FOUNDATION FOR PEOPLE WITH LEARNING DISABILITIES

‘Our Health, Our Care, Our Say’:

Issues to consider for the health of people with learning disabilities

and learning disability services

Section 1: Executive summary

1.
Purpose of this note
1.1
This note has been written to help Primary Care Trusts (PCTs) and their partners as they consider options for the services they manage, in the light of ‘Our Health, Our Care, Our Say’. This note will help them clarify the issues and options relevant to:

· improving the general health of people with learning disabilities

· agreeing suitable organisational ‘homes’ for specialist learning disability services.

1.2
Section 2 of the note outlines issues and challenges to consider; Section 3 suggests some potential ways forward.

1.3
A Department of Health (DH) clarification note on commissioning and delivery of learning disability services at the time of Care Trusts being created continues to be of relevance to the creation of foundation trusts. Readers are encouraged to consult that note, especially the criteria in section 3 (full note attached for ease).

2.
What services are we talking about? 

2.1
In considering commissioning, service delivery and organisational structures, there are two aspects of health care that PCTs need to consider:

· The general health of people with learning disabilities: The evidence is clear (Hatton et al., 2003; Disability Rights Commission, 2006) that this is much worse than that of the general population and that current commissioning of mainstream health services generally fails to address this inequality. The new ‘Public Sector Disability Equality Duty’ within the Disability Discrimination Act 2005 (DDA) will place a legal obligation on PCTs to take action to redress this, from December 2006 onwards when the Public Sector Duty comes into force.

· The provision of specialist learning disability health services: These vary in type and style across the country, as well as in current organisational location. Typically they include community learning disability teams and some in-patient provision; often there are residential or day services too. The expectation in ‘Our Health, Our Care, Our Say’ that PCTs will review the services they commission and provide (para. 7.77 et seq.) offers an opportunity both to ensure that these arrangements are fit for purpose and to take forward service modernisation plans, in collaboration with local authority partners. 

3.
Current structures

3.1
Structures for learning disability health services vary widely across the country: some services are based in PCTs, some in specialist NHS Trusts (learning disability only or combining two or more types of services), and a few in Care Trusts. In some places learning disability health professionals are managed in local authority-led services, using Health Act flexibilities. In some cases strategic health facilitators (whose job is to help health services become more inclusive of people with learning disabilities) are employed by a PCT and other health professionals by an NHS Trust. There is no robust research evidence to show that one type of structure is more effective than another. 

3.2
Wherever they are based, current experience shows that learning disability health professionals need to create and sustain effective working relationships with:

· PCT and local authority commissioners

· primary care

· other mainstream health services

· social workers/care managers

· social care services

· and specialist services such as mental health.

3.3
Creating or sustaining the commissioning, service delivery and organisational arrangements that enable these complex relationships to be maintained and developed is an important challenge.

4.
Recommendations

4.1
In relation to the general health of people with learning disabilities, our advice to PCTs would be to retain (or appoint) strategic health facilitators to support their public health functions and their commissioning of mainstream health services. This role is designed to support primary and secondary care services to become more competent and confident at supporting people with learning disabilities, thus helping to fulfil the new public sector disability equality duty.

4.2
In relation to the organisational arrangements for specialist learning disability services, there is no robust research evidence to show that one structure or ‘home’ is more successful than others at delivering high quality. It is therefore not appropriate to recommend one ‘solution’. However, consideration of:

· the roles of different elements of services

· the relationships needed with other organisations and services


does suggest that some options will help and others hinder. In particular, it will be really important to sustain and develop links with primary care as the current changes in the NHS are worked through. Advice is offered to support local discussion with key stakeholders (including people with learning disabilities and families as well as staff and partner agencies), as required by ‘Our Health, Our Care, Our Say’.

Section 2: Challenges, questions and advice

1.
The general health of people with learning disabilities

The challenges

1.1
That:

· the health of people with learning disabilities is much worse than that of the population as a whole

· evidence, such as from the Disability Rights Commission (DRC) Formal Investigation into Health Inequalities (DRC, 2006), shows that this is at least partly because the NHS fails to commission and deliver good quality general health services that work for people with learning disabilities

· the new Disability Discrimination Act (DDA) 2005 Public Sector Duty will require the NHS to change this situation from December 2006 onwards

· in a Written Ministerial Statement on 6.11.06 Ivan Lewis said that PCTs “..should ensure they have sufficient skilled learning disability commissioning capacity”. 

Desired outcome

1.2
That the health of people with learning disabilities improves as a direct result of PCTs having the skills and knowledge to commission mainstream and specialist health services that are evidence based and inclusive of people with learning disabilities.

Background, evidence and ideas

1.3
There is significant evidence that the general health of people with learning disabilities is worse than the rest of the population and that people with learning disabilities experience poor access to general health services (Hatton et al., 2003; DRC, 2006). The Ministerial review of progress since publication of the White Paper ‘Valuing People’ (2001) showed that health and health care remained an area of significant concern to people across the country (Greig, 2005).

1.4
Current policy addresses these issues via:

· DDA requirements for health services (like other service providers) to make ‘reasonable adjustments’ to ensure that disabled people have fair access

· ‘Valuing People’ (2001), which set out plans for specific developments to address health inequalities:

· health facilitators: to help health services become more inclusive, and to support people with learning disabilities to obtain health action plans

· health action plans: to ensure that health needs of individuals are identified and action taken on them

· changing roles for health professionals in community learning disability teams, to focus more on educating and supporting mainstream health services

· ‘Our Health, Our Care, Our Say’ stated that the Department of Health would bring forward the commitment to consider health checks for people with learning disabilities.

1.5
Experience shows that a major reason for mainstream health services failing people with learning disabilities is the current limited knowledge and understanding of learning disabilities within PCT commissioning and primary care development. This is partly because health professionals who specialise in working with people with learning disabilities have been isolated in specialist services and disconnected from mainstream health services and the PCT. Vital information about the health of people with learning disabilities and the performance of general health services has thus not got through to those commissioning and developing primary and acute care.

1.6
There is some evidence from projects such as ‘Valuing Health For All’ (Giraud-Saunders et al., 2003) and from early experience with health facilitation (see para. 1.8 below) that this problem can be overcome by health facilitators and other learning disability health professionals being based in PCTs. This comes about through work both with practices and with the corporate PCT. Whilst structures can never be the whole answer, staff based within a PCT may have natural access to the Professional Executive Committee, National Service Framework implementation groups, and clinical governance and workforce development forums. They are well placed to influence the development of primary care, practice based commissioning and other key initiatives.

Questions to ask

1.7.
As they review and develop their commissioning role, PCTs will wish to ensure that they address the following questions:

· how will the PCT best secure advice on the health needs of people with learning disabilities and the adjustments that may be required in mainstream health services to meet those needs, to help shape local delivery plans?

· how will the PCT best secure the knowledge and skills to ensure that their mainstream commissioning responsibilities (e.g. delivery of the Cancer Plan and the National Service Frameworks) are fulfilled in a way that is inclusive of people with learning disabilities?

· how will the PCT best secure health facilitation expertise to work with practices and other health services, to support them to serve people with learning disabilities well?

· how will the PCT best secure advice on their commissioning responsibilities for specialist learning disability services, whether commissioned directly or delegated via a S.31 agreement with the local authority?

Our advice  

1.8
There may be a number of ways to achieve positive answers to these questions: for example, through service level agreements with provider organisations to support the commissioning process. However, our advice based on several years’ work in this field is that the best option will be for the PCT to secure appropriate expertise and advice by retaining (or appointing where they have not yet done so) strategic health facilitators within the PCT. The roles of these posts typically include:

· to work with PCTs to ensure that they take account of the health needs of people with learning disabilities in their public health, commissioning and performance management functions. For example: ensuring that everyone with a learning disability is registered with a GP; monitoring the health status of people with learning disabilities relative to the general population; ensuring that people with learning disabilities are included in delivery plans for National Service Frameworks; auditing access to health services

· to work with primary care and other mainstream health services to help them to serve people with learning disabilities well. For example: supporting practices to use appropriate clinical coding and establish registers; offering training; collaborating with Patient Advice and Liaison Services and Patient Forums.

These posts have proven most successful where they have been at a senior level, reflecting the expertise and influence required.

2.
The provision of specialist learning disability health services


The challenge

2.1
That:

· specialist learning disability services are organised in a way that promotes their links with other relevant aspects of service delivery rather than further encourages the historical isolation that has characterised many such services

· PCT reviews of the services commissioned are used as an opportunity to address both organisational arrangements and service designs that are out of line with those expected from the White Paper ‘Valuing People’ (2001).

Desired outcome

2.2
That evidence based specialist learning disability health services are commissioned and delivered as part of the multi-agency network of community supports led by the Learning Disability Partnership Board.
Background, evidence and ideas

2.3
As noted earlier, current organisational structures vary. Some PCTs currently host a wide range of specialist learning disability services, some a few and some none. For the future, it may be appropriate to consider a variety of organisational options. Different options may suit different elements of services. Factors to consider will include:

· the roles and functions expected by ‘Valuing People’ and by the Learning Disability Partnership Board and the working relationships that staff will therefore need to sustain

· clinical governance

· impact on future recruitment and retention.

Roles, functions and relationships

2.4
It will be important to try and ensure that the organisational arrangements for different aspects of services will each maximise the potential for that service to do what it is supposed to be doing. This will include consideration of legal frameworks, management of key relationships and expertise/knowledge from senior management to support the delivery of the key outcomes. For example: if a service is essentially the provision of ‘social care’, is it helpful to locate it within the NHS? Conversely, if staff have a core role of helping to improve access to mainstream health care, does locating them within a local authority help them do this?    

2.5
Some key questions to ask in relation to each aspect of specialist service are as follows:

· given the key relationships that must be sustained to deliver the desired outcomes, does a suggested organisational home help or hinder?

· does the organisation proposed and its senior management possess the knowledge, skills and the organisational culture that will give appropriate priority and focus to the services in question and thus enable them to develop and deliver high quality? 

· are there any policy, legal or other considerations that make one arrangement preferable to any other?

· is the service modern and in line with good practice? If not, which organisational home would be best placed to manage the process of modernisation and where should the financial responsibility for pursuing that programme rest?

Clinical governance

2.6
Whatever organisation manages learning disability health services, the clinical governance arrangements need to take account of some specifics:

· the involvement of people with learning disabilities and their families in service development and standard-setting

· the principles of person centred planning and approaches

· the specific training and development needs of learning disability staff

· the joint, person centred working with a variety of partners required to make a reality of ‘Valuing People’

· professional supervision and development, including career paths.

2.7
Consideration of options should thus explicitly consider the questions:

· how will community based learning disability health professionals receive appropriate professional supervision and development?

· how will professional leadership support individual staff and the service?

· will the organisational arrangement proposed have the culture and competence to take forward the ‘Valuing People’ expectations around person centred practice and accountability back to people with learning disabilities and their families?

Recruitment and retention

2.8
Specialist learning disability health services are one of the most difficult areas of the NHS in which to recruit and retain staff. It would be most unwise to pursue options that will make this situation worse. Whilst there is little robust research evidence on this issue, anecdotal evidence from across the country suggests that transferring such services to local authority management may make it harder to recruit scarce health professionals in the future. A small recent survey suggests that some health professionals who have been transferred to local authority management are actively seeking new jobs.
2.9
A review of organisational reconfiguration options in 2000 (Giraud-Saunders and Greig) included a summary of pros and cons based on the opinions of respondents in several studies. Most preferred learning disability health services to be part of community health services or PCTs because of the expectation of improved links with primary and other mainstream health services. These could include, for example, participation in junior staff rotations (a key way of attracting staff in some professions). Other important factors included ‘critical mass’ for specialisation, professional development and research. Some preferred a mental health trust on the grounds of their own specific career paths and the expectation of improved links with mental health services, but the majority of opinion was strongly against this because of both past experiences and future fears about philosophy, culture and public perceptions.

2.10
Consideration of options should thus explicitly ask the question: What would be the impact of the proposed arrangement on recruitment and retention amongst staff groups that are hard to recruit and retain?

Section 3: Options and advice for different aspects of specialist service provision
This section comments briefly on key aspects of roles and relationships and then considers some headline factors in relation to the questions outlined above and a number of organisational options that are likely to be considered. There will obviously be local factors that will place a different emphasis on these considerations, but we suggest that these ideas form a sound starting point for local debate. An important consideration in all areas will be whether the benefits of any change in structure outweigh the inevitable costs of change. 

1.
Community learning disability health professionals

1.1
The range of professions found in community learning disability teams (CLDTs) varies, but usually includes nursing, psychology, occupational therapy, speech and language therapy, physiotherapy and psychiatry. Some teams also include arts therapists and dietitians. In some areas strategic health facilitators are employed within CLDTs – see para. 1.8 in Section 2 for advice on securing this function.

1.2
Roles:

· to provide direct interventions to people with learning disabilities and their families (individually and in groups)

· to support colleagues in mainstream health services to work with people with learning disabilities (for example, through training and co-working)

· to support colleagues in care management and in learning disability services, providing expertise in relation both to individuals and to service development

· to work with partners in other services to promote the inclusion of people with learning disabilities (e.g. housing, jobs, leisure)

· to advise commissioners and the Partnership Board on the health needs of people with learning disabilities in the area

· to advise commissioners and the Partnership Board on service development.


Strong CLDTs are essential to reduce the numbers of people being sent out of area.

1.3
Typically learning disability health professionals and care managers work together to provide the ‘front door’ for local people with learning disabilities, families, and agencies that need advice on working with people with learning disabilities. However, the health professionals need to have their feet firmly planted in the mainstream NHS as well.

1.4
Key working relationships to manage are with: primary and community health services, care managers, learning disability services, other services everyone uses, and commissioners.

	Organisational options
	Roles, functions and relationships
	Clinical governance
	Recruitment and retention

	Retain within PCT
	For:

Supports PCT commissioning function

Logical for strategic health facilitators

Logical link for promoting access to mainstream primary and community health care

Potential to maintain PCT interest in learning disability services

Against:

Risk of learning disability focus being marginal to the interests of the organisation
	How will specific learning disability development and supervision be secured?

How will ‘Valuing People’ culture and competence be promoted?
	

	NHS mental health trust or foundation trust
	For:

Appropriate for psychiatry and possibly psychology services

Against:

Takes learning disability services back to being seen as sub-set of mental health (likely to be unwelcome to people with learning disabilities and families)

Not very appropriate for majority of community staff who have little or no mental health function
	How will specific learning disability development and supervision be secured?

How will ‘Valuing People’ culture and competence be promoted?
	For:

Most positive for psychiatry and psychology

Against:

Could be negative for other professions

	Local authority
	For:

Facilitates community team aspect of work (joint work with care managers)

Part of an organisation that may be more focused on learning disability

Against:

Makes liaison with mainstream NHS much more difficult.

Weakens link with PCT commissioners and their access to expertise around mainstream health knowledge
	For:

Organisation may support ‘Valuing People’ focus

Against:

Risks loss of clinical and associated support
	For:

None

Against:
Serious risk of exacerbating recruitment and retention problems


2.
Specialist teams

2.1
In some areas there are specialist teams operating either alongside the CLDT or as a ‘virtual’ team within the CLDT. Some focus on working with people whose behaviour challenges services or people with mental health problems. Some focus on people with high individual support needs, such as people with multiple physical and sensory disabilities. Usually such teams offer both direct interventions with individuals and expert advice and support to other teams and services.

2.2
Key working relationships to manage are with: CLDT, care managers, learning disability services, specialist health services (such as mental health, sensory impairment services, neurology, etc. depending on the focus of the team).

2.3
Advantages and disadvantages of different options will be similar to those for other community health professionals, but will depend on the focus of the team.

3.
Assessment and treatment services

3.1
Assessment and treatment services, usually focused on people with learning disabilities and mental health problems or behaviour that challenges services, should be working with individuals, their families and support services to prevent crises and maintain people in their usual environments. Sometimes admission to an in-patient setting is required. In-patient facilities may be provided as part of mental health services or separately.

3.2
Assessment and treatment services are often too focused on the provision of beds. In many cases these services are in need of modernisation and change to increase the focus on crisis prevention, intensive support to individuals, and education and support for those providing services day-to-day.

3.3
Key working relationships to manage are with: CLDT, care managers, learning disability services, mental health services.

	Organisational options
	Roles, functions and relationships
	Clinical governance
	Recruitment and retention

	NHS mental health trust or foundation trust
	For:

Emphasises links with mainstream mental health and may assist with access to the full range of services

Against:

Could weaken links with CLDT and other learning disability services

Risk of learning disability focus being marginal to the interests of the organisation
	How will specific learning disability development and supervision be secured?

How will ‘Valuing People’ culture and competence be promoted?
	For:

Likely to be attractive for psychiatry and other staff who choose to specialise in this area of work



	Local authority
	For:
Only if the CLDT is located in the local authority and this service cannot be disentangled from CLDT; possibly access could be arranged to some professionals (e.g. psychiatry) and in-patient facilities hosted by a health service provider

Against:
Could seriously weaken links with mental health services (primary and secondary)

Local authorities are most unlikely to be appropriate hosts for in-patient services
	For:
May support ‘Valuing People’ focus

Against:
Risks loss of clinical support

Unlikely to meet clinical governance requirements
	For:
None

Against:
Serious risk of recruitment and retention problems


4.
Other specialist in-patient services

4.1
Some areas have medium secure services or other very specialist in-patient services, e.g. for the treatment of sex offenders. These are likely to be offering sub-regional, regional or national services.

4.2
Key working relationships to manage are with: CLDTs in the areas from which referrals are made, specialist mental health and forensic services.

	Organisational options
	Roles, functions and relationships
	Clinical governance
	Recruitment and retention

	NHS mental health trust or foundation trust
	For:
Emphasises links with mainstream mental health and may assist with access to the full range of services

Against:
Could weaken links with CLDT and other learning disability services

Risk of learning disability focus being marginal to the interests of the organisation
	How will specific learning disability development and supervision be secured?

How will ‘Valuing People’ culture and competence be promoted?
	For:
Likely to be attractive for psychiatry and other staff who choose to specialise in this area of work



	Local authority
	Against:
Local authorities are most unlikely to be appropriate hosts for specialist in-patient services
	Against:
Unlikely to meet clinical governance requirements
	For:
None

Against:
Serious risk of recruitment and retention problems


5.
Respite services

5.1
In some areas there are still respite services provided by the NHS. In most areas, however, such services have been integrated with those provided by the local authority or the independent sector. Some authorities have used Health Act flexibilities to provide such integrated services; another model is for health expertise from the CLDT to support the respite service provider. Review of commissioning and service delivery, as expected by ‘Our Health, Our Care, Our Say’, provides another opportunity to review the options for services still managed by the NHS and question why these should not be provided from within a local authority framework.

	Organisational options
	Roles, functions and relationships
	Clinical governance
	Recruitment and retention

	NHS trust or foundation trust
	Against:
It may be unwise to move such a service into a foundation trust if the intention is to remodel it
	-
	-

	Local authority
	For:
An obvious choice if the aim is to provide services integrated with those provided by the local authority

Against:
Many local authorities are outsourcing services rather than taking on new ones
	How will appropriate health input be secured to ensure that health needs are met?
	May be less attractive to staff with nursing qualifications, although they should be able to maintain their professional registration

	Private or voluntary sector
	For:
An obvious choice if the aim is to integrate services with those already provided by private or voluntary sector organisations
	How will appropriate health input be secured to ensure that health needs are met?
	May be less attractive to staff with nursing qualifications, although they should be able to maintain their professional registration


6.
Residential care services 

6.1
In some areas there are still people living in NHS in-patient care. The programme for closure of the remaining long stay hospitals is drawing to a close and organisational reconfiguration must not be allowed to distract from this. ‘Our Health, Our Care, Our Say’ sets a target for closure of all NHS ‘campus’ accommodation by the end of the decade. This builds on the requirement in ‘Valuing People’ (2001) to review options for people living in such accommodation, using person centred approaches, and in most areas this has been extended to include other forms of NHS residential services and supported accommodation. ‘Valuing People’ is clear that NHS in-patient care is only appropriate for people who require continuous medical [not nursing] supervision. Review of commissioning and service delivery, as expected by ‘Our Health, Our Care, Our Say’, provides another opportunity to review the options for NHS continuing care services and any social care supported accommodation provided by PCTs.

	Organisational options
	Roles, functions and relationships
	Clinical governance
	Recruitment and retention

	NHS trust or foundation trust
	Against:
It may be unwise to move such services into a foundation trust if the intention is to remodel them
	-
	-

	Local authority
	For:
May make sense if the aim is to integrate services with those already provided by the local authority

Against:
Many local authorities are outsourcing services rather than taking on new ones
	How will appropriate health input be secured to continuing care services to ensure that health needs are met?

How will ‘Valuing People’ culture and competence be promoted?
	Continuing care services in this setting may be less attractive to staff with nursing qualifications, although they should be able to maintain their professional registration

	Private or voluntary sector
	For:
An obvious choice if the aim is to integrate services with those already provided by private or voluntary sector organisations

Against:
Some providers may be unwilling to take on continuing care services
	How will appropriate health input be secured to continuing care services to ensure that health needs are met?

How will ‘Valuing People’ culture and competence be promoted?
	Continuing care services in this setting may be less attractive to staff with nursing qualifications, although they should be able to maintain their professional registration


7.
Day services

7.1
In some areas there are still day services provided by the NHS. In most areas, however, such services have been integrated with those provided by the local authority or the independent sector as part of the day services modernisation strategy. Some authorities have used Health Act flexibilities to provide such integrated services; another model is for health expertise from the CLDT to support the day service providers (and access to jobs, leisure, etc.). Review of commissioning and service delivery, as expected by ‘Our Health, Our Care, Our Say’, provides another opportunity to review the options for services still managed by the NHS. There is little or no argument for the retention of these services within the NHS.

	Organisational options
	Roles, functions and relationships
	Clinical governance
	Recruitment and retention

	NHS trust or foundation trust
	Against:
It may be unwise to move such services into a foundation trust if the intention is to remodel them
	-
	-

	Local authority
	For:
May make sense if the aim is to integrate services with those already provided by the local authority

Against:
Many local authorities are outsourcing services rather than taking on new ones
	How will appropriate health input be secured to ensure that health needs are met?
	-

	Private or voluntary sector
	For:
An obvious choice if the aim is to integrate services with those already provided by private or voluntary sector organisations
	How will appropriate health input be secured to ensure that health needs are met?
	-
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Clarification Note on Learning Disability Care Trusts, or Care Trusts which provide a major contribution to Learning Disability services for a locality

This note should be read in the context of the Care Trust guidance entitled, Care Trust Application, Consultation, Assessment and Establishment Processes, which is also to be found on this website.

The purpose of the note is to:

· Re-state the policy position 

· Clarify the situations and circumstances in which a Care Trust might be appropriate for learning disabilities

· Provide criteria against which any proposal for the inclusion of learning disabilities (LD) within a Care Trust should be judged and assessed.

1.
Policy Position

New arrangements have been put in place to deliver Departmental policy on learning disabilities namely:

· Learning Disability Partnership Boards

· The Valuing People Support Team

· The Learning Disability Task Force

· The National Forum for People with Learning Difficulties and its regional network that will be developed, enabling learning disabled people to take part in policy development and shaping of service provision locally.

Local change is delivered through Learning Disability Partnership Boards. They are supported in this by the Valuing People Support team, who also act as a link between delivery on the ground and national policy development. The Task Force maintain an overview of progress on Valuing People and (along with the Support Team Director) report to the Minister on progress. The National Forum is the key consultative mechanism to include people with learning disabilities in the development of government policy that affects people with learning disabilities. 

The importance of the social model of  disability
 for people with learning disabilities, and the need to harness the opportunities available from direct access to other local authority and community services cannot be underplayed, and may mean that this client group may be best served by the local council taking the lead using Health Act flexibilities. However, there may be circumstances where a Care Trust could be a useful response to the local situation and local partners will want to bear this in mind. 

The White Paper, Valuing People discusses the approaches to partnership which are most likely to improve co-ordination, integration and user and carer involvement.  One of the action points in Valuing People is that Partnership Boards should agree plans for the use of Health Act flexibilities in the updated Joint Investment Plan.   The White Paper also states that the NHS Plan makes clear that the Government expects the partnership flexibilities to be used in all parts of the country.

Nonetheless, it also states at paragraph 9.15 that: “There may be particular local

circumstances which make the creation of a Care Trust an appropriate way to achieve local integration of services”.
2.
Situations Where a Care Trust Might Be Appropriate 

(a)
Commissioning

· A Care Trust involving the commissioning of learning disability services might be appropriate in circumstances where the substantial majority of other health and social care commissioning functions are being incorporated into a Care Trust proposal. This would help to ensure the inclusion of the needs of people with learning disabilities into mainstream health and social care commissioning decisions.

· In such circumstances, it is important that the Partnership Board remains the vehicle for setting and monitoring the local framework for the implementation of Valuing People with the Care Trust  reporting back to the Board on its delivery of the Valuing People priorities. Further information on this is contained in ‘Keys to Partnership’, the Department’s Good Practice Guidance on partnerships in learning disabilities, available on the Department’s web-site.  

(b)
Provision

· A Care Trust concerned with the provision of learning disability health and social care services might be appropriate in circumstances where significant other parts of health and social care provision are being incorporated into a Care Trust proposal and the inclusion of learning disability provision represents the best option for learning disability outcomes. 

· Given the emphasis on building relationships with mainstream services (both in health and social care and beyond) it is difficult to envisage a situation where a learning disability only Care Trust would be appropriate, although there may be  circumstances where such a Trust might be the right solution for the particular local circumstances.  

3.
Criteria
Whether the proposal for a Care Trust is concerned with commissioning or provision and irrespective of the range of other services involved in it, local people and the Secretary of State must be satisfied that the proposal meets the following criteria:

· Learning Disability policy is based around person-centred approaches and the aspiration that learning disabled people are supported in participating as far as possible in mainstream services and public life – as well as the aim of improving the quality and consistency of public services.  Any plans for Care Trusts covering LD must show clearly how the Care Trust will contribute to achieving these aims.
· That those developing Care Trust proposals covering learning disabilities have involved learning disabled people in drawing them up, consulted the Learning Disability Partnership Board fully and involved the Valuing People Support Team from the start.
· That the proposal must show how the Care Trust will support genuine and equal partnership with Local Authorities, Connexions and the other partnerships formed to deliver LD services locally.

· That the LD services being proposed for delivery by the Care Trust are coherent with children’s services locally.

· That the proposal has been worked up following consultation with representatives of people with learning disabilities and family carers

· That all other organisational options have been considered and there is demonstrable evidence of the reasons why the Care Trust has been selected as the option most likely to deliver the outcomes and aspirations outlined in Valuing People

· Agreed details are set down about how relationships will operate between the Care Trust and those responsible for services/resources outside the Care Trust that are central to Valuing People (e.g. housing, education, employment), in such a way as to promote maximum possible access to these resources and opportunities. These arrangements must have the support of the majority of those other parties – both statutory and independent organisations.

· That working practices have been agreed that will ensure that the Care Trust does not exert undue influence on the operation of the Partnership Board as a result of the breadth of its role.

· That if both care management and service provision are to be included in the Care Trust, then mechanisms are demonstrably in place to ensure there will be no undue bias towards ‘in-house’ provision from the care management process.

· That proposals are in place to ensure that people with learning disabilities are included and empowered in the Care Trust’s decision-making processes

· That services which require significant change in the light of Valuing People’s publication are only incorporated into the Care Trust if associated with an agreed plan to address and implement those changes.

· That the volume/turnover of such services  that must change in the future, should not be so great as to make the financial viability of the Care Trust questionable in the event of those services subsequently being closed or transferred to external providers. 
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� The social model of disability recognises that it is society and the way services are organised that creates the main obstacles to disabled people being fully included in society. Thus, the emphasis is on accessing mainstream resources and opportunities in fields such as employment, housing, leisure and education, rather than delivering services primarily through separate, specialist health and social care provision. 
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