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Introduction

The prevention and management of falls is part of the government’s public health strategy.  One of its targets is to reduce the rate of accidents among older people that require medical attention by at least a fifth by the year 2010.  It is also one of the standards of care, together with the prevention and management of osteoporosis included in the National Service Framework for older people.
Multidisciplinary collaboration can reduce the number of falls considerably and the benefits to health and social care are considerable.
This directory aims to identify the role of each individual service connected to the Sunderland Falls Pathway, how it is accessed and what each service provides.  
Ref: Department of Health (2001) ‘National Service Framework for Older people’.  Department of Health.
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Specific Falls Services:
Galleries Day Unit

Aims of the service

The Galleries Day Unit at Washington offers many programmes for patients with Long Term conditions. A variety of services are organised and delivered by Health Care Professionals such as qualified Nurses, Physiotherapists, Exercise Professionals, Community Psychiatric Nurses and Specialist Nurses.

Care delivered

Rehabilitation

A rehabilitation programme is available for people with mobility difficulties following an illness, stroke, accident or fall.  Physiotherapists and nurses assess, plan and deliver a programme of rehabilitation to suit an individual’s needs and level of ability.

Falls Programme

This programme is tailored for people who have fallen and need a further assessment to help prevent future falls.  After the assessment a programme of care is developed.  This may include a rehabilitation programme or one of the falls exercise classes aimed to improve balance and strengthen muscles.  Referrals to other specialist services may also take place to prevent future falls i.e. optician, podiatrist.

Programmes for people living with a Long Term Condition such as Chronic Obstructive Pulmonary Disease

8 week programmes of exercise and education are run at the Galleries, Grindon Lane Primary Care Centre and at Bunnyhill Primary Care Centre for patients with Chronic Obstructive Pulmonary Disease supported by the Respiratory Nurse Specialists.
Support with Mental Health Conditions

There is a weekly Memory Management clinic held by the Mental Health team to diagnose and treat patients suffering from Alzheimer’s disease/ Dementia.
A weekly support group is led by a qualified Community Psychiatric Nurse that promotes positive mental health.
Palliative Care Day Services

Day services to support end stage Chronic Obstructive Pulmonary Disease and Heart Failure patients are co-ordinated by nursing staff.

24- Hour Ambulatory BP measurement
Patients are referred for this procedure and results are sent to the appropriate referrer.
Criteria for referral

Any Health Care Professional can refer to the Day Unit except for the Memory Management Clinic which must be a GP referral to Old Age Psychiatry.  This includes GP, Consultant, Community Matron, District Nurse, Community Psychiatric Nurse, Practice Nurse or Health Visitor.

Some referrals may be made through the Ambulance service, Accident and Emergency staff or other agencies.

Any person over the age of 16 years who is registered with a Sunderland GP may access this service.

Referral pathway

There is a single point of referral:  Galleries Day Unit, Washington Galleries Health Centre.  Open Monday to Friday 8.30am-4.30pm.  Telephone number: 0191 5026810.  Referral forms and falls trigger tools should be faxed to 0191 5026811.  
Rehabilitation/ fall programme

· Once referral is made to the Day Unit, an assessment is carried out by a Health Professional such as a Registered Nurse or Physiotherapist.  From this assessment, an individualised programme of care will be developed.

Falls register
A Falls Register is held here and the data entry clerk will receive all faxes to bring to the attention of the falls co-ordinator for action.

Educational or support session

· Once referral is made to the Day Unit, an appointment is sent to the patient inviting them in for an initial nurse assessment.  Following this assessment nursing staff will agree appropriate treatment with patients and explain how that will be managed. All care is assessed on an individualised basis.

Sunderland Exercise Referral Programme (HELP Team/ Wellness Referral Team)

Aims of the service

· To promote and encourage the integration of exercise and raised physical activity levels into lifestyle patterns.

· To elicit the co-operation of health care professionals in referring to the scheme and to make them aware of the benefits of exercise for certain conditions.

· To provide participants with the knowledge and confidence to become independent exercises upon completion of the programme.

· To network with community based leisure operations to provide maximum opportunities for patients referred to engage in appropriate physical activity.

· To determine the benefits of the scheme as perceived by referring agents as well as patients.

· To market a high quality service and to offer sale, effective and appropriate physical activity to those referred.

Care delivered

This programme is designed to meet the exercise needs of individuals with a variety of health conditions including those with a history of falls.  This potentially includes those who have not yet fallen but may be at risk, and those who are recovering from acute fall- related injuries, such as hip fractures.

The programme operates on a flexible roll on, roll off basis, participants being able to join at any point to begin a 15-week monitored programme.  After an ‘initial consultation’ with a Lifestyle Officer, a personalised activity plan is devised with the patient, tailored to the individual needs, health status and fitness level.

Criteria for referral

Patients may self request, having acquired information from a variety of community sources.  This group are more likely to be physically independent.

Individuals may also be referred from primary, secondary and even tertiary care.  This group are most likely to require some level of assistance in everyday life.

In order to be access this service for falls prevention, patients must have at least one of the following:

· Fear of falling

· Feeling unstable

· History of falls (injuries or non injuries)

· Low bone density and/ or family history of osteoporotic fracture

Patients who also have complex, multiple disability, controlled cardiac and circulatory disease, respiratory disease, joint problems and osteoporosis, impairment in cognition, depression or social isolation will benefit from the exercise programme.

Entry into the system depends on the assessment procedures which include an interview for health assessment and objective tests to measure functional capacity.  Older people vary widely in their degree of frailty and need.  Exercise sessions for the frailest older people will need a higher degree of care, smaller class numbers and closer monitoring than those who are robust.  Physiotherapy- led sessions will be needed by those who require a higher level of personal assistance in their daily life.  Effective assessment of functional capacity is, therefore, the key to determining appropriate placement for exercise.
At any time a referral back to the medical setting may be required i.e. via occupational therapy, general practitioners, district nurse, practice nurse etc.

Exclusion criteria
Those with the following health symptoms or conditions should not be accepted on the programme until such time as their medical advisor acknowledges that their condition permits safe participation.

· Uncontrolled angina, tachycardia >100bpm, acute systemic illness, visual or vestibular disturbances

· Significant drop in BP during exercise

· Unstable or acute heart failure

· Unable to maintain seated upright posture due to neurological deficits

· Recent injuries fall without a medical examination

· Impaired cognition (to the extent of being unable to follow simple movement instructions)

· People who place themselves and others at risk
Referral pathway
Patients are referred as outlined above and a specific exercise programme is designed around their individual needs and functional ability.

For more information regarding this programme the contact details are:

HELP Team Co-Ordinator

Washington Leisure Centre HELP programme
0191 2193422

Crowtree Leisure Centre HELP programme

0191 5532565

Intermediate Care Centre (Farmborough Court)
Aims of the service

· To prevent inappropriate admissions to hospital

· Prevent inappropriate admissions to permanent care

· Promote a timely discharge from hospital

· Maximise the recovery potential for people recovering from trauma and illness

· Promote independence, quality of life and the potential to continue living in the community

Care delivered

2 week period of Re-ablement/ Rehabilitation

The aim of the service is to provide a safe supportive environment during a period of transitionary care and to consider whether further specialist interventions would promote choice, independence and quality of life.

Access to two week placements is via referral from all Health and Social Care Professionals, for those older people who are recovering from illness and/ or trauma.  Admissions can be either from home or from an acute hospital ward.  The older person should require further intervention to promote recovery and/ or be awaiting provision of home care prior to discharge or are awaiting the completion of an assessment for permanent care.  Reablement assistants will promote independent activity throughout.

2-6 week Rehabilitation

The aim of this service is to promote quality of life and promote independent activity in all aspects of daily living skills.

Access to rehabilitation placement is via referral from all Health and Social Care Professionals, for those older people who are recovering from illness and/ or trauma, who have subsequently lost life skills and who require therapeutic interventions to maximise their independence.  The older person will together with therapists plan person centred goals and  undertake a therapy programme aimed at maximising their independence and promoting their ability to continue to live within the community for as long as possible.

2-4 week Dementia care/ Rehabilitation

The aim of this service is to enable older people with dementia to continue to live at home as independently as possible.  The focus will be rehabilitation, recovery, supporting well-being and identifying care needs.

Access to dementia care element of the service is via referral from all Health and Social Care Professionals.  This element of the service is aimed at those older people who have features of dementia, who require support with mental well being and/ or practical support to enable them to live within the community as independently as possible.

48 hour beds

Access to 48 beds is via the 24/7 Rapid Response and Urgent Care Teams, for those older people who require support and nursing intervention over a period of 48 hours to effect recovery from an acute episode of illness or a fall.   
Criteria for referral

The older person should be:

· Age 65+

· Resident in Sunderland

· Medically stable

· In agreement with an admission to Farmborough Court

· Consulted together with their families and carers regarding their care needs

· Assessed by all relevant professionals in order to determine their needs within Farmborough Court and outcomes in associated to their agreed destination.

Referral pathway

· There is a single point of referral/ entry to the service- The Intermediate Care Centre, Farmborough Court, Town End Farm, Sunderland.  Telephone number 0191 5662463 Fax 5536928.  
· Referrals are accepted from all Health and Social Care Professional from within the City including Consultants, nurses and Allied Health Professionals, General Practitioner’s District Nurses, Care Managers, Community Therapists, Community Psychiatric Nurses, Registered Mental Nurses etc.

· Referral is made via the single assessment process- all planned admissions will require an overview assessment; urgent admissions can be made on a dedicated form available from the centre.

· All older persons should be made aware, by the referring person, that an admission to Farmborough Court is of a temporary nature and there is a maximum aggregate of 6 weeks.

Exclusion criteria

· Older people who have an advanced terminal illness

· Older people who have intensive nursing needs

· Older people who present with aggressive or severe behavioural difficulties

· Older people who present with either medical needs, which require investigation or be awaiting psychiatric assessments

Occupational Therapy  (acute)
Aims of service

Occupational therapy provides individual and holistic assessments to make appropriate recommendations to maintain and improve independence, safety and quality of life.
In-patient services aim to ensure that patients who have experienced acute illness or disability undergo assessment of functional abilities.  Recommendations are made to ensure patients are discharged from hospital to the appropriate setting and that individuals can maintain their independence.

Out-patient services aim to support individuals with long term conditions and provide assessment and re-assessment of functional abilities, ensuring quality of life is maintained.

Care delivered

Occupational therapists provide assessment, advice and education with the following areas:

· Functional assessments
· Activities of daily living

· Suitability for assistive equipment

· Mobility and/or transfers

· Dressing and personal care

· Risk Assessment

· Activity analysis

· Wheelchairs

· Home environment assessments

· Cognition and perception

· Pacing and energy conservation advice

· Splinting (Trauma and Orthopaedics and Rheumatology only)

Occupational therapists liaise closely with other professionals and make referrals to other agencies such as social services, housing and other organisations.

Criteria for referral

Inpatients: Must be under the care of a Consultant within City Hospitals Sunderland.
Outpatients: Referral letters can be sent to the Occupational Therapy Department to request an assessment of daily living.  Patients should have a City Hospitals Sunderland Consultant or Sunderland GP.

Some Occupational therapists provide services to specialist areas such as A+E Hand Clinic, 24/7 Rapid Response Team, Rheumatology and Heart Failure Services, where individual referral pathways have been established.

Referral pathway

Inpatients: Usually referred as an inpatient by nursing staff on the ward, to ensure assessment and intervention is completed prior to discharge home.  Assessment will be completed on the hospital ward, in the Occupational Therapy Department or in the patient’s home, if appropriate.
Outpatients: Referrals can be made by City Hospitals Sunderland Consultant, GP’s, Specialist Nurses, Community Matrons and other health professionals; a letter of referral is required.  Patients will be assessed at home or in specialist clinics, as appropriate.
Contact details: 

Occupational Therapy Department
Entrance 8 – Rehabilitation

Chester Wing

City Hospitals Sunderland

Kayll road

Sunderland

SR4 7TP

Tel 0191 5656256 Ext 42412
Occupational Therapy (community)
Aims of service

The Community Occupational Therapy Service aims to support adults and children in accessing essential facilities within their own home in order to achieve personal independence.

Care delivered

Community Occupational Therapy Services undertake an assessment of the individual within their home environment, or an environment in which they receive day time or over night care.

The assessment concentrates on the individual’s needs in relation to managing all daily living activities and may result in support  

· With acquiring specialist equipment

· With acquiring a structural alteration to the home

· With a re-housing application

· Through the provision of advice and guidance for users and carers in order to develop appropriate risk management plans

The service also undertakes assessments of the mobility needs of users where an application is being made for the provision of a Blue Car Badge.

Criteria for referral

Referrals are mainly

· directed through the Adult Services Care Management Teams for users living in the community

· received directly into the service

· accepted directly from the Acute Occupational Therapy Service or Specialist Social Care Teams in relation to service users who are in the hospital discharge process

· accepted directly from Sunderland Housing Group where a referral is being made specifically to support a re-housing request

· received through the Council’s Contact Centre in respect of Blue Car Badge mobility assessment

Referrals will be accepted for a Blue Car Badge mobility assessment where the user does not meet the criteria for the automatic provision of the badge, but does appear to have a significant mobility problem.

Referral pathway

Once a referral is received, contact is made with the individual Service User to arrange an appointment either by phone or by letter.

Once an appointment is made, users are usually seen within their own homes except those who are inpatient at City Hospitals Sunderland.  

It may be necessary as part of the assessment process for the user to be offered an appointment at the Independent Living Centre in order to try equipment.

An individual assessment is undertaken and a plan of care initiated. Further referrals are then made to Community Equipment Services or the Accessible Homes Team in order to access direct service provision. The service will remain involved with a user until such time as any equipment/alterations required have been provided and ensure the appropriateness of the care package before the case is closed.

Some users will be reviewed routinely by the service. For example, all children are reviewed every six to twelve months.

All mobility assessments in relation to the Blue Car Badge scheme are undertaken within the Independent Living Centre and it is not possible to undertake these assessments within the user’s home.

Contact details:

Independent Living Centre

Leechmere Industrial Estate

Claymore Road

Sunderland

SR2 9TS

Telephone: 0191 566 2102

Physiotherapy
Aims of service
To assess all patients referred to the service and initiate appropriate plan of management.  There are services available within the hospital and sometimes delivered in the community.

Care delivered
Physiotherapy treatment in falls is directed at specific problems. This can include looking at muscle strength, posture, balance, mobility and function, provision of walking aids and environmental assessments.

A physiotherapist will assess each person individually to identify any problems that they are experiencing. A treatment plan will then be agreed, and goals can be prioritised which will help to direct treatment.  
Criteria for referral
Referrals can be taken from GP’s, consultants, other health care professionals and ward physiotherapists prior to and/ or following discharge from hospital.

For further details regarding this service you may contact: 
 

Clinical Specialist Physiotherapist


Medical Day Care Unit,



City Hospitals Sunderland


0191 5699704
Community physiotherapists can receive referrals for patients who are unable to travel to attend a hospital appointment from GP’s, consultant colleagues, A+E staff and other physiotherapists.  For further details regarding this service you may contact:



Community Physiotherapist



Monkwearmouth Hospital



0191 5699095 Ext 48222

Referral Pathway

Once the referral is received the patient will be contacted in due course with an appointment.  The patient can then attend the hospital, Medical Day Unit Falls clinic at City Hospitals Sunderland or the Galleries Day Unit Falls Clinic via their own transport or ambulance.  

If patients are attending a physiotherapy department or day hospital for treatment they will only be seen at home by a physiotherapist if they become acutely ill and are referred to the urgent care or 24/7 team.  The 24/7 and Urgent Care team have a physiotherapist available to see acutely ill patients referred to their service in their own home 7 days a week.  They will be seen by the physiotherapist within a couple of days of being assessed by the nurses.

Physiotherapy treatment may include for example muscle strengthening exercises, balance work, gait re-education, pain relief, a home exercise programme, and general advice for the patient and carer.

Podiatry Service
Aims of the service

To provide specialist treatment to patients to help prevent and treat conditions that affects the feet and lower leg.  

Care delivered
The podiatry service is for patients who have complications that have arisen from their medical condition (s) which put their feet or lower leg ‘at risk’ for example:

· Diabetes

· Poor circulation

· Severely deformed feet

· Rheumatoid arthritis

· Neurological conditions

· Nail Surgery Service- for patients who have in- growing or deformed toe nail(s) that need to be removed.

· Biomechanical treatment- to examine the range of movement in the lower limbs and how this could potentially affect the feet

Criteria for referral
Patients who meet any of the following categories listed below, and/ or whose mobility and/ or limb would be compromised can be referred:

· History of foot ulceration or amputation

· Long term use of oral steroid medication that has affected tissue viability

· Use of immuno-suppressant drugs

· Acute bacterial foot or toe infections

· Coronary Heart Disease

· Chronic Obstructive Pulmonary Disease

· Neurological Conditions

· Onychocryptosis (in-growing toe nails)
· Lower limb biomechanical/ developmental problems

· Musculo-skeletal disorders of the lower limb

· Systemic rheumatoid conditions

· Diabetes (presenting with podiatric pathology)

· Peripheral Vascular Disease ( presenting with podiatric pathology)

Referral pathway
Referrals can be received by any health care professionals or via self referral from the patient.  Application forms for GP/ other Health Professionals use are available from:

Podiatry Booked Admissions Department

2nd floor Trust Headquarters

City Hospitals Sunderland NHS Foundation Trust

Kayll Road

Sunderland

SR4 7TP

Telephone number: 0191 5699693 between 9am-12.15pm.

Following above phone call or completed application form, the patient will be sent a letter inviting them to contact the department for an appointment.

Contact for any queries regarding the above: telephone number: 0191 5656256 Ext. 42044.

Exclusion criteria
Those patients who are able to care for their own feet and who have support through a carer/ family to carry out basic foot care such as cutting/ filing of toe nails.
Sunderland Falls Clinic (CHS)

Aims of service
To assess and initiate appropriate management of all patients who present with falls, dizziness, collapse, balance abnormalities, blood pressure problems and heart rate reflexes.

Care delivered
All patients receive a consultation from medical personnel who take a full account of past and current medical history.  From this discussion, a decision is made as to what specific investigations may be required.  

Patients who fall in hospital can also be referred either directly to the consultants with an interest in falls or can be referred to the nurse led falls clinic in which an initial assessment and treatment suggestions are made with potential onward referral.  All in-patient referrals come via the tilt table referral form or the standard trust referral form.

Investigations could be anything from a simple medical check to reach a diagnosis or some of the following tests:

· Head up tilt test
This test involves 4 wires being placed on the patient’s arms and legs, which record the heart rate. A small cuff is also placed around the finger, which measure the blood pressure.  The patient is placed on a mechanical bed, which moves the patient into a standing position.  The test lasts for approximately 20 minutes.  During the test a GTN spray may be administered which detects any tendency to faint.

· Carotid massage
This test also involves 4 wires being placed on the patient’s arms and legs, which record the heart rate.  A small cuff is also placed around the finger, which measures the blood pressure.  The carotid gland is massaged for 5 seconds to assess the body’s response.

· Postural blood pressure measurement
A blood pressure cuff is placed around the patient’s finger.  The patient is asked to rest for 5-10 minutes and then asked to stand up while the blood pressure is observed.

· Autonomic function test
These tests involve assessing various reflexes controlling the blood pressure and heart rate, including breathing in and out, placing the patient’s hand in cold water and standing.

Once a diagnosis is reached, patients can then be referred to any multi-disciplinary service for appropriate management such as physiotherapy, occupational therapy etc.

Criteria for referral
Referrals can be received from a health care professional.  Currently the majority of referrals are received from GPs, Consultant colleagues, Community Matrons, and the Galleries Day Unit.

Referral pathway

The clinic is held at the Medical Day Care Unit, City Hospitals Sunderland.  Telephone number: 0191 5699704.  Clinics run every Tuesday 9.30-12.30pm, Wednesday 1-5pm, Thursday 2-5pm, and Friday 2-5pm.
Once a referral is received, an appointment will be made for patients to attend.  It patients are unable to attend on that day, they are asked to ring the department on the above telephone number at least 48 hours before the appointment.

Patients are advised that if they have on going symptoms such as dizziness or falls after they have been seen in the clinic, that they contact their GP as soon as possible.  The GP will then decide whether a repeat referral is required.
Wheelchair Service (Community)
Aims of service

The Community Wheelchair Service aims to undertake assessment of the needs of users with mobility problems, for whom the provision of a standard wheelchair or accessory to such equipment will not meet their needs.

Care delivered

The Community Wheelchair Service undertakes an assessment of the individual within the clinic assessment rooms within the Independent Living Centre or within their home environment, or an environment in which they receive day time or over night care.

The outcomes of assessment include

· Identification of the mobility and postural needs of the user

· Support in order to acquiring a specialist wheelchair non powered or powered wheelchair

· Support in order to acquire specialist accessories/equipment that meets postural needs of the user, for example pressure care cushions

· The provision of advice and guidance for users and carers in order to develop appropriate risk management plans

· Support in order to access the Wheelchair Voucher Scheme

Criteria for referral

Referrals are mainly

· directed through the Community Nursing Teams and acute and community therapy services where the user has previously received a standard or specialist wheelchair which is no longer meeting their needs

· received from users and informal carers, where the user is already known to the service or has already been provided with a standard chair that has not met the need

· received from formal carers where the user is already known to the service or has already been provided with a standard chair that has not met the need

Referral pathway

Once a referral is received, contact is made with the Individual Service User to arrange an appointment either by phone or by letter.

Once an appointment is made, users are usually seen within the assessment clinic at the Independent Living Centre, but may on occasion be seen within their own home or a normal day time environment.  

An individual assessment is undertaken and a plan of care initiated. Further referrals are then made to Community Equipment Services, the Regional Engineering Service or the DLC, Newcastle in order to access equipment or a specialist further assessment that will ultimately lead to the provision of equipment. The service will remain involved with a user until such time as any equipment required has been provided and ensure the appropriateness of the care package before the case is closed.

Some users will be reviewed routinely by the service. For example, all children are reviewed every six to twelve months.

Contact details:

Independent Living Centre

Leechmere Industrial Estate

Claymore Road

Sunderland

SR2 9TS

Telephone: 0191 566 2102

Supporting Services:

Alzheimer’s Society

Aims of service

The Alzheimer’s society is the leading care and research charity for people with dementia and their carers.  It provides information and education, support for carers and quality day and home care.  It also funds medical and scientific research and campaigns for improved health and social services and greater public understanding of dementia.

Care Delivered

There are 3 main services available:

· Out-Reach Befriending Service- this offers social and emotional support to people primarily in the early stages of dementia through a range of activities, which include home visiting and outreach groups and peer support as well as outings which are either provided on a regular or spontaneous basis.  This service aims to promote and maintain independence as well as increase self confidence and improve well-being, enabling people to continue living in their own homes.  Clients are encouraged to participate in the planning and organising of activities, and are also supported in voicing their opinions and views across a range of issues and situations, which can often be linked to local service provision and developments. For further information please ring 0191 564 0890.
· Carer Support Service- this service is open to carers who are currently caring for a relative or friend as well as those who have been bereaved or whose relative is in residential or nursing care.  Carers can choose to receive individual support and/ or attend one of the following regular groups such as lunch clubs, drop in sessions, carer support groups, or carer support/ craft groups.  For further information please ring 0191 564 0890.
· Day Care Service- available Monday to Friday for people who have dementia, which in turn offers a respite break to their carers.  This service aims to provide either long or short term, flexible commitment to people at varying stages of their dementia, enabling them to maintain their independence, and continue living at home.  A variety of structured organised daily activities are provided in consultation with clients taking into account their individual needs.  Pursuits can include table games, physical exercise, reminiscence, musical activities and frequently organised trips.  For further information please ring 0191 564 0890.
· Memory Café- these meetings take place at The Princess of Wales Centre.  The main aim is to provide a facility for people who have dementia and their carers to meet, along with health and social care practitioners, in order to share and exchange information about various issues relating to living with dementia: and the role of caring for someone who has dementia.  It is specifically helpful to those who are in the early stages of dementia and who may like to know what kind of support and information is available and how to access it.  For further information please ring 0191 5640890
Criteria for referral

Anybody can access this service by either contacting the individual staff named above or by contacting the Sunderland branch:

Alzheimer’s Society

Sunderland Branch

The Princess of Wales Centre

Hylton Road

Sunderland

SR4 9AG

Telephone: 0191 564 0890

Fax: 0191 567 5514

Email: sunderland@alzheimers.org.uk
Referral Pathway

Once contact is made with the service, staff will advise clients accordingly.
Age Concern
Aims of service

To promote the well-being of all older people throughout the City of Sunderland improve their quality of life and help them maintain independence.

Care delivered

Age Concern provides a multitude of services for older people such as information and advice which provides assistance to complete forms, home visiting service, and benefit checks/ advice/ support.

· Friendly faces volunteers who make regular social visits to lonely, isolated people in their own homes, offering company and a friendly chat

· Telephone service- volunteers may a friendly call, on a regular basis to lonely, isolated older people

· Day services (lunch clubs) :

-Situated around Sunderland, Penshaw, Houghton, Hetton and Washington

-Operated Monday to Friday and provides door to door transport

-Two course freshly cooked meal is provided at a reasonable cost

-Available activities such as bingo, raffles, card games, outings etc to provide the opportunity to socialise.

· Day Care Centre at Redwood Grove (Silksworth)

-Referrals are made via Adult Social Services

-Provides full daytime care (9am-5pm, Monday to Friday- excluding Thursdays)

-Available activities are arts and crafts, quizzes, bingo, raffles etc. 
· Day Care Centre at The Mews (Herrington)




-Referrals are made via Adult Social Services




-Provides full day time care (9am-5pm, Monday to Friday)




-Available activities are arts and crafts, quizzes, bingo  

                            and raffles etc.

· Social focus- this project is a peer support group for older people with functional mental health issues e.g. depression or anxiety.  The group operates six days a week, three days at the Bradbury Centre and three days at outreach venues across the city.

· Companionship and community support service- this service is provided by Age Concern Sunderland in association with Sunderland Adult services to provide carers with a few hours break while a companion sits with the cared for person.  Referrals can only be made through a social worker.

· Information and Advice have new funding available from Health, Housing and Adult Services which now means that Age Concern can provide advice on Welfare Rights, Employment, Debt and Housing issues in two geographical locations in Sunderland.  These are the North of the city and St Michael’s ward.  The advice provided is to all age groups living in these areas.

· Good Neighbour Co-ordinator- the aim of this project is to improve communication across generations and communities.  To raise awareness of what a good neighbour can be.  To develop projects at a local/ neighbourhood level to involve all generations in promoting a sense of community.

· Sunderland LINK- the aim of this project is to involve people in improving health and social care service in Sunderland.

· Shopper Bus- this operates City Wide as a door-to –door shopping service to a nearby supermarket.  Contact must be made at least 24 hours in advance to reserve a seat.  There is a driver and escort on the bus to assist on the journey and with the heavy bags.  Telephone number: 0191 2020 720.

· Direct Payments- cash payments are made to an individual to allow them to purchase the care and support they have been assessed as needing by a local authority’s Adult or Children Services (formerly known as Social Services).  They provide people with the opportunity to take more control over the decisions that affect their lives, and the flexibility to receive services which really suit their individual needs and lifestyle, allowing people to live more independently.

· Active Age project- providing a wide range of activities and short courses in centres around the City for example swimming, yoga, tea dances, gentle exercise, language classes, computing, drama and flower arranging.

· Insurance services

· Holidays

· Hospital discharge- based at Sunderland Royal Hospital for people over 65 without the need for a formal care package, to provide practical support in the home for 2/3 days

· Advocacy- for older people living in Sunderland who may need the assistance of an advocate regarding any issues
Criteria for referral

For further details on any of the above services, any patient or health care professional can contact Age Concern and speak to one of the staff.

Age Concern Sunderland

Bradbury Centre

Stockton Road

Sunderland

SR2 7AQ

Telephone number: 0191 514 1131

Fax number: 0191 567 0378

E mail: enquires@acsunderland.org.uk
www.acsunderland.org.uk
Other available contacts:
Age Concern Washington

The Galleries Health Centre

Washington

NE38 3NQ

Telephone number: 0191 416 8608

Age Concern Houghton

Council Offices

The Broadway

Houghton- Le- Spring

DH4 4UJ

Telephone number: 0191 553 4033

Hetton Centre

Welfare Road

Hetton

DH5 9NE

Telephone number: 0191 553 6619
Referral pathway

Once contact is made with Age Concern a member of staff will advise the patient on the available services and discuss the most appropriate way to provide the necessary help and support.

Sunderland Telecare
Aims of the service
Sunderland Telecare provides vulnerable people and carers across Sunderland with ‘touch of a button access’ to year round, 24/7, care and support services from within their own homes; helping people to live in their own home for longer, with increased safety, confidence and independence.
What is Telecare?
Telecare is a name used to describe a range of equipment (such as fall detectors; smoke and CO2 detectors, bogus call devises and property exit sensors, etc.) that can be installed in a persons home and attached to an alarm system which, when activated sends an alarm to a Control Room; the Control Room will then send staff and/ or emergency services as required.
Support Delivered
Mobile response
Our highly trained Mobile Social and Health Care Assistants can be dispatched by the Control Room to a person’s home to provide advice, support and a variety of assistance, such as responding to an emergency situation (e.g. fall), personal care and basic nursing support and reassurance as required.

Additionally, the Sunderland Telecare provides an assessed planned Overnight Care Service, supporting people with complex needs to live at home with the aim of preventing unnecessary admission into hospital.

The Technical Team
Community Support staff are available to demonstrate and install equipment, offer advice and support people to use the equipment in their home.

Criteria for referral
A referral to the Sunderland Telecare Service can be made directly by an individual residing in the Sunderland area; or via a Social or Health Care professional.

People who are assessed by a Social or Health Care professional as needing the service, or who require additional Telecare equipment to enable them to remain living safely and independently at home will have an individual financial assessment to determine how much, if anything, they may need to pay.

People may only have to pay a small weekly charge to cover the monitoring of the Service and the mobile response provided by staff.
The equipment installed by Sunderland Telecare and is fitted and maintained free of charge. 
Referral pathway
Contact Sunderland Telecare on 0191 566 2028 or write to:
Sunderland Telecare

Provider services
Health, Housing and Adult Services

Sunderland City Council

The Broadway

Houghton Le Spring

DH4 4BB

Or e mail telecare@sunderland.gov.uk
Once contact is made information will be provided regarding the Service and a visit arranged to see the person at home to discuss their individual needs.

Sunderland Home Improvement Agency (HIA)

Aims of the service

The aim of Sunderland HIA is to enable those in need of support to maintain their independence in their chosen home for the foreseeable future. This will be achieved by supporting people throughout the repair, adaptation or improvement process, so that individuals are able to remain in their own home in a warm, safe and secure environment.
Care delivered

· The Handypersons service is available to residents over the age of 60 or those who are otherwise vulnerable and unable to carry out work such as decorating, gardening, general DIY and improvement tasks around the home.  The Handypersons service is only available to customers who are unable to complete the work themselves, do not have the finances to pay privately for the work and do not have friends or family living at home who are able to complete the work on their behalf

· Disabled Facilities Grants are available to help people with disabilities to adapt homes to enable them to live more comfortably and independently. The HIA provides the statutory function for processing Disabled Facilities Grants including approving grants and overseeing the adaptation process. The HIA will carry out an environmental assessment in line with the Housing Health and Safety Rating System so that any additional hazards can be identified that may present a risk.
· Housing Assistance for homeowners  
Advice and information on repairing and maintaining properties is available to all homeowners.  Financial assistance in the form of loans or grants may be available (subject to the availability of funding) in some circumstances assessed via a priority based system based on those living in the worst conditions and in greatest need.  The vulnerable are prioritised and financial assistance is used to achieve Decent Homes Standard including the removal of any category 1 hazards that have been identified.

· Energy Efficiency advice is available to anyone within the city and there are often different schemes available to assist with measures such as loft insulation. 
Criteria for referral

· Disabled Facilities Grants
Customers have a need identified by an Occupational Therapist and qualify from a financial perspective ascertained by a test of resources.

· Housing Assistance
Advice and information is available to all homeowners in the city on how to repair and maintain their home.  Homeowners must complete an enquiry form containing information about their financial circumstances and the condition of their property.  An assessment will be made about whether the homeowner is eligible for financial assistance. Even where homeowners are not eligible the HIA can provide practical advice and support to enable the work to be carried out. 
· Handypersons Service

The customer must be over 60 or disabled or otherwise vulnerable, unable to complete the work themselves, there must be no friends or family living at home who are able to complete the work and does not have the finances to pay privately to have the work completed
· Energy Efficiency

Energy Advice is available to all residents of Sunderland and is offered via the HIA. This includes information about the Governments Warm Front Grant 

If the customer is over 60 or in receipt of a qualifying benefit they may be eligible for free loft insulation and cavity wall insulation.

Referral pathway

· Disabled Facilities Grants

Referral into the HIA for a Disabled Facilities Grant can only be made after an Occupational Therapist housing needs assessment has taken place. Please see Occupational Therapy section above

· Housing Assistance
Enquiries can be made directly to the HIA by telephoning the number below or if an agency is referring on behalf of a customer the referral form should be used
· Handypersons Service
Enquires can be made directly to the HIA by telephoning the number below or if an agency is referring on behalf of a customer the referral from should be used.
· Energy Efficiency

 Enquiries can be made directly to the HIA by telephoning the number below or if an agency is referring on behalf of a customer the referral form should be used

Contact details:

Sunderland Home Improvement Agency
Independent Living Centre

Claymere Road

Leechmere Industrial Estate

Sunderland 

SR2 9TS

Tel: 0191 520 5555

Fax: 0191 566 1452

E-mail: hia@sunderland.gov.uk
Community Nursing Groups

Aims of service

The following nursing groups are established to provide effective management of patient care within the community.  Below is a brief outline of each individual group of staff.

Community Matrons

The community matron role was introduced in September 2005 and there are currently 14 Community matrons in Sunderland who are based in one office on the Sunderland Enterprise Park. They work across the whole of the city and are linked with GP practices specific to a geographical cluster area.

Their role is to co-ordinate care and services for people with complex needs, which may reduce admissions to hospital by support at home.  The aim is to keep patients at home rather than going to hospital however if a patient is admitted to hospital, co-ordinated support will take place to enable a speedier discharge.  

They possess advanced clinical assessment skills, extended and supplementary prescribing skills, advanced decision making skills and supportive skills across the patient pathway.

Contact details:

Community Matrons

Unit 30A Business Innovation Centre

Sunderland Enterprise Park

Sunderland

SR5 2TA

Telephone: 0191 516 6314

Urgent Care Team

The Urgent Care Team provides acute care to patients in primary care. The team is a multidisciplinary/multi-professional community based resource for adults registered with a Sunderland General Practitioner to prevent unnecessary admission to hospital. The team are highly skilled in clinical assessment and urgent treatment interventions and work closely with 24/7 Rapid Response Team, Primary care staff, NHS Direct, Prime-care and Ambulance Services to widen patient access to the service.
The team comprises of a team of nurses working over 24 hours, 7 days a week i.e. lead nurse, nurse practitioners, junior practitioners, staff nurses and support workers,

The team provide Acute Care in Primary Care to a range of patients.

The patients the team provide care to are those presenting with the following symptoms:-

· Chest Infections

· Chronic Obstructive Pulmonary Disease

· Abdominal Pain

· This is a broad patient group, the team will not accept patients with

· Constant pain over 4 hours

· Patients who are pregnant

· Patients with a known diagnosis of pancreatitis

· Animal Bites/Human Bites

· Shortness of breath

· Headaches

The Urgent Care Team work from Grindon Lane Primary care Centre and can be contacted directly by mobile phone at any time 07766408661.

The Team clerical support can be contacted during office hours, Monday to Friday at Grindon Lane Primary Care Centre. Tel: 0191 5252300.
24/7 Rapid Response team

This team is a multi-disciplinary community based resource for adults registered with a Sunderland GP to prevent unnecessary admission to and promote early discharge from hospital.  The team comprises of a nurse co-ordinator, team of qualified nurses working over 24 hours 7 days a week, a team of nursing support staff working flexibly 7 days a week, a physiotherapist available 7 days a week, and a social worker and occupational therapist available Monday to Friday.  Patients who are referred to this team usually have suffered a recent trauma, short term self limiting illness such as chest infection, urinary tract infection, constipation, diarrhoea, vomiting; and/or require an assessment of an acute exacerbation of a chronic condition to ensure an effective management plan is commenced.
Contact and referral to the team to facilitate hospital discharge and unplanned care is through the Mobile Number 07818 421576 then follow up by fax to 0191 5252366.
Specialist Nursing Teams
There are various nursing teams available who specialise in the management of patients with various clinical conditions such as diabetes, respiratory problems, cardiovascular complaints, and incontinence.  These staff assess, implement and evaluate patients in the community and ensure they receive the most appropriate care based on evidence based guidelines.
District/ Community Nursing teams
The district nurse service is made up of different groups of staff.  The district nursing sister/ charge nurse is a registered nurse with an additional university specialist qualification in community nursing.  They are responsible for the management of the patient caseload.

In addition, they are the lead of the skill mix team.  The senior staff nurse is a registered nurse with at least 2 years experience in community nursing.  The senior staff nurse will manage the caseload in the absence of the district nursing sister/ charge nurse.  The staff nurse is a registered and more junior nurse who will have a range of nursing skills and knowledge.  The health care assistant is trained in specific procedures and works under the delegation of a registered nurse.
Practice Nurses
Practice nurses are based within GP surgeries and health centres.  Their role is varied and can include general treatment room duties (e.g. dressings, injections and ear care) as well as nurse-led clinics in health promotion (e.g. women’s health, coronary heart disease and child/ travel immunisations) and chronic disease management (e.g. diabetes and asthma care).

Nurse Practitioners

Nurse practitioners are based in some GP surgeries or Health Centres and accept referrals from GPs, social services and other health professionals and voluntary agencies.  Their role involves full clinical examination of patients with undiagnosed problems or illness; initiation of treatment and prescription of medications where necessary; ordering of appropriate investigations and interpretation of results; monitoring and evaluating aspects of treatment/ management of care; referral to other health professionals as required; professional support/ advice and treatment/ management of patients with long term conditions such as asthma or diabetes. 

Patients or their carers can also make appointments direct through their GP surgery; however home visits may be arranged on request if patients are unable to attend given appointments.
Older People’s Mental Health Services 
Services delivered

1.  Community Mental Health Services for Older People                                    

 

Community based district wide service covering population of approx 47,000 older people over four geographical sites, accepting care referrals from both primary and secondary care.
 
Aims of the service are to:
· Provide person centred assessment and treatment to older people with a range of mental health needs in the community.

· Provide nursing assessment and interventions for older people.

· Provide advice and support to carers.

Contact for further Information:
Community Mental Health Team Leader: 0191 5656256 ext: 48282

Community Mental Health Team Secretary: as above
 2.  Grange Day Unit Monkwearmouth Hospital

 

This is a 30 place day hospital service covering Central and North areas of Sunderland for older people with mental health needs (including people under 65 with dementia).  
Referrals are received from the Community Mental Health Team:

The main aim of the day hospital team is to carry out a Multi-Disciplinary assessment in partnership with the patient and their carer/family.  

 
Contact For Further Information:
Telephone Number: 0191 5656256 ext: 49097 or 0191 5699097 / 0191 5160267

 3.  Poplars Day Unit, Cherry Knowle Hospital

 

This is a 30 place day hospital service covering South and West areas of Sunderland for older people with mental health needs (including people under 65 with dementia).  
Referrals are received from the Community Mental Health Team:
The main aim of the day hospital team is to carry out a Multi-Disciplinary assessment in partnership with the patient and their carer/family.  

Contact For Further Information:
Telephone Number: 0191 5656256 ext: 49452 / 43277

4.  Galleries Day Hospital, Washington

 

This service provides memory assessment and follow-up in a clinic setting.

 Contact For Further Information:
Community Mental Health Team Leader: 0191 5656256 ext: 48282

Community Mental Health Team Secretary: as above
5.  Farmborough Court

A 10 bed service for people with dementia based within an intermediate Care Service.

It is registered as a residential service and jointly managed with the City of Sunderland Social Services and PCT under pooled budget arrangements.

It is staffed by the local authority and managed by health care enablers and PAMs.

Outreach/home treatment element of dementia services are undertaken by Registered Mental Health Nurses managed by the mental health Trust

Contact For Further Information:
Farmborough Court

Brentford Avenue

Townend Farm

Sunderland

Telephone Number 0191 5662463
6.   Poplars 4 - Cherry Knowle Hospital

A 28 bed admission assessment ward, with mixed gender specialising in the multi-disciplinary assessment and treatment of “functional” types of mental health needs in older people. 
Referrals are received from five consultant psychiatrists. 

 
Contact For Further Information:
Telephone Number:  0191 5656256 ext: 43382
7.   Hawthorn - Cherry Knowle Hospital

A 23 bed admission assessment ward with mixed gender specialising in the multi-disciplinary assessment and treatment of dementia in older people.  
Referrals are received from five consultant psychiatrists. 

  

Contact For Further Information:
Telephone Number: 0191 5656256 ext: 43243

8.  Sycamore - Cherry Knowle Hospital

 

A 10 bed ward providing multi-disciplinary assessment / treatment for older people with complex and challenging behaviour mental health needs.  

 

 Contact For Further Information:
Telephone Number: 0191 5656256 ext: 43377
9.  Wearmouth View - Monkwearmouth Hospital

 

A 16 bed continuous multi-disciplinary assessment / treatment ward for people with dementia of mixed gender.
Contact For Further Information:
Telephone Number: 0191 5656256 ext: 48243

Other Sunderland Services

11.  Mental Health Liaison Nurse

A whole time equivalent Registered Mental Nurse is located in City Hospitals Sunderland to provide a nursing assessment service to older people with mental health needs within acute hospital in patient services.
12. Younger People with Dementia Team

This consists of a dedicated community mental health nurse, social worker and support worker.
This service offers a service to people under 65 yrs with suspected or diagnosed dementia as a primary illness. 
This also includes dementia associated with Huntington’s Disease, Parkinson’s Disease and Multiple Sclerosis but not alcohol related dementia.
OLDER PEOPLES’ MENTAL HEALTH SERVICES

SUNDERLAND LOCALITY ASSESSMENT PROCEDURES
	MULTI-DISCIPLINARY FALLS ASSESSMENT AND INTERVENTIONS



	Risk Factor
	Interventions

	Assessed by a nurse.
Altered mental state, confusion, sedation, restlessness or disorientation.

Limited vision, hearing, speech.

Environment hazards for falls.

Postural hypotension: drop in systolic blood pressure > 20mm hg or to < 90mm hg on standing.

Assessed by Physiotherapist.

Gait

Balance competence
Muscle strength and joint range of movement
Footwear
Stairs

Fear of Falling / Confidence
Assessed by Occupational Therapists.

Assessed by medical practitioner.

Use of > 4 prescription medications.

Use of any benzodiazepines, antipsychotic and antidepressant or other sedative – hypnotic agents.

Cardiac Status.

Neurological Status.

Risk factors regarding Osteoporosis.

Management
	Complete NTW Falls Risk Assessment Tool

Complete cognitive test, delirium scale.

Consider acute infection, MSU?  Sputum specimen?  Pyrexia?  Implement re-orientation techniques.  Refer to medical practitioner.

Orientate patient to surroundings.  Refer to appropriate specialist service.  Ensure spectacles, hearing aid etc. are fitted and used appropriately.

Complete environmental checklist.  Nurse patient in easily observable area.  

Consider position of bed.

Record lying / sitting and standing BP.  Two readings taken: 1 after rest 5 minutes supine, 2, 1 minute later standing.  Increased observation / assistance when rising from bed / armchair etc.  Elevation of head of bed.  Refer to medical practitioner to consider medication review.

Assess using validated tools such as Tinetti, timed walk test etc.  Assess and provide/ check use of appropriate walking aid if applicable.
Assess using validated tools such as Tinetti, Berg, Functional Reach test etc depending on patients individual need and cognitive ability
Following assessment and evaluation of individual need recommendations and advice may be given on appropriate strengthening and/ or mobilising exercises

Ensure footwear fits and is in good repair.  Advice regarding suitable footwear for the person’s physical ability and problems

Assess ability to ascend/ descend stairs providing advice on technique used as well as hazard reduction
Assess using appropriate tools such as FES-I, Fear of Falling VAS etc depending on patient’s individual need and cognitive ability.  Establish regimes that allow practice of transfer skills etc.  Teach coping strategies e.g. get up off the floor
Assess confidence in ADLs’ in relation to fear of falling.  Environmental risk assessment, advising on environmental alterations.

Review medication

Education about the appropriate use of medication.  Non-pharmacological treatment of sleep problems, e.g. sleep restriction; tapering and discontinuation of medication.

Assessment of cardiovascular status including heart rate and rhythm, postural pulse and blood pressure.  ECG if appropriate, referral to physician for further investigation and management of cardiac problem or referral to Falls Service City Hospitals.

Neurological examination to include Mental State Examination.

Assessment of visual acuity and fields.

Gait / balance / co-ordination, lower limb function including joints, peripheral nerves, muscle power, proprioception, sensation, reflexes.

Referral for assessment of any conditions requiring further investigation or management.

Risk factors related to osteoporosis include: post menopausal/ female/ smoker/ steroid use including high dose inhaled steroids/ thyroxine/ anti epileptic treatment/ past history of low fragility fracture/ low BMI ? T score <-2.5/ falls risk/ Rheumatoid arthritis/ hyperparathyroidisim/ Cushings syndrome/ thyroxticosis/ renal disease/ Irritable Bowel disease
Refer for assessment of any of above conditions requiring further investigation or management.  There is accumulated evidence that positive calcium balance promoted by adequate calcium and vitamin D intake- is beneficial in the prevention of bone loss in older people. Stronger bones should result, and stronger bones should be more resistant to fractures if older people fall.  
Consider bisphosphonates these increase bone mass therefore decrease risk of fractures.

Consider hip protectors.


Sunderland Carers’ Centre

Aims of the service

To provide a confidential information, advice and support service to carers throughout the City of Sunderland (including Houghton-le- Spring, Hetton – le- Hole, Easington Lane and Washington).

A carer is someone who looks after a family member, partner, friend or neighbour who due to illness, disability, frailty or addiction is unable to manage alone.  Carers provide unpaid care and support for example, helping with personal care (washing, bathing, dressing, feeding), medication, cooking, shopping, housework, and giving emotional support.

Carers can be male or female and be of any age, ethnic, religious or racial background.  Carers can be in part time or full time employment.

Many people do not recognise themselves as carers.  They are parents, children, partners, friends or neighbours doing what needs to be done to maintain the quality of life for those they are looking after.  They may not realise that support is available to help them in their caring role.
Care delivered

A carer is someone who looks after a family member, partner, friend or neighbour who due to illness, disability, frailty or addiction is unable to manage alone.

The centre can offer the following:

· Information and advice

· Support and a listening ear

· Support at meetings with health, social services and other agencies

· Support groups where carers can meet others in a similar situation

· Courses on a range of carer-related subjects

· Social activities to provide a break for carers

· Free newsletter every two months

· Complementary therapies

· Opportunities to influence service development

· Support and activities for young carers

Criteria for referral

Anyone can refer directly into the Sunderland Carers’ Centre either by e mail, phone, and fax or by post.  Professionals can contact the centre direct on behalf of the patient with their permission or the patient may do this independently.

Contact details:

Sunderland Carers’ Centre

12 Toward Road

Sunderland

SR1 2QF

Open hours: Monday – Friday 9am-5pm

Telephone: 0191 567 3232 (answer machine is available out of office hours)

Fax: 0191 567 8536

E mail: info@sunderlandcarers.co.uk


www.sunderland.nhs.uk/carers (website)

Referral pathway
Once contact is made with the centre, a member of staff will organise a convenient date and time to arrange to meet the carer.  If the person is not able to attend the centre, a member of staff can arrange a visit at home or other suitable place.  For those who work 9am-5pm, someone will also be able to meet the carer after 5pm.

Independent Sector Services for Older People

Aims of the Service

To provide a range of care services for people whose care needs have been identified through the care assessment process. The key services in this project are Care Homes for older people, home support services and day care services. These services are commissioned by the local authority to provide a specifically identified level of care to meet individual’s needs.  The service may also be commissioned by individuals who fund their own care and make their own private arrangements.
Care Delivered

The independent sector provides a wide variety of services and detailed information can be found on the Social Care Resource Directory - Starting Point, hosted by Health, Housing & Adult Services. This directory gives information about the range of services that are available in Sunderland that can meet different needs." Information about care homes and home care services is also available on the CSCI website which contains Inspection Reports on regulated services.  Contact details are at the end of this section.
There are three main areas of service provision that are covered by this document. They are:

1. Care Homes for Older People

Care Homes provide accommodation together with nursing or personal care and are required to be registered with the Care Quality Commission (CQC).  This organisation is the new Regulator for Health and Social Care and is the merger of three existing organisations, the Commission for Social Care Inspection, the Health Care Commission and the Mental Health Commission.  The Care Quality Commission registers services and carries out Inspections to make sure that services are meeting the required standards and comply with regulations.  There are 58 registered Care Homes for Older People operated by the independent sector in Sunderland, 26 of them provide nursing care.

Care Homes can provide for a range of needs, depending on their registration e.g. they may provide care for people with a physical disability or mental health needs, this is reflected in the categories of registration available on their certificate of registration which is to be on display in the service. 

People who fund their own care can make their own admission arrangement to any of these Homes but for those who are eligible for state-supported funding through their local authority they would have an assessment of their needs carried out along with a financial assessment which will determine what, if any, contribution they are able to make to the cost of care. People who fund their own care can also request an assessment of their needs.
Sunderland Health Housing and Adult Services Directorate also have a role in monitoring Care Homes which provide a service for the Council.

2. Home Care Services

There are a range of services available to support people in their own home and many people organise this privately. However, for those assessed as needing this care by Sunderland Health Housing and Adult Services Directorate, the Council commissions independent sector home care agencies to provide an identified level of service to support people to remain independent in their own homes for as long as possible. These services can include both domestic care and assistance with personal care tasks.

A financial assessment is also carried out determine eligibility.

Where personal care is provided, the organisation must be registered with the Care Quality Commission.  They register services and carry out inspections to ensure that services are meeting the required standards and comply with regulations.  Inspection reports on these services are available on the C.S.C.I website.
Home support workers carry out a range of tasks for people in all areas of Sunderland living in their own home. 

3. Day Care Services

As part of a range of services to support people in their own home, a range of day care services are in place. The Council commissions a range of day care services for older people. These include specialist services for people with Dementia of Mental Health needs.  People can make their own arrangements to attend these services but for those commissioned by Sunderland Health housing and Adult Services a needs assessment and financial assessment is carried out to determine elibility.
Criteria for Referral

The services provided by the independent sector can be subject to private arrangements with individuals with the criteria being that the service is registered to provide the particular type of care required. For those who are looking to fund care with state support a formal needs assessment is carried out by Sunderland Health Housing and Adult Services. This assessment is based on eligibility criteria set out by this service. For those requiring nursing care a joint assessment is carried out with the TPCT who identify the required nursing needs.

Referral Pathway

Referrals should be made to Health, Housing and Adult Services. 
Contact details:

Older People Services
The Council Offices
The Broadway

Houghton Le Spring

DH4 4UJ

Telephone: 0191 5662000

Older People and Physical Disabilities

Dock Street

Monkwearmouth

Sunderland

SR6 0EA

Telephone: 0191 5662000
General queries about services the authority commissions for older people in Sunderland can be brought to the Procurement Team, Health Housing and Adult Services, Leechmere Training Centre, Leechmere Industrial Estate, Carrmere Rd, Grangetown, Sunderland SR2 9TQ
Information about regulated services can be obtained from the Care Quality Care Commission at:
Care Quality Commission
Northeast Regional Office

St Nicholas Building

St Nicholas Street

Newcastle upon Tyne

NE1 1NV

Tel: 0191 233 3300

www.csci.gov.uk
Care Quality Commission Website: www.cqc.org.uk

Information about NHS Funded care is available at NHS Funded Care Team at:
NHS South of Tyne and Wear

South Tyneside PCT

Clarendon House

Windmill Way

Hebburn

NE31 1AT


Patient Advice and Liaison Service (PALS)

Aims of service

NHS South of Tyne and Wear- Patient Advice and Liaison Service are there to help with any issues relating to primary care services.  These include the services provided by GP’s, dentists, pharmacists, opticians, community nursing and specialist palliative care services within Gateshead, South Tyneside and Sunderland.

Care Delivered
The Service provides the following:
· Support and advice should there be concerns about health care

· Information regarding NHS services

· Suggestions or compliments relating to NHS services
· Free, confidential service for patients, relatives or carers

· Liaise with staff and managers, where appropriate to resolve any enquiry and if necessary, refer to specific or national support agencies

Criteria for Referral

Contact details are below:

Free phone: 0800 7312 326

Base:

Pemberton House

Colima Avenue

Sunderland Enterprise Park

Sunderland 

SR5 3XB

E mail: pals@sotw.nhs.uk
Office Hours: Monday –Friday 9am- 5pm



Sit and be Fit: Therapeutic Exercise 


for 
Young and Old, Able and 







Disabled

Aims of the service
· To help maintain and sustain independent living
· To contribute to a reduction in falls
· To aid progression- from ‘seat to feet’ with confidence
· To provide support and encouragement to build self esteem
· To help increase people’s health by encouraging them to become more active
· To promote companionship through exercise
· To improve social well being and quality of life
· To teach people the practice of movement and its importance for daily life
Care Delivered

This service provides therapeutic exercise with music in patient’s own home or as part of a group in Sheltered Accommodation, Day Centres and/ or Community centres etc.

It is designed to promote physical fitness improving stability, co-ordination and stamina.

The programme can be delivered on a 1:1 basis although funding is only available for a maximum of 30 individuals and tends to run for approximately 20 weeks.  The alternative however is group exercise which caters for patients with mixed abilities and is on-going.  The maximum capacity for these groups is 17 people.

The programme promotes independent living and aims to improve and maintain flexibility, stamina, co-ordination, memory, strength, balance and posture.  It progresses from fitness on the seat to standing positions.  The programme contains warm up exercises, cool down approaches, stretching, relaxing, mobility exercises, reminiscence, movement to music and activities using small pieces of equipment such as bean bags, balls, hoops, batons, ribbons and games.

Criteria for referral
This programme is appropriate for older and physically disabled individuals and for those who are new to exercise or have low self esteem and confidence.

It is also suitable for those individuals over 50 that want to improve their level of fitness.

Exclusion criteria

This programme is aimed to encourage people living in the local communities of Sunderland the opportunity to take positive action and to improve health and well being.

It is recommended however that patients do consult their doctor before starting any exercise programme.

Referral pathway

Referrals tend to come from a variety of sources such as health care professionals, medics, Gentoo Housing Group, Older Adult services, Community and Cultural Services, Health, Housing and Adult Services, Care homes, Sunderland Carer’s Centre, Community Wellness Venues, Leisure Centres, and Sunderland/ Washington ‘MIND’ services to name but a few.

However, patients can actually self refer and any member of staff or the public can ring the service direct to actually join one of the many groups accessible across the city.

For those who access the service through Community Wellness Venues, there is a cost of £1.  Other services charge £2.50.

For more details and information please contact:

Lynn Summerside

Office 0191 565 0399

Mobile: 07714 995 073

E  Mail: lynn.summerside@btconnect.com
Web: www.sitnbfit.co.uk
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Project Manager


Community Alarm Service


philip.foster@ssd.sunderland.gov.uk

Sheila Kennedy
Commissioning and Procurement Manager


Adult Services


sheila.kennedy@ssd.sunderland.gov.uk
Gill Lawson
Home Improvement Agency

Independent Living Centre

hia@sunderland.gov.uk
Alison Longbottom
Physiotherapist


Cherry Knowle Hospital


alison.longbottom@stw.nhs.uk
Paula Oakes
Physiotherapist


City Hospitals Sunderland


paula.oakes@chs.northy.nhs.uk
Tracey Rumfitt
Service Lead, Occupational Therapy 

City Hospitals Sunderland


tracey.rumfitt@chs.northy.nhs.uk

Maria Scurfield
Service manager, South of Tyne and Wearside 

                                             Mental Health NHS Trust



maria.Scurfield@stw.nhs.uk
Mary Spearman
Podiatry Manager


City Hospitals Sunderland


mary.spearman@chs.northy.nhs.uk
Lynn Summerside
Sit and Be Fit, Service Lead


Lynn.summerside.btconnect.com

Lisa Hall
Sunderland Carer’s Centre


Toward Road


Telephone: 0191 5673232
Pam Vickers
Unit Manager

Galleries Day Unit


pam.vickers@suntpct.nhs.uk
Gwen White
Patient Advice and Liaison Officer


Sunderland Teaching Primary Care Trust


gwen.wright@sotw.nhs.uk
Elizabeth Wrathmall
Service Lead, Physiotherapy Department


City Hospitals Sunderland


elizabeth.wrathmall@chs.northy.nhs.uk

Karen Wright
Farnborough Court, Sunderland Intermediate 

                                             Care Centre

                                             Karen.Wright@ssd.sunderland.gov.uk
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