutory organisations will be challenged to make changes in the way they currently operate – in 
particular, to work with older people as partners - and will be exposed to lessons emerging from the 
leadership programme and the outcomes of project evaluation.  Older people will be significantly 
involved in aspects of supporting each other, promoting links across generations and working together 
to develop active and supportive communities. 

The figure below provides a diagrammatic representation of some of the links that can be made 
between Dorset’s POPPs’ project and other wider partnership ventures in the county. The project will be 
able to draw resource and support from these individual initiatives, whilst contributing something in 
return. 
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rategy 2005 

Dorset County 
Council: Meals 

onWheels Nutriti 
on for older 

people Strategy 

Dorset 
Innovation Forum 

Reduce emergency 
admission over 75 

The project consists of four distinct but inter-related elements: 
(i)	 Building supportive communities through the leadership programme and local way-finders. 
(ii)	 Evaluating needs as changes take effect as a result of a local evaluation programme. 
(iii)	 Locality service commissioning, based on outputs from both the leadership programme and 

local evaluation. This will contribute to building preventative services; 
(iv)	 Effect changes to statutory service commissioning of intensive health and social care 

services based on the outcomes of (i) – (iii) above. 

The County Council area will be broken down into 33 clusters.  Within each community cluster, there will 
be: 

•	 At least one ‘neighbourhood leader’ who will be a local resource for their community  
•	 At least two local ‘way-finders’ – who help local people connect with appropriate and timely 

advice, information, support and services. 

Additional infrastructure support will comprise: 
•	 Older people who are ‘local evaluators’ – who have been recruited, trained and supported to do 

local evaluation (15 in total across the county). 
•	 Four Community Development Workers – to provide locally based project support and 

facilitation to local ‘neighbourhood clusters’  
•	 A POPPs’ Project Manager who will carry overall responsibility for the programme, accountable 

to Dorset County Council’s Head of Service – Older People. 
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Older People as leaders 
The identification, support and development of a network of older people who are local leaders for 
change is a key component of the Dorset POPP project.  Through an advertising campaign in 
partnership with local voluntary organisations, 33 older people will be recruited to the leadership 
programme. The main aims of the programme are: 
•	 To identify, and equip older people who can act as leaders for change. 
•	 To support and enable leaders to take up their community leadership roles and focus on achieving 

change to build sustainable, healthy neighbourhoods. 
•	 Facilitate Action Learning Sets which maintain leadership skills and enable continuity for further 

recruitment and training. 
•	 To clarify respective roles and responsibilities between neighbourhood leaders, local way-finders, 

community development workers and local evaluators. 

These leaders will be able to influence local service providers in developing and shaping services that 
are centred on the needs of older people.  They will also use local knowledge and experience to identify 
existing facilities where community resource centres can be established.  These centres will provide a 
range of information (e.g. welfare benefits, health care, home safety).  

Older people as local way-finders 
The Dorset way-finders initiative will identify and recruit local older people, in partnership with voluntary 
organisations, to be local ‘advocacy workers’ supported by local leaders.  Their role will be to raise 
awareness of service availability, make information accessible on a range of levels, make links to 
preventative, health promotion and support services, and identify support and help within communities 
for older people being discharged from hospital and from other institutional care such as prisons.  Way-
finders will use information that is available from local voluntary and statutory agencies and have access 
to more specialised information on complex issues.  A range of information will be made available to 
way-finders and Community Development Workers via the Dorset Link-Age project.  

A total of 66 Way-finders – 2 per cluster - will be recruited by the project team to work alongside local 
neighbourhood leaders. 

Older people as Local Evaluators 
A cultural shift is required in areas such as how older people can live inter-dependent lives and be 
involved in partnership with agencies; and how local agencies should set about delivering older people 
services based on need. Therefore, it is important to have in place a system to measure change as it 
occurs and to ensure that emergent evidence has an impact on actions taken. The project will therefore 
recruit 15 evaluators to work alongside neighbourhood leaders and Way-finders within and across each 
locality. 

Locality Service Commissioning 
This element of the project will help local communities put in place a range of preventative measures 
and initiatives that help older people keep well, active and safe within  supportive networks where 
people ‘look out’ for each other. Community Leaders will work with way finders and local evaluators on 
ideas for services which will help older people live independently.  These will differ from area to area, 
and – of course – from person to person. This information will be used to inform practice based 
commissioning and further develop local commissioning.  A substantial sum will be allocated to this part 
of the project for service development. The types of services developed are likely to include:- 
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•	 Services which make property safer and more secure – e.g. Handyman and staying put 

schemes 


•	 Services which help individuals to cope with the physical environment – simple assistive 

technology, sloppy slipper schemes to reduce falls 


•	 Services that promote intellectual and spiritual stimulation – arts reach, book clubs, cultural 
events for BEM groups 

•	 Services that encourage companionship – lunch clubs, befriending schemes 
•	 Services that promote good health – exercise, healthy food schemes etc. 

The arrangements for allocating resources for local service commissioning will be managed through the 
POPPs steering group and will be overseen by the Commissioning Group of the Older People’s 
Partnership Board. 

Community Development Workers 
Community Development Workers will provide direct support and facilitation to a group of ‘clusters’.  The 
key aims of the role include: 

•	 To support and facilitate a ‘cluster’ network of neighbourhood leaders and way-finders in 

geographical areas  


•	 To help identify and recruit neighbourhood leaders in areas where there are gaps 
•	 To support the development of local community initiatives with older people 
•	 To support effective liaison within local ‘clusters’, between ‘clusters’ and the project team, and 

other areas of Dorset POPPs project work. They will also link to other strands of work with older 
people such as Dorset Link-Age. 
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East Sussex 

Title 
Independence First 

Client focus 
Older people at risk of admission to hospital or institutional care.  Some additional focus on older people 
with mental health problems 

Project Key Elements 

- additional care packages 

- case finding, focussed initially on A&E and ambulance usage but drawing on new methodology being developed 
by consultants.  

- referrals to community matron service or new ‘navigator service’ (see below) 

- enhancement of a comprehensive range of specialised services 
- early intervention and rapid access to memory clinics for older people with mental health problems  
- intensive home support team for OPMH 
- falls service, including osteoporosis component and falls register 
- medicines management 
- single point of access for acute hospital / community interface 
- rapid social care assessment 
- rapid access and fitting of aids and adaptations 

- new ‘navigator service’ (commissioned from voluntary sector) to visit those not referred to any of the above 
specialist services – to assess using SAP and home safety checklist – with ability to commission directly from pre-
agreed menu of preventative services. 

Project Profile 
Independence First is a programme of services that proactively targets older people most at-risk of 
hospitalisation/institutional care.  It is specifically designed to address both low level/preventative needs 
and specialised needs (including an emphasis on mental health), recognising that one without the other 
provides much less effective support for those at-risk and also will not enable a sustainable re-balancing 
of investment through reduced emergency demand.  The service framework (see Diagram 1 below) 
provides a coherent framework within which the POPP investment will be targeted strategically to 
complement existing services and investment, and address the needs of the older population for both 
intensive and preventative. 

Key Features: 
�	 Pro-active client identification - Clients/patients enter the programme through the evidence-based 

methodology which is currently being used to identify the cases for the Community Matrons (CM).  If 
their needs are such that they are not appropriate for case management by a CM, they can be 
referred to a specialised service for services and/or specialised assessment or the voluntary-sector 
Navigation service. 

The case-finding methodology that Independence First will be utilising is the methodology currently 
being used across Surrey and Sussex under the aegis the Transforming Chronic Care Programme 
(TCCP). The TCCP has contracted Conrane Consulting who were the team who first worked in the 
Castlefields pilot, a commonly cited evidence base for case management.  They have refined their 
methodology through subsequent work in 6 PCTs and 36 GP practices and have also linked with 
the Epidemiology Department at Imperial College London and Care Continuum in the US. 
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�	 Specialised services  - identified for their relevance to this patient/client cohort – i.e. those who 
experience or are at risk of emergency hospital admissions.  Older People’s Mental Health has 
been emphasised because of the low baseline of current provision and high demand  The specific 
new services funded through the POPP programme include the following:- 
o	 Memory Assessment & Support Team - A multi-professional, multi-agency team specifically 

aimed at providing early assessment, intervention and support for people who are experiencing 
cognitive difficulties arising from mild to moderate dementia.  Includes access to memory 
(prescribing) Clinics & Community Mental Health Teams when indicated,  promotion of living 
skills, working with GPs, support network with statutory and VCS providers, links to innovative 
telecare devices, and support to carers. 

o	 Extended Hours Intensive Home Support Teams - providing Intensive Home Support for 
Older People with mental health problems to avert admissions, facilitate discharge, provide 
‘place of residence’ treatment and care, facilitate maximum choice.  An 8 week service to 
assess, plan care and establish ongoing support using integrated working with CMHTs. 

o	 Falls Specialist Team - A Falls Specialist Nurse / Therapist within the A&E department of the 
Conquest Hospital, a specialist physiotherapist and an assistant who will then work in the 
community to follow-up. Linked to current Healthier Communities Collaborative Falls 
Prevention Programme but providing a dedicated service for those who have fallen.  Facilitating 
safe discharge with existing Interface team, active rehabilitation / re-enablement programmes 
and education, development of local falls care pathway. 

o	 Medicines management support - To support people to take their medication more 
appropriately, enabling them to stay in their own homes, thereby retaining their independence 
and reducing crises that can lead to emergency admission to acute hospital (for example 
patients with dementia). This post will follow-up preliminary work already undertaken by a 
Community Pharmacist. 

o	 Single point of access for acute / community hospital interface - Additional support to 
improve working methods between community services and acute hospitals, more effectively 
managing patients who are currently admitted as emergencies by improving knowledge of 
community services and putting in place improved systems, and guidelines to reduce 
admissions and facilitate discharges.  Proactive working with staff in 3 of our acute hospitals 
and supported by the re-opening of community beds and enhancement of community services. 

o	 Osteoporosis service - Osteoporosis nurse to focus on early identification of osteoporotic 
patients through selective case finding, scanning and referral for treatment.  This initiative 
supports a dedicated falls service as per the new NICE Guidelines which has been established 
in response to this area’s extremely high falls rates. 

o	 Cellma database - Development and maintenance of a falls register for known fallers or people 
at risk of falling to support professionals across the acute and community NHS Trusts working 
in the speciality of falls to record and access patient/client information in order to provide a more 
/patient centred service with less administrative barriers.   

o	 Rapid social care assessment - 3 senior care assessor posts (1 per joint locality) to ensure 
rapid commissioning of home care as support to needs assessment of Community Matrons.  
The service will be available to 8pm and through weekends, extending the current service 
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o	 Rapid delivery and fitting of simple aids and equipment - Additional capacity to current 
rapid access phone-based OT-assessment, ICES and fitting service to ensure rapid provision to 
support needs assessment of Community Matrons 

o	 Extra social care packages - Care packages to ensure Community Matrons are able to 
access support to keep patients at home 

�	 A new Navigation Service will be commissioned, provided by existing voluntary/community sector 
agencies, to visit identified clients in their own environment, use SAP and a further checklist for 
home safety, etc and then be able to signpost, immediately commission from a pre-agreed menu of 
‘simple / community services’ and/or refer straight across to the specialised services.  

�	 Menu of simple/community services – this is crucial in providing the low-level supports that make 
a difference. Many of these services already exist but further POPP investment will be made to fill 
gaps and add capacity. As much as possible it is expected that these services will either be free to 
the user (by virtue of being funded by a contract or other source) or be at reduced cost such as a 
handyman service for instance. Innovation in service delivery models will be introduced by 
exploring social enterprises and involving older people themselves in delivering some services.  
This aspect of the service will also be well placed to act as a springboard for the wider well-being 
agenda and explore possibilities such as Time banks and skills audits with older people to support 
‘active contribution’ models. 
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Independence First
East Sussex’s 

2 - SERVICES: 3 - PROGRAMME 

 Service Framework 
Independence First Service Framework– a Managed System with 3 Components 

1- IDENTIFICATION OF 
AT-RISK CLIENTS SUPPORTS: 

¾
METHODOLOGIES 
AND AGREED 
CRITERIA 

¾
data: 
� A + E 
� GP 

¾
� A + E 
� Ambulance re falls 
� GP 
�
� Sheltered 

Schemes and 

referrals 

Use a combination of 

allow direct referral of 

criteria 

‘Kaiser triangle’ 

 USE TCCP 

 INITIALLY, Historic 

 THEN, Current: 

 Disease Diagnosis 

Voluntary Sector 

desk-top analysis of 
data and protocols to 

cases meeting agreed 

Aim to work down the 

Complex Needs 

3 DIFFERENT 

CASE MANAGERS 
(COMMUNITY MATRONS) 

all 3 as required 

1 - For Multiple & 

RESPONSES 

Case Management is further supported by 
the services below 

Referral between 

2 – Single/Primary 
Service Need 

immediate need 
for Specialised 

Service 

3 – At-Risk but no 

�
� Falls 
� Stroke 
� Diabetes 
� COPD 
�
� Expert Patient Programme
�

�
� 
� 
� Simple aids (i
� Telemedicine 
� 
¾ (see below) 

¾ 
is identified 

) 

Role:

box). Follow-up visit in 3 mths. 

and co-ordin appr h. 

� 

� 

� ‘2nd

)
�
� l
� 

SPECIALISED SERVICES 
 OPMH/Dementia/EMI services 

 Heart Failure 

 Social Care 

These Specialised Services are enhanced by: 
 Medicines management 

Rapid Response Home Care 
Step-Up Intermediate Care 

ncl. fitting service) 

Disease management programmes 
Navigator Service  

These can be improved over time/as funding 

Navigator Service (new

 To assess for low-level 
support/services, for onward 
referral, and/ or signpost/advise 

Process: Assess in client’s home 
(SAP and home safety, etc) & set­
up services from Menu (see right 

Provided by Voluntary / 
Community Sector, building on 
current provision, but with training 

ated oac

Menu of Simple/Community Services 
Voluntary Sector services – lunch/social clubs, 
exercise/keep active groups, carer support, etc 
Home & garden maintenance, practical 
assistance with shopping, etc 

 generation’ telecare (incl. fitting service eg 
pendant alarms, smoke & flood detectors, etc 
(link to Lifeline, ICES & Preventative 
Technology Grant

 Benefits advice 
Transport (vo unteer drivers/taxi scheme, etc) 
Telephone ‘check-in’ service for those not 
involved but still vulnerable/isolated 

� 
programme 

performance 
management 

� TCCP links 

� Use of SAP by 
all services 

� Evaluation 

� Training for 
staff 

� 
for Voluntary 
Sector 
providers 

Overarching 

and dynamic 

Networking 
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Knowsley 
Title 
I know a man who can” (IKan) 

Client focus 
Older People 

Project Key Elements 

Areas. Case finding 

- webased information with dedicated post 

Li

lopments 

- “I know a man who can” (IKan) team – multi agency, from health, housing social care, community development – to offer 
people access to a range of services including telecare, health checks, benefits etc. Focus on most deprived Super Output 

- peer based mentoring / befriending service.  nked with IKan team 

- additional services for older people with mental health problems 
- specialist telecare 
- flexible health/social care support worker role 
- intermediate care and respite services based on an adult placement model 

- programme manager to co-ordinate all the deve

Project Outline 
The project has two specific dimensions:-

- development of  an "I know someone in Knowsley who can" (I Kan) team 
- mental health services for older people 

I Kan 
A proactive, preventative approach to health and well-being will be developed through the formation of an "I 
know someone in Knowsley who can" I Kan team. The team will have a limited life span, however during its 
existence it will generate an integrated, broad based and enduring approach to supporting the well being of 
older people and encouraging appropriate timely service take up by older people. The team will target all older 
people in some of the most deprived areas and offer a range of services that will support and empower them. 
At the same time it will offer them an understanding and positive experience of the system, encouraging them 
to seek timely intervention in the future. This will be done without formally bringing them in to the health and 
social care system, unless of course this need is indicated by their circumstances.  

The team will consist of a co-ordinator and seven experienced people from a diverse range of backgrounds 
(e.g. health, housing, social care, community development/safety etc) who will contribute their own particular 
skills and experience.  They will also receive additional training to broaden their skills and enable them to 
deliver all aspects of a prevention approach.  The team will be created through secondments for the agencies 
involved in the POPP partnership, and they will return to their substantive posts at the end of two years, with a 
brief to maintain the momentum achieved through the I Kan team.  The team will visit older people in the target 
areas and offer a range of practical services including, Tele-care, befriending, environmental assessment and 
falls avoidance information, health checks, benefit checks, useful information and advice and links and 
signposting to other activities available in their area.   Access to a dedicated handy-person service will also be 
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provided, with a budget to purchase trades people’s services where these are required.  It is envisaged that 
during its two year existence the team will visit in excess of 4,000 households. 

During the second year the team will roll the approach out to a wide range of frontline staff and older people. 
Using the learning from the pilot and the catalyst of the return of I Kan team members to their original 
employing bodies the development of new skills and approaches will be embedded in the partner 
organisations’ workforce. This will entail the development of a comprehensive training package for existing 
staff and inclusion of I Kan approach training in the induction process for new staff.  

The project will also establish a peer based mentoring/befriending service that will provide a peer based 
visiting service and work in partnership with Knowsley’s community based Ageing Well service. The service 
will pilot the I Kan approach on a peer based level.  Age Concern will manage this aspect of the project and 
the ongoing service and have included the Alzheimer’s Society and The Princess Royal Trust (Knowsley) in 
the project’s development. This initiative will be on-going, will expand as projected savings from the project are 
achieved. 

The project includes the establishment within Age Concern Knowsley of an information/webmaster 
development post to collate and maintain information, including community resources identified via the I Kan 
approach, which will be publicly available. Information services will be developed, which can be accessed 
through a variety of methods, such as the internet, booklets, one stop shops and specialist advisory services, 
that provide information to people in their own homes. 

The project aims, in the first instance, to prioritise the most deprived areas of the Borough, in order to make an 
early impact on the health and well being of older people. The target areas have been identified through an 
analysis at Super Output Area (SOA).  Once operational the project will be supported by a strong programme 
of Social Marketing research which will assist in further analysis and targeting of the areas to be prioritised. 
Further desktop research, using lifestyle based data sources such as ACORN (A Classification of Residential 
Neighbourhoods), the TGI (Target Group Index) and locally available Public Health Intelligence, Hospital 
Episode Statistics, Social Care and other local data sets will help identify the key characteristics and needs of 
each of these relatively small geographical areas. This intelligence will be developed using qualitative 
techniques and local groups and networks to understand this primary target group, how best to communicate 
with them, to predict potential levels of demand for the service overall and specific aspects within the service.  

Mental Health Services for Older People 

Rather than invest in traditional mainstream services this element of the project develops an alternative 
approach which entails the creation and/or further development of three elements of service provision that will 
work together, with the I Kan team and with existing multi-agency systems to achieve these objectives:- 

o	 Older people with mental health needs will be offered a specialist assessment and an enhanced tele­
care package appropriate to their needs. 

o	 The project will further develop a flexible support worker service by the creation of five full time 
equivalent additional posts focussed specifically on supports  discharge from hospital. 

o	 The project will create a Transitional Adult Placement Service to be provided by a local voluntary 
organisation. The project will fund a development worker who will in the first instance be tasked with 
establishing the service, and developing links with the flexi worker service to ensure it is embedded in 
the multi-agency system. The development worker will recruit and support adult placement carers 
sufficient to provide 1.5 places per week in the first year of operation and two places per week in the 
second year. This will be linked to the opportunity to test out technological systems to monitor and 
assess patterns of behaviour of people with dementia, in a safe environment, and will inform a 
technological solution for the person’s return home. 
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Leeds 
Title 
Service redesign for older people with mental health needs 

Client Focus 
Older people with mental health problems 

Project Key Elements 

- community rapid response service 

- hospital aftercare service 

- dementia café network 
l

- community development focussed on BME communities 

- website and information service 

Whole system re-design for older people with mental health needs, including delivery of major cultural change. 

- liaison psychiatry 

- three resource centres 
- specialist home care service 

- carers support service 

- home support service (practica  and emotional support) 

- workforce development – SAP/CPA 

Project Outline 
Leeds’ POPP’s project incorporates an ambitious yet considered plan to provide significantly more community-
based preventative services and to move resources from acute care where many people are inappropriately 
placed. The project will bring about a widespread redesign of services for older people with mental health 
problems by instituting the following service elements:- 

Liaison Psychiatry 
The team can be thought of as operating like a community mental health team, but with the population of the 
general hospital as its sector population. This model will operate on a consultation and liaison basis; referrals 
will be received as usual as well as being sought proactively through the introduction of staff training and 
supervision to improve the detection and management of psychiatric co-morbidity.  Good channels of 
communication, with rapid electronic, written and telephone contact, will ensure that community teams and 
services are kept informed where community follow up is needed, and allow community staff to easily request 
assessments for people on their caseload who are admitted to the general hospital.  As well as extending this 
service city wide it will also develop a presence in A&E departments.  The presence of Liaison Psychiatry in 
A&E departments, coupled with their presence within hospital wards, would provide the specialist assessment, 
diagnosis and management advice required to identify those older people who do require acute care and 
those for whom a community alternative should be sought.. 

Community Rapid Response for Older People with Mental health Problems 
By providing a rapid response service, crisis situations can be managed without the person going into acute 
care and rehabilitative and therapeutic services can be provided within the older person’s own home.  In 
addition to this, the service will accelerate discharge from hospital by providing the option of rehabilitative care 
within the community.  Community Mental Health teams (CMHT) will work in partnership with and be physically 
co-located with the existing Intermediate Care Teams.  The two teams will maintain their discreet functions at 
the same time as jointly managing care, sharing and developing skills and knowledge and developing working 
protocols. 
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Resource centres for older people with mental health problems 
Three resource centres will be created from the remodelling of some residential and day care facilities.  The 
resource centres will enhance the range of enabling support and rehabilitation for people with dementia and 
provide an equal opportunity for returning home.  Each Resource Centre will consist of 5 short-term beds with 
a focus on rehabilitation and enablement with an adjoining day services base.  The short-term beds will be 
provided to people who experience a crisis or change in circumstances at home and for whom an appropriate 
level of care cannot be provided within their home but for whom acute care would not be required.  They will 
also be used for people who have been diverted from hospital or for whom a phased return home is more 
appropriate than a direct move from hospital/A&E to home.  Each Resource Centre will develop an outreach 
aspect to their role whereby they will provide support to older people and their carers living at home in the local 
communities. A particular focus of the work will be to provide advice and support to carers on managing care 
within the home. 

Community Support for Older People with Mental Health Problems (Home Care) 
The project will pilot a discrete Community Support team for older people with dementia. It will have a mixed 
caseload to include people with early onset dementia with a view to maintaining independent living skills from 
the outset. This team will have enhanced skills to work with older people with mental health problems and will 
support generic Community Support Assistants in providing support to them.  The team will also take a lead 
role in promoting the use of assistive technology to support older people and their carers at home. 

Hospital aftercare service 
The objective of the Hospital Aftercare Service is to reduce length of stay in mental health beds and to build 
the confidence and thereby develop the independence skills of people after discharge.  It also aims to reduce 
the likelihood of relapse in symptoms and in particular risk of self-harm and therefore reduce the risk of re­
admission to hospital. The service is aimed at older people with mental health problems who have been 
discharged home from the Leeds Mental Health Trust in-patient services.  Age Concern Leeds will provide the 
individuals with pre- and post-discharge planning, preparation and support as part of the multi-disciplinary 
team as part of the Care Programme Approach.  The Hospital After Care service will be an integrated element 
within the discharge process and thus support a more positive experience of that pathway for the service user. 

Carers support service 
The project will increase the capacity of the carer support service.  The role of the service is to provide support 
directly to carers as well as specialist advice and information for professionals to increase their skills and 
confidence when working with carers. The service to carers includes: provision of information; signposting; 
telephone support; personal contact; benefits advice; advocacy; completing forms; emotional support and 
reassurance, all by an open referral process.  Furthermore, the service will support all five of the city’s memory 
clinics and will also facilitate and hold the budget for the Dementia Café network (see below).  In addition, two 
support workers will work across the city to develop services for carers of older people with mental health 
problems other than dementia. 

Dementia café network 
The project will open a network of Dementia Cafes across the city. The dementia café model is a new and 
novel way of bringing people together in a social setting to combat social isolation and loneliness for people 
with a dementia and their carers. They offer opportunities to those affected, for the sharing of expertise as well 
as problems i.e. increase opportunities for self-management/help and prevention of crises. They aim to 
improve quality of life and well being through being actively involved in developing initiatives that meet their 
needs and make available advice and information in appropriate ways.  They will be staffed by a multi-agency 
partnership approach, led by the Leeds Alzheimer Society carer development workers with the support of the 
local voluntary sector, Social Services and Mental Health Trust.   
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Home Support Service for Older People (HSSOP) 
The service will provide a wide range of support to clients and carers.  This support is emotional and/or 
practical in nature, focusing on: 
• Maintaining/enhancing daily living skills;

• Alleviating isolation and loneliness; 

• Building social skills; 

• Coping with worries; 

• Maximising coping strategies; 

• Help in tackling problems; 

• Linking with other services; 

• Supporting and advising carers. 

Support will include organising appointments with doctors, dentists, opticians and chiropodists; accompanying 

clients to hospital and GP appointments; arranging for them to receive other services such as Home Care; 

accompanying to resource centres or lunch clubs and providing advice on benefit and other entitlements.  

Carers will be assisted to visit clients who have been admitted to hospital due to physical health conditions or 

who have had to move into extra care housing or long-term care because of their deteriorating mental health. 


Community Development Worker (BME) 
The objective of the CDW role is to increase the mental health literacy for older people in local BME 
communities and to inform service design to remove the barriers to older people from BME communities.  The 
worker will engage with individuals, families, organisations and in communities to: 
• raise mental health awareness 
• inform communities of available support options and increase uptake 
• increase knowledge of the symptom pictures of conditions such as depression and dementia 
• inform wider service design 

Workforce Development - SAP/CPA Facilitation 
The project will provide a range of learning opportunities for all professional and voluntary sector staff involved 
in the provision of care to older people with mental health problems. This would focus initially on the areas of 
greatest need identified in the Making Leeds Better Dementia Pathway work and could fall under the Older 
Peoples Mental Health Strategy Group and Dementia Services Collaborative umbrella. Priority will therefore 
be given to the Primary Care and emergency care parts of the pathway, including groups such as the Police 
and West Yorkshire Ambulance Service personnel. 

Workforce Development – Trainer for Older People’s Mental Health 
The objective of the trainer for Older Peoples Mental Health role is to provide support to non-specialist  
providers who also work with some older people with mental health problems.  The trainer will equip them to 
work more confidently with older people with mental health problems.  

Older Peoples website & information service 
The project will develop a website for older people and organisations that work with older people in Leeds.  It 
will provide non-stigmatised access to information concerning mental well-being in its broadest sense.  As well 
as providing information about activities, social opportunities and generic services in the community, it will 
provide links to specialist services. 
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Luton 
Title 
Day Opportunities for Older People with Mental Health Needs 

Client focus 
Older people with mental health problems 

Project Key Elements 

ing:-

Year 1 

t

- Memory clinic 
i

- Staff training 

- training for specialist OPMH staff 
- Capacity building in voluntary sector 

Year 2 

- outreach to local community 

- Intermediate care 

The project will include the follow

- Development of existing day centre into a Mental Health of Older People centre of excellence 
- specialis  service for BME 
- range of carers support services 
- increase capacity (places and hours) 

- in depth multi-disciplinary assessment, diagnosis and signpost ng 

- improve awareness of OPMH issues across all agencies’ staff 

- specialist posts to identify and work with people with early onset dementia and depression 

- OPMH resource centre 
- co-locate specialist health and social care team 

- specialist team to provide expertise to mainstream teams 

- intermediate care team working with jointly with CMHT 

Project Outline 
Designed to develop and sustain improved outcomes for older people with mental health problems and their 
carers in Luton, by extending partnership working across the local authority, health and the voluntary sector.  
In particular, through streamlining and enhancing existing joint working, the project will integrate  systems of 
care to achieve improved co-ordination of services and case management, placing the older person at the 
centre, to improve their quality of life and maintain physical and mental health, well-being and independence 
for older people and carers. 

Luton POPP addresses both ends of the spectrum of need - older people with mental health problems who 
have high levels of need, and those who are experiencing early symptoms of mental ill health and require early 
intervention to maintain their quality of life and prevent and/or monitor an escalation of their symptoms. The 
project will also develop specialist expertise in the provision of services for older people from black and 
minority ethnic groups. 

The project will avoid premature admission to hospital or residential/nursing home placements, supporting 
older people with mental health problems to remain in their own homes. Through early intervention plans, the 
aim is to ensure timely identification, diagnoses and provision of lower levels of support to prevent or delay the 
need for more intensive services, and prolong independence. 
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The project will implement the following developments: 
•	 The development of a Centre of Excellence, with an integrated team of social care staff and 

Community Psychiatric Nurses. This will entail the upgrading of an existing day centre, attached to a 
specialist elderly persons home. The capacity of the centre will be increased from 12 to 20 places a 
day, and operate extended opening hours into evenings and weekends, as required by older people 
and their carers. The centre will develop outreach work, supporting people in their own homes and 
operate an emergency response service to resolve a crisis in a person’s own home or facilitate their 
admission to a short stay placement, if necessary. 

•	 The resource will provide individual, small group and therapeutic input for older people with 
dementia. Complementary therapies will also be offered, such as reminiscence therapy, 
aromatherapy and massage. Clinical input to the centre will be provided by the Mental Health for Older 
Peoples’ Psychiatrists. Intermediate Care services will also provide support to the centre in its 
rehabilitation work, and community nursing input will also be provided. 

•	 The centre will offer a range of support services to family and informal carers’ including advice 
and information, appropriate signposting to services and accessing welfare benefits.  Health 
Promotion activities, including Falls Prevention will also be provided at the centre. 

•	 The development of Intermediate Care Services with physiotherapists, occupational therapists and 
therapy technicians working alongside mental health workers. A specialist Intermediate Care bed for 
older people with dementia will be established at The Mount elderly persons home. The specific 
equipment needs of those with dementia will also be addressed. 

•	 Further development of a specialist domiciliary care service for older people with mental health 
problems, with input from the Community Mental Health Team and Intermediate Care service to 
improve outcomes for people, particularly post discharge. 

•	 Establishment a full Memory Assessment Clinic in 2007/8 which will provide in-depth multi­
disciplinary holistic assessments, diagnoses and prescriptions. In Year One, the current interim 
Cognitive Assessment Clinic will be enhanced by the addition of a Dementia Nurse Specialist and 
Health Care Assistant. The Dementia Nurse Specialist will also liaise with GPs, Nurse Practitioners, 
District Nurses, Social Workers, care providers and the Police to encourage early referral, and raise 
awareness of dementia in the general public, particularly in black and minority ethnic communities. 
The Health Care Assistant will be trained to carry out basic medical checks in the clinic, and will also 
work on raising awareness of dementia issues in black and minority ethnic groups in Luton. Social 
Workers in the Mental Health for Older Peoples Team will be closely involved in the after care phase. 
The Memory Assessment Clinic will develop a mobile service to assess older people nearer to their 
own homes. 

•	 Capacity building in the voluntary sector, including religious and cultural organisations, is an 
important element of the project to enhance early identification and provide lower levels of support for 
older people with mental health problems and their carers.  Various projects will be developed to 
increase voluntary sector capacity to offer this type of support and intervention, such as specialist 
community workers, community workers for black and minority ethnic groups, carers’ support, 
befriending and home visiting schemes, advocacy and advice and information services. Particular 
attention will be paid to those older people who have experienced bereavement who may, as a result, 
be suffering from depression and social isolation, and the project will promote skill-based activities to 
combat depression. 

•	 Specialist training programmes by the Intermediate Care Service will be set up for statutory and 
voluntary sector staff working with older people with mental health problems, including training on 
rehabilitation work. Carers will also be offered training to assist them in their caring roles. 
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Manchester 
Title 
The Manchester Gateway and Network for Low Level Services 

Client focus 
Older people 

Project Key Elements 
- a 
people, carers and staff. 

Li

- a 
(with special focus on BOME). 
- y l 

Gateway Team to provide a single point of access with support, advocacy and navigation for older 
To work with health to prevent hospital admission, with particular attention to be 

given to links with emergency services.  nks to supporting people, Linkage, voluntary organisations etc.  
Use of unified referral and contact protocols with all partners 

Business Development Team to build the capacity of the voluntary sector to provide low level services 

investment in low level preventative services (locally-based advocac  and support services, socia
network development, community-based falls prevention schemes, creation of volunteering and other 
opportunities for older people, targeted services for BME elders) 

Project Outline 
The project has three interdependent elements: 
•	 A Gateway  team providing telephone information service to older people and professionals 
•	 A Business Development Team to strengthen the capacity of the voluntary sector 
•	 Investment in low-level services 

Gateway Team 
The Gateway team will provide a high profile, single point of access for older people and staff.  Offering 
support, and a navigation role, the team will operate a telephone service and an outreach facility.  The 
Gateway will link together existing services, including Supporting People, the Pension Service through the 
Link-Age service, Carers’ groups, and mainstream Council and community groups.  The service will be 
underpinned by shared referral and contact protocols developed alongside the Single Assessment Process, 
and a comprehensive electronic database of community information.   

The Gateway will improve the quality of advice, support and guidance that older people receive. The Gateway 
team will act as the hub providing up-to-date information to a broad group of existing advice and support 
providers. The team will promote existing and new services to older people, their carers and family and local 
professionals.  In order to develop neighbourhood links members of the team will responsible for geographic 
areas of the city and/or themes including mental health and black and minority ethnic communities. 

Business Development Team 
This part of the bid has been developed by Manchester’s voluntary and community sector, led by the 
Manchester Alliance for Community Care.  The team will: 
•	 Build the capacity of voluntary sector groups across the city    
•	 Foster partnerships between voluntary sector organisations improving their infrastructure and 

management systems to develop a sustainable, diverse range of providers with specialist skills in 
delivering services to older people. 

•	 Be delivered by a partnership including a number of voluntary sector agencies. 
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One of the voluntary and community sector’s strengths is in providing low-level support services, but there is a 
need for the sector to build capacity and strengthen their organisations: e.g. quality assurance, workforce 
development, monitoring and evaluation. These improvements will enable voluntary organisations to improve 
their contribution to the other stages of the commissioning cycle: needs analysis, design and development of 
new approaches to delivery. 

Network of low-level services 
Priorities for investment are based on tackling social exclusion and are: 
• Locally-based advocacy and support services 
• Building social networks 
• Community-based falls prevention schemes 
• Creation of volunteering and other opportunities for older people 
• Targeted services for BME elders 

Programme Management Team 
A small Programme Management team will be responsible for delivering the programme over the two years of 
funding. The team will oversee and coordinate performance management functions, and report to the 
Strategic Forum for Older People’s Health and Social Care. The team will play a key role in consolidating the 
funding base for low-level and preventive services, working alongside both statutory and voluntary sector 
agencies to achieve a step change in service provision.  
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Norfolk 
Title 
At home, Not alone 

Client focus 
Vulnerable older people, including some provision for those with mental health problems 

Project Key Elements 

service, to provide:-
- night and day time crisis and planned care at night service 

prompting. 
discharged from hospital 

- telephone shopping 

health problems. 

- development of comprehensive use of assistive technology, combined with universal access to county wide community alarm 

- contacting and prompting service, particularly for those with long term conditions, dementia or need for medication 
Routine daily contact with those with long term conditions and intensive telephone support for people 

- extending of assistive technology to people with dementia 
- follow up falls service 
- telephone club / virtual day centre 

- home security service, providing, for example, entry phone for all people who have had a bogus caller 

- to support the above, development of an integrated rapid response service for emergencies and un-scheduled needs 
comprising nurses, home care and sheltered housing mobile wardens.  Specialist mental health element for those with mental 

Project Outline 
The key intended outcome of the project is increased confidence of older people and carers,  improved sense 
of well-being, reduced anxiety and improved mental ill-health, all of which will enable more people to remain in 
their own homes for longer. To be achieved by: 
•	 preventing or responding to crises which might otherwise result in adverse outcomes - hospital 

admissions, ambulance call-outs, premature admission to care homes, or acute and prolonged anxiety.  
•	 improving services to people with dementia – one of Norfolk’s top 3 priorities. 
•	 reducing the number of people who have more than one fall. 
•	 improving home safety and security. 
•	 providing mental, emotional support, stimulation and reducing isolation. 
•	 improving availability of home shopping. 
• Improving older people's ability to use modern technology, such as mobile phones and  computers, 
as well as specialist equipment. 

The Services 
Although for the sake of clarity, the services are grouped by service type, they are interlinked, and need to be 
taken together when considering particular target groups. 

•	 Night and Daytime Crisis Response Service and Planned Care at Night 
An integrated response team comprising community alarm services, mobile wardens, generic workers, 
District Nurses, Paramedics and Community Psychiatric Nurses. ‘Social triaging’ undertaken with PSIAM 
(East Anglian Ambulance NHS Trust's triage system). 
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Targeted on:-
o	 those who slip or fall but are uninjured; 
o	 people with dementia who have a crisis; 
o	 those who have a domestic crisis or unexpected personal care need which no-one else can 

attend to 

•	 Contacting and Prompting Service 
Individuals will be telephoned at frequency specified in care plan to either prompt people about their 
medication, reassure them, of monitor their health etc. Provided by alarm service staff with additional 
training. The service will be targeted at people with long-term conditions, including those with dementia; 
people who have had falls, and others identified as requiring proactive regular contact. 

•	 Extending Assistive Technology to People with Dementia  
Two voluntary agencies specialising in dementia will train volunteers to assess for, and provide, small 
items equipment.  They will be supervised by a paid member of staff.  A support assistant attached to the 
mental health team will assess for and deliver more sophisticated equipment such as gas detectors and 
wandering devices. Work will also be undertaken with carers to help them understand the benefits of 
assistive technology. 

•	 Follow-Up Falls Service 
This service will be targeted on over 75s who are currently sent home from A&E following a fall.  A trained 
Falls Assistant based at the acute hospital will follow up these cases with a phone call offering falls 
prevention information, making a telephone assessment, undertaking selective home visits, issuing 
equipment and making onward referrals, including, if appropriate, to GP for medication check. Referrals 
will be identified form daily generated A&E data. 

•	 Home Security Service 
Older people live longer and live at home longer if they feel and are safe and secure.  They are targets for 
distraction burglaries and are more likely to suffer fatalities following a domestic fire than other age groups. 
This element focuses on:-
•	  Safety campaign with information leaflet and stickers;  
•	 Reduction of distraction burglaries – Victim Support advice, installation of community alarm, bogus 

caller alarm and other equipment, advance warning system via alarm service when bogus trader 
operating in area, alarm service listening when call at door answered;  

•	 Improving Fire Safety – widespread volunteer and staff training to carry out risk assessments and 
issue smoke detectors l 

•	 Handyperson service. 

•	 Telephone Shopping 
Telephone shopping service will phone service user every fortnight for their shopping list.  Local store or 
supermarket will bag up shopping and driver and volunteers will then deliver it and collect payment 
(including service charge). Service open to anyone over 75 years of age who is unable to shop for 
themselves. 

•	 Tele-Club 
A menu of features will be available to members on payment of a small subscription, including  'telephone 

visiting' by volunteer, 'phone pals', 'postcard pals', topic-focused telephone circles using tele-conferencing, 
Internet chat room, emailers, three-monthly newsletter.  A 'Carer Cover' package which provides some 
telephone support whilst carer is away will also be offered.  This service will be available to all older 
people, but it is particularly designed for those who would not normally approach 'welfare' agencies, or 
who are not eligible for such services. 
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North Lincolnshire 
Title 
Fresh Start 

Client focus 
Older people 

Project Key Elements 

ing, 

- self and third party referrals 

- employment and volunteering project 

- third age learning 

- development of transport brokerage service 

- establish four ‘fresh start centres’, run by or in partnership with older people forum, based in an accessible community build
seven days a week and evenings:- 

- case finding team 
- outreach home visits by staff  
- range of core programmes including:- 

  - senior link 
  - active ageing 
  - domiciliary bathing 
  - domestic housework 

- practical tasks (Handyperson and gardening) 

  - expert patient 

- community development role to stimulate new ideas and thinking about what is required locally 
- recruitment and training of volunteers 

- health promotion through development of Peer Support Workers (trained by NHS trainers) to encourage healthy lifestyles 
- ageing well element to develop leisure activities aimed at maintaining the physical and mental well being of older people 
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Project Outline 
Fresh Start is the first stage of a change programme that will eventually transform the way that recreation, 
leisure, care, and support for older people are organised in North Lincolnshire.  Not only will it challenge the 
traditional reactive service-based model, but also it will fundamentally challenge thinking about the place of 
older people. 

Fresh Start is designed to pilot a programme of new and innovative activities and approaches to supporting 
independence and improve access to other services currently delivered in single locations. These will sit 
alongside, and in some cases be integrated with, the many existing health and social care services being 
delivered in the community. At the heart of the programme will be four Fresh Start Centres to be phased in 
over three years. Although ‘centre’ implies a building, it is to be used as a more generic term, as Fresh Start is 
a concept or a way of working. Each centre will be based around a central location in a community accessible 
building, and generate a range of locality specific projects.  There will be satellite access points and activities 
serving the community in ways that improve the quality of life for older people. 

Fresh Start Centres will serve the locality in which they are based. They will be accessible seven days a week 
to a broad range of communities, voluntary, public and independent sector organisations and local businesses, 
and open until late evening. The Centres will encourage and extend contact with people in the local 
community, reaching out to `isolated and hard to reach` people and linking them into facilities and activities 
that suit them and encourage self-help or new support networks.  

Fresh Start will not duplicate existing service provision (although access to this will be more widely available 
through the programme). It will, however, kick start a range of innovative activities and approaches which 
complement existing services, test out new ones and provide local people with greater choice. 

The Fresh Start Model 
{ EMBED PowerPoint.Slide.8 } 

Each Fresh Start Centre has: 
� A designated locality, based in an existing community facility and easily accessible for seven days a week 

to older people in the surrounding area. 
�	 Human resources to assist with listening to the local population, community development, co-ordination of 

activity, administration and management and links with all the services that are available to support the 
locality. 

� Capacity to train and develop new volunteers, older people and their carers, staff in the public and 
voluntary sector and anyone else who can help to improve the quality of life for local older people. 

� Ability to draw together existing services and add new activities to ensure local people can find what suits 
them best through good information and sign-posting to those that can help. 

�	 Ways to stimulate new ideas and thinking about what the locality needs to support its population, and 
encourage new enterprise to provide and develop new services, approaches and networks through which 
people can find the help they need. 

�	 A brief to assist the local community to take more responsibility for its own health and quality of life and to 
be able to identify and assist those who are vulnerable or at risk of deteriorating quality of life in later 
years. 

� Support to monitor what it does, understand what this achieves or not for the local population and share 
that learning with others. 

� A management structure that can involve local older people in developing and reviewing what it does, and 
planning for the future. 
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�	 Clear accountabilities with advisory and professional support from partnering organisations and 
communities who will invest time, monies and facilities into making Fresh Start work.  

Human resources:- 

Fresh Start Programme Manager 
Responsible for driving the strategic development of Fresh Start across all four centres, 

line managing development workers and facilitating the setting up new activities. This post will be 

based within the voluntary sector, at Voluntary Action North Lincolnshire (VANL). 

There will be an opportunity for secondment from health, social services or the voluntary 

sector to this post. 


Development Workers 
There will be initially one for each centre. Development workers are expected to use a community 
development approach in engaging local communities and will be responsible 
for developing and overseeing the wide range of services and activities. 

Volunteers 
Volunteers will be the lifeblood of Fresh Start and their involvement is key to its success. Ongoing 
recruitment of volunteers with specific skills will be necessary to sustain the Fresh Start programme, 
as they will play a crucial role in developing activities and monitoring. Volunteers will be recruited and 
selected, and receive induction, training and support in ways which recognise and value their 
contribution. Volunteers will be reimbursed out-of-pocket expenses and be represented at every level 
of the Fresh Start structure. About eight volunteers per centre will be recruited but this may vary 
according to locality and roles. 

Case Finding Team  
Two full time posts, or equivalent, will be recruited to lead on the case-finding model with support from 
other colleagues within the statutory and voluntary sectors. These posts are likely to be seconded 
from the health and social care sector who can help identify people with mental health problems, and 
other health related issues. 

Transport Co-ordinator (part time)  
To develop and consolidate existing sparse transport schemes with particular emphasis on rural 
areas. A transport brokerage scheme will be developed by the end of the 2 years, with a 
concessionary/travel voucher scheme. This post will link closely with recruiting and developing 
volunteers. 

Health Promotion Officer 
This post will be responsible for implementation of Standard 8 of the Older Peoples’ National Service 
Framework as well as “Choosing Health” with older people. It will operate within the Fresh Start 
Centres and develop NHS trainers, self-care and well-being initiatives in close co-operation with local 
communities. 

Ageing Well Co-ordinator 
This post will target localities in line with the opening of Fresh Start Centres and develop leisure 
activities aimed at maintaining the physical and mental well-being of older people. 

Training and Development  
Fresh Start is committed to building the capacity of local older people, carers and volunteers. There 
will be investment in training and developing people in order to meet their needs. It is envisaged many 
older people and volunteers will, in turn, become mentors, trainers or new project developers.  
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Menu of Activities and Services 
A wide range of activities and services will be available throughout the Fresh Start Programme. 
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Northumberland 

Title 
Fit, involved, safe and healthy, through investment in sustainable community networks - FISHNETS 

Client focus 
Older people 

Project Key Elements 

To apply to:-

- major investment in training for staff, older people, carers and community 

poverty and accident prevention 

- investment in sustainable community networks – beyond health and social care to include those whose work includes regular 
contact with older people (housing, pension service, fire service, post office, utilities and retail) 

- in partnership with RoSPA develop accreditation schemes for care and support providers and others, promoting ‘fitness 
involvement, safety (emphasising accident and falls prevention work) and health’.  Incentives – inclusion within contractual 
frameworks, scheme logo, annual awards, reward payments etc).  

- community health services 
- care management and community matrons 
- housing and support providers 
- care homes, home care and day services 
- local community groups and other agencies in regular contact with older people 

- peer support scheme focussing on improving fitness and healthy living 
- assistive technology 
- development of a comprehensive home assessment scheme covering small tasks and repairs, fire and crime prevention, fuel 

- expansion and enhancement of community rehabilitation teams to take on the rehabilitative aspects of prevention 

Project Outline 
The Northumberland ‘FISHNETS’ project will help older people keep FIT, INVOLVED, SAFE and HEALTHY, 
through investment in sustainable community NETWORKS.  It will address health, social and environmental 
factors to support older people’s wish to maintain independence, quality of life and inclusion in society.  A 
comprehensive prevention programme, from universal primary prevention, to targeted interventions for those most 
at risk of falls, will be delivered through inclusive partnerships using community-based initiatives.  FISHNETS will, 
therefore, go beyond the core business of health and social care to develop neighbourhood and community 
support networks with those whose work includes regular contact with older people (e.g. housing, pension 
services, fire service, post, utilities, and retail). 

Northumberland FISHNETS is summarised in the diagram below. At its core is the notion of a user-led 
management board which will oversee the Project. Operationally it will create a comprehensive preventative 
programme covering a spectrum of interventions from primary prevention to targeted initiatives. In particular, 
FISHNETS will be delivered through the five key linked initiatives set out in the text below. 
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FISHNETS Initiative 

Accreditation Scheme 
Accreditation schemes will establish good practice standards across the ‘whole system’, promoting Fitness, 
Involvement, Safety and Health. Building on accreditation processes well established in Northumberland 
primary care since 1993, (through the Clinical Excellence Team), and supported by RoSPA, local schemes, 
which will be replicable nationwide, will be developed.  They will focus on falls and accident prevention, 
enabling staff to conduct risk assessments and trigger responses relevant to individual need. The schemes 
and supporting arrangements will facilitate access to multi-factorial interventions as recommended within the 
NICE Clinical Guideline 

Accreditation schemes will be developed for: 
• Community health services 
• Care management and community matrons 
• Housing and support providers 
• Care homes, home care and day services 
• Local community groups and other agencies in regular contact with older people. 

Incentives for participation: 
• Financially supported access to associated training 
• Accreditation will be considered for inclusion within contractual frameworks  
• The schemes will address targets and performance requirements  
• Access to scheme logo 
• Annual awards 
• Partnership ‘mutual support agreements’ 
• Easy access to information 
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Education and Training 
In addition to supporting the accreditation schemes, the project’s training and information sharing programme 
will have the wider aim of raising levels of knowledge and skills with regard to Fitness Involvement, Safety and 
Health, and access to Networks of support and information, for all concerned. Different aspects of the 
programme will be geared to meet the varying requirements of older people, their carers and those who 
support or work with them. A key aspect of the programme will be the training provided to older people to 
support their involvement in and contribution to all aspects of the project.  The skills and experience of older 
people themselves are a major potential training resource and priority will be given to supporting the inclusion 
of older people in the delivery of the programme. A key objective will be to train older people to undertake peer 
support and mentoring roles within the physical activity and lifestyle programmes described in the next section. 

Physical Activity and Lifestyle 
Exercise and lifestyle initiatives will build on successful programmes run by Age Concern in Northumberland, 
making these universally available through a peer support network: older people who will train and advise their 
peers. A wide network of facilities and programmes will enable and sustain access to exercise, including via 
‘ordinary’ activity and via partnership support from community leisure agencies to enable easier access to 
community facilities. Resources will be mobilised to help older people in the ‘most at risk’ groups access and 
sustain personally relevant exercise. 

Home Environment 
The newly formed Home Improvement Agency (HIA) will coordinate a comprehensive home environment 
assessment service for risks (especially falls), with advice and interventions linked to fire prevention, crime 
prevention, fuel economy, heating and insulation, aids and minor works.  The Home Handyperson/Small Task 
and Repair Schemes will be expanded countywide to provide a quick and convenient response.  Tailored 
packages of equipment and assistive technology will augment care, and a call centre will coordinate: 

•	 Monitoring of individual circumstances and referrals/messages to handy person, district nursing, family 
etc. 

•	  Coordinated web based information about keeping Fit, Involved, Safe and Healthy will be made 
available and will be linked to a phone information helpline 

The emphasis will be on providing at-risk people with a comprehensive home environment assessment 
incorporating: 

•	 Falls and accident risks 
•	 Crime prevention 
•	 Fire prevention 
•	 Fuel poverty assessment. 

Intermediate Care Developments  
The development of integrated case management systems in Northumberland, based on the Unique Care 
model will be used to proactively seek out and refer those at most risk. This will sit alongside the use of 
Accredited Providers as a second major source of referrals for falls and accident prevention initiatives. 
Community Rehabilitation Teams will be enhanced and expanded to take on the rehabilitative aspects of 
prevention. In this way the project will: 

•	 Support the identification and registration of those at highest risk of falls and chronic disease in 
primary care 

•	 Conduct multi-factorial assessments and interventions, including intensive rehabilitative programmes, 
•	 Ensure education and training programmes are in place for those at medium and high risk of fall 

fracture 
•	 Promote links with the development of Community Matrons and Case Management within the County 
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North Yorkshire

Title 
North Yorkshire POPP programme 

Client focus 
Older people 

Project Key Elements 

- case finding 

- integrated case management across all agencies 

- older people as peer mentors 

A county wide approach with common themes but also with 4 distinct PCT based locality projects, comprising:- 

- single point of access for housing, health and social care 
- development of ‘whole life plan’ (based on SAP), with inclusion of assistive technology 

- multi-agency teams sharing joint register of high risk cases 
- generic home care workers 

- targeted carers support 
- volunteer peer mentoring (telephone and face to face) 
- piloting of short stay recuperation in private extra care housing following a stay in hospital 
- assistive technology  
- locality commissioning budgets 

Project outline 
Given its county status, the North Yorkshire POPP project takes the programme’s principles and objectives 
and develops specific approaches for each of the four PCT patches.  There are nevertheless common threads 
that run through all the areas:-

o	 case finding approaches to identifying those individuals who are most at risk of admission to hospital 
in an emergency or to long-term care in a registered home 

o	 development of new generic roles across the health social care divide, to create a case management 
system aimed at prevention of those admissions, and a reduction in bed days where an admission is 
found to be necessary. 

The aim of the project is to shift resources from acute and institutional care to community-based services in 
order: 
•	 To reduce the number of people experiencing crisis situations and thus reduce the risk of admission to 

hospital, residential or nursing care (proactive case-finding). 
•	 To improve access both to assessment and seamless, more efficient services (single point of access 

and dedicated assessors). 
•	 To develop a plan to meet a person’s whole life needs, building on the Single Assessment Process (whole 

life planning). 
•	 To provide proactive support to maintain independence and manage risk (integrated case management 

system). 
•	 To provide focused activity to support people in their own homes (innovative provision). 
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The North Yorkshire POPP Project 
{ SHAPE \* MERGEFORMAT } 

The North Yorkshire approach to the POPP project is both interventionist and radical.  It is interventionist in 
terms of: 
•	 adopting a case-finding approach at a number of levels to understand older people’s needs by individual, 

by practice, and by community; 
•	 seeking to work with those most at risk of losing their independence through crisis situations which could 

lead to hospital admission; 
•	 taking highly preventative approaches in terms of those people who have indications of risk but are not yet 

at risk; 
•	 seeking to inform and develop community-wide strategies  towards promoting mental and physical health. 

It is radical: 
•	 in that it intervenes at all the levels instead of just targeting people with the most complex needs; 
•	 in its aim to change the market in a difficult climate where rurality and transport impact so heavily on 

service delivery; 
•	 in linking practice-based commissioning with social  care purchasing; 
•	 in seeking to promote community interventions through the voluntary sector and community development 

programmes; 
•	 in the way it will engage with OP, especially in the design of service provision and auditing its relevance 

and quality. 

Locality Projects 

Craven and Harrogate 
Craven and Harrogate’s project comprises:-
•	 proactive case finding and integrated case management - proactive support to maintain independence 

and manage risk, regularly checking that the life plan is being implemented and working. Case 
management will include staff from health, social care, housing (including not-for-profit and independent 
sector providers) and will include sessions from community geriatricians to complement the changing 
approaches to working with older people in the community;  

•	 whole life assessment and planning - building on the Single Assessment Process (SAP) a whole life 
plan will be developed to meet the person’s whole life needs. The plan will include  the use of assistive 
technology where this would help someone to remain at home (especially with falls or dementia); 

•	 Support for people to enable them to stay in their own homes, including generic workers (including night­
time services), older people as peer mentors (face-to-face or by telephone), and a carers’ support 
worker (working as part of the fast response/discharge team), helping carers to assess what support 
would be needed to prevent carer network breakdown following hospital discharge, and a commissioning 
budget to buy services that would not otherwise be available. 

Hambleton and Richmondshire 
This locality project will establish a generic worker role for non-professionally qualified staff to work to existing 
locality-based multi-disciplinary professional teams.  The geography and demography of the area, i.e. low 
density of population dispersed over a large geographical area (defined as “super sparse” in the census) 
suggests that a generic role based on localities, rather than specialist roles over the whole patch, will better 
support older people’s needs.  The generic workers will work under the instruction of Community Care 
Managers, District Nurses, Community Psychiatric Nurses and, potentially, Housing Wardens to support older 
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people. These generic workers can equally work as extensions to the teams for intermediate care and long-
term conditions. In this way, there will be a focus on facilitating early discharge from hospital and, for people at 
home, they will be able to identify changes in physical and mental health and draw on the expertise of the 
multi-disciplinary teams. Where community matrons become involved, the generic worker will work alongside 
them in providing additional support. Ultimately, it is envisaged that this model will replace the traditional non-
professionally qualified staff working to each of the professional members of the team, e.g. Nursing Auxiliaries 
to District Nurses, Community Support Assistants to CPNs. 

Selby 
The Selby project comprises the following:-

•	 A single point of access which will improve communications, service targeting as a result of case 
finding, and use of a single assessment process; 

•	 An integrated assessment unit (as part of the single access point) for health, housing and social 
care, directly linked to general practitioners, the falls programme, and the community voluntary 
services; 

•	 Pro active case finding methods targeting people at moderate risk; 
•	 An expanded spectrum of services including generic support workers who will work across health, 

housing, and social services to carry out practical tasks to help people regain their independence or 
maintain their level of daily living; and promoting the use of assistive technology to make an 
individual’s situation safer, and to allow for less labour intensive care or wider, more flexible use of 
staff in delivering services; 

•	 The use of the community as a resource, with professionals and generic workers acting as 
development workers to maximise community involvement in caring for, and supporting, older people 
at home and encouraging the development of additional local resources such as leisure activity. Links 
would be established with local Community Investment Projects and other funding sources for 
development in the rural areas particularly. 

Scarborough, Whitby and Ryedale 
This project comprises:-

•	 Pro-active case-finding: of older people at high risk of avoidable attendance at Accident and 
Emergency, emergency in-patient admission or extended hospital episode.  

•	 Assessment: to identify the people for whom case management would be most appropriate 
•	 Case management: from health or social services linked to groups of GP Practices, co-ordinating 

access to existing mainstream community services (health, social, housing, transport, etc.). Also 
commissioning additional services to meet assessed needs; with ongoing reviews to adjust the overall 
package to changing circumstances and contingency plans for the specific risks identified to maintain 
people in their own home or other community settings, wherever practicable. 

•	 Local commissioning budgets: for case managers. Initially, these will be POPP funded but over 
time close links will be made with Practice Based Commissioning for local community health services, 
and Direct Payments/Individual Budgets for local community social care to work towards “Community 
Based Commissioning”. 

•	 Peer support: using volunteer networks to provide support to older people and carers in reducing 
social isolation, managing their own lives, and promoting health, well-being and independence. This 
will be particularly helpful in very rural areas and in working with black and minority ethnic elders. 
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Poole 
Title 
Poole Locality Health and Wellbeing Project for Older People 

Client focus 
Older people 

Project Key Elements 

lt
following:-

- case management of very frail older people 
- supporting people on hospital discharge 

l 

- housing provision 

Development of resource centres run by older people 

l care 
intervention’ 

t Work 
alongside Expert Patient Programme 

Two localities, each with project steering group comprising older people to plan a two year strategy for each locality.  Each group 
will receive project management support and have access to hea h and social care information.  Required to address the 

- actively preventing people being admitted to institutional care directly from hospita
- proactively supporting hard to reach groups 

- strengthening of links to voluntary sector and faith groups 
- developing new role for Volunteer Community Warden 
- establishing local community transport 

Development of new concept of Volunteer Community Warden to act as ‘a front line trigger for health and socia

Creation of two distinct integrated locality teams into which staff from the statutory organisations can be seconded into to work 
alongside voluntary and faith sectors – working under single management line 

Locality based model of community development to be initiated o focus on healthy living opportunities for older people.  

Project Outline 
The Poole Locality Health and Wellbeing Project for Older People was borne out of the views and experiences 
of older people whose shared priority is to place a greater emphasis on promoting health and wellbeing for 
local communities. This Project will maintain the engagement of older people and the commitment to 
partnership working through older people and other project partners taking responsibility to meet health and 
wellbeing targets for two specific localities.  This will be achieved through harnessing existing resources, 
having dedicated budgets to develop innovative responses and developing new integrated ways of working in 
these localities. The locality steering groups, and older people’s role within them, are central to this Project in 
seeking to place decision making in localities and in partnership with the public sector. 

This Project’s unique feature lies in its proposal to bring older people – as allies, volunteers and service users 
to the very centre of service design and delivery. Moving beyond the historical information and consulting 
models, the Poole Project will enable older people to be participants in decision making.  The Locality Steering 
Groups (LSGs), with majority older people’s membership, will therefore be asked to determine the detailed 
make-up of interventions and service developments. Such resource allocation decisions will be made within a 
framework which has a clear criteria agreed by both LSGs. This simple but challenging measure will, in real 
ways, enable independence, choice and control to be fully exercised 
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Service model 
Each locality will establish a local resource centre.  These will provide: 
•	 information/advice points for older people with internet access; 
• meeting rooms; 

• office base for locality staff and volunteers 


The service interventions managed from these centres will be governed by the need to specifically meet the 
Project aims for service improvement. The LSGs will therefore be required to develop a range of local 
interventions which undertake the following functions:- 

Health promotion / community development / healthy living: 
•	 Classes, courses, talks given by team staff on specific topics eg falls, nutrition, exercise, health 

promotion; 
•	 Activities, classes, learning opportunities organised by team (in the Church hall or possibly school 

hall or the pub) but provided by others - eg exercise groups by EXTEND, tea dances, coffee 
mornings, U3A, evening classes, inter-generational groups; 

•	 Health clinics run by the team e.g. drug review clinics, blood pressure checks, drop-in  Q&A 
sessions, over 75 health checks 

•	 Information resource centre run by volunteers but with access to generically trained staff to 
include info on revenue and benefits, home safety, volunteering, low level support, activities and 
classes, advocacy; 

•	 Promotion of healthy mental wellbeing.  

Low level support that could be provided by bank of local volunteers who will: 
•	 be co-ordinated by a paid support coordinator who will recruit and organise the work – including 

matching volunteers; 
•	 take requests for support taken from anyone eg person themselves,  relatives, carers, other team 

members, neighbours, local health or social care professional, church leader; 
•	 refer complex case to a professional e.g. Single Assessment Process (SAP) and possibly more 

intensive care 
•	 provide support to carers 

Home Helps: 
•	 co-ordinated by the same paid support coordinator who recruits/organises home helps 

themselves. Can provide a highly flexible service based on use of very local workforce; 
•	 taking into account the agencies already providing care to clients in the area – same co-ordinator 

will liaise with these providers to promote consistency, continuity and common approaches - in 
effect to create a single ‘virtual’ locality home care team. 

Case management of frail, isolated and/or hard to reach groups: 
•	 community warden network who monitor frail isolated older people within a small area (e.g. one 

street, a few floors of a tower block etc).  Acting as a point of contact with the ‘team’ to provide 
very regular status reports of that person.  Trained to carry out a contact SAP, know the single 
point of contact within the team to get help proactive health monitoring and care co-ordination of 
high users/people with specific health problems/frequent admitters to hospital; 

•	 links with local GPs as and when for advice, prescribing, ‘straightforward’ medical care; 
•	 referral to other specialists eg Occupational Therapist, physio, specialist care management 

assessment, podiatry etc, but not necessarily within the team itself; 
•	 early mental health clinics, visits, advice – memory club, early dementia screening etc. 
•	 comprehensive medicines management 
•	 use of assistive technology 
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Proactive complex health and social care provision for people with complex needs, heavy end 
users and hard to reach groups 
•	 potentially new community nurses refer to specialist nurse/community matron or to GP for advice 

with patients who are deteriorating; 
•	 community matron case manages very complex cases that need specialist input alongside 

community social worker when necessary; 
•	 links with GPs for straightforward medical care; 
•	 links with named Consultant for complex advice/admission/ diagnosis either in hospital or in clinic; 
•	 specialist mental health intervention eg drug review, dementia management, behaviour 

management, assistive technology, advice; 

Provision of an alternative to hospital admission in a crisis: 

•	 rapid/immediate access to all diagnostic tests available and necessary 
•	 rapid provision of intensive home care – using Poole – wide intermediate home care services; 
•	 daily (possible more than daily) medical/nursing input; 
•	 rapid access to equipment 
•	 arrange admission to ‘step up’ bed eg Community Hospital 
•	 arrange admission to existing ‘step up’ residential home bed. 

Proactive discharge from hospital: 
•	 organise diagnosis 
•	 daily visits/calls to ward to identify medical status and fitness for discharge  
•	 liaison with discharge team and co-ordination of all needs in order to discharge as soon as 

medically fit in order to set up a network of support on discharge using generic workers, 
volunteers, faith group support volunteers etc; 

•	 pick up and escort people home and settle them in; 
•	 Monitoring through low level support. 

Referrals 
This Project will sit alongside existing services, but stand alone.  A key objective for the Project is to ensure 
these locality initiatives are not just bolted onto existing systems of service delivery but become integral to 
everyone’s way of working. This Project needs to have systems and processes which positively seek 
engagement with older people rather than react to crisis. Current  procedures which may present as obstacles 
will be minimised through: 

Proactively seeking contact with older people in the defined localities by: 
•	 utilising the existing networks and contact points for older people – such as Age Concern pop-in 

clubs, luncheon clubs run by local Churches, Community Wardens establishing contact with 
isolated older people. 

Providing service interventions on a proactive basis such as: 
•	 running adult learning, exercise, health check groups as an extension of existing functions; 
•	 publicising new interventions through existing local networks. 
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Sheffield 
Title 
Older People’s Engagement: True Neighbourhood Delivery 

Client focus 
Older people 

Project Key Elements 

l

- development of 16 Community Case workers who will:-

- sign posting 

i

- rapid response 

Access and Engagement:- 
- single point of access 
- independently provided advice, information, sign posting to maximise take up of low level preventative services 
- paid support to develop a network of ‘expert older people’ to advise on the development and delivery of services 
- new way of planning within neighbourhoods by undertaking ‘community assessment’ of key issues for older people – which will 
lead to a ‘community portrait’ which will in turn help determine service deve opment priorities 

Community link preventative approach:- 

- case find those with long term conditions not in touch with services 
- offer health screening and health promotion advice 
- provide ‘fast track’ to Community Matrons 

- assess for and supply assistive technology 
- actively facil tate access to other services 

Neighbourhood based integrated services:- 
- integrated multi-disciplinary teams located in neighbourhoods who will provide:- 

- targeted work with people in res/nursing care homes 

Organisational cultural change:- 
- facilitation to bring about ‘deep rooted sustainable’ change 
- develop an integrated workforce development plan maximising community capital for older people’s services 

Project Outline 
Sheffield uses the tiered model of need as a way of articulating the strategic direction. The plan is to change 
services from supporting a small number of people with high dependency at high cost to early intervention and 
support services delivered at lower cost and reaching increasing numbers.   The approach goes beyond health 
and social care services, and is based on the issues that older people say make the most difference to their 
lives. Most importantly, it means listening to older people and engaging with them as citizens about their 
concerns and about the communities in which they live. It is designed to create a sustainable shift and support 
the re-engineering of all health and social care and wider services for older people. This approach reflects the 
aim for the future of social care described in ‘All our tomorrows'1 

1 All Our Tomorrows: inverting the triangle of care, ADSS/LGA, 2003 
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The project comprises of an intervention at each tier with the aim of re-engineering, over time, a greater level 
of resources to tiers one and two in order to promote older people’s independence and sustain their well-being 
for longer: 
� access and engagement work stream (targeted at tier one and two) attempts to harness the expertise of 

older people themselves, strengthen planning at a neighbourhood level, simplify access to services and 
make it easier to tap into the preventative services offered by the voluntary, community and faith sectors. 

�	 Community link workers (at tier two) will help find the hard to reach older people and support them 
effectively to access all levels of service according to their needs. For example, money advice (tier one), a 
referral to an Agewell club for social contact and keeping fit (tier two) or signposting to primary health care 
for support in managing their long term condition (tier three).  

�	 The Rapid Response/ Hospital at Home Service builds on tier three intermediate care services to 
provide swift, targeted support to older people at serious risk of a hospital admission because of an 
exacerbation of a chronic condition or accident such as a fall. The Support to Care Homes aims to build 
up the expertise of residential and nursing homes at tier four to care better for very physically or mentally 
frail older people who otherwise end up being admitted to hospital. 

The four key service elements are outlined below. 
Objective 1: To improve the access and engagement of older people in developing, delivering and 
using services. 
There are four key inter-related elements to this work stream: 

Elder Experts Network: Network of elder experts who will be supported to participate in service design 
and influencing key decision makers in the city  The network of elder experts will be established as co­
partners in the implementation of the whole POPPSs project and wider universal services decision making 
structures including through the local strategic partnership  The project will also build on the learning from 
the training and development of the expert patient programme, the 50 plus self development programme, 
the Agewell and Age Concern training for volunteers and best practice from elsewhere.  Experts will 
participate in: 
� Governance and planning structures 
� Operational service delivery of health and social care within localities 
� Community and neighbourhood portraits 
� POPPS evaluation steering group 
The long-term aim is to develop a social enterprise, which will continue to develop the network. 
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�	 Community Portraits: The development of a picture of key issues and characteristics of local older 
communities, led by elder experts and the community link workers (see below).  The principle outcome of 
this work will be a ‘community portrait’ which describes the priorities and goals to be achieved to improve 
outcomes for older people. Communities high numbers of vulnerable older people will be targeted. The 
community link workers will feed into this work through gathering the views on issues and aspirations from 
older people and their carers who are hard to reach and most at risk.  A development officer will capture 
the views of the existing networks of older people including neighbourhood/community forums, voluntary 
sector groups, focus groups, tenants and residents associations and public/patient forums.  The Expert 
Elders network will guide and contribute to this work.   

�	 Simplified Access:  The focus of this element is to find out more about the expectations of older people 
and their carers, their views and experience on the current access arrangements and find out more about 
what works elsewhere. Through consultation with older people, the project officer will identify the barriers 
to access and the preferred routes for older people and their carers. The expert elders network and the 
Community Link workers will be used to ensure hard to reach older people also give their views. The 
Project Officer will conclude with key recommendations for improving access, enhancing the customer 
centred approach to enquiries with firm proposals on how this can be rolled out across health, social care 
and wider universal services. 

�	 Voluntary, Community and Faith Sector Sign Posting Service:  This element will develop a referral 
agency which will hold data on all voluntary, community and faith sector services and which will gather 
data on unmet need to guide future policy and funding developments. The focus of this element is to 
establish a single point of referral to voluntary, community and faith sector services for older people and 
their carers across Sheffield. There are five phases to this work: 
� Gather, analyse and record detailed information about which voluntary, community and faith sector 

organisation is providing what service to whom 
�	 Establish a postcode database to instantly identify services in any given area and produce coherent 

and consistent marketing materials about voluntary, community and faith sector services for older 
people and their carers 

� Run a single point referral service, using the postcode database, for all health and social care 
professional and staff of voluntary, community and faith sector organisations 

� Place a database on a website providing news bulletins, facilitated discussion forums, links to helpful 
organisations 

� Gather, analyse and disseminate post code specific data on unmet need 
The service will also record when unmet need is uncovered, e.g. someone is seeking a service in a 
neighbourhood where that service is not provided.  Aggregated data will provide a unique source of robust 
information, complementing anecdotal evidence which is invaluable to service planners and social 
entrepreneurs alike. 

Objective Two: To deliver a community link service connecting hard to reach older people with 
supporting services and facilities 
This work stream involves employing 16 full time equivalent community link workers and two managers based 
within target communities working as one team, managed and co-ordinated by the voluntary sector. 
Community Link workers will be located within local target communities. The key role is to identify and engage 
with hard to reach older people connecting them to services and facilities, which will enable them to live 
independently at home and improve their quality of life. Older people will be pro-actively encouraged and 
supported to take up these posts. The service will be based in target communities and link with the community 
infrastructure. At a strategic level, the community link workers will identify the barriers that hard-to-reach older 
people experience and feed this into the work on simplified access. They will also help in the work on 
developing “community portraits” – helping to knitting together the social fabric of a neighbourhood to promote 
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interdependence. They will empower and educate members of the community and build relationships to 
ensure long-term change. 

Objective Three: To prevent unnecessary hospital admissions and reduce bed-days spent in hospital 
through integrated multi-disciplinary teams embedded in neighbourhoods, which will deliver a 
citywide rapid response service and through targeted support to care homes. 
This work stream will target frailty and other social risk factors to avoid unnecessary hospital admissions and 
provide multidisciplinary assessment to reduce delayed transfers of care. This service sits within the wider 
context of intermediate care in Sheffield and will provide added value to the existing Community Assessment 
and Rehabilitation Teams (CART).  The second part of this work stream is developing a model using a team of 
specialist clinicians, including general and psychiatric nursing and pharmacy to develop knowledge, skills and 
competencies of care home staff and improve the physical and mental well-being of residents across the city 
focusing specifically on preventative activities, falls prevention, the community management of COPD and 
heart failure and preventative measures focused on psychiatric issues, e.g. recognising and responding 
effectively to signs of early dementia and depression.  

In connection with the community link workers, this work stream will lever in a range of resources and services 
from the wider context including the Community Mental Health Teams, Assistive Technology support, etc. 
Specialist workers such as CPN’s will link back to the specialist services whilst operating within the 
multidisciplinary integrated neighbourhood teams.   The delivery of this work stream has been sub-divided into 
two areas: 
� Rapid Response and Hospital at Home 

Multi-disciplinary teams of qualified nurses, psychiatric nurses, pharmacists and generic support workers 
The city wide service will be accessed through referrals from GPs, Emergency Care Practitioners, District 
Nurses, Community Matrons, Community Geriatricians, Admission Avoidance staff in A & E and staff 
involved in the hospital discharge process.  The support services will include some 24-hour short-term 
care packages in people’s own homes and in intermediate care beds. There will be a structured 
programme to ensure effective referral on to other services (e.g. Short Term Intervention Team). This 
service will normally be required for between 3 and 7 days and will result in a smooth and better quality 
transition for the older person. The team will identify and supply assistive technology to enable people to 
remain living at home safely. Protocols will be developed for admissions avoidance and discharge in line 
with the developmental standard in the NHS Improvement Plan. The assessment service will respond 
within one hour of referral and will be accessible out of hours including the weekends.  The programme will 
improve the delivery of clinical medical cover supporting vulnerable older people at home through 
developing the essential/ enhanced GP services. 

� Targeted Support to Care Homes 
Multi-disciplinary team of qualified nurses, psychiatric nurses, practice pharmacists.  This service will be 
rolled out to all care homes in Sheffield although the training will prioritise those homes, which are known 
to health and social care services as needing support to improve their care practice.  Training will be 
carried out for care home staff identifying 2 key staff in each home to develop skills in depression and 
dementia, diabetes, COPD and heart failure. The team will work with district nursing teams, managers and 
care staff on decision trees and flow charts for support workers including: skin conditions, simple cuts and 
grazes, constipation, incontinence, catheter care, coughs and colds, influenza.  The team will work with 
Active Sheffield and the voluntary sector to train existing care workers to co-ordinate and deliver 
stimulating activities in each care home.  Training will be delivered for care home staff including 
venepunture training, delivery of intravenous antibiotics and other fluids, palliative care, reminiscence. 
Community psychiatric nurses will provide support to therapy led intermediate care services and people in 
intermediate care beds to enable earlier diagnosis of dementia and cognitive problems. They will respond 
to prevent a placement breakdown and avoid inappropriate admission hospital and deliver development 
and improvement of services for older people with mental health problems in care homes. 
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Objective Four: Development of Sustained Organisational Cultural Change 

This work stream will involve key organisations in the city agreeing an integrated workforce development plan 
incorporating the learning, experience and models from this programme. Main elements included:- 
� Training and development of generic care workers to ensure skilled support to the most vulnerable older 

people 
� Facilitation and capacity building of the workforce 
� Support to develop an integrated workforce plan 
Integration of the learning, experience and models of the POPPS programme into mainstream service design 
and delivery 
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Somerset 
Title 
Local Active Age Centres in Somerset 

Client focus 
Older people 

Project Key Elements 

- operate at least one day a weak 

- provide befriending service 
- carer identification and support 

- practical home support services (eg gardening etc) 
- specialist groups and networks (eg carers, ment
- benefit take up 

- Time Bank and other volunteering opportunities 
- adult learning and leisure 

Establishment of 50 local Active Age Centres, operating largely from church/village halls, which will:- 

- provide ‘outreach service’ to those not wishing to attend the centre 
- café style environment hosting variety of activities  
- provide source of information and referral to preventative services 
- use peer group volunteers to support self assessment and development of healthy lifestyle packages 
- operate as local ‘think tank’ for service development 

- healthy living and age well classes 
- IT access 

al health, sensory loss) 

- housing advice and housing related support 

Project Outline 
Somerset POPP Partnership encompasses a wide range of statutory, voluntary and community sector 
organisations that have agreed to collaborate in developing and implementing a new vision for prevention in 
Somerset. The key components of the vision are as follows: 

•	 Prevention is more than avoiding dependency and ill health.  It is about actively promoting 
independence and well-being.  Effective prevention starts before dependency has been established, 
and continues to intervene in ways that are proportionate to developing needs. 

•	 Approaches that provide individuals with knowledge and understanding, and facilitate self-definition 
and self-management of their needs are most likely to be successful in the long term. 

•	 Communities can be instrumental in meeting their own needs.  The leadership and participation of 
older people in community projects represents a form of prevention in its own right by challenging 
ageist stereotypes, emphasising their active citizenship, and aiding the development of relevant new 
services. 

The project gives practical expression to this philosophy by establishing an infrastructure of approximately 50 
very local Active Age Centres throughout Somerset. Each Centre will: 

•	 Serve its immediate local community operating from the church / village hall, sheltered housing 
scheme or other suitable local venue, with outreach facilities for those who are unable to, or do not 
wish to, attend physically. 

•	 Be a vibrant ‘hub’ providing a café style environment, and hosting a variety of activities, as well as 
being a source of information and referral to the full range of preventive services available locally. 

•	 Use peer group volunteers to support self-assessment and person-centred selection of strategies for 
maintaining independence, including lifestyle changes and healthy living. 

- { PAGE } -




- { PAGE } -


•	 Serve as a vehicle for community empowerment, with older people identifying ways in which their local 
communities might be enhanced, and facilitated in community leadership and action to bring about 
improvements. 

A key component of the project involves the development of a new co-ordination service that will proactively 
identify older people at risk of falling with the aid of a very simple screening tool. Service users, carers and 
others will be able to utilise the service through Active Age Centres and via a well-publicised telephone 
number. The service will provide advice, information, and referral on, proportionate to the degree of risk 
identified. 

Active Age Centres 
Active Age Centres will improve access and make service delivery more efficient and effective.  They will help 
individuals to solutions that promote their continuing inclusion and participation.  They will bring about user led 
services that respond to specific local needs. They will help to change perceptions about the meaning of old 
age in 21st century Somerset. 

Active Age Centres will become the ‘hub’ for the full range of preventive and well-being services already 
provided by the participating agencies.  Some services will be delivered within the Active Age Centre itself, 
whilst others will be provided through ‘networking’ from the centre.  The concept of ‘Active Age’ will be used to 
engage ‘younger’ older people (typically 50+), and to promote the benefits of being older and how they might 
be realised, rather than a form of prevention that is primarily concerned with managing dependency. 

Active Age Centres will work to the principle of inclusion by signposting and improving access to ‘mainstream’ 
and ‘universal’ services wherever possible and appropriate.  They will serve as focal points through which the 
full range of agencies with a stake in prevention and well-being can establish a presence in local communities 
and make their services more easily available to all those who might need them.  They will provide a gateway 
to very local services, as well as links to programmes that exist outside the confines of community e.g. the 
Expert Patient Programme. 

A key feature of Active Age Centres will be the availability of Peer Group Volunteers – older people who have 
been trained to help other individuals to ‘self-assess’ what services they need to remain independent and to 
enhance their quality of life.  The role of Peer Group Volunteers will also involve assisting with the process of 
‘navigation’ through the system to secure any services or information required. 

Active Age Centres will provide a forum in which older people are empowered to say what they need within 
their local communities to promote their independence and well-being.  They will provide a service that 
prepares older people to lead or participate in community initiatives that give practical expression to their 
ideas. This will involve direct investment in older people themselves to enable them to develop the 
knowledge, skills and confidence necessary for community leadership roles. 

Active Age Centres will provide both primary and secondary forms of prevention for older people.  They will 
serve as a means for older people who have yet to develop specific needs, to access services that will 
promote their general well-being and inclusion, as well as provide a resource for older people with emerging 
needs of varying degrees to assist them to develop individual coping strategies that promote their optimum 
independence and inclusion.  
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 Figure 1 illustrates the target population for Active Age Centres: 
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Southwark 
Title 
Supporting healthy ageing in Southwark 

Client focus 
Older people, with particular provision of those with mental health problems 

Project Key Elements 

To be delivered by 

The 

l

g

- transfer ‘expert knowledge’ and skills of professionals working in acute hospitals and the mental health trust 
into the community thereby ensuring specialist support for mainstream care teams.  
creation of an ‘expert’ multi-disciplinary community service/team comprising consultant geriatricians, psycho-
geriatricians, specialist nurses (both mental and physical health), therapist and social care professionals.  
team to be ‘virtual’, bound together around the care pathway.   

The focus of its work will be on pro-actively conducting multi-disciplinary assessment and review older people 
with complex health and socia  care needs, including those at risk of crisis 

Development of a new care pathway from hospital for those potentially needing a care home placement.  
Alternative support will be provided either at home or in ‘step down’ resource.  Will ensure:- 

- older people have maximum time to recover after an acute illness to avoid premature placement in 
institutional care 
- that decisions about lon  term care are not made in hospital 

Project Outline 
The key objectives of the project are: 

•	 To prevent unnecessary decline in an older person through proactive assessment 
and review at home 

•	 Increase the ability of primary and social care to support older people in crisis, in 
both the identification, monitoring and through an integrated multi-disciplinary response 
to changes in their situation. 

•	 Create time and choices for older people in the decision making around long 
term care, ensuring decisions are made largely out of an acute hospital clinical 
environment 
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The approach taken within this project aims to complement and build on the successes of other 
integrative work across the Council/PCT/voluntary sector, mental health and acute trusts, and 
avoids duplicating work of other initiatives.  The key elements of the project include the 
following:-

Multi disciplinary assessment and review for those living at home and support for 
people in crisis: 
The project will use a model (proven in Intermediate care and the mental health for older adults 
(MHOA) arena), where the multi-disciplinary team discuss each persons circumstances and the 
most appropriate professionals to visit and review/assess and intervene in care delivery and 
care planning with the individual (to avoid over assessment).  The multi-disciplinary team will 
include, social workers, district nurses, geriatrician, pharmacists, mental health specialists, 
therapists and voluntary sector professionals.  The review process will complete an holistic 
assessment ensuring that:-
� Health and social care needs are being met 
� Self management strategies of chronic illnesses are addressed 
� A proactive action plan is formulated in case of an emergency or the person becoming 

unwell, to ensure that support is given quickly and the most appropriate person responds 
� Geriatrician review of those with co-morbidities, dovetailing with relevant GP and acute 

hospital based professionals 
� Voluntary sector personnel ensuring links to local networks and informal support available 

through non–statutory means were made 

The project will introduce and focus multi-disciplinary reviews on all older people receiving 10 
hours per week of SSD funded care at home (currently receive an annual social work led 
review). The rationale on focusing on the 443 people who receive over 10 hours of care at 
home (SSD funded) per week is; 
� This level of care package would indicate a level of impairment and vulnerability 
� The numbers are manageable (9 reviews per week across the Borough) 
� The people are known to the social care system, therefore tailoring the appropriate multi­

disciplinary assessment should be easier than through case finding alone 

The team will operate at a virtual level bound together around a pathway rather than creating a 
new team. The multi-disciplinary review/assessment will then inform primary heath and social 
care services what intervention and management is needed on an ongoing basis.  The 
involvement of specialist older persons medical and nursing staff is currently lacking in the 
community. This approach therefore remedies the situation and adds expert knowledge into an 
integrated system of community professionals. 

Changing the discharge pathway from acute care for those potentially needing a care 
home placement: 
The project will offer an alternative pathway from acute care for those older people who may 
potentially need a care home or registered care placement (mental health needs). Alternative 
support will be provided either at home or in a step down/recuperative bed.  Both options will 
be fully supported by a rehabilitation team and a geriatrician working with a specialist nurse.  
The comprehensive assessment of an individual will be undertaken outside acute care in a 
non-clinical environment by the multi-disciplinary team.  A voluntary sector co-ordinator role will 
be developed. This will ensure every older person going through this and other intermediate 
care pathways, is linked to the voluntary sector support they had pre admission and links 
people to local community networks who had no contact with voluntary sector groups 
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previously. This approach ensures that the intermediate care mental health team is involved in 
decisions at acute ward level concerning older people who may need placements because of 
their mental health needs. This extends the remit of this team (currently supporting teams 
discharging MHOA patients home) to cover patients in physical health environments with 
mental health needs. It also ensures older people with mental health needs are not excluded 
from this pathway and are actively supported by specialist mental health personnel trained in 
rehabilitation. All older people on this pathway will have time to recover out of a hospital 
environment, and receive thorough multidimensional assessment, before long-term care 
decisions are made. The changes to the pathway will significantly reduce the length of stay in 
acute care for this cohort of patients, thereby contributing to significant strategic issues faced 
by acute hospitals and the PCT in terms of capacity and resource issues 
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Worcestershire 
Title 
Worcestershire Neighbourhood Network 

Client focus 
Older people 

Project Key Elements 

- a budget 
i

type posts. 
- identify gaps in

mentoring schemes) 

- expert patients programme 
- benefit take up 
- develop support for carers 
- promote telecare 
- support people in accessing g i

Based on Sure Start model, development of Worcestershire Neighbourhood Network, focusing on 
three localities, comprising:- 

- infrastructure posts (includ ng community development workers, support workers, and health visitor 
Teams to work with older people and carers to:- 

  services using an initial detailed ‘community audit’ 
- build new community capacity – through volunteering and community groups 
- identify opportunities for older people to deliver services themselves ( eg senior peer 

- develop and co-ordinate existing community support including facilitating access to 
universal services 
- promote general health care (eg podiatry, falls prevention, health ageing) 

 housin  serv ces  

Project Outline 
The Worcestershire Neighbourhood Network is an initiative designed to: 

• establish a comprehensive network of neighbourhood-based prevention, healthy 
living, early 
intervention and support services for older people and their carers 
• harness the capacity of the wider community to improve the lives of older people and 
carers at a local level 
• replace traditional day services with opportunities to access mainstream community 
activities. 

The project will use a ‘Sure Start’ approach, and focus on three sites where there is evidence of 
deprivation – two urban and one rural. A particular focus will be services for people from black 
and minority ethnic communities. Engagement of older people will be a central element. 

The project will be characterised by: 
• older people taking a leadership role 
• the voluntary sector leading service provision, with a consortium approach 
• a multi-agency approach 
• whole community engagement including business and media. 

It is designed to deliver a comprehensive range of preventative services to individuals in their 
own homes and their own localities to improve their quality of life and to reduce or delay more 
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costly interventions. It will test the impact made by significant intensive investment in 
preventative services, including whether funding can be levered into preventative, community 
services in a sustainable way. Older people will be at the heart of this project.  The 
Worcestershire Neighbourhood Network sets out to test whether a Sure Start approach to 
developing preventative services for older people is a cost-effective way of achieving the 
following outcomes: 

Approach 
This project uses an approach originally developed by Sure Start local programmes for 
children. Working closely with the Directors of Public Health, the Worcestershire 
Neighbourhood Network will deliberately target resources on a number of relatively small 
areas, where there is evidence of deprivation among older people. It will bring statutory and 
voluntary organisations together to develop a network of services with older people at the 
centre. Engagement with older people, carers and the wider community will be critical. Older 
people will have a strong leadership role.  The full impact of a project that focuses on low-level 
preventative services will only be realised over the medium to long term (10-15 years) but it is 
believed that there will be tangible shorter term benefits, not least in allowing significant 
reconfiguration of services. The project will focus on three sites where there is evidence of 
deprivation. In each site, a neighbourhood network team will be established. Teams effectively 
combine service development and service delivery. Each team will hold a service development 
budget and consist of the following staff: 

Network Manager: Development of the project locally; management of local network staff; 
lead work on generating future funding for services. 
Community development workers:  Work with older people and carers to identify services 
needed in the neighbourhood and then develop those services. One worker will have a specific 
remit for BME and hard to reach groups. [The team will look to recruit staff with a range of 
backgrounds between them, eg housing, health, transport, social care.] 
Day Opportunities development worker: Specific responsibility for developing and setting up 
a range of day opportunities for older people, and linking older people to existing resources. 
Health worker: A health visitor or equivalent. Particular responsibility for developing 
services with a health emphasis including health promotion, delivery of specific health initiatives 
including training and supporting volunteers. 
Support workers: Generic workers specifically recruited to the project able to deliver services 
required and support individual older people, carers and groups in accessing services. 
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Teams will initially work with older people and their carers to identify gaps in services and 
establish the current baseline using a detailed community audit. A particular focus will be 
identifying gaps in services or in access to services for BME communities.  Subsequently they 
will work to: 

• market and promote healthy living including a focus on long term conditions, mental 

health, 

smoking, obesity and alcohol abuse 

• market and promote general health care, including falls prevention, low level podiatry 

services, healthy ageing courses, increased physical activity 

• promote knowledge, skills and confidence to self-manage long term conditions 

• build new community capacity including volunteering, community groups, voluntary 

agencies, social and educational activities, work opportunities 

• identify opportunities for older people to provide services and support for others, eg 

senior peer mentoring schemes 

• develop and coordinate existing community support, including enabling older people 

to access mainstream activities such as leisure and life-long learning 

• develop and promote inter-generational groups and activities 

• maximise personal income and benefits 

• improve access to information and transport 
• reduce fear of crime 
• develop support for carers 
• promote telecare and preventative electronic technology with housing providers and 

other partners 

• support people in accessing housing services, eg grants, advice, maintenance 

• promote healthy local environments, eg paving, lighting, pollution, open spaces.


Teams will use existing local community facilities as a base for delivery of services. Individual 
services requiring a degree of privacy, such as foot care, will largely be delivered in people’s 
own homes. 

Services To Be Delivered 
Work will start in each site by undertaking a community audit and mapping local services. This 
is as much about securing community engagement as it is about identifying gaps that need to 
be addressed.  In order to illustrate the probable shape the project, the following table indicates 
the likely profile of new services:-

Healthy living courses Voluntary sector delivered and tailored to specific groups e.g. men, 
BOME, carers 

Health trainers Providing general health advice to assist people who may develop 
chronic diseases, via support workers or trained volunteers.  
Possible to build into peer mentoring scheme for BOME elders 

Expert patient 
programme 

Empower and support people who already suffer from long term 
conditions to manage their conditions and improve their general 
health 

Falls prevention 
schemes 

Including activities such as Tai Chi 

Footcare scheme Delivering footcare sessions across the area, in clinics and in 
people’s 
homes via the voluntary and community sector 

Medication review Enhanced service contract with GPs and link with pharmacists 
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Health promotion Including physical activity and dietetic programmes to combat obesity 
schemes and coronary heart disease, smoking cessation programmes and 

promotion of flu immunisation. BME communities could be accessed 
via new/existing lunch clubs 

Mobile disabled living Vehicle containing a range of equipment for people to try out, 
centre including 

inexpensive items that they could buy. To include assistive 
technology 
and telecare demonstrations, eg WristCare technology piloted by 
Tameside MBC, pedometers 

Low level counselling Service provided by volunteers addressing problems of depression 
scheme and anxiety linked to losing independence, bereavement and caring 

roles 
Dementia home Targeted at people with mild to moderate dementia and their carers, 
support providing low level support including practical tasks 
Safe and Well @ home Combines Stay Well @ Home (which supports older people in their 

homes while they experience periods of ill health) and Support @ 
Home (which uses Red Cross Independent Living services very 
flexibly 
in order to deal with low level crises). 

Day opportunities / Replacement of traditional day services with a model where older 
supported day care / people are able to access a range of social/leisure/learning activities 
access to leisure and according to their interests with support available for those who have 
lifelong learning personal care needs. May include learning English as a second 

language. 
Befriending / peer Range of one to one support services – scope to use these as a 
mentoring / advocacy means of delivering additional services with BOME elders 
Specialist visual Peer group approach 
impairment provision 
Lunch clubs Meeting social as well as nutritional needs – to include specialist 

clubs 
for people with dementia and their carers - a model developed 
elsewhere. Extend provision for BME communities – including some 
smaller communities eg Polish, Chinese. 

Housework brokerage Reasonably priced and safe service ensuring older people feel 
scheme confident in their ability to remain at home 
Assisted shopping Engagement with local producers and major supermarkets to 

develop a range of self-financing services – potentially with WRVS 
Carers support Self help groups, information services etc 
services 
Handyperson / Full coverage of project areas 
gardening schemes 
Community safety Working with the police to address this major issue for older people 
Transport Better use of existing resources – coordination, more publicity, with 

possibly some pump priming eg demand responsive bus services 
Energy conservation Services to reduce emergency bed days through cold related 
and affordable warmth conditions 
Literacy for travellers Camp is included in one of the sites 
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Intergenerational work Building on existing projects – particularly targeted at reducing fear of 
crime 

Smoke alarm, fire Targeting of existing schemes – links to handy person schemes 
safety checks, home 
safety checks 
Information services Extend and develop local information services eg through clinics, 

outreach work, mobile community library. This includes information 
about housing, welfare benefits – including checks for fuel poverty. 

Volunteer recruitment Actively reaching out to engage volunteers 
Timebank Inspiring and committing people to share and give time 

The exact range of services will vary from site to site depending on local needs and existing 
infrastructure. A considerable volume of services will be delivered through the voluntary 
sector. Consideration will also be given to whether network staff should be employed by and 
based in the voluntary sector. In order to encourage collaboration within the sector, and a 
joined up approach to service delivery and recruitment and management of volunteers, the 
project will use a consortium approach. Key voluntary organisations in each site will be invited 
to form a consortium that will agree approaches to service development and coordinate service 
delivery. 
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Wigan 

Title 

Client focus 
Older people 

Project Key Elements 

- sheltered housing minor adaptations 

teams 
- crime prevention awareness 
- promoting physical activity 
- rapid intervention scheme for carers 

Focus on times of transition and change that could escalate into crisis situations without appropriate 
support 

- time limited contact and support service (with trained volunteers) providing advice, information, 
advocacy and practical help 

 - counselling service 
- peer mentoring to encourage older people to become more involved and active 
- gardening and handyperson scheme 

- holistic home assessments carried out by trained home assessors linked to health and social care 

- targeted support on older people from BME communities 

Project outline 
The project comprises a number of elements:- 

Time limited contact and support service 
This Project will be delivered by Wigan & Leigh Pensioners Link.  It aims to prevent changing 
times escalating into crisis situations for older people.  A Project Co-ordinator will be employed 
and trained to deliver the project. S/he will recruit Volunteers to provide the service, arrange 
Volunteer support and training, assess needs and risks. S/he will agree on the level of input 
required, with the older person, with reference to Health and Social Care, as appropriate. The 
length of input will also be agreed at this stage. The situation will be reviewed before 
withdrawal of service. Referrals will be taken from individuals, Social Work Professionals and 
Health Professionals. Low level input will be provided for a limited period to help the older 
person adapt to changes in their personal lives and provide some practical support, 
such as:-

• Phoning the person for a general chat, or to make specific reminders 
• Taking someone to a hospital appointment 
• Shopping with the person, going with them to a community facility, and 
helping them with other practical tasks 
• Listening, providing information and encouragement. 
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This element of the overall project is geared to provide low level pro-active support that will 
provide a friendly voice and face, information, advocacy and companionship and, in some 
circumstances, practical assistance, thus helping the older person maintain their independence 
and manage the situation themselves. Most referrals will be taken from Primary Care, Social 
Services, Intermediate Care services, Carers Helpline, the ‘Starting point’ telephone line and 
from the hospital. People will also be able to access the service directly through Pensioners 
Link. Access will be available during the evenings and weekends, as the volunteer base 
extends. Volunteers will receive training as to when appropriate to refer and individual on for 
mainstream services. 

Counselling support 
The Project will be delivered by Wigan & Leigh Pensioners Link  and will employ a professional 
counsellor with a teaching qualification to provide individual counselling and group therapy. 
This project aims to further compliment the Changing Times Project offering the opportunity for 
counselling. There will be opportunities for both individual counselling and group therapy.  
This scheme aims to further complement the time Limited Contact scheme. By providing 
individual counselling or group therapy, this will give the older person the opportunity to speak 
about their problem, thus helping them to maintain their independence and well-being without 
the need for mental health and social care intervention. 

Rapid intervention scheme for carers 
This element of the project will be delivered by Crossroads to support carers in urgent 
situations when there has been no time to plan alternative or additional care for the person 
requiring assistance. The circumstances could include a sudden deterioration in the health of 
the Carer, such as an accident requiring hospital admission, or an occasion when the Carer 
needs to attend to an urgent matter effecting another family member or friend such as severe 
illness. In some cases there could be sudden increase in the needs of the person requiring 
care leaving the Carer in the position of being unable to manage without additional assistance. 
The support provided will include the provision of alternative care. The input required could 
vary from regular care visits, of at least one hour per visit, night care to continual input 
depending on assessments. The service will normally be provided over a maximum period of 
72hrs. This time will provide the opportunity for normal Care Management processes to be put 
into place where there is an ongoing need or for the Carer to make any alternative 
arrangements required. A Senior Carer Support Worker will be employed to carry out the day-
to-day project management and provide some of the care required. In addition a small bank of 
Carer Support Workers (CSW) will be recruited to provide care as and when required. All CSW 
will receive the same standard of training provided for other Crossroads staff contributing 
towards maintaining Crossroads high standards. 

Holistic home assessments 
This project will intervene earlier in the process to avoid relatively minor episodes of illness 
and/or injury becoming more serious where significant health and social care would be 
required. It will also follow up clients on a regular basis to ensure they are still maintaining their 
health and independence.  This will be undertaken by Health Trainers who will complement and 
improve the existing range of intermediate care services.  They will work alongside Health and 
Social Care professionals to provide the following input: 

• Baseline health assessments 
• Nutritional assessments utilising a recognised assessment tool 
• Safety checks (clients’ home) 
• Basic medicine management advice 
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• Follow-up assessments at specified time periods following initial interventions 
• ‘Signposting’ to other services 

Access to the Health Trainers will be via the Single Assessment Process for Older People and 
they will utilise the Domain Assessment which is a low level but broad assessment of need.  

Support for older people and carers from ethnic minorities 
This part of the POPP project will establish two posts to address the health and social care 
issues impacting upon older members of the ethnic minority communities. One post will focus 
on carers’ issues, the other on mental health. Through establishing two posts to work with 
carers and the mental health of the BME community, it is hoped to ensure earlier access to 
services, thus preventing the progression of poor health and supporting greater access 
to resources to promote good health. The work programmes of these staff would be reported 
to the Black Minority Ethnic Communities Forum, along with the Carers Partnership and other 
forums as appropriate. 

Gardening and handyperson home maintenance scheme 
The Handyperson Service will be operated by Age Concern Wigan Borough who will also co­
ordinate the whole work strand of practical help in the home and garden.  The Handyperson 
Service will be an integrated element of the POPPS programme, linked to Groundwork’s 
Gardening Service, and to the Care and Repair Service for larger improvement work. It will also 
build on the Starting Point Prevention Service that is operated as a single point of access to 
services that meet low level and moderate needs.  It will operate with a Co-ordinator/Assessor, 
Handyperson(s) to deliver the work, and administrative support. There will be a vehicle 
available to staff delivering the service. Referrals will be made from older people themselves, 
from those working with older people including those responsible for other POPPS projects, 
and from the Starting Point Service.  Handyperson Service work will be designated as that 
which can be undertaken within three hours and not requiring the skills of a qualified 
tradesperson. Individual jobs will be assessed and a quote provided to the service user for the 
work that is to be undertaken. Once the quote is accepted the work will be done.  In terms of 
co-ordinating this whole strand of work, as well as the three specific services (Handyperson, 
Gardening, and Care and Repair), there is an intention to cross refer users between services, 
to promote practical work around the home and garden, and to involve older people in 
monitoring and evaluating the services provided. n of results. 

The aim of the Groundwork Gardening Project is to ensure that the gardens of disabled and 
elderly people are maintained by providing a safe, reliable and affordable service when   
personal circumstances make it impossible for them to cope, or get help with essential 
gardening. The service will be primarily for those people who live alone and are unable to 
maintain their gardens properly. The work will be undertaken by a ‘Garden Squad’, comprising 
between three and five local volunteers, a supervisor and an assistant supervisor. A project co­
ordinator will act as point of contact. The Garden Squad will offer a variety of gardening  
services from general tidying, weeding and mowing the lawn, to flagging, planting, repairs to 
fencing and cropping of fruit trees. 

The programme will enable the expansion of the current small Care & Repair project to 
meet rising demand as more people are supported at home. This will include essential 
maintenance to help people keep warm and safe. 
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Crime prevention awareness and support 
This project will concentrate on reducing the fear of crime of older people within their own home 
with a two-fold approach: 

a) Lock and stop campaign (delivered by Victim Support).  This will focus on 
providing and fitting locks to the windows and doors of older people’s homes. The 
campaign will include the assessment of older people’s homes followed by the 
immediate fitting of 
appropriate locks by a qualified joiner. It is designed to reduce the level of burglary and 
compliment the distraction burglary awareness campaign and the ‘Grass Roots’ project 
that currently provide door chains and door viewers to older people. 
b) Distraction burglary awareness campaign. Whilst there is a campaign to fit 
safety chain and door viewers for older people (Grassroots project) there is still a 
problem with a lack of awareness by older people.  The project will mount an intensive 
borough wide campaign aimed at raising the awareness of older people in relation to 
the problem of Distraction Burglary. This will be based mainly around bus advertising, 
using both advertising space within and on the outside of the bus. 

Promoting physical activity for older people – Stepping Out 
The purpose of the project is to provide supported physical activity opportunities with older 
adults in order to improve health and well-being, and to help maintain independent living.  The 
‘Stepping Out’ element includes:-

Senior Peer Mentoring Project – The aim of the Senior Peer Mentoring programme is 
to provide support and encouragement to either individuals or small groups to increase 
their physical activity levels. Mentors will help welcome new participants to classes, 
help support the Exercise Instructors, assist the Healthwalks leaders and be trained to 
deliver ‘moving more often’ sessions. 
Moving More Often – Moving More Often is a training programme for health and care 
workers and volunteers who work with frailer, older people and who wish to promote 
physical activity and learning in a range of health, care and social settings. The project 
would look to target workers in Residential, Nursing Homes and Sheltered 
Accommodation. 
Healthwalks – The aim of the Healthwalks initiative is to provide a programme of 
guided, short walks of about one hour in length. Healthwalks are ideal for exercise 
beginners who want to improve their general health and well being. Routes are mainly 
on flat ground across the borough. The project will run a healthwalks programme 
offering two guided walks per week. 
Training – To impact on the number of people delivering in physical activity across the 
borough, the Active Living Team will provide/organise courses such as the nationally  
recognised chair based exercise course, Healthwalks training, CPD update training 
and any other physical activity training as requested. The team can also provide on­
going support to people who are trained to ensure the training is being utilised. 
An Outreach Programme - An outreach post working closely with Age Concern, will 
be responsible for the following projects: 

• Providing Talks, taster activity sessions and 6-week courses to local groups, 
Sheltered Accommodation complexes etc. 
• Senior Peer Mentoring Project – responsibility for co-ordinating the 
recruitment, training and on-going support of the SPM’s 
• Moving More Often – responsible for the co-ordination of the recruitment, 
MMO Training, support and evaluation of the trained social care staff 
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• Healthwalks programme – organise the routes, leaflets and programme of 
healthwalks across the Wigan Borough 
• Training – To organise Chair based exercise training, Healthwalks training 
and any other relevant physical activity training 
• Management of volunteer programme with Age Concern 

Targeted Physical Activity Sessions – two Community Activity Officers will be 
recruited and based with the Active Living Team. The Community Activity Officers 
would be responsible for developing and providing activity sessions such as Chair 
Based exercise, Low Aerobics, New Weighs, (Healthy Eating and physical activity), Tai 
Chi, Pilates, Low Circuit training, Low Aqua Aerobics etc. The sessions would take 
place in a variety of settings such as community buildings, church halls, swimming 
pools, sheltered accommodation. Their tasks would also include the following  
• To work with community workers and local people to raise awareness of 
physical activity and the Active Living Team 
• To develop, deliver and sustain community based activity sessions 
• To attend events in the local areas to promote physical activity 
• To provide a range of physical activity classes to meet the needs of local 
people 
• To recruit local people to become SPM’s/Exercise Leaders 
• Work with freelance Instructors to sustain activity classes 

Sheltered housing improvements 
This project has three elements:-

o	 Upgrading sheltered accommodation to make the schemes accessible to people with 
disabilities and thereby provide a more viable alternative to long term care.   

o	 partnership project to convert a part of a scheme to used as a ‘multiple use’ respite 
facility for different services across Social services and Housing as an alternative to 
residential care. This will either be used short-term as a ‘place of safety’ in a crisis, or 
for Intermediate Care purposes. 

o	 Computers for Older People in Sheltered Schemes.  This will provide 10 computers 
and printers in communal lounges at schemes throughout the borough for the benefit 
of tenants and the surrounding community. 

Assistive technology 
Development of the use of assistive technology will be explored as part of the overall project, 
particularly to assess how it can be used practically, efficiently and cost effectively to support 
and enhance different preventative initiatives. The use of assistive technology will be explored 
by different initiatives involved in this project, particularly home assessments delivered by 
health trainers. 
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