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NHS |

Northamptonshire Healthcare
NHS Foundation Trust

* Service based across Northamptonshire
— Northampton
— Wellingborough/Rushden
— Corby/Kettering
— Daventry/Towcester
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Northamptonshire Healthcare
NHS Foundation Trust

Service Lead

Medical staff (Consultant Psychiatrist/Speciality Dr)
CPNs

oT

Support Worker

Psychology — team based Assistant Psychologist — support from
Consultant Neuropsychologist

Admin



Usually, referral in through GP
Is there a history of cognitive change or is it a sudden change?

Need to complete screening bloods prior to referral to rule out
common physical causes of symptoms similar to dementia:

— Full blood count, Electrolytes, Urea and Creatinine, Glucose, Liver Function Test
(TFT), Thyroid Function Test (LFT), B12 and Folate levels, Urine MSU — negative if
previous was positive

Complete cognitive screen
— 6 item cognitive impairment test (6CIT) — very brief (3-4
minutes)

— Mini mental state examination (MMSE) — copyright
withdrawn

— Addenbrookes cognitive examination (ACE-IIl) — more
thorough screen, longer

NHS |

Northamptonshire Healthcare

NHS Foundation Trust
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Northamptonshire Healthcare
NHS Foundation Trust

Discharged I Referral received bx team I .
Referral on to Follow up visit On-going Extended memory assessment
appropriate service. | _ At home or in clinic assessment & service involvement for either:
. nappropriate
D/Cif none needed Results of head scan explained treatment e Cognitive enhancer
Screened by duty worker ) . ) needed o
L Diagnosis explained medication commencement
Prioritised and checked that L . . .
. Medication options discussed and stabilisation
Referral on hold appropriate and complete
referrer contacted . Care plan agreed e Treatment for depression,
and information Incomplete Complete Need for on-going involvement other mental health, or
obtained discussed physical health problems
| Continue with referral affecting accurate & timely
assessment of memory

‘Assessment &

Discussed at weekly team i
tine MDT £ \ Further assessments as required treatment
ECEHNE! €am complete Referral for Post diagnostic
member(s) allocated e MRI/SPECT/CT head scans SRR S
according to individual need e OTand Psychology < Next Steps workshop
! Assessments Living Well with dementia
Initial assessment 1 Cognitive stimulation therapy
On-going mod-

e Holistic assessment of need

Feed back to team meeting

high need not met

. EIS'EOI’V ?f problem.s take(r; ol e Need for any further elsewhere Discharge
e Depression screening and menta
" 2 E assessment discussed (e.g. OT, To OPCMHT
state exam
further scans) and referrals
e Cognitive Screening Assessment R
e Activities of Daily Living assessment - i d Discharge
L]
e Risk assessment fagnosis agreo'e : To primary care, social
e Treatment options discussed
e Collaborative history taken and agreed Low need care or other
e Carer assessment offered o Meesfer 2y erEsing
involvement of MAS/OPCMHT - Referral
Referral to Memory Club
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MAS
complete
diagnosis
process
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Northamptonshire Healthcare

SU & Carer introduced to MSH & booked on to Next Steps workshop

N (direct access to other elements also possible if required). Within the

MSH all areas can link in to each other.

Memory Support Hub (MSH)

Next Steps workshop

<4

Advice Centre*

(consultations/carer courses) eg.

Admiral nursing

1-2-1 support for people living on their own with
dementia (Alz Soc)

Advance Care Planning support

Assistive technology

Banking/legal advice

Befriending referrals

Carers’ assessments

Carer courses:

- iCST workshops

- LivDem for Carers / CrISP (4-5 sessions)
- STaRT

- Supporting change

Care Package & Respite planning
Continence, podiatry, dietician advice
Falls/medicines reconciliation

Life story support (inc. web-based)

N\
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Living well with dementia group (Livbem 10 sessions;

8 people with dementia)

(CST-informed) ‘Memory
Club’* (offered approx. 6 months

post-diagnosis)

Eventually running 3 days a week (6
sessions); 15 people with dementia
and carers attending per session

Peer support group (eg. for
people living on their own with

dementia)

CST group programme (14
sessions; 6-8 people per session)

NHS Foundation Trust
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St Andrew's

HEALTHCARE

St Andrew’s Toolkit
for Care Plan
Co-production

in Dementia

We want people with dementia, and their partners-in-care,
to be actively involved in writing their own care plans.




Introduction

People living with dementia can often find
themselves sidelined. Being in hospital

can also mean that a person could become
Isolated from their support networks.
Needing a period of care in hospital when
also living with dementia can make a person
even more vulnerable to not being heard.

Lowther Jementia Village £ @ x
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Co-production means working
together to do something. It

Is about treating each other
with respect and equal value.
It is also about people with
different experiences and
Ideas coming together to make
things better for everyone.

When someone moves to a care home
or is admitted into hospital, their care
plan states their care and support
needs and outlines how these needs
can be met. Care plans are vital for
the wellbeing of the person, and are
important to everybody.



Co-producing Care Planning with people living with Dementia

-

eScope literature
and generate
themes

~

B iore

eEvaluate current
clinical practice

eInterview staff and
generate themes

-~

eCo-create toolkit
with Programme
Steering Group

eCommunity
consultation

~

N

oTrial toolkit

eCompare clinical
outcomes

eSurvey users

-

eMulti-centre study
to rigorously test
toolkit and
demonstrate its
broader value

~
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St Andrew'’s

Lowther
Dementia Village,
Northampton
* Trial toolkit
* Compare clinical
outcomes
e Survey users
o =/
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What Is In

this toolkit?

The toolkit includes

practice standard

statements,
checklists and tips
for staff

N\

The Practice
Standard Statements

These standards represent how

care plans should be written in
full partnership between me,
as the person who the care
plan is about, and all those
involved in my care.

The Checklists

These list markers of
co-production. They can be
used to demonstrate that the
standards are being met by
my care team. They can also
be used as a self-assessment
or audit tool.

The Tips

These can be used to help
overcome barriers you might
experience when co-producing
my care plan with me and

and my partners-in-care.

Person with dementia

Professional Carer

www.england.nhs.uk
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| am an equal partner
in planning my care.

Y

. The person has been able

The person has been involved in
conversations that focus on what matters
to them, their care values and the things
that make for a good life for them.

Decision specific capacity has been
assessed according to the principles
of the Mental Capacity Act (2005), and
how to involve the person has been
clearly written in their care plan.

to jointly develop their
care plan, and their
views are evidenced.




| am at the heart of
decision making.

| The person and/or their partners-in-care
has been involved in the decision-making

process.

Ways to support the person in decision Ami“‘b

making have been implemented and mﬁ.m

clearly written in their care plan. unless it is assexsed to be
otherwise for that specific

The person's priorities and decision at that time.

preferences have been included.

St Andrew’s
Lowther
Dementia Village,
Northampton

www.stahorg/ dementis > ) o




| have had a conversation about care TiP

planning and | feel ready to start
« Consider what times of day » Consider who is going 10 do

The level of the person’s are better for the person memglmingwnhtm

understanding of their care « Think about the location; person, pick someane who

has been checked try to choose somewhere is most Likely to put them at

that the persen may feel mwmﬂ“"‘:‘:‘;“

The person has been given care planning more relared. Mm.:":“ “%m,
nformation at a time and in a way that « Limit distractions, such as phrtnes

meets their individual needs. background noise fram the +/Ensure the persen hes il

television or music The informiation thoy nbed

a1 the right time for them.

St Andrew’s

Lowther

Dementia Village,
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The language and approach
is understandable to me.

How the person likes to plan and
the language they prefer has been
clearly written in their care plan.

Additional support to help the
person in their care planning
discussions have been put in place.

The time and number of sessions
necessary to enable the person to
discuss their care plan have been
made available.

Information is recorded in a format
and language that is accessible to
the person and partners-in-care.

= The person should be given
all reasonable support to

make and communicate their
own decisions,

= Make care planning enjoyable
so that the activity reinforces
participation.

+ Speak slowly, clearly and in
short simple sentences.

« Avoid offering too many choices
or using open-ended questions.

= Use nonverbal communication
to act out whal you are saying,
such as a gesture for drinking
from a cup.

« Using objects to represent
options may help the person
to make & choice.

» Use visual aids to explain what

you are saying, such as a photo
of where you are going.

« Check the person has all their
essential medical devices.
For example, do they wear 3 ,
hearing aid or need glasses? Do St
they have faise teeth and are Dem,jgﬂﬁ:;:‘:ﬁ]en‘
they wearing them?

« Give the person plenty of
time to answer because their
processing of information might
be slow or they might have
difficulty in finding words.




People significant to me could be
invited to be involved in planning
my care, where appropriate and
acceptable to me.

The partners-in-care are clearly identified.

The level of involvement of the
partners-in-care is clearly documented.

-ﬁnmmm are < |f the person has been assessed There is good communication about the

m itis essential to create as lacking capacity for a specific expectations of the person and their

space for people with dementia to decision at a specific time, any partners-in-care,

express themselves. Others might  decisions that other people

need to step back and pause,and ~ make for them must be made | The care plan clearly captures each

support the person to contribute. in the person’s best interests. -~ person’s view, documents the reasons for

¢ any disagreements and explains why a St Andrew's
« Not every partner-in-care is « If there is disagreement or a certain decision was taken. i

able or wishes to be involved in  confiict of interest, consider an e

care planning with the RErson advocate, such as an Admiral Where involvement of partners-in-care

and the care team, This Mht Nurse or other hoalthcare s not .mpﬁ.lg‘ itis recorded why

change in future, so check in professional, they were not involved.

with them on & regular basis, to support the discussion,

and come back to it with them

if and when they are ready.

0 @ warw stah.org/ demaniia l’: ) j] @
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| am the expert in my own
experience. My knowledae,

and that of my partners-in-care,
is respected and included

The person’s voice must be included
throughout their care plan.

Wherever a partner-in-care has
been involved in the care planning,
their voice is included.,

Co-producing the care plan is beneficial
for all those involved. Bringing different
experiences and ideas together makes
things better for everyone. With
everyone’s voice included, the care s
plan will naturally be more responsive Lowther
1o the needs of the person and be of a Sl
better quality,

St Andrew s
Main Building,
Northampton g
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The steps that we are going to
take together to attain my aims
are clear and achievable

- There are clear goals that reflect

Tl P the person’s wants and needs.
+ The inclusion of long, « Goals can change over There is a plan for how these

mid and short-term time, 0 it is important will be achieved.

time frames can help to to review them.

measure progress along | The goals are measureable, and how

the way. * If 3 goal seems \ someone would know when the goal has

unachievable think about ' been achieved is written in the care plan,

« Make sure it is clear what the underlying need

to the person, their is behind it Consider

partners-in-care and the how it could be met in a
care team, how everyone different way.
will know when the goals

have been mel.

St Andrew’s
Lowther
Dementia Village,

Northampton




We can review my care plan
together at any time.

There is a date set up for the next
formal review,

The process of requesting additional reviews
of the care plan is clearly documented,

allowing the person, their partners-in-care or
the care team to ask for reviews at any point,

+ It can be helpful to agree 2
reviow schedule at the beginning
of the care planning process,

» Wherever possible, the review
dates and review process
should be mutually agreed.

This toolkit is the outcome of
a research programme funded
by a St Andrew's Clinical
Research Fellowship

St Andrew’s
Lowther
Dementia Village,
Northampton
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St Andrew’s Research

HEALTHCARE & Innovation

Part of St Andraw s Hesthcare

St Andrew's Toolkit
for Care Plan
Co-production

in Dementia

Any Questions?

Dr Inga Stewart
research@stah.org
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Who was John?

Above: John with his daughter, Nicci.

= St Andrew's
HEALTHMCAR
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What is John’s Campaign?

* A campaign to change legislation and provide people in care homes
and hospitals with the legal right to a partner-in-care.

~, )
"




Why is John’s Campaign important?

* It helps to support a person’s psychological needs.

* It promotes collaborative working with PiC when planning, delivering
and supporting care.

/ % St Andrew's
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Neuropsychiatry Division,
St Andrew’s Healthcar_e
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What have we achieved?

* Liaison with our patients, PiC’s and clinical teams about thei

experience.
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What have we achieved?
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* Feedback is helping us to identify areas of best practice and opportunities
for development.

* We are changing the culture so that the John’s Campaign philosophy
becomes the norm. % -



What have we achieved?




A guote from a previous partner-in-care

“There was a stark difference in approach between the general hospital where my husband was first diagnosed with
dementia, and [St Andrew’s]. In the first, it felt like carers were regarded with suspicion. Their views and experiences were to
be treated with the proverbial "pinch of salt", if listened to at all, and they were held at arms length and told about care
decisions, not involved in them. It was really hurtful to be side-lined like this. And patronising.

I'm glad to say my experience at St Andrew’s has been completely different. | have been listened to, involved in care
decisions, and treated as a valid Eart of the care team. | really welcomed being invited to contribute. Although | am not a
mental health professional | still know my husband better than anyone else.

This involvement has been as important for me and my weIIbeing as it has been for him. Important for me because | trusted
you with the person who | love most in the world because | could not care for him myself. Giving him up to full-time care
was a big deal. | felt desperately guilty that | could not care for him at home. Your welcomes, openness and friendliness
every time | came to visit made me realise that he was in the best place for him. Thank you for letting me do some things for
him while | was there, like feed him lunch or give him drinks. It felt good to be involved even in a small way. | became part
more of the St Andrews family, and that felt good.

Involving me was important for him because | was able to speak on his behalf when big and small decisions were required,
knowing what he himself was likely to have asked for. | think it also helped slow the effect of dementia.

Thank you for looking after my husband and me with such care, compassion and professionalism. You always saw beyond
the disease and treated him as a person, not a condition, and I am immensely grateful for that. You are all remarkable
people with a remarkable vocation."

j/ g@ St Andrew's
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What next?

e Continue to embed John’s Campaign.
* Seek continued feedback.

* Measure success through compliments and complaints, PREMs and
John’s Campaign survey data.




For more information...

johnscampaign.org.uk

johnscampaign@stah.org
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Northamptonshire
Dementia

Action

Professor Jacqueline Parkes

CHAIR OF THE NORTHAMPTONSHIRE

DEMENTIA ACTION FORUM [NAF]







Dementia

At NDAF, our aim is for Northamptonshire to become a Dementia Friendly Community,
demonstrating our commitment to people living with Dementia. We want to make the
county a more dementia friendly place in which to live and work.We want to raise awareness
about dementia, enhancing the lives of people living with dementia and their carers.

We would love to have more members from public and private sectors, third sector and
voluntary organisations. If you would like to know more about joining, please contact the
Chair at Jacqueline.parkes@northampton.ac.uk or come along to a meeting.
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NDAF PROJECTS
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