National Dementia Action Plan for Wales 
Dementia – a global issue
The impact of dementia is significant. In a wide consensus consultation for the World Health Organisation’s Global burden of disease report, disability from dementia was accorded a higher weight than that for almost any other condition. Dementia contributed 11.2% of all years lived with disability among people aged 60 and over; more than stroke, musculoskeletal disorders, cardiovascular disease and all forms of cancer. In addition, the length of time people live with dementia can be more than ten years, which imposes a significant long-term impact.

No other human condition produces a progressive loss of the essential

elements of mental function which define an individual, his or her relationship

with the outside world, and ability to survive within it, in quite this way.

Dementia is not a normal part of the ageing process (although age is a risk

factor for developing dementia), nor is it simple forgetfulness. The commonest

cause of dementia is Alzheimer’s disease but there are many others. When the

brain fails, everything we think, say, do or feel is affected – even the bodily

functions we take for granted. This makes caring for someone with dementia

substantially different from caring for the frail elderly or those of any age

suffering from long-term conditions but whose cognition remains relatively

intact. We now understand more about how we can support people with

dementia in a positive way that makes the most of their remaining skills.

One thing that is clear about the challenge of dementia is that although it is a

physical disease there are deep psychological, emotional and social

consequences. Appropriate responses must be holistic, that is, viewing the

person as a whole within the context in which he or she lives. All too often,

statutory and independent services concentrate on either the health or the

social well-being of the individual, failing to recognise that people with

dementia can also have other treatable co-existing illnesses. As a result, many

health needs go unrecognised and unmet, with all behaviours and symptoms

being ascribed to the dementia, or with a defeatist attitude to the

management of symptoms.

Dementia in the UK

· There are currently 700,000 people with dementia in the UK, of which there are 37,000 in Wales. 
· By 2021 the numbers of people with dementia across Wales will have increased by 31%.

· There will be over a million people in the UK with dementia by 2025

· There are over 11,500 people with dementia from black and minority

ethnic groups in the UK

· Two thirds of people with dementia are women

· The proportion of people with dementia doubles for every 5 year age group

· One third of people over 95 have dementia

· Delaying the onset of dementia by 5 years would reduce deaths directly

attributable to dementia by 30,000 a year

· The financial cost of dementia to the UK is over £17 billion a year

· Family carers of people with dementia save the UK over £6 billion a year

· 64% of people living in care homes have a form of dementia

· Two thirds of people with dementia live in the community while one third

live in a care home

The UK has an ageing population, and the diagram below graphically illustrates the co-relation between the ageing population and the onset of dementia. 
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The dementia challenge in Wales

The challenge for the people of Wales is the same as the global challenge. Put simply the next 20 years will see a 31% increase in the numbers of people who will have dementia across the country. In some areas of Wales the challenge will be greater than others * (Ref Dementia UK) The cost of dealing with dementia will rise in Wales, and the effect of the growth in dementia will be felt across health and social care. We can expect an impact, for example, on areas such as waiting lists for hospitals, for access to intermediate care and importantly on in patient care where people with dementia are kept needlessly on general hospital wards. In social care we will see a higher demand put onto community based services. Community Mental Health Teams and social work teams dealing with older people will see their work increase, there will be higher demand for care home places both in the public and the private sectors, and the costs of providing care at home will increase substantially.
Dementia UK (2007) made it clear that across Wales there would be a 31% increase in the numbers of people with dementia by 2021. Some parts of Wales such as Powys and Ceredigion will see the highest rises with a 44% increase. Conwy, Denbighshire and Gwynedd will experience a 35% increase. Some more urban areas such as Cardiff, Merthyr Tydfil and Caerphilly will see a 28% increase. This raises serious questions around greater increases in many rural areas across Wales, and this will bring other challenges in the commissioning and provision of services in those areas. 
In Wales we are justifiably proud of the communities we have built as we are justifiably proud of the citizen based approach that we have in our public life. We know that the vast majority of people who develop dementia, and the vast majority of people who care for them wish to live for as long as is possible within communities and in the homes of their choice. It is in this context that we must tackle the challenges that dementia brings us now and in the future. We must ensure that people who need treatment get the appropriate treatment, at the right time and in the right place. We must be able to empower individuals by making sure that the right support and services are in place for them, and we must be able to strengthen and gallvanise our communities to help in the fight against dementia.
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In order to do this the National Dementia Action Plan will draw together current policies and strategies and put a series of achievable actions in place so that Wales can meet the challenges of dementia. Actions built on a firm evidence base will enable individuals and communities to develop progressive and innovative ways to help people overcome the difficulties and challenges that dementia brings to individuals and families.
Level one: strengthening individuals

This level primarily concerns direct service provision that seeks to support and

sustain people affected by dementia. This level of action will be delivered in the action plan through information, education, support and care services.  
Level two: strengthening communities

This level of action seeks to develop grassroots and voluntary activity at local level. It now seeks to organise and develop this much further to fully grow and realise the potential of mobilising action at local, area, regional and national level towards defeating dementia. It is at this level that the idea of the dementia supportive community can be developed. (See below)

Level three: improving infrastructure and access to services for all

This level of action intends to improve access to appropriate services for all

who need them. This works for equality of access and positive action to

increase access for those that the current service provision fails to reach. Where this will be centrally to do with health and social service provision (public, private and third sector), it will increasingly concern wider service provision such as leisure, cultural activities, transport, legal services.

In addition to working to increase access, there should be initiatives to increase the choice of service provision for people. Finally, but by no means

least importantly, there needs to be a commitment to increasing the control people affected by dementia have in the service provision that aims to support them to live their lives with dementia. This is essential to ensure the personalization of services to and for the person.
Level four: making structural changes to economic, cultural and environmental conditions
This level of action is the outcome of campaigning, lobbying and policy

work. This concerns awareness raising of the issues, at individual,

public, civic, political and legislative levels. This aims to create actions that will

lead to changes intended to improve the situation for people affected by

dementia. In Wales we need to ensure that we are dementia aware in our existing plans and strategies, and we need to ensure that information, education and awareness of dementia are integrated into our existing plans and strategies. 

This area of action works to enable society to respond to the

challenge of dementia, and ultimately to defeat dementia through eradicating stigma, changing political will and, hopefully, to eventually find a cure.
Levels of action to defeat dementia
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(Diagram adapted from Whitehead and Dahlgren, 1995)
Strengthening communities

A community, people who live in the same area (geographic community) or

people who have something else in common (a community of interest), is

defined by a sense of belonging, trust and reciprocity. It is now established

that social support and good social relationships make an important

contribution to health and well being, it is community life which produces these

benefits. Social support and social relationships help to sustain people with the

emotional and practical resources they need to face the challenges that

dementia brings.

Social support operates at both individual and society levels. Social isolation

and exclusion is known to be associated with increased rates of poor health.

People who get less social and emotional support from others are more likely to

experience less well being, poorer mental and physical health. (World Health

Organisation, 2003, The Social Determinants of Health, 2nd Edition)

The National Dementia Action Plan will work to strengthen communities, creating a key resource for people affected by dementia at local and national level. The objective being that the individual communities within Wales along with the nation as a whole become a dementia supportive community.

What is a dementia supportive community?

A dementia supportive community is a community that has the capacity to

support people affected by Dementia to enjoy the best possible quality of life.

A community that can do this is made possible by the integrated actions of

individuals along with the public, private, third sectors, working with people for

better and appropriate support. An example is the University of Central

Lancashire (UCLan)’s model of community engagement, which is described as

a means of creating a sustainable environment in which communities,

commissioners and services can act in partnership to design, develop and

deliver equitable and appropriate service responses to identified needs1. This is

made possible in the context of supportive public policy, political and public

will.

Key outcomes of working to strengthen communities are that:

· The community articulates the voice of people affected by dementia

· The community is consulted and listened to

· Where services are available, they are accessible and responsive to the

needs of the community they seek to serve.

· People with dementia are included in community activities  and they and their carers are supported by that community

Community Engagement: A model for lasting change, UCLan Centre for

Ethnicity and Health.

Some services are provided by people and their communities themselves, some

by voluntary, public or private sector organisations. The critical factor is that

they work together to do this in a joined up or integrated way which adds value

to each and is tailored to the individual needs of people affected by dementia.

Key features of a dementia supportive community at local or national level

might include:

A learning community – people gain knowledge and skills that equip

them to rise to the challenge of dementia. This will mean 
responding to professional and vocational learning needs but is also about raising awareness and informing and educating an ever increasing

proportion of the public and the widest range of people who populate

communities,  so that hairdressers, taxi drivers, post office counter staff,

receptionists, school children and others will all begin to increasingly

understand how they can help and are more equipped when dementia

affects their family, friends or neighbours.

A research community – one that works together, shares ideas, and

challenges itself in the pursuit of building evidence, knowledge and

understanding of the cause, cure, care and prevention of dementia.

A fair and just community – one that does not discriminate, stigmatise

or exclude people, but promotes and supports their rights.

An active and organised community – one where people are fully

involved and there are a good range of strong local organisations.

 An influential community – one that is consulted and has a strong

voice in the decisions which affect its interests.

A caring community – one that is aware of the needs of all its

members; in which services and support are of good quality and meet

those needs.

A safe community – one where people do not fear – and are protected

from – crime, violence or abuse.

A lasting community – one which is established and likely to sustain

people affected by dementia both now and in the future.

(adapted from Barr, Hashagen and Purcell, Oct 1996)

National Dementia Action Plan – Objectives
In order to effect the levels of action to bring about change, a number of objectives have been formed. Each objective has detailed actions attached to it to effect real change for people with dementia and those who care for them. By strengthening individuals, communities, infrastructure and access to finally making larger structural changes the vision is to transform Wales into a Dementia Supportive Community.
The vision of Wales as a Dementia Supportive Community corresponds to the vision of ‘Fulfilled Lives, Supportive Communities’ (2007) which states:

“Our vision is of social services which are strong, accessible, and accountable, in tune with citizens’ and communities’ needs and promote social inclusion, citizens rights and good outcomes”
Strengthening individuals
Provision of accessible, thorough and good quality information for those with a diagnosis of dementia and those who care for them

We need to do this to ensure that relevant quality information is available to people with dementia and their carers in order to enable and assist in person-centered decision making.

Ensure active carer role & carer support

We need to do this to ensure that carers are acknowledged as key partners in the care of people with dementia, and that they receive the practical and psychological support that they need to enable them to look after their family members, partners or friends, and to enhance their quality of life.
Increase housing options

We need to do this in order to increase appropriate housing, care at home and other housing support options so that people can have a choice of where they live and receive the support they need.
Maximise use of telecare and assistive technology

We need to do this to increase the opportunity for people with dementia and their carers to use Telecare services and other assistive technologies to maintain their independence in the home of their choice for as long as is possible.
Improve dementia care in the home

We need to improve care in the home to ensure that services provided will better meet the needs of people with dementia and those who care for them.

Appropriate End of Life Care

We need to ensure that people can make appropriate choices in their care as they come to the end of their lives. 
Strengthening communities
Increase awareness and understanding.
We need to increase public and professional awareness and understanding of dementia across Wales in order that we develop better informed communities about dementia and the consequences it has.
Improve the skills of the workforce in dementia care and support

We need to develop and maintain an informed, well trained and effective workforce in dementia care and support through improved training and assessment of staff in the private, statutory and voluntary sectors so that the care  and support delivered is of the highest quality wherever it is delivered.
Improve community crisis intervention
We need to prevent inappropriate admissions to hospital where possible by providing community intervention in the home.

Ensure effective joint planning and commissioning 

We have to have and be able to monitor joint commissioning and planning at a local level in order to ensure the most appropriate services and the best access to them for people with dementia and their carers. 
Improving infrastructure and access to services for all

Ensure timely diagnosis

We need to develop and implement excellent quality timely diagnosis through the development of greater capacity in memory services that can diagnose and manage people with dementia
Ensure appropriate use of anti-psychotic medication 

Anti-psychotic medication to be used for people with dementia in accordance with NICE-SCIE guidelines , and inappropriate use reduced.
Ensure appropriate medicines management

We need to better involve and train pharmacists and community dementia care staff in medicines management so that those using medication receive it at the appropriate time
Improve dementia care in the general & community hospital environment and reduce the length of stay
We need to improve the quality of hospital care for people with dementia in hospital settings in order that they receive quality treatment throughout the length of their stay. We also need to ensure that people do not stay in hospital more than is necessary.
Improve Dementia Care in the Mental Health Hospital Setting

We need to improve the quality of hospital care for people with dementia in the Mental Health Hospital setting in order that they receive quality treatment throughout the length of their stay.
Improve Continuing Health Care

We need to ensure that we enhance the quality of life for people who are not able to continue living at home.
Improve access to intermediate care

We need to increase the availability of intermediate care for people with dementia in order to facilitate more effective hospital discharge back into the homes in which they want to live.
Making structural changes to economic, cultural and environmental conditions
Promote Healthy Living Initiatives in Dementia

We need to develop and implement a programme of health promotion across Wales to inform the public around healthy living and dementia in order that knowledge is increased and maintained across time.
Promote dementia research

We need to develop and sustain a strong dementia research community in Wales, involving partnership working between practitioners, people with dementia, carers and researchers, and to establish a culture where there are excellent opportunities to participate in high quality research studies from which the evidence will enhance interventions, service-provision and practice.
Implementing the National Dementia Plan for Wales

We need to do this to ensure that the changes we need to make at both local and national levels are put into place and are monitored and assessed for their impact over time.
RECOMENDATIONS WITHIN THE RESPONSIBILITY OF NHS AND SOCIAL SERVICES
Provision of accessible, thorough and good quality information for those with a diagnosis of dementia and those who care for them

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Improve access to information for people with dementia and their carers, and ensure that information is accessible in a range of languages and through a range of mediums including on-line

Each social service department to be audited on their provision of carers education programmes for carers of people with dementia. 


	Established Voluntary Sector information to be available at all memory clinics, primary and secondary care sites. 

All memory clinics and community memory services will provide other related information leaflets/ relevant documents in view of the diagnosis of dementia e.g. council tax exemption forms, how to make a will, lasting Power of Attorney etc.

All local community pharmacies to help raise awareness of dementia, provide information about the condition and available treatments, and sign-post to suitable services and support groups. (In general health promotion role – less mandatory)

Improvement of access of information and support to carers. All local authorities to provide or commission carers information programmes


	2010

2011

2010

2012 – publish reports on audit of this
	


Ensure active carer role & carer support
	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Carers are actively involved in the development of care plans for people with dementia

Carers to be assessed for their needs.

The needs of carers for information, practical support and time-off is addressed and agreed within all assessments and care plans for the people with dementia that they look after
Ensure the carer retains a key role in the supporting and advocating for the person they look after even when that person is in hospital or a care setting, where the carer wishes to do so 

The carer to be given a copy of the care plan for the person for whom they care, and this is updated when reviews occur

Reduce stress and enhance quality of life for family care givers through –

1. Increasing numbers of people who care for people with dementia participating in multi-component carer support programmes

2. Increasing numbers of carers receiving psychological  therapy for depression & anxiety related to care giving

3. Ensuring that care plans for people with dementia living at home include detailed and specific arrangements for emergency & crisis support
	All health & social care staff responsible for development and monitoring of care plans to ensure carer involvement throughout duration of care plan

Ensure they have the right type of support in the caring role.

Carers are given the information, support and training they need to undertake the care for people with dementia without major detriment to their health and well being and that of the person they look after.

The long-term family and other social relationships are recognised, valued and protected by the professionals who have temporary responsibility for the care of a person with dementia. (HRA)

Carers to be fully involved in the evolution of the care plan

Reduce stress for family carers of people with dementia

Improved quality of life for people who care for those with dementia


	2010

2010

2011

2010

2011

2012
	Carers Strategy


Maximise use of telecare and assistive technology

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	1. Memory clinics provide relevant information on Telecare including how to access services

2. Telecare information and access to be provided through dementia advisor role.


	 Enable people with dementia and their carers to make informed choices on whether to use Telecare services

Enable people with dementia & their carers to make informed choices on telecare use


	2010

2011


	Fulfilled Lives, Supportive Communities

Fulfilled Lives, Supportive Communities




Improve dementia care in the home

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Establish and ensure communications between agencies/ teams that will allow access through self referral and primary & secondary care as a gateway to accessing homecare services.

Promote to carers that all commissioned home-care services will ensure their are planned for in advance of the service being delivered. 

Mandatory training in dementia awareness and dementia care  for all staff working with people with dementia in the home

Mandatory training around human rights and adult protection for all staff working with people with dementia
Develop a system for all 22 local health boards to train & enable all home care staff in medication use, handling, storage and record keeping  

Integration of pharmacists into specialist community mental health & older person teams.

All care homes to ensure use of GPs, dentists and other related primary care services for residents
	Increase access to appropriate homecare

Increase access to appropriate service levels for carers

Maintain quality of care in the home

Maintain quality of care in the home

Maintain quality of care in the home

Expansion of specialist team to provide better quality of care

Maintain quality of care in the home


	2011

2012

2013

2013

2014

2014

2011


	NSF for Older People

Care Standards Act

Care Standards Act

Mental Capacity Act




Appropriate End of Life Care

	Action
	Outcome
	Deadline
	Related strategies/policies

	End of Life care to be provided in the environment of choice where possible

End of life care to be integrated into the care pathway

Design & implement standards for dignity for those dying in hospital 


	Ensures that people nearing the end of life can do so in the environment of their choice

Ensures EOL care delivered in a person centered way

Ensures dignity at the end of life
	2010

2010

2011
	WHC (2006) EOL Care – All Wales Care Pathway for the Last Days of Life


Increase Public Awareness of dementia

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Conduct research in order to establish baseline measures of the current levels of awareness, knowledge within the Welsh population.

Develop, through partnership with clinical and health promotion partners, a national dementia awareness campaign aimed at raising awareness and reducing stigma attached to dementia.

Dementia training to be a part of core professional and vocational training on a all courses based in health, social care and housing.

Improve continuing staff education in dementia through mandatory training in registered dementia services across Wales.

Enable access to expert patient and carer programmes 
	Provision of evidence base upon which future public & professional awareness campaigns to be based.

Raise and increase awareness of dementia within Welsh population by 20% by 2013

Raise skills and awareness levels of staff working with people with dementia or in services related to them.

Raise & maintain skills and awareness levels of staff working with people with dementia or in services related to them

People with dementia & carers will contribute to growing awareness & knowledge bases around dementia


	2012

2013

2014

2011

2011
	


Improve the skills of the workforce in dementia care and support
	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Promote the uptake of individual dementia specific units across the generic workforce.

All staff working in CSSIW registered homes to demonstrate that all staff have received training in dementia care and support.

All organisations working in dementia care & support to promote work based assessment of competence in relation to dementia as part of induction, supervision, appraisal and CPD.
	Increase work based skills in dementia care

Enhances quality of care in all registered schemes.

Increase work based skills in dementia care


	2014

2011

2011


	


Abbreviations

CQFW – Credit and Qualifications Framework for Wales (will include QCF)

QCF – Qualifications and Credit Framework (a new framework to come into full operation in 2010) 

CPD – Continuous Professional Development

UAP – Unified Assessment Process

NOS – National Occupational Standards

TNAs – Training Needs Analysis

Improve community crisis intervention
	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Older Adults Mental Health Services to be fully integrated with health & social care (psychology, psychiatry, nursing, social work & occupational therapy)

OAMHS to conduct a service at weekends, minimum 9a.m –5pm to allow extra support to prevent unnecessary end of week / weekend admissions to hospital.

 Provision of Specialist Care Home Advisors for EMI homes to train and support staff to empower them and increase skill and knowledge base.

Establish a 24-hour crisis helpline (at local level)


	Improve appropriate access to relevant support at times of increased need or crisis for those with dementia and their carers/families

Improve appropriate access to relevant support at times of increased need or crisis for those with dementia and their carers/families

Improve appropriate access to relevant support at times of increased need or crisis for those with dementia and their carers/families

Improve appropriate access to relevant support at times of increased need or crisis for those with dementia and their carers/families

	2012

2011

2012

2012


	

	 Increase availability & flexibility of use of respite beds in the community .

Streamline/fast track the process of access to respite beds to reduce unnecessary delay in admission

Pilot a foster care scheme to support carers and patients on a 24 hour basis in their own homes.

Continued provision & expansion of day time facilities to support at times of crisis and to allow shorter hospital admission stays
	Extend availability of appropriate other safe accommodation

Extend availability of appropriate other safe accommodation

Extend availability of appropriate other safe accommodation

Reduce DTOCs
	2011

2011

2012

2012
	


Ensure effective joint planning and commissioning 
	ACTION

LHBs to develop staged proposals for further developing services to meet the projected increase in the dementia population within the boundaries in which they operate

All local authorities & LHB to produce joint 3 yearly Dementia Actions Plans for local implementation using the National Action Plan as a basis

Within Mental Health Services for Older People there is separate acute assessment and treatment Day Hospital provision for people with dementia from that provided to people with late onset severe mental illness

Separate from acute assessment and treatment Day Hospitals, integrated Day Services for rehabilitation/reablement and respite care are available, established in partnership with Local Authority and other partners

Fund a national campaign to raise awareness and promote healthy living in order to combat the growth of Vascular dementia in the population 

Fund a national campaign aimed at reducing growth of dementia through inappropriate lifestyle choices including alcohol and substance misuse

Commission dementia advisors for each unitary authority who will act as a continuous named contact for everyone with a diagnosis of dementia.

Commission evaluation & demonstration work in 2 areas – e.g. peer support and End of Life Care

Increase capacity in care homes to ensure more appropriate admission for younger people with dementia


	OUTCOME

Local plans that will meet the need of the population 

Local Dementia Action Plans

Provision of more relevant services.

Provision of more relevant services

Reduction of year on year growth in vascular dementia through other conditions such as stroke by 20% in 10 years

Reduction of dementias including those such as Korsakoff’s Syndrome

Increase in the number of dementia registered beds. In crease in the number of beds for younger people with dementia (under 65)

Increased capacity for ypwd

Less waiting time


	TARGET DATE

2011

2012

2012

2013
2011

2011

2012

2011
	RELATED STRATEGIES/POLICIES

Designed for Life




Ensure timely diagnosis

	ACTION
	OUTCOME
	TARGET DATE
	REALTED STRATEGIES/POLICIES

	Provide GP surgeries across Wales with guidance on timely dementia diagnosis.

All primary care workers will receive training in recognition of memory problems and dementia – for example, all General Practitioners to attend training in dementia as part of Continued Professional Development (CPD)

Local memory assessment services to offer local general practitioners & primary care staff to      shadow assessment process & subsequent treatment

Increase diagnosis capacity at Memory clinics/memory assessment services so that capacity is developed to diagnose all those referred in a local area within an acceptable time limit as per waiting time target.

Implement a system of self referral to a memory clinic for those who are concerned about their memory

All Trusts to have a defined Old Age service model and clear position as to where dementia care sits within the model.

All Wales dementia care pathway.

Each CMHT & OPMHS to have a single point of access for referrals. 

Future ongoing appointments with the memory clinic and exposure to staff of different      disciplines to meet the changing needs and support as the dementia advances – to include psychological therapy & counseling for the person receiving the diagnosis & their carer.

All patients to have a full CPA assessment and those requiring enhanced CPA highlighted to the CMHT.

 All patients made aware of local Voluntary sector support at time of diagnosis.

Improve knowledge of early recognition for health care professionals on the ‘frontline’. This should include pharmacists

Community and primary care pharmacists to work more closely with GPs and other community services such as memory clinics to improve knowledge, experience and contact with people with dementia. 

People with a diagnosis of dementia to have access to the appropriate anti-dementia drugs

Build requirements for GP to pick up symptoms of dementia in referring to memory services


	Up to date information for GPs

Identification of patient memory problems earlier & offer specialist assessment

Enhanced joint working between primary and secondary care breaking down boundaries.

Training for supporting nursing staff, social workers & occupational therapists  in standard scales to screen for memory problems linked to dementia e.g. MMSE, NPI.

Increase community based options in memory testing

Greater spread of dementia knowledge into community settings.

Standard dementia care pathway for all Trusts in Wales that can be monitored for effectiveness

Simplify entry to services

Greater spread of dementia knowledge into community settings

Speed up entry to appropriate services

Increase support network if desired

Greater spread of dementia knowledge into community settings

Ensure medication appropriate to diagnosed condition

Increase GP capacity & knowledge 
	2010

Ongoing

Ongoing

To commence 2011

To commence 2010

2010

2011

2011

2012

2011

2010

2012

2010

2012
	


Ensure appropriate use of anti-psychotic medication 

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Anti-psychotic medication to be used with people with dementia in accordance with NICE-SCIE guidelines and to reduce inappropriate use, which leads to reduced quality of life for people with dementia

Measure use of ant psychotic medication as per NHS intelligent targets
	 Increased/enhanced quality of life for people with dementia

Measures of proportions of people with diagnosis receiving ant-psychotic medication in the community, care homes & NHS specialist units – those who have received medication for 9 months or more; 3 monthly reviews
	2010

2010


	NICE-SCIE guidelines




Ensure appropriate medicines management
	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Integrate the role of the pharmacist into care pathways for the treatment and management of dementia 

Develop locally enhanced pharmacy based services for dementia support

Ensure medicines management and regular medicines reviews by pharmacists are fully included in individual care plans for people with dementia

LHBs to develop local protocols to ensure appropriate exchange of information on medicines management issues between care sectors. This must be supported by advances in electronic patient information systems.  

Ensure medication concordance is fully included in care plans and as part of the core pathway of care for people with dementia and that the pharmacist is involved

Include the community pharmacy services of  Medicines Use Reviews (MURs) in care plans to monitor patient concordance and to highlight any problems with the therapeutic regime


	Growth of holistic approach to treatment

Assists in keeping people within communities

Fully integrated care planning

Better & more controlled medicine management

Appropriate and well monitored medicine control

Effective medicines monitoring across time.
	2011

2011

2010

2011

2010

2010
	


Improve dementia care in general & community hospital environments

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Each hospital has a named designated lead clinician for improving quality of care for older people 

A lead clinician will take responsibility for monitoring systems – for example patient/carer satisfaction surveys  

One care pathway for the whole of Wales is used in all general hospital wards for management, treatment and care of people with dementia

Audit of use of care pathway  in all general hospitals on an annual basis

Rapid tranquilisation protocol for older people available which advocates minimal sedation and focuses on de-escalation

Administering medication covertly should be minimized. Where all alternatives have been explored & it is felt necessary, there should be a written policy & procedure for prescription & administration

A dedicated hospital old age liaison psychiatry service/team (based in the hospital), including designated roles/sessions from the disciplines of old age psychiatry, mental health nursing, clinical psychology and occupational therapy.

There are clear referral processes, defined response times and outcome measures, which are monitored and reported within the organization to focus on service improvement and development needs

The hospital old age liaison psychiatry service/team has established links with adults of working age liaison services, and shared clinical protocols, e.g. for dual diagnosis, are available

The hospital old age liaison psychiatry team/service provides, with colleagues from mental health services for older people, specialist training & awareness to staff (all disciplines)

Hospital staff are trained to recognise symptoms of dementia, assess patient care needs in order to improve the care delivered to people with dementia and facilitate safe discharge.

All LHBs, local authorities & Trusts have a dedicated safeguarding vulnerable adults service/team which responds to alleged abuse of people with dementia in hospitals and community settings (perpetrated by LHB staff)

Strong clinical leadership is assured through a named person on each LHB Board.

Strong clinical leadership is assured through identified lead clinicians who will provide regular progress reports to the LHB Board.  

Patient and carer satisfaction surveys are undertaken at regular intervals as part of an overall audit programme.

There is opportunity for patients and carers to make suggestions for service improvement


	A designated clinician is available in each GH to take the lead for quality improvement in dementia care

Patient/carer experience is improved

An explicit clinical care pathway for the management and care of people with dementia in the hospital is available to support best practice and is used.

An explicit clinical care pathway for the management and care of people with dementia in the hospital is available to support best practice and is used.

There are clear processes in place for clinical governance and patient safety, with a focus on falls and fractures prevention and responding to challenging behaviour.

There are clear processes in place for clinical governance and patient safety, with a focus on falls and fractures prevention and responding to challenging behaviour.

A hospital old age liaison psychiatry service is available in each hospital to support the treatment and care of people with dementia

Improve in patient care for those with dementia

A hospital old age liaison psychiatry service is available in each hospital to support the treatment and care of people with dementia

Workforce development and up-skilling of staff to improve in patient care

Workforce development and up-skilling of staff to improve in patient care

Protection of vulnerable adults

LHBs ensure there is strong clinical leadership within mental health services for older people, with a focus on quality assurance

LHBs ensure there is strong clinical leadership within mental health services for older people, with a focus on quality assurance

LHBs ensure there is strong clinical leadership within mental health services for older people, with a focus on quality assurance

LHBs ensure there is strong clinical leadership within mental health services for older people, with a focus on quality assurance
	2011

2011

2011

2011

2011

2011

2011

2012

2012

2012

2012

2010

2012

2012

2012

2012
	Designed for Life

NSF for older people

Designed for Life

Designed for Life

Designed for Life

Designed For Life

Designed For Life

Designed for Life

NSF for Older People

Designed for Life

Designed for Life

Designed for Life

Designed for Life

Protection of Vulnerable Adults


Improve Dementia Care in the Mental Health Hospital Setting

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	
	
	
	

	All acute wards participate in programmes such as the Royal College of Psychiatrists Acute In-patient Mental Health Services (AIMS) & Older People accreditation programme and have in place clear standards and audit mechanisms in respect of Fundamentals of Care and for this to be monitored
	Increase in staff knowledge levels

Each service has in place clear specialty standards and audit mechanisms in respect of Fundamentals of Care, in addition to those centrally provided
	Programme to start 2011

2011
	

	LHBs provide sufficient acute assessment and treatment  in-patient beds for their older people populations, and there is a clear plan for meeting increasing population needs.


	Timely assessment & treatment in appropriate setting.
	2011
	Designed for Life

	LHBs ensure that acute assessment and treatment day hospitals and in-patient services are adequately staffed across all required disciplines to assure best practice and offer a range of assessment and treatments including psychological therapies & enablement. 
	All LHBs to audit staff establishments across core disciplines of psychiatry, psychology, occupational therapy and access to other therapies such as speech & language, physiotherapy & dieticians.
	2012
	Designed for Life

	LHBs define, via an Acute Assessment and Treatment Pathway, a maximum length of stay in order to minimize  delayed transfers of care
	There is in place an Acute Assessment and Treatment Pathway for the management and care of people with dementia 

There is in place a process for facilitating timely discharges and escalating delayed transfers of care
	2012
	Designed for Life

	Clinical governance arrangements are in place which involve  all disciplines.

Falls prevention and intervention strategies are in place to reduce falls and associated injuries.

A rolling audit of fractures sustained within the service is maintained to ensure organizational learning and continuous efforts to reduce risk of injury

There is a rapid tranquilisation protocol for older people available which advocates minimal sedation and focuses on de-escalation

Administering medication covertly should be minimized. Where all alternatives have been explored & it is felt necessary, there should be a written policy & procedure for prescription & administration. 

A rolling audit of violent and aggressive incidents is maintained, which identifies patterns of harm. A focus of preventing injury to staff is paramount, and within this audit industrial injuries should be reported and monitored

	There are clear processes in place for clinical governance and patient safety, with a focus on falls and fractures prevention and responding to challenging behaviour.
	2012
	Designed for Life

	Strong clinical leadership is assured through a named person on each LHB Board.

Strong clinical leadership is assured through identified lead clinicians who will provide regular progress reports to the LHB Board.  

Patient and carer satisfaction surveys are undertaken at regular intervals as part of an overall audit programme.

There is opportunity for patients and carers to make suggestions for service improvement

	LHBs ensure there is strong clinical leadership within mental health services for older people, with a focus on quality assurance
	2012
	Designed for Life

NSF for Older People

	Single gender, single room with en-suite provision is available within all wards, with a maximum of day space, therapy space and access to safe enclosed gardens

Separate day space for calming and stimulating is available, together with the availability of High Care (low stimulus) and Multi-sensory environment rooms

Facilities for carers overnight stay are available


	In-patient Mental Health Services for Older People wards are designed to uphold best practice in mental health care and meet the principles of dignity and privacy
	2012
	Designed for Life


Improve Continuing Health Care

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/
POLICIES

	NHS CHC funded community care packages are delivered by specialist care providers 

Community Mental Health Nurses coordinate and monitor the provision of CHC funded care packages, in addition to providing continuing professional support to carers and families

Respite health care several times per week is provided in Integrated Day Services (Health with Local Authority and 3rd Sector partners) to provide breaks from caregiving and sustain carers. Opportunities for assessment and review of treatment and care plans is also provided in this setting

Respite health care is provided in specialist hospital wards for Extended Psychiatric Assessment – to a maximum of 2 weeks in 12 to provide an opportunity for multi-disciplinary re-assessment of behavior and psychiatric symptoms and adjusting treatment plans.

	Wherever possible, and appropriate and if desired, people with advanced dementia receive care at home. This may require the provision of NHS CHC funded care packages, with or without the availability of hospital based respite care


	2011

2011
2011

2011
	Designed for Life

	Within each Community Mental Health Team for Older People there is the availability of a Specialist Liaison Nurse for Care Homes. 

Crisis services, including an on-call Old Age Psychiatrist also provides support to EMI Nursing Homes, in urgent situations

For patients in EMI Nursing Homes who have been assessed as needing admission to acute assessment and treatment wards, admissions are prioritized as above

	NHS CHC funded care, which takes place in specialist EMI Nursing Homes is backed up with specialist in-reach support to sustain placements and prevent admission to acute assessment and treatment wards


	2012

2012

2012
	Designed for Life

	. LHBs develop admission criteria for Extended Psychiatric Assessment care, in addition to processes for when criteria are no longer met

Separate provision is available for patients who have moderate to advanced dementia and associated severely challenging behaviours and who are active/mobile and for patients who have moderate to advanced dementia and associated severe vulnerability/frailty, i.e. segregation in different units – which also separate by gender

 The number of Extended Psychiatric Assessment beds to be provided is 2-3 per 1,000 elderly persons (Royal College of Psychiatrists recommendation)

High quality care should be assured by the provision of the same staffing levels, skill mix and range of disciplines as in acute assessment and treatment wards  
	For patients with moderate to advanced dementia with behavior and psychiatric symptoms that cannot be managed within specialist EMI Nursing Homes, hospital-based Extended Psychiatric Assessment care is available


	2013

2013

2013

2013


	Designed for Life

	
	
	
	

	.All long-term care provision, including NHS Extended Psychiatric Assessment, takes place within purpose-built, ground floor facilities

Single gender, single room with en-suite provision is available within units, with a maximum of day space and access to safe enclosed gardens

 Separate day space for calming and stimulating is available, together with – in Extended Psychiatric Assessment Units, the availability of High Care (low stimulus) and Multi-sensory environment rooms

 Facilities for carers overnight stay are available

 LHBs and Local Authorities should commission new build units to embrace different tiers of care, including EMI residential, EMI Nursing and Psychiatric Extended Assessment, in different units on a ‘hub and spoke’ design. This is with the intention of moving patients with from unit to unit within the same building as their needs change and affording greater continuity in care, rather than changing their placement wholesale and further disorienting them


	Development of appropriate continuing care facilities


	2013
	Designed for Life


Promote Healthy Living Initiatives in Dementia

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	 Implement a national campaign on healthy living and prevention of vascular dementia in Wales.

 Integrate information around dementia in existing healthy living campaigns in Wales including campaigns around alcohol related dementia.

 Develop appropriate educational material on dementia to be delivered in schools and other education based facilities through personal and social education.

 All health trusts in Wales to develop local healthy living initiatives for people with dementia to continue to live well following diagnosis.

Develop and implement a programme of support around healthy living options for carers of people with dementia.
	Reduction of new VaD developed through related illness of 20% 

Greater reach and spread of information around dementia.

Integrated approach to developing a wider range of educational material

Increase quality of life for those living with dementia

Increase quality of life for those who care for people with dementia.


	2014

2011

2012

2013

2012
	


Promote dementia research

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	The dementias to be an explicit research priority for WAG and the NISCHR.

This priority to include prevention, causes, cure and care of the dementias, and to explicitly include social care and housing as well as biomedical research. 
	The dementias to be prioritized in all relevant funding streams under the influence of the WAG.
	2010
	

	WAG to ensure that NHS Wales and social care bodies encourage and facilitate research on dementia in Wales, providing appropriate infrastructure to enable translational and applied research to be carried out efficiently and effectively. 

WAG to encourage HEFCW to ensure that universities in Wales prioritise support for high quality research on the dementias.
	People with dementia and their supporters to have good opportunity to participate in high quality research on the dementias.
	2010
	

	 Strong links to be maintained between researchers in Wales and UK-wide dementia research initiatives, such as DeNDRoN UK, the UK Dementia Summit etc.

	Maintenance of research infrastructure in Wales able to link with and respond to UK wide developments.
	2010
	

	Research in Wales on the dementias to be developed and carried out in partnership with people with dementia and their carers and with practitioners.
	Support for user and carer involvement at every stage of the research process and for research-practice links.
	2010
	


Implementing the National Dementia Plan for Wales
	Action
	Outcome
	Target Date
	Related strategies/policies

	Each LHB area to set a local implementation plan based on targets identified in the National Dementia Plan

Dementia plan implementation boards (DPIB) to be set up in each LHB area

National monitoring board to be established
	Local implementation of targets

DPIB to be established with representation from LHB,  NHS Trusts, Unitary Authorities, carers and third sector representation.

To monitor progress made by each DPIB against targets set in the plan
	April 2011

April 2011

April 2011
	


RECOMENDATIONS WITHIN THE RESPONSIBILITY OF LOCAL AUTHORITY

Provision of accessible, thorough and good quality information for those with a diagnosis of dementia and those who care for them

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Put in place dementia advisors who will act as a continuous named contact for everyone with a diagnosis of dementia – including younger people, those with learning disabilities, and people from BME communities. The dementia advisor will act as a first contact point and provide advice and navigation throughout the period a person has dementia, working with the care co-ordinator

Each local authority to be audited on their provision of carers education programmes for carers of people with dementia. 


	Continuity of support around information for those with a diagnosis – and to assist people with dementia to be able to make decisions about their lives

Improvement of access of information and support to carers. All local authorities to provide or commission carers information programmes


	2011

2011 for 100% provision
	


Ensure active carer role & carer support

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Local authorities to ensure carers have access to planned or emergency breaks. 
Reduce stress and enhance quality of life for family care givers through –

1. Increasing numbers of people who care for people with dementia participating in multi-component carer support programmes

2. Increasing numbers of carers receiving psychological  therapy for depression & anxiety related to care giving

3. Ensuring that care plans for people with dementia living at home include detailed and specific arrangements for emergency & crisis support
	Carers are enabled to maintain their health and wider family life and have protection for their human rights.

Reduce stress for family carers of people with dementia

Improved quality of life for people who care for those with dementia


	2011
2012
	


Maximise use of telecare and assistive technology

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	All local authority delivered  training on Telecare in Wales includes module on dementia
	 All staff involved in the provision of Telecare services  receive training on dementia
	2011


	Fulfilled Lives, Supportive Communities




Improve dementia care in the home

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Unitary authorities to empower 3rd sector providers to establish & maintain befriending based services for people with dementia in every unitary authority in Wales

Reduce social isolation for those with dementia and carers through local provision of peer based support services such as support groups

Promote access to existing advocacy services for people with dementia and their carers within the voluntary and independent sectors

Increase home based respite services , for example, through increased use of Direct Payments

Increase use of ILF & use of direct payments 
	Reduce social isolation

Reduce social isolation

Reduce social isolation

Greater support for people to live at home for longer & improve personalization of care.

Greater support for people to live at home for longer & improve personalization of care.
	2011

2011

2012

2012

2012
	Fulfilled Lives, Supportive Communities.

Fulfilled Lives, Supportive Communities.

Fulfilled Lives, Supportive Communities.




Improve community crisis intervention
	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Increase availability & flexibility of use of respite beds in the community .

 Streamline/fast track the process of access to respite beds to reduce unnecessary delay in admission

Pilot a foster care scheme to support carers and patients on a 24 hour basis in their own homes.


	Extend availability of appropriate other safe accommodation

Extend availability of appropriate other safe accommodation

Extend availability of appropriate other safe accommodation


	
	


Ensure effective joint planning and commissioning 

	ACTION

Commission dementia advisors for each unitary authority who will act as a continuous named contact for everyone with a diagnosis of dementia.

Commission/provide carers education programmes for carers of people with dementia in each unitary authority area.

Develop a housing related care and support learning network for people with dementia and their carers to include housing design

Establish & maintain befriending based services for people with dementia in every unitary authority in Wales
Establish & maintain a range of peer support networks for people with dementia including support groups and dementia cafes in every unitary authority in Wales

All commissioners of Care Homes to ensure that the appropriate need around registration is catered for

Commission evaluation & demonstration work in 2 areas – e.g. peer support and End of Life Care

Increase capacity in care homes to ensure more appropriate admission for younger people with dementia

Speed up variation orders to take a maximum of 5 working days from application to acceptance

Increase year on year capacity for care homes to be able to take all people with dementia


	OUTCOME

Continuity of holistic advice for those with dementia and those who care for them

Ensures provision of information and education to carers in Wales 

Formation and maintenance of a best practice base

Reduction of social isolation for people with dementia and their carers

Reduction of social isolation for people with dementia and their carers

Increase in the number of dementia registered beds. In crease in the number of beds for younger people with dementia (under 65)

Develop knowledge base around services and their effectiveness.

Increased capacity for ypwd

Less waiting time

Increase access into care homes

Increase in the number of dementia registered beds

Yr 1 – 25%

Yr2 – 70%

Yr3 – 100%
	TARGET DATE

2012

2010

2012

2012

2012

2012

2012

2011

2010

2011
	RELATED STRATEGIES/POLICIES




Ensure timely diagnosis

	ACTION
	OUTCOME
	TARGET DATE
	REALTED STRATEGIES/POLICIES

	Implement a system of self referral to a memory clinic for those who are concerned about their memory

All patients made aware of local Voluntary sector support at time of diagnosis.
	Increase community based options in memory testing

Increase support network if desired


	To commence 2010

2010


	


Ensure appropriate use of anti-psychotic medication 

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	 Anti-psychotic medication to be used with people with dementia in accordance with NICE-SCIE guidelines and to reduce inappropriate use, which leads to reduced quality of life for people with dementia


	 Increased/enhanced quality of life for people with dementia


	2010


	NICE-SCIE guidelines




Improve Continuing Health Care

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Respite health care several times per week is provided in Integrated Day Services (Health with Local Authority and 3rd Sector partners) to provide breaks from caregiving and sustain carers. Opportunities for assessment and review of treatment and care plans is also provided in this setting
	
	2011


	


Improve access to intermediate care

	Action
	Outcome
	Target Date
	Related strategies/policies

	Implement risk assessment on discharge for those with a diagnosis of dementia 

Increase capacity in care homes to admit people with dementia on a temporary basis


	To ensure that the individual has an accurate risk assessment that will assist in placing them in the appropriate community environment

To ensure adequate range of housing and support options for those being discharged from hospital
	2011

2011
	


RECOMENDATIONS WITHIN THE RESPONSIBILITY OF AREAS OUTSIDE NHS/ SOCIAL SERVICES AND LAs
Ensure appropriate medicines management

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Explore opportunities for training pharmacists interested in dementia care to undertake appropriate advanced roles in both hospital and community settings 


	Workforce development of pharmacy role to better deliver dementia based services.


	2011


	


Improve Housing supply and design, including housing related support and Home Care Options

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	1. Appraisal (and publication) of housing design and supply, and housing  related support options required and/or available to people with dementia and their carers

2. Provide a tailored information and advice service for people with dementia, their carers, the public in general, and managers & practitioners within Health, Social Care and Housing

3. Develop a housing related care and support Learning & Improvement Network (LIN) for service managers and practitioners working with people with dementia and their carers


	An understanding of current and future resource implications required to provide realistic, achievable, sustainable options that are clear for people with dementia and their carers

Increased choice and access to a greater range of appropriate housing options.  Improved knowledge about housing options and support available to people with dementia and their carers.

Creation of learning and good practice environments that will include :

· Development of benchmarking tools

-    design and implementation of specialised website 

-    training and good practice 

      development through a housing   

      improvement network 

 -    Directory of training and 

      Information resources to be 

      developed and available on the 

       web

  -   benchmarking resources to 

      measure good practice and innovation
	2012

2011

2012
	National Housing Strategy

Supporting People Strategy

‘Fulfilled Lives, Supportive Communities’


Increase Public Awareness of dementia

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Develop a specific public awareness campaign for the public transport sector in Wales to include bus and rail staff


	Assist in the reduction of social isolation and stigma for people with dementia and their carers in the public arena


	2012


	


Improve the skills of the workforce in dementia care and support

	ACTION
	OUTCOME
	TARGET DATE
	RELATED STRATEGIES/POLICIES

	Conduct a skills audit across all agencies in Wales providing dementia care and support in Wales.

Develop a range of accredited learning, including units and qualifications to be placed on CQFW (QCF).

Promote the uptake of individual dementia specific units across the generic workforce.

All staff working in CSSIW registered homes to demonstrate that all staff have received training in dementia care and support.

All organisations working in dementia care & support to promote work based assessment of competence in relation to dementia as part of induction, supervision, appraisal and CPD.

Provision of development opportunities within the dementia workforce to acquire assessor qualifications.

Develop and produce a practice development tool (skills/knowledge set) and make available in Wales.

Audit where/how/if dementia care is embedded within, for example, generic professional training, such as social work, nursing and GP training

To embed dementia awareness training within all induction, ongoing and professional training and qualifications

A range of stakeholders to develop core competencies in dementia

Development of kite marking for dementia training


	Establish base line of skills in staff dealing with dementia across Wales.

Increase work based skills in dementia care

Increase work based skills in dementia care

Enhances quality of care in all registered schemes.

Increase work based skills in dementia care

Increase work based skills in dementia care

Increase work based skills in dementia care

Provides information on which to base future workforce development.

increase work based skills in dementia care at a professional level

Development of competency framework to include attitudes, skills, knowledge & understanding at a range of levels (e.g. porter, cleaner, ward sister) This should flow into professional development

Establish model of excellence


	2012

2014

2014

2011

2011

2012

2012

2012

2012

2012

2012
	


Abbreviations

CQFW – Credit and Qualifications Framework for Wales (will include QCF)

QCF – Qualifications and Credit Framework (a new framework to come into full operation in 2010) 

CPD – Continuous Professional Development

UAP – Unified Assessment Process

NOS – National Occupational Standards

TNAs – Training Needs Analysis
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1 million by 2025





700,000 families





700,000 people now





Numbers of people with late onset dementia by age group
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424k in the community (64%)


244k in care homes (36%)


Proportion in care rises with age
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Proportions of people with dementia across UK
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