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Bradford 

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

Client focus 
Older people with mental health problems 

Project Key Elements 

i

- Community involvement network:-

to combat social isolation 
i

and/or depression 

- specialist day care 

Will accelerate 

l

people at risk 

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

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

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

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

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

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

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

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

The Brokerage team will comprise a Community Involvement Broker, 3 Community Involvement 
Facilitators and an Admin/Resource Worker. The Community involvement Broker will administer 
the Community Involvement Budget and cultivate a ‘virtual’ design team to support the design, 
development and contracting process for sessions in the community involvement programme. 
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scheduled for year 2 of the community involvement project, the output from which will be a 
project brief outlining the preferred blueprint for specialist day care, expected benefits, project 
outputs, timescales and costs plus any transition arrangements.   

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

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

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

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

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

Title 
Brent Integrated Care Co-ordination Service 

Client Focus 
Older people 

Project Key Elements 
- develop existi
on BME communities. Case 

providing home safety checks) 

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

finding and intensive case co-ordination. 

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

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

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

- telecare,  

- in reach into hospital to facilitate discharge 

- joint health and social care team  

- ‘discovery interviews’ by carers centre 

Project Outline 
The Integrated Care Co-ordination Service (ICCS) will provide holistic person-centred assessments of 
vulnerable older people (65 years plus) and co-ordinate a range of interventions responding to their 
identified needs.  The existing Care Co-ordination Service, will be enhanced and developed to include 
Social Services and other partners in the wider health and care community (e.g. housing, HIA, Pension 
Service, Timebank etc). There will be a clear focus on reducing hospital, nursing home and residential 
care admissions – both in the short and longer term.  The ICCS will therefore focus upon vulnerable 
older people who are at risk of admission, to hospital - including via Accident and Emergency 
Departments, nursing home or residential care, who, by timely intervention, may improve their quality of 
life, and be treated and supported outside an institutional setting.   
The ICCS will work with users and carers from the outset, to ensure that interventions are based on a 
shared understanding with professionals of realistic goals and agreed actions which will address 
identified needs.  On referral, the service will provide a nominated care co-ordinator who will be 
empowered to undertake a single assessment of need.  The older person and carer, if there is one, will 
always be at the centre of the process.  The care co-ordinator will liaise with the primary care team and 
refer directly to other specialist members of the ICCS team where appropriate. Specialist assessments 
and support will be rapidly available from the mental health liaison worker, the housing linkworker, the 
handyperson and the Pension Service liaison worker.  Timebank will offer befriending to those who 
would benefit from extending their social contacts to improve their quality of life. 
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The care co-ordinator will have access, where necessary, to new a pooled budget to give rapid, flexible 
support to avoid admission, to support rehabilitation or give short-term care up to 6 weeks.  The care co­
ordinator will also be able to assess for minor equipment and Telecare devices for the home.  The 
ICCS care co-ordinator will also ‘in-reach’ into hospital for those people who are on their caseload and 
will ensure that the appropriate community support is arranged in a timely way, thus reducing the time 
spend in hospital. 

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

Title 
Community Interventions for Older People with Mental Health Needs 

Client focus 
Older People with Mental Health Problems 

Project Key Elements 

Chargeable service, offering 
employment to over 50s. 

Particular emphasis 

ity. 

homes. 

- enhanced, seven day a week, ischarge 

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

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

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

- provision of specialist courses for carers  

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

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

- assistive technology 

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

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

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

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

Title 
Building supportive neighbourhoods with older people 

Client focus 
Older people 

Project Key Elements 

- work with statutory and voluntary organisations t

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

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

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

o provide better connections between services 

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

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

to prisons and hospitals) 
- developing neighbourhood resource centres 

- administrative infrastructure to support all of above 

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

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

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

The figure below provides a diagrammatic representation of some of the links that can be made 
between Dorset’s POPPs’ project and other wider partnership ventures in the county. The project will be 
able to draw resource and support from these individual initiatives, whilst contributing something in 
return. 
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Older People as leaders 
The identification, support and development of a network of older people who are local leaders for 
change is a key component of the Dorset POPP project.  Through an advertising campaign in 
partnership with local voluntary organisations, 33 older people will be recruited to the leadership 
programme. The main aims of the programme are: 
•	 To identify, and equip older people who can act as leaders for change. 
•	 To support and enable leaders to take up their community leadership roles and focus on achieving 

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

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

community development workers and local evaluators. 

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

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

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

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

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

schemes 


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

technology, sloppy slipper schemes to reduce falls 


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

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

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

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

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

geographical areas  


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

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

Title 
Independence First 

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

Project Key Elements 

- additional care packages 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

2 - SERVICES: 3 - PROGRAMME 

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

1- IDENTIFICATION OF 
AT-RISK CLIENTS SUPPORTS: 

METHODOLOGIES 
AND AGREED 
CRITERIA 

data: 
 A + E 
 GP 

 A + E 
 Ambulance re falls 
 GP 

 Sheltered 
Schemes and 

referrals 

Use a combination of 

allow direct referral of 

criteria 

‘Kaiser triangle’ 

 USE TCCP 

 INITIALLY, Historic 

 THEN, Current: 

 Disease Diagnosis 

Voluntary Sector 

desk-top analysis of 
data and protocols to 

cases meeting agreed 

Aim to work down the 

Complex Needs 

3 DIFFERENT 

CASE MANAGERS 
(COMMUNITY MATRONS) 

all 3 as required 

1 - For Multiple & 

RESPONSES 

Case Management is further supported by 
the services below 

Referral between 

2 – Single/Primary 
Service Need 

immediate need 
for Specialised 

Service 

3 – At-Risk but no 

 Falls 
 Stroke 
 Diabetes 
 COPD 

 Expert Patient Programme

 
 
 Simple aids (i
 Telemedicine 
 
 (see below) 

 
is identified 

) 

Role:

box). Follow-up visit in 3 mths. 

and co-ordin appr h. 

 

 

 ‘2nd

)

 l
 

SPECIALISED SERVICES 
 OPMH/Dementia/EMI services 

 Heart Failure 

 Social Care 

These Specialised Services are enhanced by: 
 Medicines management 

Rapid Response Home Care 
Step-Up Intermediate Care 

ncl. fitting service) 

Disease management programmes 
Navigator Service  

These can be improved over time/as funding 

Navigator Service (new

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

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

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

ated oac

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

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

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

 
programme 

performance 
management 

 TCCP links 

 Use of SAP by 
all services 

 Evaluation 

 Training for 
staff 

 
for Voluntary 
Sector 
providers 

Overarching 

and dynamic 

Networking 
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