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1 Introduction 

1.1 Purpose of report 

In June 2003 a Strategic Framework for the development of services for older 
people between 2003 - 2008 was published1.  It acknowledged the need, 
however, to be further developed by integrating, where appropriate, content 
from the King’s College report entitled ‘Strategic Review of Mental Health 
Services for Older People in Bolton’ and then supplemented by additional 
sections after local discussions with organisations and professionals delivering 
services to older people with Mental Health difficulties.  This addendum report 
seeks to achieve this objective and covers a similar timescale. 

The report therefore builds on information gathered during work undertaken by 
the King’s College in Bolton during 2002.  In particular it makes use of that 
material where it reflects: 

1. Local views – the product of interviews, discussions and a workshop 
with staff (Appendix 1). 

2. The current situation – a commentary on the services as they currently 
stand (Appendix 2). 

The report, however, goes beyond the work undertaken by the King’s College 
by extending the benchmarking and analysis previously undertaken and by 
proposing a model of service and focussed strategic recommendations that 
reflect the framework employed for the overall Strategic Commissioning 
Framework for the redesign of services for older people completed in the 
Spring of 2003. 

The brief for this work was accordingly: 

1. To undertake further analysis of capacity requirements and projections 
in the context of a wider benchmarking exercise. 

2. To examine recommended models of service delivery in line with best 
practice. 

3. The design of an implementation plan that ‘dove-tails’ with the wider 
Strategic Framework for Older People’s services. 

It is therefore important to read this report in the light of this genesis and in the 
wider context of the Redesign Report completed in June 2003. 

1.2 Process undertaken to produce the addendum 

This work has been undertaken under the guidance of a working group made 
up of key stakeholders.  It has remained focussed on the specific requirements 
of the brief.  In addition to working with the nominated group a limited number 
of individual discussions have been undertaken to ensure the strategy 
development process is understood and that recommendations are acceptable 
and deliverable. 

In addition extensive research into available data and benchmarking 
information has been undertaken through web searches and networking with 
potential sources. 

 
1 Redesign of Services for older people in Bolton, June 2003. 
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1.3 National policy direction 

As well as the local imperatives and context key national strategy has informed 
the proposals in this report.   

1.3.1 Forget Me Not (Audit Commission 2000, updated February 2002) 

The aim of the first report was to improve the help given to older people with 
mental health difficulties by recommending action against five key headings: 

The early stages; 
When specialist help is needed; 
Those who can no longer cope at home; 
Managing the complexity; 
Drawing all the elements together at strategic level. 

Recommendations included: 
Training and support for GPs and primary care teams, particularly those that 

make few referrals; 
Provision of specialist help balanced in favour of home-based services; 
For unavoidable hospital admissions, close links to physical health care services, 

with admissions limited by effective community services; 
Residential and nursing homes supported by mental health specialists. 

The 2002 report summarised the main findings from local audits of services 
and concluded that many areas still had a lot to do to implement the NSF for 
older people, particularly Standard 7 (mental health). 

1.3.2 The National Service Framework for Older People (DH 2001) 

Standard 7 of the NSF relates to older people with mental health difficulties, in 
particular, dementia and depression. The core components of a high quality 
service for older people with mental health difficulties, synthesized from 
Standard 7 are: 

Early detection and assessment, with primary care having a leading role; 
Increasing emphasis on mental health promotion and prevention of ill-health; 
Access to specialist services, advice and skills, treatment and rehabilitation - with 

an emphasis on provision at home and support for carers; 
Care management, care co-ordination and treatment planning, including the 

translation of requirements of the CPA for older people with severe and 
enduring mental illness; and the implementation of integrated care 
pathways for dementia and depression; 

Increased clarity about the roles and relationships between specialist services 
and teams, and generalist services including primary health and social 
care; 

Continuous development from sharing good practice and learning from 
experience; 

Services that anticipate and respond to the needs of older people from minority 
ethnic communities, and people with complex health and social care 
needs (e.g. with a learning disability).   

The NSF sets out the following action for the NHS and Councils: 

1. Review local systems of care, including health promotion; 

2. Review current care pathways for depression & dementia; 

3. Review same for young onset dementia. 
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By April 2004: 

1. HimPs and JIPs to specify plans for developing integrated mental health 
service for older people, including mental heath promotion; 

2. Every general practice is using protocols agreed with local specialist 
services for dementia and depression; 

3. Secondary care systems have agreed protocols in place for 
management of older people with mental health difficulties. 

This provides a helpful back-drop to the recommended model and actions 
within this addendum report.  The emphasis on closer working across all 
services for older people and strengthening partnership and inter-agency 
working to improve care along a pathway is central to both national policy and 
the recommendations of this report. 

1.4 Context set by the Strategic Framework for services for older people 

The Strategic Framework, with its recommendations adopted by partner 
organisations through the Health and Wellbeing Partnership Board on 2nd July 
2003, and the Older People’s Partnership Board on 25th July 2003, was based 
on a set of objectives set out below: 

1. To ensure that people remain healthy and independent for longer 
by offering a wide range of preventative and support services in the 
community including home care packages and intermediate 
facilities. 

2. To ensure that people can remain at home during illness or 
following illness unless they need hospital care for clinical reasons. 

3. To ensure that older people undergo a single assessment in order 
to streamline their access to appropriate service provision, which 
will meet their needs. 

4. To ensure that people are discharged from hospital safely into 
home or community based environments appropriate to their needs. 

5. To ensure that older people receive care as close to home and their 
local community as is safe and appropriate. 

6. To ensure that older people and their carers are fully engaged in 
the decision and choices through the whole pathway of care. 

7. To ensure that the needs of carers are recognised and responded 
to in an appropriate and timely manner. 

8. To ensure that all local partner organisations work effectively 
together to build the appropriate range of services to support older 
people in meeting their own needs and the needs of their carers. 

9. To ensure easy and equitable access to services based on need 
across partner organisations and eliminate unnecessary 
organisational/professional boundaries/barriers. 

10. To increase high dependency housing, which will enable people to 
remain as independent as possible. 

11. To ensure the commissioning or provision of the highest standard 
of residential and nursing home care, which will promote 
individuality and maintain individual levels of independence. 
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The same objectives are at the heart of this addendum, seeking to ensure that 
all services for older people have a consistent approach whether for those with 
increased frailty of physical health or experiencing mental health difficulties. 
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2 Analysis and benchmarking 

2.1 Approach 

The original redesign report contained a significant amount of analysis with 
regard to demographics and the performance of services across Bolton.  This 
section builds on that work with specific reference to mental health needs.  The 
approach has been: 

To base any analysis in the context of local demographic factors such as 
prevalence and incidence rates for common mental health difficulties; 

To adopt the ‘Forget me not’ framework in terms of breaking this information 
down and reflecting on the range of evidence with regard to service levels 
and performance; 

To report on the outcomes of analysis undertaken of additional data provided by 
the Audit Commission against a cluster of similar Authorities; 

To consider indicative levels of services advised by specific bodies; 
To review other sources of data and information that may help to inform the 

review. 

The purpose of this analysis has been to provide evidence, where available, for 
the recommendations made later in this report.  A full review of the data is 
therefore provided in Appendix 3 to this report and, where appropriate some 
of the detail is referred to in section 4 – recommendations.  This section will 
provide only a very brief overview of the key findings. 

In undertaking this research obtaining the information required to complete a 
comprehensive and accurate benchmark of services in Bolton has been 
extremely difficult to achieve.  A recent review of information needs for this 
client group in Scotland sums up the issues well: 

The current focus of mental health information does not reflect modern mental 
health service delivery; 

It is dominated by hospital, activity based data with the majority of resource 
concentrated on national information demands; 

Current information systems do not allow inter-disciplinary multi-agency working 
to deliver integrated individual centred care; 

Awareness and co-ordination of local and national initiatives is poor; 
Data is not fully exploited to generate information. 

In this context the findings from the analysis can only remain advisory to the 
process of making recommendations and should equally highlight the need to 
establish more comprehensive and consistent comparative or benchmarking 
arrangements with similar organisations or localities. 

Finally it should be noted that the use of comparative data to identify averages 
and norms should in no way be interpreted as a statement of the acceptability 
of being average!  The information is used to inform the nature and balance of 
recommendations and it should be everybody’s wish to see an excellent 
service at levels that would be aspired to by others.  Of course such aspirations 
need to be considered in the light of current and prospective resource utilisation 
and value for money but claiming the lion’s share for this important and 
previously neglected client group should not be considered inappropriate. 



This document has been downloaded from www.thewholesystem.co.uk  

6 
The Whole Systems Partnership 

2.2 Key findings 

The following key factors should influence both the development of the model 
and the recommendations outlined later in this report: 

1. Whilst the number of older people in Bolton is less than the average 
for England, their needs, due to higher levels of deprivation, are 
greater.  These factors balance each other meaning that similar levels 
of investment to elsewhere would be required; 

2. Population growth amongst the older age groups is not large in the 
short or medium term, only becoming significant in planning terms 
beyond 2008; 

3. There are a number of service gaps or shortfalls that, whilst not 
desirable, are reflected in the cluster of Authorities against which the 
benchmarking was undertaken.  These include: 

a. The poor physical stock for the provision of acute mental health 
services; 

b. The low levels of integration between, for example, health and 
social care in the co-ordination of care; 

c. The absence at the time of data collection of any extra care 
sheltered housing for this client group; 

4. Bolton was, however, found to be an outlier in some areas including: 

a. The number of places in dual registered care homes for people 
with mental health needs was above the level of specialist home 
care provision reported in the Audit Commission report; 

b. The number of acute sector beds are at the top end of the range 
for both capacity and length of stay – in contrast the levels of 
investment in the community are relatively low; 

c. The unit cost of provision in Bolton would appear to be 
significantly less than that for similar locations; 

d. A relatively high level of CPNs but low levels of other 
professionals working in the community; 

e. Generally low levels of access to services by older people with a 
potential shortfall and therefore unmet need between expected 
prevalence and actual caseload. 

Whilst some care is needed in interpreting this data the pattern that emerges 
should inform the development of the model and identification of 
recommendations that follow. 

The picture is one of a service with low overall levels of investment in 
community based services coupled with poor integration between agencies.  
The thrust of this report will therefore be on redesign and refocusing on these 
services coupled with additional resources overall to improve capacity and 
capability in community settings, increasing the avoidance of hospital 
admission wherever appropriate and, most importantly, reproviding the acute 
provision to reflect a modern service, supported by a strong independent/not for 
profit sector. 
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3 Emerging Model for Bolton 

3.1 Recommended model in line with wider older people’s strategy 

The model of care recommended in this report reflects the approach contained 
in the Bolton Redesign Strategy for older people published in June 2003.  
Different components of the model are specific to the requirements of older 
people with mental health needs.  However, the nature of a local managed 
network of care supported by skilled specialist services and the need to ensure 
that services become increasingly sensitive to local need are common to both. 

The model is informed by a wider set of principles and expectations contained 
within the National Service Framework for older people (Standard 7), and the 
previous Audit Commission report ‘Forget Me Not’.  This is worked through in 
more detail, with exemplars, in Appendix 4. 
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Figure 1 District model for the provision of services for older people 
including those with mental health needs 

Much is being, and has already been, achieved in Bolton in the development of 
effective services for older people with mental health difficulties.  This review 
seeks to articulate those changes, new and anticipated, and build further on 
these both to integrate them into the wider Older People’s Strategy and to set 
out the commissioning intentions for the period 2004 – 2008 (inclusive). 

The model of care that has been developed is community based and delivered 
whenever appropriate within each of the LHG/Districts.  This is the key building 
block for commissioning, assessment and care co-ordination (CPA), with 
service delivery based on the concept of a ‘managed network’ (described in 
detail in the older People’s Redesign Report) and supported by defined 
specialist provision.  This further promotes the concept of a person and 
population sensitive approach both to the commissioning and delivery of 
services.  This will be particularly important in the context of promoting 
culturally sensitive and relevant services for those from ethnic minorities. 

7 
The Whole Systems Partnership 



This document has been downloaded from www.thewholesystem.co.uk  

8 
The Whole Systems Partnership 

Significant challenges will exist in implementation.  The means of maintaining 
the necessary partnerships supporting both organisational and professional 
changes in location and practice will need to be carefully considered and 
underpin the wider programme.  It is imperative that early action is taken to 
address the reprovision of acute secondary facilities within the NHS and the 
continuing NHS care within the independent sector. 

3.2 Whole system working 

The proposed model is dependent on a whole systems style of working.  This 
method requires everyone to agree on the direction and approach.  All then 
need to act flexibly to deliver it.  The approach we suggest does not lend itself 
to rigid planning, as community needs are diverse and require different 
commissioning intentions and different varieties of services.  Should the model 
of care be adopted by politicians, Boards, senior managers, service providers 
and practitioners from all organisations they must then adjust and adapt the 
way that they work in order to translate this model into action that supports the 
needs and wishes of older people.  The benefits for all those involved in whole 
systems working is illustrated below. 

 
 

Whole System Working 
 
Older people benefit by: 

Having all of their needs considered, not just health and social care needs in 
isolation; 

Having their aspirations, priorities and hopes taken into account; 
Having choice and control; 
Having information about what is available; 
Remaining integrated in the community; 
Avoiding repetition and frustration; 
Being offered a simpler and faster access to services; 
Being a partner in the whole system. 

All organisations providing services to older people benefit by: 
Gaining a greater sense of control through a more managed system with 

fewer crises and greater control over resources; 
Allowing each organisation to play to its strengths; 
Rebalancing and redesigning the system to place more emphasis on 

preventative services; 
Sharing risk with others; 
Improving information sharing; 
Using resources better. 

All staff benefit by: 
Having a clearer sense of their role and how it fits into the bigger picture; 
Supporting people to be safe and well at home, rather than in hospital, 

nursing or residential care; 
Knowing who else can help; 
Delivering better care; 
Achieving greater job satisfaction. 

Social services departments benefit because they can: 
Achieve a better balance between care at home and residential placements; 
Avoid a culture of blame and financial penalties for delayed transfers; 
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Get better recognition and appreciation of the department; 
Make better use of resources and so achieve better outcomes. 

Social services practitioners benefit because they can: 
Shift towards helping people to live independently rather than responding to 

crisis; 
Are able to work in a person centred way. 

Primary care trusts benefit because they can: 
Establish a greater role for primary care in keeping people at home; 
Develop the commissioning role in a proactive way by commissioning for 

change; 
Establish the new organisation as a key player respected by partners. 

Primary care practitioners including GPs and other staff groups benefit 
because they can: 

Work proactively and constructively: 
Share responsibility with others; 
Manage workload; 
Make appropriate referrals; 
Spend more time preventing older people from becoming ill, rather than 

responding to crisis; 
Enhance the role of general practice. 

Hospitals benefit because they can: 
Achieve sustainable solutions to pressures on the hospital, particularly at 

A&E; 
Contribute towards meeting targets on waiting lists, trolley waits and 

DTOCs; 
Reduce avoidable admissions; 
Move towards a more managed acute service by shifting the balance 

between emergency and planned work; 
Focus on what hospitals do best; 
Dilute the media focus on the hospital through a joint approach. 

Hospital staff, including geriatricians and nurses, benefit because they 
can: 

Reduce pressure from emergencies; 
Strengthen links with community-based services; 
Move older people out of hospital more quickly and more appropriately. 

(Audit Commission, 2002)

3.3 Key strategic issues for redesign 

The key strategic issues for redesign are identified as: 
Establishing an effective joint commissioning approach between the Local 

Authority and the PCT aligning commissioning priorities and 
potentially utilising flexibilities identified in the Health Act ‘99 to 
identify the total commissioning resource.  This should enable a fit 
between strategic objectives and resource expenditure patterns and 
provide an approach that is sensitive to the diverse needs of 
District/LHG populations by providing an overall framework within 
which local commissioning could evolve.  Over time it would be 
possible to establish District/LHG formal agreements based on the 
local health and social care economies.  This joint commissioning 
resource and approach should be in the context of an integrated 
older people’s strategy. 
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Developing integrated inter-professional, local teams (CMHT’s) responsible for 
assessment and care co-ordination, with a defined and accountable 
link/liaison with assessment/care co-ordination teams for the frail elderly.  
These are designed to ensure appropriate use of the pathway of care, 
smooth transition from one part of the service to another and to emphasise 
the primary and secondary prevention approaches which can be adopted 
through established liaison. 

Placing older people, including their carers at the heart of the strategy by 
developing mechanisms by which their influence, views and aspirations 
are recognised in the commissioning and service delivery processes - a 
dynamic partnership for change. 

Building capacity through greater definition of the concept of network 
management and development based on District/LHG partnerships, and 
realigning and strengthening functions compatible with the strategic 
direction.  District/LHG core facilities should offer equality of access and 
have strong cultures of promoting independence supported by key 
specialist elements where appropriate. 

Reproviding and redefining the specialist secondary provision in a manner which 
emphasises the high quality of care for the most vulnerable through:  
 Improving the separation of male/female facilities;  
 The separation of functional and organic illness; 
 Preventing a reliance on mixed facilities with the adult 

psychiatric services, and vice versa; 
 Improving the environments of care in line with the principles 

and guidelines laid out in ‘Safety, Privacy and Dignity in 
Mental Health Units’; 

 Improving the access of individuals requiring this care to 
medical and other staffing resources. 

Developing a robust independent sector which can sustain high quality care for 
those requiring long-term continuing provision.  This should be properly 
supported by the NHS in a planned and visible way. 

District/LHG

The managed network of
care – local partnerships

Care co-ordination

Managing the Care Pathway

Commissioning

Putting resources to best use

Older People

Influence and engagement

Reproviding 
Specialist
Capacity

 
Figure 2 Building blocks for the proposed model 

The objectives of the model are: 
Rebalancing the model of care with an emphasis on a community based 

infrastructure, within a managed network arrangement, strongly supported 
by a range of specialist provision which has defined roles agreed by all. 

Integrating the commissioning resources of both local government/health to 
ensure integrated policy and implementation approaches are realised. 

10 
The Whole Systems Partnership 
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Developing an effective joint commissioning approach between the local 
authority and the Primary Care Trust designed to put in place and sustain 
a long-term continuing care mixed economy of nursing and residential 
care. 

Extending the community provision to be flexible, seven day, and within an 
overall agreed functionality. 

Defining the strategic objectives for the acute, the long-term care, assessment 
and care co-ordination, primary care, and health promotion functions; 
objectives and outcomes for these should be defined. 

Improve the quality of community-based continuing care in residential and 
nursing home provision for older people with mental health needs through 
enhanced support, advice and training. 

Provide the opportunity for acute services to focus capacity on those with acute 
mental health needs, thereby maximising flexibility in responding to those 
needs which could be best met in community settings - often through other 
agencies. 
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4 The Model and Recommendations for Redesign 

4.1 Introduction, aims and principles 

It is important that service redesign reflects the modernisation agenda of the 
partnership between the health and local government economies, and the 
principles of best practice in caring for older people with mental health 
difficulties articulated in the key policy elements. 

Service aims are therefore to: 
Provide a range of community services in conjunction with the statutory and 

voluntary sectors that will help to maintain the mental health of older 
people and help to preserve independence; 

Support family and carers as well as older people themselves; 
Provide support and training to GPs and members of the primary care team in 

the early diagnosis and management of dementia and depression; 
Provide guidance and support to residential and nursing homes relating to the 

care of older people with mental health difficulties, helping to prevent 
admission and readmission to secondary services and improve the quality 
of life for the service user; 

Provide effective liaison and communication between older people’s services, 
promoting close collaboration between those involved in providing physical 
care for older people and mental health services for older people; 

Promote high quality long term care arrangements by ensuring appropriate levels 
of support, education and training to those providing continuing NHS 
healthcare and nursing care; 

Provide high quality, modern and environmentally sustainable NHS specialist 
inpatient facilities that promote effective, evidence based treatments. 

The underpinning principles are: 
The service will have a community orientation, supporting the individual in his/her 

own home whenever possible, and be available 24 hours a day, 365 days 
a year; 

A comprehensive range of services will be provided, which includes the 
promoting of positive mental health, supporting and helping other agencies 
in recognising and managing mental health difficulties, assessment and 
treatment, respite care and continuous assessment and treatment for 
those individuals with more challenging or complex care needs; 

The individual and their family can expect the same standards and level of care 
whatever their geographical location; 

The services delivered will be accessible, person centred, culturally sensitive, 
underpinned by shared values, and placed the individual and their family 
at the centre of all activity; 

Care delivered will be based on best practice, needs led and be aimed at 
maintaining or improving the individual’s independence; 

The service will be provided in a systematic and co-ordinated manner and be 
planned and delivered in partnership with a range of other bodies; 

The services will be committed to maintaining the highest possible standards of 
care, be subject to ongoing evaluation and quality improvements and 
responsive to individuals and carers experience; 

The service will be provided in a safe and supported environment where there is 
an emphasis on ongoing training and development whoever provides the 
service; 

The service will respect the confidentiality of individuals and provide open access 
to information about services, treatment and performance; 

http://www.thewholesystem.co.uk
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Those operating service provision will be accountable for the delivery of high 
quality care.  Systems will be in place to support staff taking reasonable 
risks, at the same time affording older people protection from neglect, 
abuse and exploitation at all times. 

4.2 Strategic themes of the model 

The recommended model draws on the agreed approach described in the 
Redesign Report for Older People’s Services in terms of the structure and in 
that context concentrates on the key strategic themes of: 

1. The provision of acute in-patient facilities in line with national policy and 
which reflects best practice in relation to treatment. 

2. The development of a substantive partnership with the independent or 
for profit sector for the provision of long-term NHS continuing care. 

3. The development of District/LHG based managed networks of care 
based on core and equitable service provision outreaching to more 
generalist provision including individuals own homes. 

4. The integration into CMHTs, on a District/LHG basis, of professionals 
from health and social care.  These should have a single management 
structure and a liaison function with the assessment and care-co-
ordination teams for frail older people. 

5. An emphasis on developing skills across all sectors, underpinned by 
training programmes, personal development and effective protocols in 
the management of specific conditions. 
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4.3 Specialist capacity 
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4.3.1 In-patient care and long-term continuing care 

More general comments about current in-patient facilities at Fall Birch, J1 and 
J2 are described in Appendix 2, section 12.  Clearly current acute inpatient 
facilities are unsatisfactory in the context of: 

The mix of long-term continuing NHS healthcare needs of people for whom 
community placement in long-term care would be more appropriate; 

Those for whom a generalist older person’s nursing home would be appropriate; 
Those with sexually disinhibiting behaviours; 
The mix of functional and organic patients; 
The inability to provide separate gender appropriate environments. 

This diversity of need and dependency presents difficulties in ensuring 
genuinely person-centred care in the context of individualised treatment and 
longer term planning.  This, together with the limitation of the environment, 
prevents more therapeutic approaches being developed.  Environmental 
factors also inhibit more variation in treatment routines.  The inability to move 
individuals to more appropriate settings at the conclusion of the acute and 
hospital based phase develops greater dependence in individuals, and is 
detrimental to continued treatment. 

Given these factors it is felt that the most critical strategic decision to be made 
by the commissioners is to initiate plans for the reprovision of J1, J2 and Fall 
Birch on an alternative site, adjacent to or within the hospital site boundaries.  
This should include both acute inpatient care for those who need a longer 
period of care and facilities for continuous assessment. 

This would provide an opportunity for: 
Enabling improvement to the separation of male/female facilities; 
Enable the separation of functional and organic illness; 
Prevent a reliance on mixed facilities with the adult psychiatric services and visa 

versa. 

Running in parallel to this action would be the need to actively stimulate the 
development of robust, high quality independent/not for profit nursing home 
facilities to provide for the needs of those both now and in the future who will 
require long-term continuing NHS care and nursing home care.  These 
numbers are likely to significantly increase given the alignment of continuing 

14 
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care criteria and the subsequent reductions in the threshold of eligibility for 
continuing NHS care provoked by the Ombudsman’s reports.  Planning for this 
increase, alongside the reprovision of Fall Birch, J1 and J2 will be important.  
The combined objectives of providing appropriate specialist in-patient and 
continuous assessment facilities and the development of long-term care 
provision to meet current and future need will require a new balance of capacity 
with reductions in the in-patient facilities and expansion of community based 
long-term provision.   

However, this remains an inter-dependent model with a synergy between the 
elements and therefore requires an integrated commissioning approach by the 
PCT and the Local Authority.  Undertaking one aspect without the other would 
cause significant risks. 

4.3.2 Day Hospital 

“Hospital based services provided by the specialist mental health services 
should include: 

Acute admission and rehabilitation beds.  These may be separate facilities for 
patients with dementia and those with other mental health problems; 

Day hospitals to offer intensive assessment and treatment to people with 
functional disorders and dementia, including after-care following inpatient 
admission and rehabilitation and support for older people with long term 
mental illness such as schizophrenia; 

Memory clinics.” 

NSF Older People - para 7.49 

More general comments about Belmont Day Hospital are described in 
Appendix 2, sections 6 and 11.  The current Day Hospital facility at Belmont 
should sit at the centre of a model of comprehensive provision that blends time-
limited assessment, intensive treatment (intermediate facility) and specialist 
rehabilitation with a social care model of support during the day/evening 
provided through the District/LHG based EMI Resource Centres (one in each 
District).  The combination of these resources, working as a whole system, will 
have a defined role in supporting 7 days a week those with less intensive 
needs, be able to offer intervention at a crisis, and promote and respond to the 
needs of carers. 

This potential for a hub and spoke model with clear formal agreements about 
respective roles and responsibilities would allow for the introduction of an 
intermediate tier of provision providing opportunity for preventing secondary 
admission and facilitating early discharge.  The role of the hub at Belmont 
requires specification, particularly in its support to the Resource Centres 
ensuring the development of appropriate integrated pathways of care.  In turn 
the Resource Centres would act as ‘network’ facilitators to community groups, 
the voluntary sector and carers, all of whom provide invaluable day/evening 
support.  This should be a planned and integrated model with pathways 
identified and clarity of role and function formally agreed. 

4.3.3 Liaison Psychiatry – Older People 

Close links between mental health services and physical health services for 
older people are essential because so many older people have both kinds of 
needs.  Many are admitted for a physical problems that can be complicated by 
their mental health needs.  It is important that some staff in generic settings 
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have specialist knowledge and skills in the assessment and management of 
those with mental health difficulties.   

Specialists in mental health care and physical care for older people should 
ensure that they communicate with each other and provide support and training 
where needed.  Visits by medical and nursing staff to individuals on other 
wards and the provision of support and advice should improve responses to the 
needs of older people and effectively reduce the need for referral and 
subsequently some moves between the two separate elements. 

Regular liaison meetings and care planning meetings would facilitate this.  
However, the lack of an effective liaison function in the Bolton mental health 
services for older people is evidenced by: 

Increased levels of cross-service referrals; 
Varying response times to referral; 
A lack of formal cross-over training between old age psychiatry and medicine for 

the elderly. 

In the context of potential changes to the future model of care for the frail 
elderly, and the refocusing of the model of care towards a greater dependence 
on an intermediate tier of service that is community based, the appointment of 
a fourth consultant is recommended, amongst whose responsibilities would be 
the development of a liaison function.   

However, any further development of this function needs to be thought through 
in the context of: 

Potential changes to the roles and responsibilities of old age physicians; 
The potential for improved training and development of general hospital staff; 
The liaison arrangements between the CMHTs (older people) and care co-

ordination teams (frail elderly); 
Tier 2 GP development, with the potential for a role in the liaison function; 
The development of an intermediate tier of community provision. 

4.3.4 Early onset dementia 

In recent years there has been a growing recognition that younger people with 
dementia and their carers can have very different needs to older people and 
that existing health and social care provision is very poorly adjusted to 
accommodate these differences.  Research suggests “that people with early 
onset dementia have peculiar psychological, nursing and social support 
requirements as they retain considerable insight into and affective 
responsiveness to their predicament and immediate environment”. 

Drawing on the experiences from needs based studies there is agreement on 
the key elements necessary for an appropriate early onset dementia service.  
These are: 

A service development strategy should be based on a comprehensive 
assessment of need; 

Clear referral and care pathways should be developed to ensure early 
investigation and support; 

There should be continuity of care; 
A range of services, including respite care, to meet the changing needs as a 

person progresses through the disease and the needs of their carer alter; 
Early investigation, diagnosis and support. 

There are no designated or dedicated services for this group of individuals in 
Bolton or across Salford and Trafford, nor a developed understanding of the 
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levels of need across these populations.  It is suggested that the 
commissioners of older people mental health services in Salford, Bolton and 
Trafford undertake a needs assessment for the early development of a 
commissioning strategy for 2005-08 to develop appropriate service elements 
for this group of individuals. 

4.3.5 Recommendations 

Recommendation 1 – Reprovision of Fall Birch, J1 & J2: 
a. That a three year commissioning plan for the reprovision of Fall 

Birch, J1, J2 be undertaken; 

b. That the reprovision of specialist/in-patient services should 
comprise a functional ward of 15 beds, two continuous 
assessments wards of 15 beds each allowing for a male/female 
split, and the provision of organic assessment beds totalling 22 with 
a facility for gender separation.  These acute specialist facilities 
should be provided on a site proximate to the clinical resources 
provided at the DGH and be provided by the NHS – a total of 67 
beds; 

c. Further, as part of the reprovision process from Fall Birch. J1 J2: 
 Capacity for 6 continuing NHS healthcare beds be developed 

in addition to the above, consisting of 1 patient currently on 
Fall Birch/J1/J2 who meets these criteria and a further 5 to 
address the needs of additional people who may meet the 
criteria in the context of the anticipated increase described in 
4.3.1 above; 

 That a further 6 beds or support facilities be provided for 
individuals with disinhibited sexual behaviour; 

 That 3 beds be reprovided for NHS respite care. 

d. That the above be taken forward as part of a wider strategy for the 
development of nursing home placements within the independent 
/not for profit sector allowing for a balance between specialist and 
district based facilities.  This should be undertaken through the 
strategic planning and commissioning approach being developed 
by the Partnership Board (Older People); 

e. That the joint commissioning process strikes a balance between 
specialist local and national providers for those older people with 
mental health needs, reflecting both the ability to provide specialist 
continuing NHS care services and those general nursing homes; 

f. That agreements of defined support to these facilities be developed 
by the specialist older people’s mental health services to ensure an 
ability to prevent inappropriate admissions and the management of 
complex care without discontinuity in care arrangements. 

Recommendation 2 – Belmont day hospital: 
a. That the current day hospital facility at Belmont would provide 

intensive assessment and treatment to older people with functional 
disorders and dementia, including aftercare following in-patient 
admissions and rehabilitation/support for older people with long-
term mental illnesses such as schizophrenia; 
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b. That the Belmont facility should act as the hub in a hub and spoke 
model of day facilities linked to the local authority Resource Centres 
being developed in each District/LHG, providing a 7/24 coverage; 

c. That roles and responsibilities for each part of the hub and spoke 
model be developed and agreed by the partners, including those 
provided by the voluntary/independent sectors.  This should include 
the identification of capacity in each part of the system and ensure 
comprehensive coverage of need; 

d. That agreements be drafted to facilitate the recognition of the 
interdependence of these facilities covering the support required, 
the thresholds for selection/attendance, the programmes of care 
offered, access routes, emergency/crisis response and the delivery 
of outpatient services. 

Recommendation 3 – fourth consultant: 
a. That an appointment of a fourth consultant be made who would 

undertake the clinical development role for a liaison service for 
older people with mental health needs in the general hospital, 
clinical lead for liaison with the intermediate tier of service, and 
provide clinical management advice to the generic elderly 
assessment and care co-ordination teams based in Districts/LHGs.  
The key benefit of this role will be that it will free up capacity 
amongst all consultants to provide advice and outreach to primary 
care, residential and nursing homes, domiciliary care, and to focus 
on the delivery and development of services within their own 
LHG/District. 

Recommendation 4 – early onset dementia: 
a. That mental health commissioners (older people) in Salford, Bolton 

and Trafford act jointly to initiate a needs assessment for this group, 
including the needs of those with neurological conditions, across 
the three Boroughs during the course of 2004/05; 

b. That as a result of the above action be taken to initiate and 
commission services against a development strategy for 2005/08. 
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Appendix 2 sections 4 and 8 cover much of the background to this section, as 
compiled by the King’s College team.  The wider Redesign report also covers 
this section in some detail (pages 42 - 45).  Effective co-ordination between 
health and social care agencies is a pre-requisite for ensuring that older people 
with mental health difficulties receive the most appropriate services at the right 
time, and delivered in a timely way from whomever the service provider.   

The development of a managed network of care, hub and spoke models of 
day/evening facilities and integrated pathways of care for dementia and 
depression will require inter-disciplinary action and co-ordination.  These will be 
best delivered through CMHTs for older people with mental health difficulties 
and on an individual service user basis through an integrated Care Programme 
Approach. 

Work has already been undertaken in Bolton to develop such teams, organised 
on a District/LHG, and based, as developments occur, at the Dementia 
Resource Centres.  This work now needs to be implemented.  In parallel to the 
development of District/LHG based CMHTs, assessment and care co-
ordination teams for the frail elderly will be developed on the same 
geographical basis.  This provides an opportunity for improved and effective 
liaison between these services at a local level and recommendations are made 
to support a level of integration within these teams. 

It should be noted that the CMHT is a specialist team and as such needs to 
define its roles and responsibilities.  This should be done in agreement with 
others to develop a wider understanding and prevent inappropriate referrals, 
but also to ensure compatibility between it and the more generalist assessment 
and care co-ordination team for the frail elderly. 

Both models propose: 
Single line management of the team; 
Access to the resources of the partner agencies through pooled budgets; 
Multi-disciplinary professionals as part of the singly managed teams (i.e. OT, 

physiotherapy, psychology, social work, CPN, consultant psychiatrist); 
Integrated processes for referral, assessments and allocation; 
Operating beyond existing hours. 

Analysis in section 2 and appendix 3 suggests under representation in the 
potential CMHTs of the multi-skills base necessary to provide a genuinely 
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specialist function.  This may limit their effectiveness in ensuring active 
secondary prevention strategies together with preventing avoidable 
admissions.  This is most notable in respect of Psychology services.  A specific 
recommendation is made in this instance and a more general review proposed 
for a later stage in the implementation process of the other essential 
professional skills required in these teams. 

These proposals are compatible with, and provide a response to, the 
Department of Health guidance (November 2003) entitles “Guidance on the 
minimum contents for protocols for the care and management of older people 
with mental health difficulties”. 

Developing common risk assessment and management approaches between 
differing professionals supported by the appropriate skills mix will be an 
important aspect of the development process for these teams. 

Recommendation 5 – Community Mental Health Teams (Older People) 
That the development of singly managed, multi-disciplinary CMHTs (Older 

People), based on District/LHG boundaries, be accelerated.  These teams 
should be based in the Districts/LHGs; 

That these teams should have access to a pooled budget arrangement allowing 
access of the care co-ordinator to resources of the partner agencies; 

That a further detailed review of the competency and capacity requirements, by 
District, be undertaken during 2004/05 to inform the commissioning 
decisions necessary about these teams in the light of their key role in the 
model of care and the reduction of bed capacity in acute services; 

That a two-year commissioning strategy (2004/05 – 2005/06) for the 
development of psychology services, based on a minimum of 0.5wte to 
each CMHT be initiated; 

That a review of the level of occupational therapy and physiotherapy services 
available to those teams be undertaken by commissioners during 2005/06 
for subsequent implementation through to 2008. 
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“Individuals with complex mental health needs can and should be treated and 
supported in the community and wherever practicable at home.  Community 
based mental health services should include: 

Domiciliary care; 
Outpatient facilities, including combined old age medicine/old age psychiatry 

clinics.  Such facilities may be in health centres and community settings as 
well as in hospital outpatient departments.  People can also be followed up 
at home when this is more appropriate; 

Outreach facilities, including teleware and environmental technologies; 
Day care, providing a range of stimulating group and one to one activities; 

Short term breaks and other support services should be available for carers of 
older people with mental health difficulties, and this should include out of hours 
and weekend provision.” 

NSF Older People (Paragraphs 7.51 - 7.52) 

Background to this section can also be found in the King’s College material in 
Appendix 2, sections 1, 2, 3, 9, 10, 11, 15 and 16.  The rationale for a strong 
and robust specialist community infrastructure, supported by other key services 
and organised on a Bolton wide basis is well rehearsed in the Older People’s 
Redesign report from page 46 onwards. 

The recommendations contained in other sections of this review will contribute 
to the shaping of a District/LHG infrastructure of services for older people with 
mental health difficulties, namely: 

Integrated Community Mental Health Teams with a formal liaison function with 
those teams for the frail elderly, both of which will have links to Primary 
Care; 

The development of District/LHG based continuing NHS care provided through a 
third party provider, and positively supported through clear agreement 
between the specialist secondary services and a CMHT team member; 

Locally based NHS respite care within the context of the third-party provider 
contract; and finally 

Developing the role of Belmont Day facility as the hub of a day service linked 
through formal agreement to the developing District/LHG based Resource 
Centres (EMI) which the local authority is commissioning and which will 
have seven day coverage. 
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Further work is already underway, initiated and developed by the local 
authority, who have a strong commitment both the needs of older people with 
mental health difficulties and to the nature of developing District/LHG based 
infrastructures of facilities supported by network management.  This pattern of 
a District/LHG based infrastructure now emerging includes: 

The development of EMI Resource Centres in each of the LHG/Districts, with the 
first of these at Firwood (2003) and over the course of the next two years 
similar developments in the other two Districts/LHGs.  These will be jointly 
commissioned by the local authority and PCT.  These Resource Centres 
could, on the one hand, be a spoke of the hub and spoke model for 
day/evening facilities linked with Belmont and on the other be the hub of 
support to other voluntary/independent day/evening facilities provided by 
community groups, carer groups and others.  The functionality of the 
Resource Centre would include short term respite, an information service, 
support to carers and be the base for both a specialist home intervention 
and support service and the integrated CMHTs.  As such, and in line with 
the Redesign Report for Older People’s Services, this would be a core 
facility for each of the Districts/LHGs; 

The development of specialist residential beds in each of the District/LHG 
systems which would clearly compliment the proposals for a more 
developed approach to nursing home provision, including continuing NHS 
care.  These would provide for: 
 27 beds in the North East; 
 30 beds in the South East; 
 40 beds in the West. 

The development of units of extra care housing as proposed in the report on the 
‘Assessment of Future need for Extra Care Housing in Bolton’ (Sinead 
Brophy Consulting and Peter Fletcher Associates) with an emphasis on 
District/LHG based spread.  These should be supported in the network by 
the Resource Centre (EMI) and its associated functions, including the 
CMHT.  Extending this opportunity to those older people with a functional 
mental illness should be an essential feature of this approach. 

However, further specific work needs to be undertaken before the needs of 
those elders from ethnic minority groups in the context of specialist services 
and culturally sensitive provision can be identified.   

Those caring for older people with mental health difficulties are usually the first 
to call for help – usually as a result of growing stress.  The way services 
respond can make all the difference to carer ability to continue caring, but the 
problem most commonly voiced by carers is difficulty in getting access to 
information and help in the first place. 

GPs and other primary care staff play an essential role as they are usually the 
first port of call for information and help.  GPs should be alert to early signs of 
memory problems, confusion or depression in their routine practice when older 
people, especially those over 75, consult them.  Recognition of dementia, 
depression and associated conditions is critical to ensure the older person and 
potentially their carers, receives the most appropriate response from local 
services at the earliest point in time.  This provides the background to both the 
Audit Commission report ‘Forget Me Not’ and the NSF for Older People 
promotion of the development of protocols, perhaps provided by local specialist 
services.   

The development of this District/LHG model of provision provides a range of 
service opportunities - support at home, respite provision, information points 
and support to carers, which, if supported by both protocols and the specialist 
Bolton wide services should improve opportunities for General Practice and 
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other primary care professionals to access a wider range of resources and 
interventions. 

The Audit Commission ‘found’ that GPs need to be suitably trained if they are 
to recognise mental health difficulties in older people, but many felt ill-prepared 
to deal with them. 

Those providing specialist mental health services for older people should make 
special efforts to contact GPs and offer support and training.  With the 
proposals to appoint a fourth consultant, allowing for more community-based 
time for the current consultants in old age psychiatry to spend in the 
District/LHG and the proposals to develop a strong community infrastructure, 
opportunities arise for the development of a systematic and inclusive 
programme of training and development supported by protocols. 

Alongside these opportunities current consideration to appoint a tier 2 GP to 
support the change programme would enable a ‘championing’ of this approach 
and enhance content and delivery of relevant training. 

Recommendation 6 – long term NHS continuing care: 
a. That all future general long-term continuing NHS care provision be 

developed and provided on a District/LHG basis; 

b. That all such general long-term continuing nhs care provision be 
through a preferred provider(s) from the independent and/or not for 
profit sector; 

c. That such provision be subject to long-term contractual 
arrangements, say of 7 – 10 year duration to ensure a stable 
market development (consider franchise models). 

Recommendation 7 – Support to nursing and residential care homes: 
a. That action be taken to support District/LHG based nursing and 

residential care facilities through a linked CPN support function.  
This would ensure educational, training and management support 
approaches were actively undertaken. 

Recommendation 8 – Resource Centres: 
a. That the current Local Authority proposals to develop, over the 

course of the next two years, a multi-functional facility (Resource 
Centre) in each of the Districts/LHGs be strongly supported; that 
this resource centre model provide the basis for networked support 
to extra care housing units provided for those with mild to moderate 
dementia, outreach to an individuals own home when there are 
carer needs or crisis incidents and day facilities provided by the 
voluntary/not for profit/independent sector in line with the role of 
‘core’ facilities described in the redesign report and that these be 
jointly commissioned in line with strengthening the community 
infrastructure; 

b. That the Local Authority proposal to develop a specialist intensive 
home care support function based at each of the Resource Centres 
be strongly supported; 

c. That the Resource Centres when developed act as the base for the 
integrated CMHTs; 
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d. That the proposals by the local authority to develop a range of 
specialist residential beds in specific locations in each of the 
Districts be strongly supported; 

e. That agreements are formalised between the Social Services 
Department and the specialist health services identifying the 
support requirements of this District/LHG based model to prevent 
avoidable admissions to other specialist services and to ensure the 
limited transfer of individuals from residential to nursing homes. 

Recommendation 9 – Housing: 
a. That the development of specific units of accommodation (extra 

care) for those with mild to moderate dementia be implemented in 
line with the Report ‘Assessment of future need for extra care 
housing in Bolton’ (December 2002); 

b. That the Local Authority consider such extra care housing provision 
for those older people with a functional mental illness assessed as 
appropriate for this type of provision; 

c. That the Local Authority, in conjunction with partner agencies, 
explore the potential for the development of networked housing for 
those older people with functional mental illness as part of a wider 
housing and accommodation strategy for this group of people. 

Recommendation 10 – Older People’s Champion: 
a. That the brief of the Older People’s Champion in primary care is 

widened to encompass mental health and primary mental health 
services for older people.  This could alternatively be undertaken 
through a Tier GP function. 

Recommendation 11 – Shared protocols: 
a. Develop shared protocols for detection, early intervention and 

management, including self management, for older people with 
depression and for all people with dementia including case finding 
and case management techniques and improved information 
management (e.g. linking annual screening registers with CPA 
registers); 

b. Implement protocols for shared care and pathways for dementia 
and depression.  This includes agreed protocols for the 
management of people who have both physical and mental ill 
health, to ensure that care is given by the most appropriate service. 
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Recommendation 12 – Minority ethnic communities: 
a. That consideration be given to a full assessment of the needs of 

older people from black and minority ethnic communities balanced 
between culturally sensitive provision integrated into general 
provision and specialist provision. The work of PRIAE (The Policy 
and Research Institute of Ageing and Ethnicity based as Bradford 
University) should be fully explored to guide local developments in 
this area. 
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To further the development of a localised model of service delivery sensitive to 
the diversity of need in each of the District/LHG’s, addressing the basis of joint 
commissioning between the Local Authority, including the housing function, and 
the Primary Care Trust is essential.  Given the common purpose of each 
organisation in procuring the appropriate service profile, achieving 
improvements in health and independence and ensuring best use of collective 
resources, mechanisms for the joint commissioning of services for older people 
(including those with mental health difficulties) should be developed.  Such an 
arrangement will need to reflect the differences in a population-based approach 
(Local Authority) and a practice list based approach (PCT) through a protocol to 
accommodate this difference. 

Such mechanisms would create a critical mass of resources for the partnership, 
providing a strong lever for change in the profile and emphasis of services and 
formalise a partnership arrangement designed to be congruent with joint 
policies in both the Local Authority and Primary Care Trust to: 

Focus on preventative strategies; 
Tackle inequities and improve access to services through local routes; 
Address the needs of minority groups through both culturally sensitive and 

population sensitive approaches; 
Bring the Best Value approaches already adopted by the Local Authority to 

health expenditure and services; 
Add authority and responsibility to the Health and Well-being Partnership Board 

(Older People) - a mechanism being developed by Local Authority and 
PCT - by ‘pooling’ commissioning resources within this innovative 
approach.  This host body for a pooled fund through Health Act flexibilities 
would enable a joint approach to capacity planning, market development 
and management and would complement both the Local Strategic 
Partnership and the Local Development Plan. 

More challenging, but desirable in the long term, would be to base the 
responsibility and budget for the commissioning of services for older people at 
the District/LHG level, with formal section 31 agreements in place.  This would 
in effect be a three-part commissioning approach where each part could be 
viewed as a whole system for health and social care at a local level with an 
emphasis on partnership and mutual dependency. 
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Research recently undertaken by the Nuffield Institute for the Department of 
Health2 states that: 

“The flexibilities have produced some new approaches that are both 
considerably more ambitious and outcome/user orientated than previously.  
The symbolic changes and shifts in ways of thinking prompted in some areas 
by using the flexibilities are particularly significant, as they constitute the 
foundation on which future developments could be built and in the real 
changes achieved.” 

The same report suggests that factors that facilitated use of Health Act 
flexibilities included: 

Shared values and a commitment to service users; 
A willingness to think outside conventional organisational boundaries; 
Stronger and complex local networks and good relationships between key 

players; 
A cohesive partnership board that brought together all the stakeholder groups. 

Although it was too early to point to major improvements for service users as a 
result of the flexibilities some early changes could be seen including: 

Reduced duplication and better use of resources; 
Being able to take advantage of either Local Authority or NHS systems or 

processes, depending on which offered the best deal; 
Levering in additional funding. 

Enhancing this approach will be the opportunities presented by ‘Reforming the 
NHS Financial Flows’ (October 2002), which will enable PCT’s to choose the 
best ways and places to deliver services for individuals knowing that funding 
can follow.  PCT’s will be able to look at new models for service delivery rather 
than committing resources on an historic basis to traditional providers through 
block agreements.  The development of case mix tools and the tariff will 
provide a basis for shifting resources when activity shifts from acute hospitals 
to primary and community settings. 

Recommendation 13 – Health Act flexibilities: 
That a formal Health Act ’99 flexibility agreement is jointly developed reflecting 

an integrated commissioning resource for services for older people 
including the resources associated with secondary care commissioning, 
frail elderly services and for older people with mental health difficulties; 

That appropriate and proportionate governance arrangements for the formal 
Health Act flexibility be incorporated into the role of the Health and 
Wellbeing Partnership Board (Older People Board) established by the 
Local Authority and Primary Care Trust. 

 
2 National Evaluation of Notification of use of Section 31 – Health Act ’99.  Nuffield Institute for 
Health, University of Leeds.  January 2003. 
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Recommendation 14 – Joint Commissioning: 
a. That, in the longer term, mechanisms for joint commissioning of 

services for older people based on District/LHG’s, allowing for 
greater local diversity and enabling local rebalancing and choice 
are developed; 

b. That action be taken to ensure the CPA record of service deficit be 
collated by the commissioners to inform the commissioning 
requirements on both an aggregate and District/LHG basis; 

c. That through the development of detailed implementation plans for 
each recommendation that the anticipated impact across the whole 
system be timed and scoped with a view to developing a whole 
system capacity monitoring process.  The process should be 
responsive, integrated and widely distributed to ensure learning and 
feedback for both the Programme Board and operational managers 
with responsibility for implementation. 
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Background to this section of the report compiled by the King’s College is 
reflected in Appendix 2, section 10.  The Better Government for Older People 
initiative has been at the centre of the Local Authority approach to engaging in 
partnership with older people.  Bolton Metropolitan Borough was one of the 
national sites selected to promote this approach.  As already indicated at 
Section 2.2.2 key messages have emerged from the pilot sites. 

As a result a local initiative to examine the wider strategic context for 
improvements in the quality of life of older people is being undertaken.  This will 
include consideration of the contribution to be made in respect of transport, life-
long learning, community safety and housing.  The developing forum of older 
people would be an ideal vehicle for testing out strategic ideas and 
implementation processes.  

Enhancing and developing mechanisms that provide for the involvement of 
older people and carers is central to the successful implementation of the 
proposed model.  Representation in the District/LHG joint commissioning 
mechanisms, the Health and Well-being Partnership Board and the Steering 
Group (Programme Management Board) would provide an infrastructure for 
engagement and influence commensurate with national policy, the ideology of 
Better Government for Older People and additionally provide means of 
acquiring a quality assurance perspective on the provision of services. 

Recommendation 15 – Older People: 
a. That appropriate mechanisms for the engagement of older people 

in commissioning at a local and strategic level in the change 
management process, which lies at the heart of the redesign, and in 
the evaluation and quality assurance system be put in place. 

29 
The Whole Systems Partnership 
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4.8 General recommendations 

Recommendation 16 – Implementation: 
a. That the management arrangements for the mental health services 

for older people, including those proposed posts and developments 
in this review, need to take account of both the conclusions of the 
work to be undertaken under recommendation 35 of the wider 
Redesign Report for older people’s services and the management 
arrangements that emerge for old age physicians; 

b. That the implementation programmes for this addendum and the 
wider Redesign Report be fully integrated in both role out and 
reporting mechanisms; 

c. That in undertaking the implementation of this programme a robust 
capacity monitoring process be developed that enables key 
indicators to be regularly reviewed by those involved in 
implementation in such a way as to evaluate and, if necessary, 
respond to emerging issues on the basis of emerging evidence. 
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5 Outline implementation plan 

The following outline action plan should be refined in the light of ongoing consultation and negotiation between partners about the details 
of how recommendations should be acted upon. 

 

Recommendation Current year (03/04) Year 1 (04/05) Year 2 (05/06) Medium to long 
term (06→) 

3 year commissioning 
plan for reprovision 
(recommendations 1a & 
b) 

Develop the proposal and 
secure Board/Cabinet 
agreement moving to public 
consultation and finalising 
decisions. 

Developing the detail of the 
proposals, securing finance (PFI) 
and identifying revenue streams – 
undertaking design to achieve 
standards and objectives. 

Securing the partners to the PFI 
and beginning the process of new 
build. 

Building 

Building capacity 
(recommendation 1c) 

Appraisal of potential provider(s) 
for these functions – meet with 
national and local providers.  
Develop specification for 
provision, invite responses and 
select partners. 

Commence those aspects of 
reprovision and increased 
placements to acknowledge trends 
in continuing NHS healthcare. 

Further developing this sector to 
absorb increased numbers of 
continuing NHS healthcare. 

Consolidation. 

Nursing home capacity 
(recommendation 1d) 

Agree between the LA/PCT in 
the context of the Older People’s 
Board the joint commissioning 
approach to a sustainable 
independent/not for profit care 
home sector, with long term 
contract agreements and to take 
account of a wider range of 
need.  This should include the 
role of extra care housing 
provision and include 
recommendation 1c. 

Further implementing the 
commissioning strategy 
particularly for: 
Residential home capacity; 
Those functions described in 
section 1c 
Developing the extra car housing 
for this group. 

As 2004/05  
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Recommendation Current year (03/04) Year 1 (04/05) Year 2 (05/06) Medium to long 
term (06→) 

Support requirements 
(recommendation 1f) 

The above to define and agree 
the levels of support to 
independent and not for profit 
providers to be provided by the 
specialist mental health 
services. 

Implementation as this sector will 
be developing. 

  

Belmont Day hospital 
(recommendation 2) 

Specifying capacity and 
agreeing the hub role of Belmont 
in the new model of provision.  
Using Firwood as the exemplar 
and define the relationships, 
levels of support and eligibility 
criteria. 

Implementing what is possible with 
the development of Firwood, and 
as the other Resource Centres 
come on stream. 

Further implementation.  

Fourth consultant 
(recommendation 3) 

Commitment to be agreed, work 
programme identified in the light 
of roll out of the above and other 
recommendations. 
Define and agree Job 
description of 4th Consultant and 
secure funding for post. 

Appointment to be made and 
development role undertaken 
allowing for current consultants to 
focus on developing role vis 
Primary Care. 

Further implementation  

Early onset dementia 
(recommendation 4) 

 Undertake needs assessment for 
this group across the catchment 
area of the Mental Health Trust 
and submit findings to the 
commissioners.  Develop 
commissioning strategy for 
subsequent years in consultation. 

Inception of commissioning 
strategy in its first stage. 

Continued 
implementation. 

Community Mental 
Health Teams 
(recommendation 5a) 

Develop model for the 
management of singly managed 
teams in the light of Older 
People’s mental Health 
addendum report. 

Full implementation and 
operational working of the teams 
commenced. 
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Recommendation Current year (03/04) Year 1 (04/05) Year 2 (05/06) Medium to long 
term (06→) 

CMHT – pooled budgets 
(recommendation 5b) 

 Developing an understanding of 
the arrangements and elements of 
a pooled facility for the CMHT, 
working through the implications in 
operational terms and firming up 
proposals.  Signing off the 
agreement including the risk 
management agreement. 

Implementing the pooled budget 
arrangements in a formal manner. 

 

CMHT review 
(recommendation 5c) 

 Specifying the brief for the CMHT 
review, agreeing this between the 
LA/PCT in the context of this 
report and its critical role in 
bridging primary, community and 
specialist provision. 
Undertaking the review and 
receiving the report – making joint 
decisions on its recommendations. 

Commencing the implementation 
of the review in an agreed manner.

Continue 
implementation. 

CMHT – psychology 
input (recommendation 
5d) 

 Additional psychological services 
commissioned and in place. 

Additional psychological services 
commissioned and in place. 

 

CMHT – OT/Physio 
(recommendation 5e) 

  Review the levels of AHPs 
provision available to the mental 
health services for older people.  
Specify the terms of reference, 
commission the work and receive 
the report. 
Identify future strategy in the light 
of the above. 

Commence 
implementation. 

Long term continuing 
NHS healthcare 
(recommendation 6) 

Already covered by recommendation 1 
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Recommendation Current year (03/04) Year 1 (04/05) Year 2 (05/06) Medium to long 
term (06→) 

Support to residential 
and nursing home care 
(recommendation 7 & 
1F) 

Agree the purpose and level of 
support to this sector, together 
with an identified training and 
development programme to be 
initiated with and through 
provides.  Named and 
accountable links achieved. 

Commencing implementation as 
development of the care home and 
sector increases, and support put 
in place for existing placements. 

Continuation – fully in place.  

Resource Centres 
(recommendation 8a-c & 
2) 

Using Firwood as the exemplar 
identifying the operational 
policies in the Resource Centre 
to support its wider network of 
housing, own home, etc in line 
with its specification.  
Implementing the agreement 
with health vis Belmont 
Initial Resource Centre 
(Firwood) as base for integrated 
CMHT. 

Implementation of joint 
commissioning approach to the 
second of the Resource Centres – 
implementing as base for CMHT 
and adopting its network support 
role. 

Implementation of the third 
Resource Centre in the final 
LHG/District to complete the 
model. 

 

Specialist residential 
beds (recommendation 
8d) 

Already undertaken apart from 
the West District/LHG. 

Implementing a complementary 
model in the West District/LHG. 

  

Support requirements 
(recommendation 8e) Already covered in recommendation 2 

Housing 
(recommendation 9a) 

 Implementation of additional extra 
care housing facilities for those 
with mild/moderate dementia in 
line with the agreed strategy. 

Continued capacity development 
in line with strategy. 

 

Housing 
(recommendation 9b-c) 

Discuss and agree provision for 
older people with functional 
mental illness – agree draft plan. 

Implementing any agreements 
reached. 
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Recommendation Current year (03/04) Year 1 (04/05) Year 2 (05/06) Medium to long 
term (06→) 

Older People’s 
Champion 
(recommendation 10) 

Completed.    

Protocols for the 
management of Older 
People with Mental 
Health needs 
(recommendation 11) 

To be progressed in the light of 
recently published guidance on 
protocols in the context of 
Priorities and Planning 
Guidance for 2003/06. 

   

Protocols for the 
management of 
depression and 
dementia 
(recommendation 11b) 

Already being taken forward by 
consultant psychiatrists. 

   

Minority ethnic 
communities 
(recommendation 12) 

Commission work in line with 
recommendation and agreement 
with those from ethnic minority 
groups. 

Receive recommendations from 
review and consider appropriate 
commissioning approach to 
achieve agreed objectives. 

Implementation of agreed 
approach. 

 

Health Act flexibilities, 
Joint Commissioning 
and Older People 
(recommendations 13 to 
15) 

Already covered by 
implementation plan for redesign 
proposals. 

   

Management 
arrangements 
(recommendation 16a) 

Implement recommendation 35 
of the older people’s review. 

   

Implementation 
programme 
(recommendation 16b) 

Integrate implementation plan 
with that of the redesign 
proposals and submit to the 
appropriate partnership Boards. 
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Recommendation Current year (03/04) Year 1 (04/05) Year 2 (05/06) Medium to long 
term (06→) 

Capacity monitoring 
(recommendation 16c) 

Consider anticipated impact of 
each recommendation on whole 
system and develop into an 
integrated whole system 
capacity monitoring process. 

Continue to monitor impact and 
ensure feedback into redesign and 
development programme to inform 
future direction and investment. 
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Appendix 1 – Local Views 
During the King’s College review there were opportunities for staff to give their 
views on current services and arrangements as well as expressing ideas about 
what needs to change.  These views are summarised below: 

Primary care: 
Severe pressures and lack of capacity are experienced by primary care 
practitioners (specifically GPs) due to GP shortages, compounded by the 
multiple processes and systems currently in operation between specialist, 
secondary health and social services colleagues. This includes multiple and 
complex referral routes into and out of specialist mental health services. 
Planned developments in integrating CMHTs and simplifying joint assessment 
and care planning/care management processes (including the CPA) need to 
take account of the primary care interface and role of GPs and other primary 
care practitioners.  

Care homes reportedly experience difficulties in accessing GPs, particularly 
where  challenging behaviour is involved - suggesting a possible knowledge 
gap which could be addressed in conjunction with CMHT, specialist in-patient 
colleagues and other specialists who provide support to care homes (e.g. 
Admiral Nurses). Some training has been offered by specialist practitioners in 
the past but this is a key requirement of Standard Seven of the NSF for Older 
People and will need to be revisited to ensure this milestone is met, and that a 
mutually agreeable and rolling education programme is developed. 

The transfer of some former long stay NHS patients to community placements 
and care homes has had the now recognised impact of creating new capacity 
issues for primary care practitioners. The only additional pay for GPs is for 
nursing home care, and it was reported that the number of nursing home 
placements has been reduced by Social Services.  

The appropriateness of anti psychotic prescribing was identified as a 
"knowledge gap".  

CMHTs: 
Referral and case allocation mechanisms differ between and within the three 
CMHTs and a number of process issues were described which create delays 
and anxiety for clients and frustrate staff.  These are summarised below: 

Multiple internal referral processes (e.g. between CPNs and social workers 
working in/to the same team) can create problems and disruptions to the 
client's journey  

Whilst specialist social workers operate an open referral system, CPNs and 
consultants need a GP referral letter to access the specialist health team 

Consultants are likewise not able to refer to specialist social workers if the 
patient already has a generic social worker.  

Consultants also expressed their frustration over referrals for input into 
assessments for people at the threshold of long-term care, when other medical 
practitioners have already been involved. Admission to long term care is 
complex and ensuring input from medical practitioners is an essential part of 
this process.  

Home care managers repeat assessments for clients referred to them from 
specialist social workers.  
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CPNs and Approved Social Workers work use an integrated system for care 
management and the Care Programme Approach (CPA), but this falls down 
when generic social workers are involved; because of the shortage of ASWs 
and the nature of the caseloads of generic social workers this needs to be 
addressed as part of the local developments for a Single Assessment Process 
(SAP)  

Documentation is reputed to have changed annually since 1996 

CPN teams meet on a fortnightly basis for referral and allocation decisions and 
clinical supervision, and monthly for caseload management, separately from 
their social work colleagues. 

Ward environments: 
In addition to the pressures on staff working in in-patient environments, many of 
the staff we spoke with expressed their concerns with "constant management 
reorganisations". These include changes to team and service management 
roles as well as changes to the wider system around them. 

Staff perceive the attention of senior managers as being diverted from care 
issues and there is a fragmentation of developments which still tend to be 
"health" or "social services" without consideration of the impact on each other. 
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Appendix 2 – Assessment of the current service 
provision 

This appendix was developed during the King’s College Review and is the 
result of their review of services.  There was no similar element to the 
development of this addendum of the older people’s redesign report to avoid 
duplication of effort. 

1 Prevention and health promotion 

It is difficult to be precise about the exact level and nature of the health 
promotion and preventative work that is taking place across Bolton with regard 
to older people and mental health. Many of the initiatives occurring within 
general older people's services, primary care and social services have 
important implications in terms of primary and secondary prevention with 
regards to depressions, and the symptoms and conditions associated with 
dementias.  For example, services funded and contracted by the Social 
Services Department, such as the befriending and sitting services for people 
with dementia, provide a good foundation on which to build. The picture 
regarding primary prevention and health promotion work addressing wider 
aspects of life (e.g. health, leisure, community safety and transport etc) for this 
client group is less clear, although the developments around a Bolton wide 
strategy for older people will help to raise the profile of work in this area.  In 
terms of more specific mental health promotion initiatives, these do not appear 
to be targeted at older people with mental health difficulties at present. 

2 Primary health care 

Protocols for the detection and management of dementia or depression in use 
in primary care and across primary and secondary care are currently being 
developed. The Audit Commission/Value for Money Review of Mental Health 
Services for Older People in the Bolton JIP (Joint Investment Plan) area 
included a survey of GPs. Twenty-six GPs responded to the questionnaire. 
Sixteen of the 26 (62%) were using a formal screening tool to test for possible 
cognitive impairment (due to dementia or other underlying condition/cause), 
most commonly the Mini Mental State examination. Very few reported that they 
used formal screening tools for depression, and only one was using the Royal 
College of General Practitioner recommended Geriatric Depression Scale. Only 
one of the 26 respondents used formal, recognised tools for indicating 
depression and dementia. 

3 Community nursing services 

Community nursing services are organised around general practices in the 
three localities, as are the three Community Mental Health Teams (CMHTs). 
Although District Nurses report that they have good informal contact with 
Community Psychiatric Nurses (CPNs), they also feel they would benefit from 
more support and training on the needs of older people with mental health 
difficulties as they constitute a significant proportion of their case-loads. The 
issue of what is appropriate for "generalists" versus "specialists" needs to be 
considered. 
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In terms of 'intermediate' mental health services, a liaison service has been 
established in the Accident and Emergency department at the Royal Bolton 
Hospital, consisting of two qualified nurses. It has been emphasised to us that 
this is a “limited liaison service”, which is focused on ensuring the appropriate 
interventions and care are given to people attending A & E. This is a general 
mental health service for adults of all ages. The current post-holders, whilst 
qualified mental health nurses (RMNs) have no specific expertise in the mental 
health of older people. Business cases have been put forward by specialist 
mental health services for establishing a liaison service for older people, but 
this was not funded in the last SAFF rounds.  

4 Community Mental Health Teams 

 In 1996 two specialist dementia social workers and a CPN specialising in 
dementia and carer support were appointed. From this small beginning have 
grown three Community Mental Health Teams, each one consisting of 
consultants in Old Age Psychiatry, CPNs, specialist social workers and 
occupational therapists. Data in Forget Me Not 2002 (17) confirm that Bolton is 
ahead of many areas in the country in this respect.  

Teams are not yet integrated between health and social services (i.e. 
integrated funding, appointments, line management and practices). It was 
planned that this would take place from Autumn 2002 for CMHT line 
management arrangements; however, as at January 2003 this has not yet been 
achieved. It is now anticipated that this will be achieved by April 2003.  

The Teams are attached to general practices, which currently only approximate 
to social service area boundaries. This has its advantages (GPs relate to one 
consultant and get to know their CPNs and social workers), but can make it 
complicated in terms of working across social service area boundaries to 
access generic services.  

The composition of each team is summarised in the table below: 

 
Staff North Team South Team West Team 

Nursing    

- G grade 1 1 1 

- F grade 2* 2* 2* 

- E grade 1 1 - 

- NA/HCA 2 1 1 

OT 0.5 senior 1 0.5 senior 1 0.5 senior 1 

Social Work 2 specialist SWs 2 specialist SWs 2 specialist SWs 

* In each team, one of the F grades has a focus on organic mental illness and 
one on functional mental illness 

The staffing complement, on the whole, compares favourably with the Royal 
College of Psychiatrists indicative staffing levels.  The area where staffing 
levels and skill mix is less clear is for Allied Health Professionals, specifically 
OTs and physiotherapists. In addition, there is a lack of dedicated clinical 
psychology input. Guidelines for the level of input of psychology time do not 
exist for CMHTs. The Audit Commission can provide more detailed information 
about comparable levels of staffing with the Local Authority's "family" of 
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authorities, and this information should have been provided in the Value for 
Money/Forget Me Not Audit.  

The Teams cover different population sizes, and it is becoming apparent that 
this is impacting upon CPN caseload numbers. It appears that Bolton South 
East’s deprived population, which also lives much closer to the hospital than 
others, use these services more heavily than people from other areas.  

The remit of the CPNs in these CMHTs extends to all mental health difficulties 
experienced by people aged over 65 years, and organic mental health 
difficulties for people under as well as over 65 years. Their focus is on acute 
care and maintenance, with an emphasis on providing care and support at 
home, or as close to home as possible. Their experience is that often they only 
have time for monitoring activities rather than undertaking therapeutic 
interventions. The average caseload is 40 – 45, and there are currently no 
waiting lists. They provide a service 7 days a week during working hours (9am-
5pm) excluding bank holidays. The adult mental health team provides out of 
hours cover until midnight. Two CPNs from the older peoples' CMHTs provide 
an extension of the working week service across Saturday and Sunday (again, 
9am-5pm), but there is no emergency service. Social services duty system 
operates at weekends, providing a very basic, minimum out of hours service 
(which has to cover all services for all client groups).  

Very few referrals are for older people from black and minority ethnic 
communities. The CPN specialising in dementia in the South East team links 
into the Asian Elders project, but this does not extend to other communities. 
CPNs act as advisers to day care services and care home staff wherever 
possible.  

In short, there are significant differences in essential care delivery processes 
undertaken by health and social services practitioners, with regard to 
respective roles and responsibilities; referral and assessment practices; 
caseload management; care planning and care management.  A number of 
these "process" issues were described which create delays and anxiety for 
clients and frustrate staff. 

There are differences in therapy staffing levels between older people's mental 
health services and adult mental health services. For example, the OT 
establishment for older people's CMHTs is 0.5wte, compared to 1.0wte for 
adult services. Fifty percent of the OTs allocated to older peoples' CMHTs have 
received specialist mental health training. However, the tight establishment 
means that maternity leave and sickness can reduce the service to little or 
nothing. As a result they work flexibly with their colleagues in adult mental 
health teams to maintain cover. It was clear that the OTs are passionate about 
promoting health and quality of life, but have to work hard to achieve this.  

Specialist physiotherapy provision was also identified as a gap, since 
community based and generic provision is inadequate for this client group.  

5 Interfaces between adult and older people's mental health 
services 

It has been agreed that those people with a mental health problem known to 
the system for some time who reach the age of 65 years are referred to old age 
services unless their needs would best be met by general adult psychiatry 
services, or they express a preference to remain supported by these services. 
A protocol exists about the onward referral of people between working age and 
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old age mental health services, but there were mixed reports about how far 
these guidelines are followed - whilst acknowledging that there has to be some 
flexibility to ensure individual needs and preferences can be met. New 
functionally ill ‘young’ (65-74) older people cannot access services and 
interventions offered by adult mental health services. Examples include social 
work support workers and specialist supported accommodation in the Network 
houses.  There are issues about how to provide the most suitable form of 
supported housing for people with enduring functional mental health difficulties 
as they age, both in terms of availability and how to manage transitions for the 
individuals concerned.  

In terms of interfacing with specialist substance misuse and alcohol treatment 
services, the community alcohol team has contacts with six clients over the age 
of 65 whereas the substance misuse team has none.  

6 Belmont Day Hospital 

The Belmont Day Hospital (BDH) provides assessment, treatment and 
rehabilitation following a hospital admission. Although people may be admitted 
to BDH as a "step down" from hospital, they are mostly admitted as an 
alternative to hospital admission or for a more comprehensive assessment.  

BDH is open daily, Monday to Friday and therefore offers 10 day-care sessions 
per week.  Wednesday has been allocated for people with functional illnesses, 
with an average of 55/56 clients attending out of the 60 available places. 
Monday and Friday have been identified as days for people with mild organic or 
functional illnesses, or co-morbidity; and Tuesday and Thursday are allocated 
for people with severe organic conditions; numbers attending are kept at 40 
due to the level and nature of needs presented by this client group.  

BDH is used as a base for completing reviews and re-assessments for older 
people from the in-patient wards and from Care Homes. See Annex F for 
activity data April 2001 – March 2002.  The Royal College's information on 
indicative services (Annex E) suggests a need for 75-112 day hospital places 
for a population similar in size to that of Bolton - although it is recognised that 
the exact number will vary depending on the profile of service provision and the 
characteristics of local needs and preferences. Day hospital provision is one 
area where Bolton fares well compared within the Forget Me Not 2002 report 
(17). 

BDH receives an average of 15 referrals a month, either via a consultant in old 
age psychiatry or CMHT with consultant approval. Home assessments are 
carried out, as far as possible, before admission, with the older person, their 
carer, a BDH nurse and OT - before attending BDH.  

The average length of attendance at BDH is four to six months, a longer time-
period than ideal (target is 8 weeks) because of the lack of day care for clients 
to move to, which can also result in increased waiting times for the day 
hospital.  

All assessments are undertaken holistically, and include physical as well as 
mental health and social care needs. Patients have access to acute hospital 
resources e.g. diagnostic procedures etc, via BDH but waiting times for CAT 
scans and psychological testing are reportedly very long; 4-5 months and 6-8 
weeks respectively.  

BDH is fully staffed with a multi disciplinary team, and staff turnover was 
reported to be very low. The only trained physiotherapist for older people with 
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mental health difficulties is based at BDH, who also covers the wards. This 
therapeutic work with a small support team is to be praised, particularly the 
championing of hip protector wearing in J2 and Fall Birch, and the attempts to 
promote their use in the community. Staff have in-service training on a weekly 
basis, and have acted as a resource to others who need help with management 
of clients. Social work colleagues have recently been working on a 
rotation/placement basis to develop their knowledge and understanding about 
the role of the day hospital team and interfaces with day care more generally. 

7 Memory Clinic 

A memory clinic was established from existing resources two years ago staffed 
by a full time nurse and part time OT.  Patients are referred by their consultant 
if considered suitable for medication therapy. Baseline assessments are 
undertaken by the nurse and OT in the person's home, with the carer. 
Prescriptions are initiated by the consultant, supplied by the GP, and clinic staff 
monitor progress, after the first 2 weeks and then 3 monthly. Carer support and 
counselling, information and advice (including benefits) are integral elements of 
the service, which was audited by the psychiatric senior house officer a year 
ago. 

Funding was identified for this clinic on a pilot basis for 50 people. There are 
currently about 100 patients on the clinic books, so the clinic is working well 
beyond capacity. The difficult stage of taking people off drugs has been 
reached, with approximately 4 per month coming off. Clinic staff have close 
links with and make referrals to the Admiral Nurses where appropriate. There 
are currently no links with the Alzheimer Society and this has been recognised 
as a gap. 

8 Community Care - Social Work Teams and Services 

The social services community care structure is currently organised around the 
two functions of ‘first contacts’ and ‘long term care’. The "generic" service and 
team structure for supporting older people by social services was established in 
April 2001. It is currently under review3, due to pressures on the Advice and 
Assessment teams, and the planned developments around integrating CMHTs 
for older people from the currently separate "health" and "social work" teams.  

First contact is provided through two Hospital Social Work teams who cover all 
discharges except those from J1 & 2; and three locality-based Advice and 
Assessment teams, covering all adults, including older people, regardless of 
needs. It is intended that an Approved Social Worker (mental health) is 
attached to each Advice and Assessment team and two are in post. One social 
worker from an Advice and Assessment team specialises in ethnic elder issues. 
These teams undertake some purchasing of services, with an increasing 
emphasis on block contracts with one main provider per area, rather than spot 
purchasing from multiple providers.  

Long term care for older people is co-ordinated via three area Older People's 
Teams, and the Home Care Team. In addition, a Community Mental Health for 
Older People team consists of six social workers plus a team leader, which 
works with the CPNs based in the three CMHTs (two specialist social workers 

 
3 A Best Value Review of Mental Health Fieldwork Services will be reported on in December 
2003.  Whilst the Advice and Assessment Teams, Hospital Team and Assessment and Care 
Management Teams are included the mental health team for older people is not within the 
scope of this review. 
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link with each CMHT). It is planned that these two teams will together form the 
fully integrated CMHTs. The commissioning and provision of residential care, 
community care and day care is covered by a different team.  

It is reported that the numbers of older people in Bolton who are currently cared 
for by the specialist social work team represent a small fraction of the total 
number of older people with mental health difficulties who might benefit from 
(and want) such intervention. Arrangements for these people to access and 
receive a specialist assessment or casework can be ad hoc, depending on their 
route into the service system and the understanding of individual practitioners 
with whom they first come into contact of the need to engage specialist 
services/staff. 

The average caseload of older people per adult team worker is 40; and for 
those with mental health needs, 35.  

9 Home Care 

A Best Value Review of Home Care for Older People reported in November 
2002 and has a detailed 3 year action plan. It is clear from this review that both 
the aims and functions of home care services fits within the wider spectrum of 
preventative services and support for older people living at home.  

Home Care services are provided 24 hours a day, 7 days per week to 
approximately 2000 older people at any one time.  The majority of services (85-
88%) are provided through three in-house teams, each covering one locality. A 
tendering process for block contracts is currently stimulating the independent 
market in home care.  

Information from a small carer’s survey suggests that mental health is a major 
reason for accessing home care in approximately 40% of cases. Both in house 
and independent providers are therefore providing services for people with 
dementia, and some have ensured that carers have received training to enable 
them to do so.  

A specialist EMI Home Care Support Team was established in North East 
Bolton in November 2002.  The service provides specialist home care support 
to meet the needs of older people who have a mental illness and provide 
support to their carers.  It comprises a team leader, 3 senior home support 
workers and 24 support workers.  It works closely with the consultant, CPNs, 
OT, Specialist Social Workers and the Psychologist.  Following evaluation in 
November 2003 the model will be implemented in the remaining two Districts of 
Bolton. 

10 Carer Support 

A range of mechanisms and interventions exist for providing support to carers 
in Bolton, although these tend to focus on the needs of carers of people with 
dementia. For example, the employment of three Admiral Nurses who provide 
specialist support services for carers of people with dementia and who are 
aligned with, but are not a part of, the CMHTs.  

The Social Services Department has recently agreed funding for an additional 
two carer support workers following the success of the original worker in the NE 
of Bolton.  The Support Worker works with individual carers and groups of 
carers and has been very successful in developing support network, for 
example the Thicketford Dementia Support Group. 



This document has been downloaded from www.thewholesystem.co.uk  

ix 
The Whole Systems Partnership 

An Admiral Nurse provides specialist support to the carers of people with 
dementia and has a developmental and supportive role for other parts of the 
specialist service. 

A common theme that has been identified by carers, and health and social care 
staff, is the need for improved access to useful practical information - both 
through practitioners and through other means.  Access to information and 
advice is generally felt to be late and not well presented.  The take up of carers' 
assessments is also reported to be low (Joint Position Statement 2001).  

The area of greatest need identified through this review, is in the development 
of a wider range of options for arranging and providing flexible respite care - on 
an in-patient basis as well as the support provided through home care and day 
time services. There are fewer places available in care homes due to closures 
and reconfiguration of LA homes; there is no specialist nursing home respite 
care for older people with dementia, which results in the need to use J1/2 or 
Fall Birch wards. Whilst there are no designated resources for people with early 
onset dementia, residential places can be registered as necessary for these 
clients.   

11 Day Care 

Day care services for older people with dementia are provided from the three 
Community Care Centres (CCCs) based in each locality, and from Firwood 
Residential Care Home (currently a Local Authority residential home). There 
are 12 places for 2 days per week at each of the three CCCs.  The Firwood 
Resource Centre is being developed in partnersip with BST to provide day 
care, respite care and support to carers 365 days a week, 24 hours a day. 

Whilst it is recognised that many people can and do access non-specialist day 
care, this is not always appropriate to the meet the needs and provide the 
"structured-therapeutic" environment required.  Day care places are available 
seven days a week. 

Specialist day care provision for Asian older people is available at the Lilian 
Hamer CCC, but it is not clear whether specialist day care provision for older 
people from black and minority ethnic communities with mental health 
difficulties is available or accessible. It is also not clear whether attempts have 
been made to consult with older people with mental health difficulties from BME 
communities about their preferences for day time support, and how this can 
best be accessed and provided to meet their needs.  

12 Inpatient care 

The Royal Colleges at Annex E give indicative service levels for inpatient 
services as follows: 

Continuing care and respite care beds: 56-112, no more than 20 per unit, … 
best within the same unit as day hospital 

Acute assessment and treatment beds: 40-80, no more than 20 per ward in 
general hospital, with psychiatry and geriatric medicine with all investigative 
facilities 

The total number of "designated EMI beds" in Bolton is 91, and these are 
presented below: 

Royal Bolton Hospital site: 56   Fall Birch Hospital  
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J1  28    Ward 1 35 

J2  28 

J1 ward (28 beds) is an assessment and treatment area primarily for older 
people over the age of 65 years suffering from dementia. It will also take people 
under the age of 65 with diagnosed or suspected dementia. All persons 
admitted should be under the care of one of the consultants in old age 
psychiatry. The majority of admissions are from home (Annex G). 

Older people with functional mental health difficulties are admitted to J1 ward 
very occasionally, either because of capacity problems on the K wards or 
because of physical frailty, or because of a suspected underlying dementia. 

Admission is arranged usually when someone's needs are complex and require 
frequent intervention from both medical and nursing staff, e.g. because of the 
unpredictable nature of their behaviour.  The ward also can offer respite 
admissions from time to time, but respite beds are often used for acutely ill 
patients. People are also admitted with moderate or severe dementia when the 
care package has broken down. Admissions are also made from residential 
and nursing homes where the patient's behaviour or mental health has 
deteriorated to the point at which the home can no longer cope. 

The ward also admits people over 65 years from the acute hospital who may 
have complex physical problems as well as a severe mental illness. The 
majority of discharges from the ward are to institutional or residential care 
(Annex G).  

J2 (28 beds)  and Ward 1 Fall Birch Hospital (35 beds)  are continuing 
assessment wards for males and females respectively, providing longer term 
assessment and treatment primarily for older people with dementia. Admissions 
to both these wards are taken mainly from J1 ward. In addition, both wards also 
offer respite care for known people, with the prior approval of their consultant. 

Patients on these wards will often present with a high degree of challenging 
behaviour (see admission checklist at Annex H), and should meet the locally 
agreed criteria for continuing NHS care. Patients on Ward 1 at Fall Birch 
Hospital (perhaps because patients tend to be older because of the age 
demographics – more females than males surviving into very old age) also 
experience significant physical health needs and higher levels of frailty. 
Incontinence is commonly experienced in these two areas (almost all clients at 
Fall Birch Hospital) and mobility problems are also common. This has 
implications for staffing levels and skills, as in order to maintain skin integrity, 
personal hygiene and continence management, most clients will require the 
use of specialist equipment and the attention of two staff members. Many 
clients on both wards require help with food and drinks, thus necessitating one 
to one support at meal times.  

Clients with a deteriorating condition, or with complex physical and mental 
health difficulties at Fall Birch may be transferred back to J1 because of the 
difficulty in providing medical or diagnostic facilities at a distance.  
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Table 3: Occupied Bed Days by EMI Ward,  April 2001-March 2002 

Ward Age Range Occupied 
Bed Days

Available 
Bed days 

% 
Occupied 
Bed Days* 

Av. no of 
occupied 

beds 

Ward 1, Fall Birch All 8140 12410 72.0 23 

J1 Ward All 6830 10220 79.1 19 

J2 Ward All 8298 10220 84.1 23 

These are revised figures received from the Information Department of the BST 
Mental Health Partnership NHS Trust in January 2003. 

It is recognised that these global figures mask the presence of some people 
who have 'lived' on these wards for a number of years and the intermittent 
lengths of stay for people receiving respite care in these environments. For 
example, the mean length of stay for Fall Birch Ward when figures relating to 
people receiving respite care are subtracted, is given as 2.61 years. However, 
this mean figure masks a wide range in lengths of stay, from less than one year 
(n=12) to more than five years (n= 7).  The figures given in Table 3, then, are 
total averages across (at least) three different kinds of clientele.  

Table 4, below, presents information recently received form the Information 
Department at BST Mental Health Partnership NHS Trust, which illustrates the 
impact that the number of people with very long length of stays can have on the 
mean length of stays for inpatient wards for older people. 

 

Table 4:  Average length of stay for J2 and Fall Birch Wards at December 2002 
Ward LoS < 1 

yr 
1-2 yrs 2-3 yrs 3-4 yrs 4-5 yrs 5+ yrs 

J2 8 5 3 0 1 2 

FB 7 2 6 3 3 1 

    NB: figures not available for J1, a shorter term assessment and treatment 
ward 

 

This also illustrates the extent to which hospital inpatient environments are 
providing a home to a significant number of older people, due to the lack of 
community based and care home placements for them to be moved to.  

K1-3 are adult mental health wards on the Royal Bolton Hospital site. They 
accept older people with functional mental health difficulties from all 
consultants, and although these wards try to operate on a "locality basis" this is 
not always possible for older people who are admitted to the K wards. They are 
therefore often dispersed by consultant and in small numbers across the three 
areas, and are often afraid and intimidated by these environments.  For more 
detailed information about the number of admissions to the K wards for older 
people with a functional illness, please refer to Annex G.  
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Table 5: Admissions to K Wards April 2001-March 2002;  and April 02-Nov 02 
Ward Admissions 

for older 
people 

Length of stay 

(days) 

Admissions 
April 02-Nov 

02 

Length of stay 

April 02-Nov 
02 

K1 100 9.6 64 4.1 

K2 21 34 2 39.0 

K3 38 58.8 17 58.7 

Although some aspects of these differences will be due to differing locality 
population profiles, they are also influenced by availability of or access to 
community based services and team support, and possibly different clinical and 
team practices. 

Staffing shortages cause significant problems in all in-patient areas, particularly 
J2 and Fall Birch wards. The numbers below do not give the full picture since 
they do not reflect the levels of trained staff shortfall, nor the levels of sickness 
absence or maternity leave of those staff in post, but they do highlight the 
problems experienced due to long standing vacancies. Cross cover for 
stretched wards is provided as far as possible on the main hospital site, but this 
is more difficult for Fall Birch, which is situated at a distance and which requires 
women only staff for its highly dependent clients. 

 
Ward Establishment Unfilled posts % staff shortfall 

J1 27.99 3 11% 

J2 28.7 6.79 25% 

Fall Birch 31.09 4.77 15% 

 

In addition, therapy input to the wards is limited in terms of overall levels and 
skill mix. Physiotherapy input to Fall Birch (one session per week) is provided 
from adult services. A technical instructor for group work and a physiotherapy 
assistant are employed to support the qualified physiotherapist. 

13 Bolton Ward Environments 

The inappropriateness of the ward environments for this client group (the 
location of J1 & 2 on upper floors, which limits the opportunity for activities, and 
J1 is mixed sex) have been a source of concern to all partners, specifically the 
Trust and the CHC for a number of years. This is now agreed to be a priority 
area for development alongside the developments in community based 
services and teams.  

There is currently no intensive care service for older people with dementia. The 
Psychiatric Intensive Care Unit (PICU) does not take people with dementia or 
people over 65 with functional mental health difficulties. People with Lewy Body 
Dementia can present with very challenging behaviours that would benefit from 
a PICU-like environment either on a short term or intermittent basis.  

14 Other issues 

Delegation of budgetary responsibility and accountability appears a little 
confused; budgets used to be delegated to ward manager level, but now are 
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not.  Ward managers can commit up to £500 expenditure and are authorised 
signatories - but this is not the same as full budgetary delegation.  

Management information reportedly arrived on a monthly basis, but since April 
2002 does not.  

Human resource systems for appointment to vacant posts are not perceived to 
be responsive to the needs of acutely short-staffed wards.  

15 Supported and Extra Care Housing  

Bolton has a large stock of sheltered housing (3700) for those aged (or 
approaching) 60 years. It is thought that this may be excessive, and some 
stock is in poor repair.  Twenty four Community Centres provide a range of 
activities for 67 sheltered housing schemes. An Extra Care Housing Review 
has been commissioned to examine the level of need, demand and appropriate 
range and balance of supported housing in the future. 

People in sheltered housing include those with mental health difficulties, but it 
is generally recognised that it is not designed around their needs. The same is 
true of High Dependency Unit (HDU) housing.  

There are six HDU schemes - three Local Authority (90 places) and three 
Anchor Housing (~90 places).  Residents are supported at home by a care 
team on site (Local Authority), or through contracted hours of support (Anchor 
Housing). Social services provide the care staff, mostly from Home Care 
services. 

Following a report assessing the future need for extra care housing in Bolton 
(December 2002) it has been agreed to develop 20 extra care housing places 
for older people with dementia in 2004. 

An emergency social alarm service – Careline – is provided to sheltered 
housing residents.  

It is recognised that older people with mental health difficulties can face a 
number of challenges to remaining at home, and as such can present 
significant challenges to supported housing services. Ensuring people are 
eating, drinking, and self-caring is not always easy, whilst for some people, 
engaging with services can be difficult due to communication or memory 
problems, substance misuse etc. Careline is a valuable mechanism for picking 
up signs of deterioration at an early stage, but is not yet integrated or co-
ordinated with the Care Direct project, or NHS Direct.    
      

16 Residential and nursing home care 

Six of Bolton’s dual registered homes are registered to provide a number of 
places for older people with mental health difficulties, as follows: 

Mill View  30 places 

St Catherine’s  30 places 

Four Seasons  54 places 

Shannon Court 44 places 

Ladymead    4 places 

Astley Grange    5 places 
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Most of these 167 places are provided by the four largest homes in the 
Borough.  At the time of the Best Value Review of residential care for older 
people (2000/01) all places were fully occupied and a waiting list was in 
operation. Because of bed shortages, people are often placed outside the 
Borough.  

There are no registered specialist care homes for older people with functional 
mental health needs. Work on profiling the population in residential homes for 
the Review found that almost 40% were reported as having dementia or mental 
ill health (56% of the Local Authority sample, and 33% of the independent 
sector sample). This was particularly the case in the Wilfred Geere Home, one 
of the Local Authority Homes in Bolton West, where the staff team have 
developed a recognised level of expertise in dementia care.  

Following a Best Value Review of Residential Care in January 2002 it was 
agreed to develop one specialist residential care facility in each district of 
Bolton.  Two such establishments are now operational providing 57 beds 
across the NE and SE and expressions of interest have been sought for a 40 
place establishment in the West District of Bolton.  A premium payment of £37 
a week was introduced in September 2003 which is paid in addition to the 
standard residential care fee in order to stabilise and encourage the residential 
care market.  Proposals for a joint Resource Centre are under discussion. 
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Appendix 3 - Assessment of current capacity 
requirements and projections 

1 Demographic projections and impact on capacity 
requirements 

1.1 Demographic background 

Some of the key facts in relation to the population of older people in Bolton are: 
A total population of approximately 266,000 expected to fall slightly over the next 

decade by about a 1,000; 
In 2002 38,000 of the population were over 65 years of age and 4,500 were over 

85.  This is approximately 3,800 (10%) fewer over 65 year olds and 800 
(18%) fewer over 85 year olds than would be the case if the population 
were spread as for the England average; 

On average life expectancy amongst both men and women is approximately a 
year and a half less than the England average; 

The percentage of the population from black and minority ethnic communities is 
approximately 8.3% (with the majority being Asian although a significant 
minority being Polish and Ukrainian) compared with an English average of 
7.5%. 

1.1.1 Deprivation 

Sixteen of the 20 electoral wards in Bolton are in the bottom 25% of wards in 
England for the health component of the Index of Multiple Deprivation (10 are in 
the bottom 25% for the overall index of multiple deprivation).  This is illustrated 
in Figure 5.  The impact of this on life expectancy has already been noted.  It 
also, however, has an impact on the prevalence of key conditions.   

1.1.2 Prevalence and deprivation 

Data from primary care4 identifies prevalence rates for psychotic symptoms, 
depression and anxiety and the variance from an England and Wales average 
for different socio-economic areas.  The following table identifies the variances.  
The significance of this information for deprived urban areas is: 

For psychotic symptoms the rate for older men (>85) actually increases 
suggesting that as more men reach this age there will be a significant 
disproportionate effect in deprived urban areas; 

For depression and anxiety in older men, whilst the general rate for urban 
deprived areas is lower than national averages, the reverse is the case for 
the 65 to 84 age group.  For older women the rate is consistently higher in 
urban deprived areas.  In both cases there will a greater burden on 
services in these areas; 

In total the higher rates of prevalence for depression and anxiety in 65 to 84 year 
olds would substantially balance out the lower proportion of the local 
population who are in these age groups.  However, in the case of over 85 
year old men the data suggests both lower numbers of people and lower 
prevalence rates.  This either suggests genuinely lower need in this client 
group or (as the data relates to treated conditions in primary care) a 
significant amount of unmet need amongst very old men. 

 
4 Key Health Statistics from General Practice 1998.  National Statistics Office. 
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1.1.3 Projections 

The following projections have been based on ONS mid-year population 
projections based on 1996 and in 5-year age bands for male and female.  They 
are therefore sensitive to differences in population growth and 
prevalence/incidence rates between these age bands. 

The data identifies recent history (2000 as base year), current expectations and 
short, medium and long-term expectations (2006, 2008, 2013).  It suggests 
recent small reductions in both incidence and prevalence with only small 
increases through to 2013. 
Projections for the prevalence of these three conditions in old age are based on 
the same demographic data but also take into account levels of deprivation 
noted earlier.  It identifies a similar pattern to depression in the recent past 
and through to 2008 but suggests a more significant rise in prevalence 
between 2008 and 2013 of between 8 and 10%. 

2 Benchmarking and comparative analysis 

2.1 ‘Forget me not’ 

The Forget Me Not report by the Audit Commission drew on an extensive set of 
data collected from across England and Wales to compile its report.  Whilst the 
data largely refers to 1998/99 it is one of the few sets of comprehensive data 
for services for older people with mental health needs.  It therefore provides a 
snap-shot of the position at that time.   

Updates of the ‘Forget me not’ report, for both England and Wales separately, 
have subsequently been prepared5.  Whilst there is limited direct comparative 
data for Bolton beyond that which is reflected in the next section these updates 
provide a helpful overview of the service.  The time lag since the data collection 
for the Forget me not review should, however, be born in mind, particularly as it 
took place prior to an additional consultant appointment and an expansion of 
CPN capacity. 

2.1.1 Primary care and access to services 

The Audit Commission reports identify the extent to which primary care was 
using specific tests or protocols to detect dementia or depression as well as 
training and specialist advice.  There are no reliable comparative data for 
Bolton although future monitoring and development of services could reflect 
this aspect. 

2.1.2 Specialist services provided at home 

The reports draw attention to the availability of specialist services in terms of 
both capacity (reflected in the quantitative data below) and spatial/temporal 
coverage, for example 75% of areas provided CMHT coverage over weekends 
and 45% provided similar care during the evening.  Again no direct comparative 
information has been obtained from Bolton but these levels should give an 
indication that ensuring comprehensive geographical coverage and extending 
services into the evenings and weekends is desirable. 

 
5 Forget me not 2002.  Audit Commission, February 2002.  Losing Time  - developing mental 
health services for older people in Wales.  Audit Commission, June 2002. 
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Only one third of CMHTs had the full range of staff, putting Bolton with teams 
dominated by CPNs in the majority.   

2.1.3 Day and respite care 

Some of the information in this area is covered in the quantitative analysis 
below.  However, in addition there are indications of the availability of memory 
clinics and a wider range of respite support. 

2.1.4 Hospital care 

The reports describe the nature of hospital care as well as the capacity 
available.  For example the provision of separate areas for people with 
dementia and functional illness was reported as being available in 39% of 
locations in the 202 update report and acute services were provided on general 
hospital sites in 62% of areas.  Appropriate physical environments were 
reported in only 27% of areas in the 2002 update which puts the estate survey 
information with regard to inadequate functional suitability in wards J1 and J2, 
and at Fall Birch in context. 

The audit commission reports also provided an indication of lengths of stay in 
specialist wards, not available from the analysis below.  The typical range was 
between 6 and 12 months whilst the length of stay on the Bolton continuing 
assessment wards is typically between 1 and 2 years and at Fall Birch is 
between 2 and 3 years.  Some doubt remains about the accuracy of this data 
due to methods of collection.  Standardising this in future benchmarking work 
would be recommended. 

2.1.5 Residential and nursing home care 

The number of occupied places in specialist care homes was reported as being 
between 10 and 40 places per 10,000 over 65 year olds in the majority of 
locations.  The rate for Bolton being 43. 

2.1.6 Co-ordination and care planning 

Finally the ‘Forget me not’ reports reflected a range of information about how 
care co-ordination was undertaken, for example whether cases are jointly 
worked, the extent of shared information and cultural sensitivity.  These again 
provide a potentially useful addition to any future information and monitoring 
exercises. 

2.2 Audit Commission comparative data 

The data underlying the ‘Forget me not’ report provides a unique set of 
information focussed on this care group.  We should here give an 
acknowledgement to staff at the Audit Commission who were willing to 
interrogate the original data on behalf of the partners in Bolton and provide 
comparative data against a cluster reflecting the Local Authority comparative 
indicator package6.  Of the 16 locations in the cluster 2 did not provide data to 
the Audit Commission.  In addition the original submissions from Bolton were 
made available. 

The locations have been anonymised in the analysis with Bolton represented in 
column 1 on each occasion.  A glance at the data will also suggest that on a 

 
6 The 16 locations were Bolton, Bury, Coventry, Darlington, Derby, Dudley, Kirklees, Oldham, 
Rochdale, Rotherham, St Helens, Stoke on Trent, Tameside, Wakefield, Walsall and Wigan. 



This document has been downloaded from www.thewholesystem.co.uk  

few occasions individual returns may have interpreted the data requests 
differently and have provided data that represents a significant outlier.  No 
attempt has been made to validate such data as it is assumed that every 
attempt was made by the Audit Commission at the time to ensure optimum 
data accuracy.  

2.2.1 Trust expenditure 

Total Trust expenditure per 10,000 over 65 population places Bolton 6th out of 8 
returns.  The balance of spend between medical staff, beds, day and home 
support identifies a proportion spent on beds of 50% with three locations 
reporting lower levels (0%, 44.1% and 49.6%) and the other 4 locations 
reporting 57%, 66%, 76% and 100%. 

A breakdown of the % of spend by the Trust on different types of beds 
(continuing care, planned respite and ‘other’) give Bolton the highest proportion 
of continuing care beds at 73% (against 70%, 57%, 46%, 41%, 5% and 0%).  
The proportion of planned respite beds is 6% whilst two locations have 
significantly more (43% and 21%) and four have less (0%, 0%, 1.5% and 
2.4%). 

2.2.2 Local Authority Spend 

There were 6 responses for Local Authority spend (per 10,000 over 65) with 
Bolton ranked 4th at £284k (others were £665, £642k, £355k, £185k and 
£111k).  99% of the spend in Bolton was reported as being spent on beds with 
other locations ranging through 97%, 77%, 76%, 63% and 38%. 

2.2.3 Total spend by all agencies in JIP area 

Bolton was ranked 6th out of 11 locations when spend was aggregated with 
£673k per 10,000 >65 population.  The proportion of spend on beds for Bolton 
is mid-range compared with other locations at 73%.  These are illustrated in the 
following graphs. 
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Figure 3 Total spend (£000's) by: Trust/Local Authority/Health Authority, 
within a JIP area/LHG (10,000 65+ population) 
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Day 14.6% 12.0% 2.9% 0.0% 12.0% 23.9% 12.4% 0.0% 12.2% 0.0% 16.6%
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Figure 4 Total spend on: Home based services/day services/beds/other 
services/medical staff, within a JIP area/LHG 

Comment – expenditure: the evidence here suggests that older people with 
mental health needs in Bolton were not significantly disadvantaged in terms of 
spend per head compared to similar Authorities but a higher than average 
amount of that spend did go on beds and in particular continuing care beds in 
the Trust.  

2.2.4 Number of beds 

The number of Trust beds provided per 10,000 >65 population was reported on 
by 7 locations with Bolton ranked 3rd in total with 22.9 beds (others were 96.6, 
26.4, 19.2, 16.3, 14.1, 7.4) but second highest for continuing care beds at 15.3 
when two of the other 6 locations had none (the others were 60.4, 11.9, 6.3 and 
0.5). 

The audit commission data also identified the number of Local Authority beds 
per 10,000 over 65 year olds.  None were reported for Bolton whilst 7 locations 
reported 3.0, 6.9, 11.6, 14.5, 15.3, 23.9 and 62.9. 

Comment – bed numbers: the evidence reinforces that from expenditure data 
that there are in fact more beds, and particularly continuing care beds, than is 
the case normally across the cluster.  

2.2.5 Unit costs 

Unit cost information is provided for a range of services as illustrated in the 
following table. 

 
 Number of 

locations 
Bolton Average Rank 

Trust day care 
sessions (half-day) 3 No data £36 N/A 

Cont care beds 6 £178 £511 6th 
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 Number of 
locations 

Bolton Average Rank 

(occup bed pw) 
Planned respite beds 
(occup bed pw) 5 £201 £459 4th 

Other beds (occup 
bed pw) 6 £139 £472 6th 

Trust outpatient 
session (half day 1 No data £3.92 N/A 

LA day care (half day 
session) 2 No data £18 N/A 

LA planned respite 
(occup bed pw) 4 No data £443 N/A 

LA other beds (occup 
bed pw) 5 £4,183 £4127 1st 

Table 1 Unit costs of services 

Comment – unit costs: whilst the amount of data is limited it suggests that the 
unit cost of beds in Bolton is significantly lower than that for other locations.  

2.2.6 Day services 

The number of Local Authority day centre and day care half-day sessions 
available per week (per 10,000 over 65 year olds) placed Bolton 6th out of 9 
locations with four locations having significantly higher rates compared to the 
other 5.  The data was 206, 165, 129, 99, 54, 36(Bolton), 31, 28 and 17. 

Data for day hospital sessions seems to be missing from Bolton with the 
following showing the typical levels of combined day service levels of provision. 
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7 This represents the average for the other four locations as Bolton’s figure is a factor of ten 
greater than the others, which suggests a data error. 
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Figure 5 Average total number (Trust + LA + HA) of beds: All 
other/planned respite/'extra care' sheltered housing/continuing care, with 
national averages, available within a JIP area/LHG (per 10,000 65+ population) 

2.2.7 Extra care sheltered housing 

The report levels of extra care sheltered housing was completed by 13 out of 
the 14 locations including Bolton but with no location reporting any capacity. 

Comment – day services: there is insufficient evidence to draw detailed 
conclusions although there was no evidence of significant levels of day 
services.  

2.2.8 Staffing levels 

The number of Trust CPNs (per 10,000 over 65) was reported by 9 locations 
with Bolton ranked 5th with 3.0, which compared favourably to the average of 
2.78.  Three of the locations reported their CPNs as not being in CMHTs.   

When other Trust community health professionals are added to this figure 
however, Bolton’s comparative position becomes less favourable ranking 6th 
out of 9 and having a rate below the average for the cluster (3.4 compared to 
3.8). 

The number of approved social workers was reported by 6 locations including 
Bolton who ranked 5th at a rate of 1.0 per 10,000 over 65 year olds compared 
to other locations having 3.5, 2.1, 2.1, 1.3 and 0.6.  Four of these locations 
reported the staff as being part of CMHTs, but not Bolton. 

The number of consultants and senior/specialist registrars is reported on by 8 
locations but not Bolton.  One location reports a rate of 7.5 per 10,000 over 65 
year olds.  The other 7 all report a combined rate of between 1.4 and 2.1.  The 
submission sheets provided by the Audit Commission identified 1.82 
consultants and 1.21 Clinical Assistant.  Together these would total 0.77 per 
10,000 over 65 year olds. 
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8 The submission made available identified 8 CPNs and 1 OT. 
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Figure 6 Number of Trust CPNs in CMHTs and number of Trust CPNs not 
in CMHTs, within a JIP area/LHG (per 10,000 65+ population) 

Comment – staffing levels: the number of CPNs in CMHTs is favourable 
compared to the cluster but there are lower levels for other staff groups.  The 
levels of social workers were relatively low and were not part of CMHTs.  There 
is good evidence for a typical level of consultants and registrars at between 1.3 
and 2.1 per 10,000 over 65 year olds but no data included from Bolton.  
Original submission sheets suggest that the Bolton rate of consultant staff was 
significantly below the cluster average. 

2.2.9 Number of service users 

The data contains information on the number of new users for community and 
social services professionals, for outpatients and clinics, for day services, 
continuing health care beds, planned respite beds and all other beds.  The 
comprehensiveness of the data is not good but the information is summarised 
in the table below. 

 
 Number of 

locations 
Bolton Average Rank 

Community & social services 
professionals 8 101 163 7th 

Domiciliary visits to new users 5 No data 67 N/A 
Outpatients and clinics 2 No data 189 N/A 
Day services 4 40 31 1st 
Continuing health care beds 4 8 48 4th 
Planned respite beds 4 9 13 3rd 
Other beds 5 No data 93 N/A 

Table 2 Number of new service users 

The average case load for community and social services professionals was 
provided by 9 locations and is illustrated in the following graph. 
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Figure 7 Case load for community and social services professionals 

The returns made available identified 320 active cases and 400 new users 
during 1998/99.  Prevalence rates for Bolton based on demographics would 
suggest 3,075 people with dementia of whom 34% would require critical 
interval care (1,045).  However, 35%-40% of care home residents would fall 
into this category i.e. between 552 and 631 leaving between 414 and 493 
active cases in the community.  New users (incidence) of dementia based on 
the same demographic data would suggest 374 new users in a year.  In both 
cases this provides an estimate for only dementia sufferers. 

Comment – level of users: whilst the data is not comprehensive the evidence 
suggests that in most cases (the exception being day services) services for 
older people with mental health needs in Bolton have relatively low access 
rates.  This is backed up by the demographic, prevalence and incidence 
analysis. 

2.3 Inner Cities Mental Health Group 

The Mental Health Trust is a member of the Inner Cities Mental Health Group 
who compile regular benchmarking reports.  The most recent being ‘Continuing 
Visible Service Improvement’, which reflects the position in mental health 
services for older people.  However, data from Bolton is not included in this 
report as membership of the Group was only held by the Salford part of the 
Trust prior to the Merger in 2002. 

However, the framework and data contained within the report provide some 
useful indicators as to progress in these services between 2000 and 2002 as 
well as an indication of where Bolton may be positioned where data is available 
within the rest of this analysis.  Many of the indicators are derived from a 
number of data sources that it would not be possible to replicate without a 
comprehensive and detailed audit.   

Integration of services with primary care and social services is reported on in 
the report with improvement in both areas between 2000 and 2002.  However, 
the ‘score’ for integration with social services is significantly lower than for with 
primary care which is reflected in the position identified in this report. 

The % of care provided in the community across the ICMHG group fell from 
31% to 27% between 2000 and 2002.  The audit commission data for 98/99 for 
Bolton identified 22% of Trust spend in home based services, which was not 
atypical compared with the comparator cluster.  If day services are added this 
rises to 50%.  

Length of stay in older adults mental health beds had risen between 2000 and 
2002 in acute, rehab and continuing care as had delayed transfers of care.  
The level, for example, in continuing care was 445 days or about 14 months.  
This is similar to lengths of stay identified in Bolton. 

Whilst there can at this stage be no precise comparative position for Bolton 
based on this set of indicators there is clearly now an opportunity to continue to 
develop a greater understanding of the strengths and weaknesses of services 
within the Borough.  

2.4 Indicative service levels 

Two sources of data for indicative services levels have been identified and 
compared with Bolton rates where available.  They are the Royal College 
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recommendations9 and a report prepared by Alzheimer’s Scotland10.  Whilst the 
latter relates to just dementia care both sources can be used to reflect an ‘ideal’ 
shape for services and possibly a target level, subject to resources and 
evidence from best practice.  

2.4.1 Royal College of Psychiatrists 

The recommendations of the Royal College are reflected in the following table.  
They are modified from indicative service levels for a population of 250,000 to 
reflect Bolton’s population of c.265,000. 

 
 Royal 

College 
Bolton 
actual 

Comment 

Consultants 4.2 3.0 
Senior 
Registrars 1.1  

Trainees 4.2  

The combined rate for medical staff 
per 10,000 over 65 pop for the college 
recommendation would be 2.2, which 
compares with a range between 1.4 to 
2.1 in the audit commission 
benchmarking.   

CPNs 8.5 11 

Social 
workers 4.2 6 

The benchmarking data also 
suggested good levels of CPN cover 
but low levels of other professional 
groups within CMHTs. 

Day hospital 
places 80 – 120 100  

CC and 
respite beds 60 – 120 63 

Acute and 
assessment 
beds 

40 – 80 39 

Whilst the Bolton figure is at the 
bottom end of the recommendation for 
CC beds the earlier benchmarking 
suggested that Bolton had more of 
these beds than would be expected. 

Table 3 Royal College recommendations 

The suggested staffing numbers need to be considered in the light of other 
things that have happened to old age psychiatry since the report, for example 
the impact of cholinesterase inhibitors , which have a significant impact on 
consultant workload. 

The combined evidence of the Royal College recommendations and the 
benchmarking data would support the potential to increase consultant capacity, 
particularly if contributing to the strengthening of community services 
infrastructure.  What is not reflected here, however, is an equally significant 
need to broaden the skills available in CMHTs through integration with social 
services and additional OT and psychology staff. 

2.4.2 Services for working aged adults with mental health needs 

The Mental Health Policy Implementation Guide sets guidelines for the make 
up of CMHTs as follows: 

                                            
9 The Care of Older People with Mental Illness – Specialist Services and Medical Training.  
Royal College of Psychiatrists Council Report CR69, June 1998. 
10 Planning signposts for Dementia Care Services. 
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A team would cover an area of 10,000 to 60,000 depending on local levels of 
need and would expect a total caseload of about 350 with over half having 
severe long-term disorders; 

There would be 8wte care co-ordinators, each having a maximum caseload of 
35; 

The team would consist of 3-4 CPNs, 2-3 ASWs, 1-1½ OTs, 1-1½ clinical 
psychologists, 1 consultant, 1-1½ non consultant medical staff and 1-3 
mental health support workers. 

Application of these norms to mental health services for older people would 
need to take account of the mix and severity of conditions. 

2.4.3 Alzheimer’s Scotland 

The Alzheimer’s Scotland report gives indicative levels for a population of 
100,000 Scots – typically containing 15,310 people over 65.  The Bolton over 
65 population in 2000 (the year of the report) was 50,800 or over three times 
this size.  The information has therefore been scaled up accordingly.  Indicative 
levels for consultants and other staff are adopted from the Royal College 
recommendations and are not therefore repeated here. 

The report takes an approach that relies heavily on estimated prevalence rates 
for different levels of care.  Figure 6 suggests that it places much more 
emphasis on institutional care, including long term care in psychiatric and 
geriatric wards.  There are, for example, a total of 1,577 registered care home 
places in Bolton11 for all client groups compared to levels suggested for 
dementia clients above of 1,000.  In addition levels of continuing care beds 
suggested in Table 6 of 460 are clearly out of line with levels identified in the 
benchmarking section where Bolton’s 63 beds are shown to be high.  However, 
proposals and indicative levels of support at home made in the report, including 
support for carers, are particularly useful in developing these services.  No 
information has been identified that compares with them for Bolton but this may 
provide a basis for shaping future monitoring. 

 
 ‘Planning 

Signposts’ 
Places in extra care housing 60 
Places in residential care 550 
Places in nursing homes 450 
Long term care in old age psychiatry wards 290 
Long term care in geriatric wards 170 
Places for people with extreme behavioural disturbance 35 
People at home needing CMHT input 125 
People at home needing help through the day with routine care 1,400 
People at home needing support at some time during the week 400 
Short stay respite places 170 
Day care places 1,050 
Case load for evening care 220 
New cases a year 660 
Enquiries for information and emotional support a year 660 – 1,320 
People using counselling service a year 260 – 330 

                                            
11 Best value review – older people residential care.  January 2002. 
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Care education programmes a year 100 – 120 
People requiring the support of advocacy services 260 - 330 

Figure 8 Indicative levels suggested by Alzheimer’s Scotland scaled up 
to Bolton’s over 65 population 

2.5 Other locations  

During the trawl for information to inform this comparative analysis a number of 
locations, including those used in the previous King’s College Report, have 
been identified and key information obtained.  The following tables identify 12 
locations with a similar Trust configuration to that found in Bolton. 
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Figure 9 Beds per 10,000 over 65 population for 12 similar Mental Health 
Trusts (Bolton = 1) 
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Figure 10 Consultants per 10,000 over 65 population for 12 similar Mental 
Health Trusts (Bolton = 1) 

The information represented in these graphs reinforces the audit commission 
data suggesting a high level of beds and a level of consultant cover that whilst 
not low could be enhanced given the right model of care. 
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2.6 Other sources consulted 

A wide range of sources were trawled to inform this work.  Some of these 
sources would prove useful given a more qualitative review of services and are 
picked up in the report whilst considering models of care.   
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3 Background information to support analysis 

3.1 Incidence and prevalence of mental health condition amongst older 
people 

3.1.1 Incidence and prevalence 

 
Prevalence of treated psychotic symptoms 

Male Female 
 

65-74 75-84 85+ All 
ages 

65-74 75-84 85+ All 
ages 

England & 
Wales 

2.6 1.9 1.3 2.0 3.6 2.9 2.2 1.7 

Deprived 
industrial 
areas 

4.9 3.8 5.4 3.7 5.8 3.9 1.5 2.9 

Percentage 
difference 

+88% +100% +315% +85% +61% +34% -32% +71% 

 
Prevalence of treated depression 

Male Female 
 

65-74 75-84 85+ All 
ages 

65-74 75-84 85+ All 
ages 

England & 
Wales 

36.7 46.1 48.3 24.9 89.3 96.5 89.1 61.3 

Deprived 
industrial 
areas 

41.9 48.8 45.9 23.5 106.1 102.8 99.2 76.9 

Percentage 
difference 

+14% +6% -5% -6% +19% +7% +11% +25% 

 
Prevalence of treated anxiety 

Male Female 
 

65-74 75-84 85+ All 
ages 

65-74 75-84 85+ All 
ages 

England & 
Wales 

37.9 42.2 39.6 20.9 94.1 100.2 83.7 48.2 

Deprived 
industrial 
areas 

45.1 45.1 34.4 29.0 107.9 114.0 90.2 63.7 

Percentage 
difference 

+19% +7% -13% +39% +15% +14% +8% +32% 

 

Forget me not also notes the relationship between deprivation and higher rates 
of dementia where it describes higher rates of cognitive problems in people of 
lower social class and lower educational achievement. 
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3.1.2 Projections 

 
 2000 2003 2006 2008 2013 
Incidence (new 
cases) 

374 364 (-10 = -
3%) 

371 (+7 = 
+2%) 

374 (+3 = 
+1%) 

386 (+12 = 
+3%) 

Prevalence 
(‘caseload’) 

3,075 3,047 (-28 
= -1%) 

3,116 (+69 
= +2%) 

3,148 (+32 
= +1%) 

3,177 (+29 
= +1%) 

 
 2000 2003 2006 2008 2013 
Depression 2,711 2,672 (-

1%) 
2,673 
(level) 

2,710 
(+1%) 

2,917 (+8%) 

Anxiety 2,864 2,824 (-
1%) 

2,824 
(level) 

2,865 
(+1%) 

3,089 (+8%) 

Psychotic 
symptoms 

98 97 (-1%) 98 (+1%) 100 (+2%) 110 (+10%) 
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3.2 Forget Me Not findings 

3.2.1 Primary care and access to services 
Item FMN12 findings (England) Losing Time13 (Wales) 
Use by GPs of specific 
tests or protocols to detect 
dementia 

1  44% 
2  Average = 40% 
Range for majority of areas 
= 30% to 50% 

Average = 35% 

Use by GPs of specific 
tests or protocols to detect 
depression 

1  34% 
2  Average = 38% 
Range for majority of areas 
= 30% to 45% 

Average = 34% 

Sufficient training for 
dementia amongst GPs 

1  48% 
2  Average = 42% 
Range for majority of areas 
= 30% to 55%. 

Average = 38% 

Access by GP to specialist 
advice for dementia 

1  74% 
2  Average = 60% 
Range for majority of areas 
= 30% to 75%. 

 

3.2.2 Specialist services provided at home 
Item FMN findings (England) Losing Time (Wales) 
Provision of assessment at 
home 

1  At least 50% of 
assessments at home  - % 
of users ranged from 20% 
to 70%. 
2  Routine in 75% of areas 

 

Home care provided during 
evenings and at weekends 

2  c.75% of areas  

Home care provided at 
night 

2  c.45% of areas  

Full coverage of CMHTs 
for older people 

2  44%  

Full range of staff (incl OT, 
SW, Consultants and 
Psychology) 

2  Approx one third.  

Home care workers trained 
in MH 

2  Consistently available in 
only 14% of areas. 

 

CPNs and health support 
workers 

 4.5 per 10,000 >65 (both). 
Range for just CPNs was 
1.4 to 5.1. 

Specialist SW posts  1.58 per 10,000 >65 
Range from 0.5 to 3.1 

                                            
12 1 = “Forget me not – mental health services for older people”.  Audit Commission, 2000.  2 
= “Forget me not 2002 – developing mental health services for older people in England”.  
February 2002 
13 “Losing Time – developing mental health services for older people in Wales”.  June 2002 
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Item FMN findings (England) Losing Time (Wales) 
Rate of first contacts 
(different persons receiving 
care) 

  

3.2.3 Day and respite care 
Item FMN findings (England) Losing Time (Wales) 
Specialist day hospital 2  c.85%  
Specialist day care places 
per 10,000 population >65. 

1  Range from 0 to c20 
with average at c8.  Slight 
majority provided by social 
services. 

 

Average length of stay in 
day hospitals 

1  Dementia range from 1 
month to c90 months 
(average at c45).  
Functional illness range 
from c12m months to c105 
(average at c54). 

 

Memory clinics 2  c.47% 1 out of 10 areas fully 
covered with 7 further 
areas partly covered. 

Therapies for functional 
illness 

2  c.42%  

Specialist long term day 
care 

2  Dementia = c.42% 
Functional illnesses = 
c.22% 
Evenings = c.20% 
Weekend = c.25% 

 

Carers who could get 
respite care 

2  Average = c.62% 
Range for most areas = 
50% to 75% 

 

Planned respite 2  In hospital = c.55% 
R/NH = c.65% 

 

Respite beds per 10,000 
>65. 

1  Range from 0 to 23.  32 
out of 36 sites had less 
than 5.  Mixture of health 
and social services 

 

Emergency respite care 2  c.52% of areas  
Home based respite care 2  c.25% of areas  

3.2.4 Hospital care 
Item FMN findings 

(England) 
Losing Time 

(Wales) 
Bolton 

Separate areas for people 
with dementia and 
functional illness 

2  39% of areas  Functional illness on 
general mental 
health wards (K1-3). 

Appropriate physical 
environments 

2  27% of areas  Estate survey 
suggested J1 & J2 
functional suitability 
was inadequate.  
Fall Birch is at 
serious risk of 
breakdown. 
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Item FMN findings 
(England) 

Losing Time 
(Wales) 

Bolton 

Acute services on general 
hospital site 

2  62% of areas  Yes 

Consultant posts  Average 0.52 
per 10,000 
>65 
population. 
Range from 
0.38 to 0.80 
(one outlier 
at 0.14) 

0.77 (3 WTE) 
Specialist Reg 
approved but not in 
post. 
Staff grade 0.26 (1 
WTE) 

Ward staffing   J1 – E-G grade = 
9.1 
J1 – A grade & HCA 
= 17.6 
J2 = 9.5/18.6 
FBH = 8.8/22.3 
Belmont DH = 
6.8/6.0 

Beds per 10,000 >65 
population 

1  Total beds 
(acute beds 
occupied by 
people with 
dementia) range 
between 1 and 
nearly 16 with 12 
out of 18 having 
between 4 and 8.  
CC beds per 
10,000 >65 varies 
between 1 and 32 
with 6 out of 11 
sites between 3 
and 12. 

CC – range 
= 0 to 22 
Respite = 0 
to 6 
Assessment 
= 4 to 12 

Assessment and 
respite = 10.0. 
Continuing care = 
16.2 

Length of stay on acute 
psychiatric wards for 
people with dementia 

1  Range from c5 
to 145 weeks but 
with 9 out of 18 
between 30 and 50 
weeks. 

 J2 – (Dec 02) 8 out 
of 19 had a LOS of 
<1yr.  16 had a LOS 
of <3 yrs.  Suggests 
ALOS of between 1 
and 2 years. 
Equivalent 
information for FB 
suggests ALOS of 
between 2 and 3 
years. 

Outpatient sessions per 
10,000 >65 pop 

1  Range 
(excluding outliers) 
form c40 to c110. 

 Total attendances 
00/01 was 7,321 
(21.6% 1st). 
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3.2.5 Residential and nursing care 
Item FMN findings (England) Losing Time (Wales) 
Number of occupied places 
in specialist care homes 
per 10,000 >65. 

1  Range between c2 to 
c87 but with 12 out of 21 
sites between 10 and 40 
places. 

 

Specialist residential care 2  c.65% of areas  
Specialist nursing care 2  c.65% of areas  
Support and education to 
care home staff 

2  c.28% of areas  

Continuing care   

3.2.6 Co-ordination and care planning between health and social care 
staff 

Item FMN findings (England) Losing Time (Wales) 
Cases jointly worked 2  c.39% of areas  
Co-location 2  c.25% of areas  
Access to each others 
resources 

2  17% of areas (partly in 
48%) 

 

Jointly agreed assessment 
and care management 
procedures 

2  c.35% of areas  

Culturally appropriate 
services 

2  6% (plus 49% partly)  

Shared case files 2  10% (plus 31% partly)  
Compatible IT systems 2  4% (plus 7% partly)  
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3.3 Sources for benchmarking and comparative analysis 

The Care of Older People with Mental Illness – Specialist Services and Medical 
Training.  Royal College of Psychiatrists and Royal College of Physicians.  
Council Report 69, June 1998. 

Crisis in Care or Capacity for Change?  A review of the use of long-term care 
placements in Avon for older people with mental health difficulties.  Nuffield 
Institute for Health in partnership with Bath and North East Somerset Council, 
Bristol City Council, North Somerset Council and South Gloucester Council, 
January 2003. 

Bolton Metropolitan Borough Social Services Department Best value Review – 
Home care for older people.  October 2002. 

Bolton Metropolitan Borough Social Services Department Best value Review – 
older people residential care. 

Laing & Buisson market updates as published on the web. 

2000 Health Survey for England.  Department of Health. 

Mental Health in Scotland: Information sources and selected insights.  NHS 
Scotland Information and Statistics Division, June 2002. 

Planning Signposts for Dementia Care Services.  Alzheimer’s Scotland.  
November 2000. 

____________  The Inner Cities Mental Health Group. 

Audit of referrals to Old Age Psychiatry in Bolton.  2002. 

Caring for people who enter old age with enduring or relapsing mental illness 
(‘graduates’).  Royal College of Psychiatrists, Council Report CR110, October 
2002. 

Health Evidence Bulletins Wales, Learning Disabilities.  Epidemiology of 
Psychiatric Illness in Adults with Intellectual Disability.  
www.hebw.ac.uk/learningdisabilities/chapter3.htm 

Services for Younger People with Alzheimer’s disease and other dementias.  
Royal College of Psychiatrists, Council Report CR77, January 2000. 

Calculating operating costs for care homes, Joseph Rowntree Foundation.  
June 2002. 

Patient Care in the Community, DoH Statistics Division – Form KC57. 

Bolton Hospitals NHS Trust, Outline Business Case – EMI Capital 
Development.  Draft March 2001. 

Cognitive impairment in older people: its implications for future demand for 
services and costs.  PSSRU Discussion Paper 1728, January 2003. 

Forget me not – mental health services for older people.  Audit Commission, 
2000. 

Forget me not 2002.  Audit Commission February 2002. 

Losing Time – developing mental health services for older people in Wales.  
Audit Commission in Wales, June 2002. 

Continuing Visible Service Improvement.  Inner Cities Mental Health Group 
Corporate Report 2002. 

http://www.hebw.ac.uk/learningdisabilities/chapter3.htm
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3.4 Inner Cities Mental Health Group – indicators 
Fair Access: 

Accessibility to range of services 
Meeting ethnic and cultural minority needs 
Difference between minority population and referral % 
Liaison/consultation services 
Referral routes and criteria to Tiers 2 & 3 
Speed of response by urgency (in days) 

Patient carer experience 
Information to user/carers 
User support and involvement 
High level contact 
Inpatient days between complaints 
% complaints responded within national standards 
% complaints resolved within national standards 
Privacy and dignity 
User satisfaction surveys 

Effective delivery 
Access to new and high cost drugs 
Primary care integration 
Integration of NHS and social services 
% community delivery 
Staff turnover rate 
Staff turnover actions 
Overall compliance with CPA 
Evidence based protocols 
% older adults patients treated under protocols 
% referrals needing and getting MDT approach 

Efficiency 
% difference from 90% bed occupancy for acute, rehab and continuing care 
% direct staff sickness rate 
Length of stay for older adults acute, rehab and continuing care 
Delayed discharge for older adults acute, rehab and continuing care 
Information sharing and access 

Health outcomes 
% patients with an outcome score 
Agreed set of assessment tools 
Older adults suicides within 6 months of discharge as % of total suicides 
% emergency readmission 

Health improvement 
Input to HiMP 
Development partnerships 
Early detection and screening 

Risk management 
Risk assessment strategies and policies 
Bed days per older adults inpatient A&B incident 
Bed days per older adults accident 
Inpatient nurse WTE per occupied bed 
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Appendix 4 
Older people with mental health difficulties – model of care 

National Service Framework 

Standard 7  

Older people who have mental health difficulties have access to integrated mental health services, provided by the NHS and councils to 
ensure effective diagnosis, treatment and support, for them and for their carers. 

Components of a comprehensive mental health service for older people 

The NSF sets out a model for a comprehensive service for older people with mental health difficulties and identifies five key elements, as 
follows: 

Promoting good mental health; 
Early detection and diagnosis; 
Integrated approach to assessment, care planning and treatment planning; 
Support for carers; 

Providing a specialist mental health service. 

Mapping the components of a comprehensive service 

The following tables take each of the above components and give a further breakdown of their content as outlined in the NSF and 
elsewhere. The tables also identify some of the key issues that might need to be addressed in order to achieve the desired aims and 
outcomes. Examples of services that might be used as models, or which at least merit some investigation, are also given. 

The final table begins to map the services that should or could be provided in hospitals and in the community. 
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1 Promoting good mental health 
Promoting good mental health Implications/key issues Aims/outcomes 
•  Tackling social isolation
• 
• 
• 
• 
•  

• 
• 

 
Providing bereavement support 

 Suicide prevention
Physical health checks 
Screening (over 75) 
Educational/social activities

 

• Availability of good quality diversions in 
care homes and day care 

 Risk assessment
Importance of identification and treatment 
of depression in primary care 

• Improved prevention

Exemplars: Developing a locality based approach to prevention for older people, Godfrey M and Randall T 
(2003) Nuffield Institute, Leeds 

 

2 Early detection and diagnosis 
Early detection and diagnosis Implications/key issues Aims/outcomes 
•  Early diagnosis
• 

• 
• 
• 
• 

• 

• 

• 

• 
• 
• 

Care provided in primary care with social 
care support 
Support for carers (see 1.3.4) 
Access to specialist services 

 Risk assessment
Clear, written information for service users 
and carers 

 

• Quality of diagnosis and care in primary 
and community care 
Diagnosis and treatment of co-existing 
physical problems 
Protocols agreed between specialist 
services, health and social services for 
diagnosis, treatment and care 

 Information sharing

• Access to  appropriate help 
Planning for future care 
Meet care needs 
Enable care at home  

Exemplars: Northallerton – Dr Chris Simpson -  Protocols between primary and secondary care 

North Staffordshire Trust – dementia care pathway 
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3 Integrated approach to assessment, care and treatment planning 
Integrated approach to assessment, 
care planning and treatment planning 

Implications/key issues Aims/outcomes 

• Based on clear strategy, including 
intended balance between home-based, 
day, outpatient and hospital services 

 • 
• 
•  
• 
• 
• 

• 
• 
• 
• 

• 

• 
• 

•  
• 
• 
• 
• 

Joint commissioning
 Pooled budgets

Integrated planning
 Integrated delivery

Single point of access 
Different levels of assessment 

Implementing single assessment 
Joint care management 
Agreed care pathways 
Primary care and secondary care 
interface 
Links between services and system 
components 
Effective information sharing 
Compatible IT systems 

Holistic assessment
Improved assessment of needs 
Better use of resources 

 Seamless service
Supports detection, diagnosis and 
treatment in primary care 

 
 
 

Exemplars: Integrated care pathway for dementia, Swindon 
Oxfordshire – pooled budget for long term care and intermediate care. 

 

4 Support for carers 
Support for carers Implications/key issues Aims/outcomes 
• Information – e.g. 

• Help available 
• 
• 
•

•
•  
•  

• 
• 
• Management of condition 

How to access residential care 
 Benefits 

 Advice 
Respite care
Practical support

• Assessment of carers’ needs – all MH 
conditions 
Wide range of options for respite care, 
incl: 
Availability of 24/7 care 
Emergency respite care 
Range of settings 
Flexible services 

• Prevention of carer breakdown 
Improved quality of life of carer 
Prevention or delay of insitutionalisation 

 
 
 

Exemplars: DASS pilots 
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5 Specialist mental health service 
Specialist MH service for older people Implications/key issues Aims/outcomes 
• Diagnosis and treatment of complex 

cases, incl early onset dementia 
 • 

• 

• 

 
• 
• 
• 
•  

• 

• 

• 
• 
• 

• 

• 

• 
• 
• 

 
• 

• 
• 

Managing risk
Work with MH service for working age 
adults 
Provide training,  advice and outreach  
for providers of: 
• Primary care

 Care homes
Sheltered housing domiciliary care 

 Day care
Hospital care

Services for people with learning 
disability 
Services sensitive to the needs of 
people from minority ethnic groups 

 

• How to provide services at home to 
people with complex needs 
Providing flexible, home-based care 
Training in MH for home-care staff 
Long term day care for people with 
functional mental illness? 
Long term care: NHS continuing care 
– eligibility, range of settings; 
availability of specialist places; 
expectations about moving on 
Separating organic and functional 
illness 
Providing crisis response  

 Intermediate care
Links with physical health 

 

• Promoting independence
Providing support in the community as 
far as possible 
Continuity of care for “graduates” 
Timely and effective treatment and 
care for people with both physical 
illness and mental health difficulties 

 

Exemplars:  
Teeswide Early onset dementia service;  
Wakefield memory clinic; 
Newcastle Integrated Older People’s Service; 
Thurrock PCT – access to specialist services for people in care homes; 
Sheffield – specialist care home provision for people with challenging behaviour; 
Bristol Royal Infirmary – specialist MH nurse consultant in acute services, covering A&E and in-patient wards. 
Riverside Trust – Intensive Home Treatment Team 
Middlesbrough Resource Centre - housing 
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Specialist services – hospital-based Specialist services – community –based (incl. own home) 
• In-patient services 

Acute admission beds 
Rehabilitation beds 
Diagnostic tests 
Separation of functional and organic illness 

• Out-patient services 
• Day hospital services 

Intensive assessment 
Treatment 
Aftercare – following admission and rehab 

• Memory clinics 
 
 

•  Domiciliary care
• 

• 
• 
•  
• 
•

Out-patient services (also provided in community settings 
and own home) e.g. joint physical/mental health clinics   
Outreach facilities e.g. telecare, environmental technologies 

 Day care
Intermediate care

 Respite care
 CMHTs 
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