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	TERMS AND CONDITIONS FOR THE PROVISION OF MENTAL HEALTH AND LEARNING DISABILITY SERVICES




SCHEDULE 2

THE SERVICES

Part 1: Service Specifications
	Provider



	Cheshire and Wirral Partnership NHS Foundation Trust


	Name of Service



	Learning Disability Community Health Team


	The Service Aims - PURPOSE OF THE PROCUREMENT



	Through the outsourcing of the current Learning Disability Health Team and Service, with the use of supplementary staff by the Provider where necessary, the Service aims to continue and where possible improve the employment, professional management and clinical leadership of the Community LD Team specialist professional NHS health staff services, to facilitate access to best practice training, supervision and performance management support in line with the attached Service Specification for Effective Health Services For People with Learning Disabilities And their Families/Carers In Trafford and Service Description of the Integrated Community LD Team. 

Specifically the LD Health Team are there to help people with learning disabilities to enjoy better health and health care, in ways which open up opportunities for independence and inclusion and to help people with learning disabilities use ordinary health services and gain opportunities for good health by designing, developing and delivering a world class integrated Community LD Team model able to address the personalisation agenda outlined in Putting People First, the Provider shall be responsible for including;:

· Providing specific and responsive care in all settings for people with learning disabilities and their families/carers
· Offering advice and support to other professionals/services and those who provide day-to-day care, as well as direct interventions with people with learning disabilities and their families
· Supporting mainstream practice and serve those with most complex needs
· Promoting safe, person-centred support and evidence-based practice
· Integrating the planning and development of care pathways to promote individualised services closer to home
· Directing people away from institutional responses to crisis and put support around people in community settings 
· Enabling access when needed to medical/nursing/therapy and other health services and professionals
· Investing in training and development for specialist professionals, families and front-line support staff
· Providing a robust community infrastructure that takes a broad view on addressing health needs and the range of health and other factors associated with social exclusion and new alliances/approaches to secure better and more inclusive services
· Fulfilling all legal requirements – MH Act, MCA and DDA, ensuring the voice of individuals and families is heard, and including access to appropriate representation/advocacy.



	Evidential Base – Details of Any Critical Evidence Base for the Service i.e. DH Policy / NICE guidelines with which the Provider shall comply.



	· Valuing People: A new strategy for learning disability for the 21st Century (DH 2001)

· Active for life: Promoting physical activity with people with disabilities (guidelines) (NICE 1999)    
· Good practice guidance on partnership working draft (DH 2002)
· Making change happen: The Government's First Annual Report on Learning Disability (DH 2003)

· A practical guide for disabled people or carers where to find information, services and equipment (2003) (DH 2003)
· Valuing People: Moving forward together - The Government's annual report on learning disability 2004 (DH 2004)
· Survey of adults with learning difficulties in England 2003/4: Final and summary reports (DH 2007)
· Commissioning service close to home: Note of clarification for commissioners and regulation and inspection authorities (DH 2004)
· Rights, independence, choice and inclusion (DH 2004)
· The Government's Annual Reports on Learning Disability (DOH 2005 -2008) 
· Better services for people with an autistic spectrum disorder: A note clarifying current Government policy and describing good practice (DH 2006)
· Good practice in learning disability nursing (DH 2007)
· Good practice guidance on working with parents with a learning disability (DH 2007)
· Independent Mental Capacity Advocate (IMCA) service (DH 2007)
· Services for people with learning disability and challenging behaviour or mental health needs – Mansell Report revised (DH 2007)
· Death by Indifference (MENCAP 2007)

· The joint investigation into learning disability services at Cornwall Partnership NHS Trust (Healthcare Commission/CSCI 2006)
· National audit of services for people with learning difficulties (Healthcare Commission 2007)
· A life like any other? Human rights of adults with learning disabilities (DH 2008)

· Improving work opportunities for people with a learning disability (DH 2008)

· Joint Committee on Human Rights: Human Rights of Adults with Learning Disabilities (HMSO 2008)
· Healthcare For All: Report of the independent inquiry into access to healthcare for people with learning disabilities (DOH 2008)
· Good Practice Guidance on Commissioning Specialist NHS LD Services (DOH 2008)
· Valuing People Now: A New 3 year Strategy and Delivery Plan (DOH 2009)
· Assessment Framework: The commissioning of services and supports for people with learning disabilities and complex needs (CSCI, Healthcare Commission and the Mental Health Act Commission 2009)
· A Better Future: a consultation on a future strategy for adults with autistic spectrum conditions (DOH 2009)


	General Overview 


	The DOH definition of learning disability is for individuals with presentations of:

· Significantly reduced ability to understand new or complex information, to learn new skills/impaired cognitive abilities or intelligence.
· A reduced ability to cope independently (impaired social functioning).
· Starting before adulthood with a lasting effect on development, with no upper age limits.
· Normally the impaired intelligence involving if necessary a formal psychometric assessment resulting in below two standard deviations from the norm for the general population (i.e. below IQ 70) and for this level to be usually associated with accompanying significant social impairments not related to mental health conditions. 

The target group of people with learning disabilities and complex needs will usually be 16 years old (through joint working with Children and Young People’s Service staff) and over, and experience difficulties because of:

· The extent of their intellectual impairment

· Having physical disabilities which severely affect their ability to be independent

· Having sensory disabilities, which severely affect their ability to be independent

· Having a combination of physical and/or sensory disabilities

· Any behaviour that can severely challenge services

· Having a form of autistic spectrum disorder

· Having complex health needs

· Having enduring mental health needs

· Having a forensic offending history

And their needs require health or social care organisations to provide ongoing support and assistance, no matter how this is funded.

The Provider shall:

· Promote good health

· Address ill health

· Deliver healthcare in a fair and equal way

· Personalise each episode of care
· Apply ‘best practice’ and use new technology where benefit to the service, patient or commissioner can be sustained.
· Use its best endeavours to meet its legal requirements

The provider shall address and implement any necessary corrective action in the sole opinion of the Commissioner where there is evidence that performance in delivering good health outcomes for people with learning disabilities has failed and/or concerns raised. The Provider shall apply particular attention to concerns raised about the poor experiences of people with learning disabilities in:
· Mainstream general primary care and acute hospital care 

· Specialist mental health 

· Specialist learning disability services

The Provider shall have due regard to the (DH guidance)  “Valuing People Now” which requires that health services work with people with learning disabilities to help primary care teams fulfil this role, and ensure that people receive a prompt, convenient, and high quality health service and choice. 

The provider shall use its reasonable endeavours to ensure action is taken in line with the recent Healthcare for All report, which noted continuing problems in ensuring ‘reasonable adjustments’ in healthcare services and practices resulting in poorer health outcomes for this vulnerable group of patients. The specific recommendations which are fully supported by the Commissioner and are in line with the NHS Operating Frameworks for 2008/09 and 09/10. The provider shall therefore provide; 
· Support for effective strategic commissioning leadership within the PCT and other commissioned NHS services; and
· Support to ensure all healthcare commissioners develop more appropriate, proactive, ‘reasonably adjusted’ health services for people with learning disabilities, including regular health checks and practical staff/other/support to enable access to NHS services; and
· Monitoring of the Core Standards for Better Health and any specific amendments to ensure services are accessible to people with learning disabilities and Strengthening of inspection and regulation systems at all levels, including assessment of the provision of health services to people with learning disabilities; and
· Support for Government-led establishment of a National Confidential Inquiry and Public Health Observatory; and
· Improved data/info systems across the board to identify people with learning disabilities, and their care pathway experiences/challenges; and
· Support for education and training on learning disabilities medical students and other NHS staff as part of the Disability Equality Duty; and 
· Local services working in real partnership with people with learning disabilities and their carers to plan care and review services, through the LD Partnership Board; and 
· Trafford Health Trust Boards demonstrating that they have effective ‘reasonably adjusted’ services in place, and meet the needs to:
· To identify local health needs and tackle health inequalities
· To review current local policies and practices
· Ensure effective leadership and ownership
· Facilitate effective health education and promotion strategies
· Focus on individual needs, particularly in relation to complex support needs
· Ensure effective care pathways and mechanisms to access services
· Enable effective transitions from children and young people services to mainstream adult health services
· Ensure monitoring of the effectiveness of local services and any out of local area provision

· Involve users and carers

The Commissioner and the Provider both hereby acknowledge their commitment to the development of locally-based effective specialist community learning disability health services as key components of the modern NHS, and as providing vital support for people with learning disabilities (as noted in Valuing People Now, the revised Mansell Report and Good Practice Guidance on Commissioning Specialist NHS LD Services as well several Healthcare Commission reports). This will clearly require some real changes in the ways in which dedicated health services for people with learning disabilities work. 

The Provides shall ensure that local services are supported to be more person-centred, and the activities of health professionals re-focused to give greater emphasis to providing high quality clinical expertise on both an individual and service-wide basis. 

.  

The provider shall;
· Complete a comprehensive programme of review for all high-cost and out-of-area PCT/Council funded service users. 
· Attend workshops as necessary to enable integrated and coordinated commissioned out-of-home and day services, from the main providers of social, employment, education and leisure activities (including transport support options)

· Carry out any corrective action as a result of any review or survey requested by the commissioner. 


	Objectives of the Service



	The Provider shall ensure the local integrated health and social work Community LD Team in Trafford will provide focussed support and specific assistance to improve the quality of life of individuals with learning disabilities in Trafford and their carers, in line with recognised good practice and that aims to meet the following major functions identified in Valuing People and Putting People First:

· Organising a wide range of co-ordinated local community support services, to support the implementation of the LD Commissioning Strategy and Commissioning Strategic Plan objectives.  

· Delivering individualised assessment and specialist health/social interventions for people with learning disabilities and their carers, through: 

· Undertaking comprehensive and detailed person-centred assessments of individuals and their support needs (e.g. quality of life person-centred reviews, functional analysis of problems, physical/mental health status reviews, communication assessments, analysis of adaptation/ functional accommodation needs), particularly focussed on those likely to have complex disability support needs and difficulties with engagement 
· Developing, designing and implementing positive support packages using a range of therapeutic approaches (e.g. behavioural/cognitive strategies, systematic skills teaching methods, augmentative/facilitated communication techniques, psychosocial interventions, physical health support and mental state/medication monitoring)
· In some situations, providing focussed time-limited ‘hands-on’ support from team staff, to secure positive education, employment and social activities that promote better longer-term health outcomes 
· And monitoring the effectiveness of care packages/services against agreed specifications and Fair Access to Care/Continuing Healthcare criteria. 

· Providing advice and consultation to other staff in learning disabilities/mainstream services, including collaborative work with those in local authority, primary/ acute health services, private and voluntary agencies.

· Developing good practice policies/protocols in relation to the promotion of positive health/social care experiences for individuals.

· Training, development and research activities to support the availability of effective and high quality local comprehensive integrated services.

As such the Provider shall:

· Ensure that the service is targeted to assist people appropriately within a positive support, enablement and recovery framework and make effective use of resources
· Provide a suitable response within the agreed timescales 
· In conjunction with service users and carers, assess individual needs, develop care person-centred plans and review the appropriateness of these plans. These actions will be in line with agreed Single Assessment and Effective Care Coordination/CPA processes
· Provide, when required, a carer’s assessment and plan in accordance with local guidelines
· Identify young people and assess their needs, liaising with Children and Young People’s Services as appropriate
· Assess and identify risk, developing risk management strategies as part of individual care plans
· Share expertise to assist colleagues to support people with learning disabilities
· Provide services that are sensitive to issues of differing abilities, ethnicity, gender and sexual orientation, and involve service users and carers in all aspects of service planning and delivering, thereby maximising choices and personal control 
· Work with service users to promote better physical health, mental health and social well being outcomes          

The broader objectives should therefore be to support the implementation of the working of the integrated health and social work CLDT as detailed above. Therefore the Provider shall ensure:  

· Specialist LD healthcare staff have the skills to provide specific and responsive care in all settings for people with learning disabilities and their families/carers

· Staff offer effective advice and support to other professionals/services and those who provide day-to-day care, as well as direct interventions, through the promotion of safe, person-centred support and evidence-based practice

· Support of mainstream practice and serve those with most complex needs, especially by providing link staff to support primary care practices, acute hospital services and mental health services

· Integrated planning and development of care pathways that promote individualised services closer to home

· Direction of people away from institutional and out-of-area responses to crisis and putting support around people in community settings 

· A robust community infrastructure that takes a broad view on addressing health needs and the range of health and other factors associated with social exclusion and new alliances/approaches to secure better and more inclusive services

· Enabling access when needed to specialist and mainstream medical/nursing/therapy professionals and other heath staff, and joint working with other mainstream and specialist health services

· Investment in training and development for specialist professionals, families and front-line support staff
· Liaison with other Council and 3rd Sector services such as housing, leisure and employment as required

· Fulfilling all legal requirements – MH Act, MCA and DDA, ensuring voice of individuals and families is heard, including access to appropriate representation/advocacy 

· Staff working within the service will participate in formal supervision in line with Trust and Professional regulatory body directions, and include participation in Personal Development Reviews/plans, linked to revised job descriptions and KSF profiles.

· Staff will be required to attend identified Essential Training to provide safe effective practice

· Staff will maintain professional registration and the provider will enable staff to maintain professional competence & access appropriate professional development opportunities via training & attendance at service & clinical networks

· All provider staff will have a current satisfactory CRB clearance

· CPD activities will be supported in line with changing and developing needs in the Learning Disability population and policy guidance (e.g. Valuing People Now, Local Joint Strategic Needs Assessments) and any other similar local and national policy shifts. 

· It is acknowledged that CPD needs will change and the service is expected to remain flexible enough to meet these ever changing needs for particular skills, knowledge and experience, and as such CPD programmes need to ensure the service and clinicians remain fit for purpose.



	Expected Outcomes



	The specific expected outcomes from the Service Provider will be :
· People with learning disabilities and their families are involved in the design, delivery and review of local health services. They are supported, for example, to take part in Patient Forums and to use Patient Advice and Liaison Services. 

· Valuing People Now is put into practice. In particular, that the PCT is in a good position to ensure that:
· People with learning disabilities are registered with a GP; 

· They are offered and supported to implement health actions plans;
· Health facilitators are available to help people get good health care and to help services provide this. 
· There is a shared understanding of the poor health status of  people with learning disabilities and actions required through:

· Improvements in health care from ordinary and specialist health services;

· Contributions to health by social care agencies;

· The health gain focus of Local Strategic Partnerships.

· There is a suitable range of health services and skills, including multidisciplinary community team(s), in-patient services, and flexible continuing health care for people with learning disabilities and their families. These services can be shown to work well and are well co-ordinated.

· There is work to reshape the roles and functions of dedicated health professionals. Further, there is a suitable balance of activities across direct work with individuals and enabling functions with agencies supporting people with learning disabilities.

· Priority is given to developing the capacity of local services to understand and respond to challenging behaviour, and provide professionals with the right skills to support good practice across agencies, as well as work directly with a number of people whom services find most challenging.

· There is clarity between mental health and learning disability services about commissioning and provisioning roles and responsibilities and people receive the standards described in the Mental Health NSF and Valuing People Now.
· The transfer of people and resources from long stay hospitals to the community is completed.

· There are systems in place to review the quality of out of area placements for people, and to find ways of bringing people back home. 

· Support for people living in NHS accommodation to use person centred planning and pooled budgets to design more suitable locally based housing and support options.

· There is work with people with learning disabilities and their supporters to describe care pathways across health and social care. These include crises and key transition points in people’s lives. They form the basis for setting out long term service agreements with provider organisations.

· There is a real drive to achieve greater integration of care for people with learning disabilities through use of the Health Act flexibilities.

· There are information systems that can track changes in the health status of people with learning disabilities.

· Actions to reduce health inequalities identify people with learning disabilities as a target group.

· Work on national and local priorities includes people with learning disabilities.

· Ordinary primary and secondary NHS services are clear about supporting people with learning disabilities and improving their experience of health care, with help from dedicated health services.

· The provision of health services where appropriate by the primary care trust to prisoners in their area and includes health facilitation support for prisoners with learning disabilities.

· There is work to develop the overall skills of health and social care services to support people who need more intensive approaches.




2.
SCOPE

	Service Description



	The provider shall ensure it complies with the requirements and meets the standards set out below:

1. Clinical and Therapeutic Activities
All health professionals who work with people with learning disabilities can be a first point of contact for patient care.  The Provider will offer assessments and interventions. These can include for all health staff building new skills and new ways of coping, psychological therapies, behavioural problem solving, communication, promoting and maintaining physical functioning, and designing personal environments and use of technologies to enhance independence.  Dedicated health professionals can also diagnose, request and assess diagnostic tests, and prescribe, working with protocols where appropriate. They can discharge or refer people to other services.

Where possible, interventions should take possible in a setting the service user chooses, ideally in a low stigma setting or premises unconnected with specialist health services (e.g. individual’s home or community venues) 

Specialist dedicated health professionals should work flexibly with individuals and family or staff carers in people’s everyday surroundings. These can include people’s own homes, primary health care centres, college or work, in-patient services, secure units and prison. 

Health professionals working with people with learning disabilities should be trained and skilled at what they do, and able to draw on the evidence base for their actions.  They should have expertise in supporting people with additional and complex health care needs, for example:  people who challenge services to meet their needs; people with mental health problems; people with autistic spectrum disorders; people with epilepsy; people with sensory or physical impairments; people with conditions associated with older age; and people who offend or are at risk of doing so.

All service users must have a care plan which addresses their daily living needs with practical support and other training/support provided by the Community LD Team. Allocated care coordinators should review progress with the service user at least weekly to coordinate care planning and resolution of any identified issues  

Assessments should address the both the current and longer-term health and social support (i.e. housing, employment and training needs) and agree realistic outcomes, by reviewing the adequacy of current services and care plans. Interventions to be offered include:

· Ensuring physical health needs are addressed

· Ensuring service users make and keep essential appointments 

· Assertive engagement and frequent contact to ensure compliance with agreed treatment plans, including medication management in line with NICE guidelines and physical health interventions in line with national DOH/BILD guidance

· Early signs and symptoms recognition and management

· Assisting access to psychological therapies in line with the national IAPT programmes

· Help accessing suitable accommodation and employment/work/educational opportunities, including development/implementation of personal profiles and support plans  

· Basic skills of daily living including welfare benefits  

· Information regarding direct payments and personalisation/choose and book options

· Support and advice for families, and Carers support 

· Information regarding Advocacy services 

Care coordinators should address the adequacy of housing/employment support and actual needs, and where appropriate assessments, including risk, should be shared. Staff should be assertive with other agencies in addressing these needs with an emphasis on partnership working with local social care agencies, Job Centre Plus and voluntary/3rd sector services. 

The needs of any children and vulnerable adults must always be considered. It is the responsibility of all staff to ensure that they identify and respond to concerns appropriately, and follow the local multi-agency Safeguarding policies, and identify concerns with the Trust’s lead officers or Named Nurse

2. Health Facilitation

The provider shall ensure Health professionals who work with people with learning disabilities use their reasonable endeavours to ensure that everyone is on a GP list. They should also help GPs and other members of the primary care team identify patients with a learning disability, and develop health action plans with them. This is a personal plan about what you can do to be healthy.

The Provider shall act as health facilitators and support individuals to get the health services they need, and help support and train other people who might take on this role. This could include other health professionals, support workers, advocates, friends or family carers.

Dedicated health professionals should also help ordinary health services, including primary care and general hospital services, become more responsive to the needs of people with learning disabilities. 

The Provider shall ensure that health facilitation requires that health professionals are familiar with mainstream NHS policies, national and local priorities and targets, and systems for delivering these, to help ensure that people benefit from them.

Within the 4 core health facilitator work areas, the following activity is expected:

1) Direct facilitation activity: - the focus is on accepting referrals of service users with the most complex physical health needs and directly supporting individuals by:

· Facilitating/coordinating the persons journey through primary or secondary care undertaking a liaison function between services / departments / the service user and their family / carers for people who has complex physical health problems
· Providing support with Health action planning process 
· Providing advice to clients around lifestyle issues and  links to better health (e.g. healthy eating, loosing weight etc) and facilitating their access to appropriate PCT / council  services  dealing with these issues (e.g. gym on prescription; lifestyle and weight management service etc) 

2) Engaging in strategic development work: - the focus is on contributing towards tackling health inequalities for people with learning disabilities by:

· Taking a strategic lead for health facilitation across primary and secondary care
· The service will keep up to date with evidence based research , policy & DOH best practice guidelines and translate it into what it practically means for other agencies, providers and primary and secondary care from a learning disabilities perspective
· Working with primary care teams, community health professionals and staff involved in delivering secondary health care to develop appropriate care pathways which meet the needs of this client group. (e.g. mammography screening pathway; dental access pathway etc) 
· Having a service development role through contributing its knowledge of health issues facing people with learning disabilities  into  local planning processes
· Working with practices, public health departments and health promotion services  to develop programmes for disease prevention, screening and health promotion
· Joint work with the acute sector on  the development of clear pathways and protocols relating to acute in-patient care (secondary care and mental health in-patient care)
· Joint work with local commissioners advising on the health needs agenda for people with learning disabilities 
· Undertaking health related audit activity as / when necessary to inform service delivery and local health strategy 

3) Training & development function: - the focus is on:

· Joint working with provider agencies to increase knowledge/skills base of care staff to meet the growing/changing health profile of people with learning disabilities and becoming more familiar on how to support people to have their health needs met
· Joint working with primary / secondary care providers to deliver learning disabilities awareness training in order to improve capabilities within this sector for working with people with learning disabilities 
· Joint working with PCT health promotion / public health departments and local councils / statutory service providers (e.g. police, fire brigade etc) to deliver health promotion programmes to people with learning disabilities  
· Delivering presentations in various forums  (e.g. education establishments; conferences; professional groups etc) on the health inequalities agenda; local innovations & best practice)

4) Development of accessible information and support around service user consultation and the here the focus is on:
· Support and consultation to health care providers in the development of accessible information 
· Work with service user groups to enable them to actively participate in the development of accessible information and consultation processes around health related topics

Where a service user is admitted to hospital, their care coordinator should maintain active involvement and liaison with the ward staff and discharge planning teams 

Physical health needs to be regularly assessed and effective action/advice provided if indicated. Assessing and addressing the physical health needs of service users should be given high priority particularly those on psychoactive medication and with complex or multiple disabilities. 

The health action and/or care plan should show that physical health care has been assessed at least annually using the following features: the completion of a physical health review assessment; the provision of health promotion advice using appropriate communication strategies; the review of the impact of any prescribed medication side effects according to the appropriate algorithms for that medication.

The care plans should also show information on the management of physical and mental health needs, including:
· Information on who is responsible for taking the lead for the physical health assessments (primary care or specialist services) and who is responsible for maintaining the health action plan 

· Evidence that results have been shared

· Evidence that results have been acted upon

· Evidence that information and/or advice on promoting a healthy lifestyle have been provided

· Physical health promotion

· Activities facilitated and encouraged which look at diet, nutrition, exercise, weight loss, substance misuse, sexual health, smoking cessation and , alcohol misuse 

· Access to dental/optical examinations and access to flu vaccinations where appropriate

· Medications management and improving compliance (i.e. delivery, administration and monitoring issues) 

· Access to psychological interventions (i.e. active behavioural support and CBT)

· A ‘wellness recovery’ and relapse prevention plan, where appropriate     

· Risk assessment

Health professionals who work with people with learning disabilities can help them to have a voice in how health services are run. They can help them take part in Patient Forums, which in turn link in with local authority Overview and Scrutiny Committees to look at what is happening in health services.  

They can help Patient Advice and Liaison services (PALs) provide good on the spot advice to people with learning disabilities about health services. They can also ensure that the Independent Complaints and Advocacy Services help people with learning disabilities to pursue complaints.

3. Health Promotion

Health professionals who work with people with learning disabilities should play a key role in the promotion of their health and well being. They should assist public health professionals carry out inequity audits to identify where people with learning disabilities lack opportunities for good health, and develop action plans to tackle these. 

They should also work with the local health promotion teams to include people with learning disabilities in programmes to help people keep fit and healthy. They can work together to provide teaching, accessible materials and support for people with learning disabilities to take part in specific initiatives such as healthy eating, and looking after your heart.

4. Teaching/Training 

The provider shall ensure that Health professionals who work with people with learning disabilities should be involved in training, education, mentoring, informing and offering consultancy to other health care professionals about responding to the needs and concerns of people with learning disabilities. 

Dedicated health professionals should also teach social care staff in public and independent sector services about ways to support the health needs of people with learning disabilities. This could include, for example, ways to help people keep fit and healthy; helping people to take their tablets; monitoring health concerns; and supporting people to go to the Doctor if they feel unwell. 

Dedicated health professionals can teach provide teaching and accessible materials to people with learning disabilities and family carers about healthy living and specific health topics. They can work with them to develop their skills and confidence in speaking out about health matters, and making complaints where necessary.  Some of the core training competencies that Community LD health staff should have and then share/provide through a range of training programmes and strategies in line with DOH/BILD best practice guidance should include: 

· Understanding Learning Disabilities

· Person-centred planning and Essential Lifestyle Planning approaches, including creative facilitation strategies 

· Health Action Planning  

· Listening and General Communication Strategies for those who find Speech Difficult and Effective Alternative and Augmentative Communication Strategies

· Enhancing Positive Interactions and Building Engagement     

· Effective Skills Teaching, including Training in Systematic Instruction                 

· Understanding and Responding Positively to Challenging Behaviour

· Understanding and Responding Effectively to Mental Health/Dual Diagnoses Issues (including using PAS-ADD)

· Understanding and Responding to Autism Spectrum Difficulties in Adults                     

· Understanding and Responding to Loss and Bereavement                                       

· Understanding and Ageing & Learning Disabilities 

· Understanding and Responding to Dementia

· Understanding and Responding to Epilepsy  Supporting People with Profound and Multiple Disabilities 

· Effective support with Eating, Drinking and Swallowing difficulties, including Dysphagia

· Effective Risk Management

· Managing Physical Aggression and Violence in Community Services for People with Learning Disabilities

Dedicated health professionals can help people with learning disabilities develop their familiarity and confidence with a range of health care settings and procedures. They can also work with other health care professionals to help people with learning disabilities take part in specific health programmes. Examples include The Expert Patient programme which seeks to introduce lay-led self management training programmes for patients with chronic diseases. 

Dedicated health professionals can help people with learning disabilities and family carers develop their skills and confidence in teaching health and social care staff to deliver a better quality and more responsive service.

5. Service Development

Strategic 

Health professionals who work with people with learning disabilities should play an active role in strategic planning and policy development for local organisations and services. They should help everyone to understand why good health is important, and the opportunities and skills required to support the health of people with learning disabilities.

Service planning and development will include activities to:
· Support the involvement of people with learning disabilities and family carers. 

· Gather information on individual and population health needs.

· Clarify actions to support better health and health care, and the contribution of health services to independence and inclusion.

· Highlight the future impact of early intervention and support for inclusion in services for children with learning disabilities.

· Identify health outcomes for monitoring, audit and review

· Develop and apply the best available research evidence and evaluative thinking in all areas of practice.

Individual 

Health professionals who work with people with learning disabilities should also contribute to the design, creation, and monitoring of support arrangements for individuals, particularly for those people who need a lot of support from family and community, and a range of agencies. 



	Accessibility / Acceptability



	The provider will use their best endeavours to ensure access to 2 developed/extended shared Team bases in South and North Trafford providing access to well-equipped meeting/training rooms and offices, with the core team office accommodation located at Sale Waterside and there will be: 

· A single point of access for health/social work referrals; 

· A common contact assessment/core client database; 

· Integrated health/social work team management arrangements; 

· Shared initial intake assessment allocations meetings; 

· A shared single assessment process including essential information record/access to information from previous records; 

· Common care plan/review systems; 

· Re-focused multi-disciplinary and professional team meetings; 

· Resource allocation panel meetings; and 
· Active participation in regular commissioner-led multi-agency service development/contract reviews


	Whole System Relationships 


	Social Services/PCT commissioners and providers

Council / Local Authority Department Services – Supporting People, Leisure, Libraries

Children and Young People Services

GPs and Primary Care Teams/Services 

Community Matrons

Acute/General Hospitals

Mental Health Trusts

Public Health/Health Promotion teams

Social Care Providers

Housing 

Local Voluntary/3rd Sector Services

Social Enterprise Organisations

Adult Education

Job Centre Plus

People who use services and family members; 

Local strategic forums relating to the promotion of health and wellbeing; 

LD Partnership Board  

North West Learning Disability Commissioners

North West Regional Health Network, 

NWTDT and other regional / national network groups


	Interdependencies 



	The provider shall ensure 

· Community LD Team health staff will work formally in an integrated manner with Local Authority Council Social Services staff, and in addition will liaise closely with other LA departments such as housing, leisure and other teams as required

· Support to Primary care
· Support them in managing service users with learning disabilities and complex support needs within agreed protocols for referral, assessment and shared care, which cause minimal disruption for the service user

· Provide health facilitators to link and offer support to respective GP practices

· Build capacity within primary care, through the liaison roles, to manage common problems and only refer people for specialist advice, assessment and care in line with the Healthcare for All recommendations. This will include the offer of advice, consultation and training on learning disability issues such as that required through the DES/LES

· Develop links with primary care mental health low intensity workers and services

· Pilot and evaluate new ways of working between primary care and specialist secondary care services that do not prevent equal access to mainstream health services and equal health outcomes

· Support Specialist Services provided by both Acute Hospital and Mental Health teams to ensure all relevant NSF targets are equally strived for people with learning disabilities and their families

· Support to PCT Continuing Health Care and Exceptional Care Funding Panel processes in which specialist health professionals within the CLDT are expected to: 
· Support or lead on the completion of specialist assessments (including the completion of CHC Checklists, Decision Support Tools and MDTs)

· Develop detailed individual client-level and service-level specifications to assist the health and specialist social care commissioning process, thereby assisting micro-commissioning processes and resource panel decision making

· Undertake a monitoring and service review function role.

· These roles may be carried out in conjunction with primary and secondary care and will be subject to a case-by-case discussion




3.
SERVICE DELIVERY

	Service Model 


	The Provider shall ensure the local integrated health and social work Community LD Team in Trafford will provide focussed support and specific assistance to improve the quality of life of individuals with learning disabilities in Trafford and their carers, in line with recognised good practice and that aims to meet the following major functions identified in Valuing People and Putting People First:

· Ensuring service users have greater choices in their lives concerning where they live, what they do, who they spend time with

· Maximising and maintaining people’s level of independence

· Providing effective health/social supports enabling service users to remain with families in local communities and access leisure and social opportunities

· People with LD and their carers having real opportunities to influence at all levels and in all aspects of planning, development, management and monitoring of publicly funded services

· People with LD understanding better the causes of ill-health and being supported to access good health services at all levels

· Maintaining optimum health and reduced dependency on continued intensive health/ social care inputs

· Preventing illness and requirement for on-going and extensive health supports from primary and secondary care

· Reducing health inequalities and improving access to a wide range of health supports including diagnostics

· Preventing hospital admissions

· Identifying and reducing reliance on medications where alternative supports are appropriate

· Educating, advising and supporting carers and families through training approaches and activities designed to enable and empower them in their roles

· Monitoring effectiveness of care packages/ services against agreed specifications 

The Provider shall operate as a fully inter-disciplinary team that aims to support individuals with learning disabilities in respected and high status activities in the community, and provide co-ordinated advice and practical help to accomplish such lifestyles. Importantly, there will exist clear supportive professional leadership is provided together with a range of effective management, supervision and training strategies/resources. 

The team membership will include a full compliment of: Administrative Support Staff, Community Care Workers/Social Work Assistants, Assistant Practitioners/Clinical Assistants, Clinical Psychologists, Community Nurses, Community Support Workers, Occupational Therapists, Physiotherapists, Speech and Language Therapists, and Social Workers. The particular mix and form of the local team will be based on the identified required functions to be served in consultation with the commissioners and initially work within the established staff team composition limits

Through consultation with the relevant heads of disciplines, the day-to-day operational management of nursing, therapy, psychology & psychiatry staff will be the responsibility of the CLDT Team Manager.  Professional supervision will be offered via the relevant Professional Line Manager.

Each professional health and social work team member shall ensure;

· Individual Named Person/Service Care Co-ordination

· Specialist Professional practice

· Strategically-focused Training/Project/Clinical specialist development projects supporting the agreed ‘Project 13 LD Service Improvement Programme’ targets:

The provider shall use its reasonable endeavours to achieve the following key Team objectives which intended to provide a framework and are agreed by all partner agencies and team members: 
· To use unified Assessment and Care Management Process to provide a single point of contact for service users and their carers to access support from the Community Learning Disability Team.

· To ensure resources are allocated in a fair and equitable manner through an effective allocation process.

· To ensure that services work within a person centred framework to encourage service users’ participation in their assessment and planning.

· To facilitate access to mainstream services and socially inclusive opportunities.

· To support commissioners in developing, monitoring and reviewing individual care packages and services. 

With a view to ensuring individuals with disabilities and their families:

· Have real opportunities to influence at all levels and in all aspects of the planning, development, management and monitoring of local publicly funded services

· Maximising and maintaining people’s level of independence

· Providing effective health/social supports enabling service users to remain with families in local communities

· Have choices in their lives concerning where they live, what they do, who they spend time with

· Better understand the causes of ill-health and be supported to access good health services 

· Preventing hospital admissions

· Maintaining optimum health and reduced dependency on continued intensive health/ social care inputs

· Preventing illness and requirement for on-going and extensive health supports from primary and secondary care

· Reducing health inequalities and improving access to a wide range of health supports including diagnostics

· Identifying and reducing reliance on medications where alternative supports are appropriate

· Enabling service users to access community, leisure and social opportunities

· Educating, advising and supporting carers and families through training approaches and activities designed to enable and empower them in their roles

· Monitoring effectiveness of care packages/ services against agreed specifications 

The PCT subscribes significant emphasis to what makes the Trafford Community LD Team work more effectively and the particular value attached to both work undertaken directly with individuals and, more importantly at times, indirectly through supporting the micro-commissioning function with their carers/services. The provider shall: 

· Develop accurate understandings of individual needs and the situations they find themselves in

· Increase the shared understanding of the reasons for any presenting challenges/difficulties

· Raise the expectations about what is possible, both for individuals themselves and those who influence their lives

· Maximise people’s capabilities and independence

· Minimise the unnecessary involvement of specialist services; and

· Increase the competence of ordinary mainstream services and supports. 

Information,  SAP & Record Keeping Systems

The provider shall ensure 

· All care co-ordination information will be entered onto SAP.

· The whole team will have access to the SAP system. 

The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.




4.
Referral, Access & Acceptance Criteria

	Geographical Coverage - Boundaries



	The target population will be registered with Trafford GP’s. 

For joint work with social care staff, liaison with teams from outside the geographical boundary may be required.


	Location of Service Delivery



	Where possible, interventions should take possible in a setting the service user chooses, or premises unconnected with specialist health services (e.g. individual’s home or community venues) 

Health professionals will work flexibly with individuals and family or staff carers in people’s everyday surroundings. These can include people’s own homes, primary health care centres, college or work, in-patient services, secure units and prisons. 



	Days / Hours of Operation



	Core hours 8.30am -5.00pm, Monday-Friday (excluding bank holidays)

However, the Provider is expected to be able to work flexibly to provide services appropriate to need and may, when required, work outside of these core hours. 

The provider must also provide access to LA colleagues to an advisory support service on health support issues through access to relevant Trust senior managers and Director’s on-call support teams



	Referral Criteria & Sources



	The referral process has been designed to be congruent with SAP Social Care System which defines a case co-ordination system based on a Unified Assessment and Care Management process. 

· All new referrals, not previously known to the team, shall be processed through Contact Assessment Team.  

· The Team Manager and Senior Practitioners/Professional Leads will meet weekly to discuss the referrals received. (Referral Meeting)

· This group will prioritise the referral, based on the presenting evidence using FACS and CHC prioritising criteria, make a decision on which disciplines need to be involved and, if appropriate, which discipline should take on the role of Care Co-ordinator. 

· The team will operate flexibly and in good faith to ensure that regular discussion takes place, facilitated by the Team Manager re appropriateness of professional interventions.  

· The most appropriate worker will be allocated to assess the needs of the service user. Consideration must be given to the predominant needs of the service user and the type/level of skill required of the practitioner in determining who should complete a comprehensive care co-ordination assessment with the skills required to complete assessments in an effective and efficient manner, , 

· The Team Manager will give consideration to the possibility of the care co-ordinator being appropriately skilled and qualified in relation to delivering specialist therapeutic interventions, whether such interventions are of a social or health care nature. It is material to this contract that the least number of professionals are involved in assessing/delivering services. Decisions about changing Care Co-ordinator and the resolution of disputes about which profession should be Care Co-ordinator will also be resolved at this meeting 

· The Team Manager will liaise with the Trust’s health lead manager and professional discipline leads and will allocate according to priority presenting health and social care needs to manage the Team’s workload and waiting lists. 

· The meeting has the responsibility to track referrals to measure compliance with agreed standards. A list of the referrals received, who has been allocated and who is the Care Co-ordinator is e-mailed to the whole team.

· If a team member is working with a client and feels that the input of another discipline in the team is required and that discipline’s input has not been identified at the Referral Meeting, or has been identified but not allocated, then the team member will bring this to the attention of the Team Manager and/or Professional Lead for discussion and resolution at the next Referral Meeting.

· A list of the referrals is given to admin to produce standard letters to the referrer and to the client if the referral states that they are aware of the referral.  The minutes of that meeting will be disseminated to the team



	Referral Route


	The Specialist Learning Disability Service will operate an open referral system, which includes team members referring directly to psychiatry. In accordance with good practice, all referrals are submitted to a single point of access that will ‘ensure appropriateness and good management’ of that referral. 

Referrals shall not be processed outside of this system and this includes psychiatric referrals which are also made through the integrated health and social work community team referral pathways

The Provider shall use their reasonable endeavours in adopting for Trafford the current referral pathways noted in the attached embedded files illustrating the operating arrangements adopted by CWP across Wirral, Central and Western and Cheshire East from April 09.
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The Care Co-ordination framework is integral to the Unified Assessment process.  The underpinning principle is to adopt a single process in order to deliver continuity of care for vulnerable people with complex needs who may require intensive intervention and/or long-term support. 

The Care Co-ordinator is allocated according to the predominant need and should be the most appropriate person. In the majority of cases this is most likely to be a nurse or social worker. 

Allocation should not be based on capacity and the Care Co-ordinator is responsible for co-ordinating the input of other professionals. The Care Co-ordinator will take responsibility for maintaining the summary of needs and regular reviews. Flexibility is inherent within the Care Co-ordination process so ensuring fluidity exists where case responsibility can be exchanged given the predominating needs of the service user.

All professionally trained staff can act as Care Co-ordinators and can be responsible for co-ordinating the assessment however where appropriate Community Care Officers can also act as such should the case be viewed as non-complex and meets the criteria for standard level of Care Co-ordination.

It is acknowledged that within the Integrated Team environment there exists a wide range of professional knowledge, skill and attributes. 

When considering who is the most appropriate individual to undertake the principal care co-ordinator role it will be necessary that the Team Manager reflects on the above and allocate the case to the individual whose skills most closely match the presenting needs of the service user.  The CLDT aim to offer a consistent Care Co-ordinator for each service user for the duration that they are in receipt of services wherever possible.

The Care Co-ordination framework is integral to the Unified Assessment system.  The underpinning principle is to adopt a single process in order to deliver continuity of care for vulnerable people with complex needs who may require intensive intervention and/or long-term support.

Service users should expect wherever possible one assessment process, one principal contact person, one care plan and one review process.  Therefore, the model for integrated Team Working across Trafford will incorporate systems of joint documentation, agreed eligibility criteria and integrated information systems.

It is acknowledged that within an Integrated Team environment there exists a wide range of professional knowledge, skill and attributes.  Indeed, it is with such diversity that Integrated Teams meet the challenge of sharing expertise for the benefit of the service user.  Team members may therefore find it useful to reflect on the specialist skills inherent within their own profession/ work role: -

It is prudent when that the Team Manager allocates each case to the individual whose skills most closely match the presenting needs of the service user by considering who is the most appropriate individual to undertake the principal care co-ordinator role,. Clearly the more obvious a person’s health needs in relation to complex, challenging behaviour, neurological problems i.e. epilepsy and mental/ psychological ill health the more likely it is that the case be allocated to a health professional (or someone deputising on their behalf for specific interventions e.g. support worker).

Similarly if social problems (such as homelessness, financial difficulties, family dysfunction or functional mental disorders) predominate it would be more appropriate to allocate such a case to a Social Care Professional (or someone deputising on their behalf).

It is feasible however, that established users of services may require only short-term advice and/or a specific intervention in relation to a specific health or social problems.  In such circumstances it is perfectly acceptable for the care co-ordinator to ask for a specialist, time limited intervention from a colleague from either professional background (i.e. usually a nurse or social worker) in line with their specialist skills and competencies outlined earlier.  

Clearly, it is the Team Manager’s responsibility to monitor the frequency and intensity of such interventions and to ensure these additional tasks are considered when allocating casework.

It should be noted that the aim of clarifying job roles in this way is not to create further demarcation but to make efficient use of relevant knowledge and amongst staff teams. There must always remain, however, a degree of flexibility to enable the team manager, or their deputy, to respond to service users needs at an operational level and to manage the care co-ordination system in an effective manner. 

Therefore, the model for integrated Team Working across Trafford will incorporate systems of joint documentation, agreed eligibility criteria and integrated information systems.  

It is recognised that those people with learning disabilities who also have a recognised mental health condition will need to access the CPA process as is the case in generic mental health services. In these cases the criteria for accessing and being discharged from the CPA process will be the same as for the general population and include integrated working with Greater Manchester West NHS Foundation Trust. 

As such the following required principles must be adhered to in line with the national contract guidelines for Community and Mental Health services

· Care should be based on an individualised assessment of the service users needs, including consideration of their mental and physical health and their social circumstances. This should include a risk assessment and result in an individualised plan of care that is reviewed. In adult and older age services this will be represented by CPA for those with complex needs, in learning disability services by a health action plan and in CAMHS by family-centred or person-centred planning.

· Care should promote recovery, social inclusion and independence.

· Carers should be appropriately involved in planning care and their needs should be assessed.

· Care should be provided as near to home as is reasonably possible.

· Care should be provided in an age appropriate environment. The decision about the location of care for any individual should be based on their assessed needs and maturity, not simply their age or existing service configurations.

· Care, if in residential or hospital settings, should be provided at the lowest level of security based on an individualised assessment of risk. Alternatives to residential or hospital care should be available – home support/treatment, crisis intervention, intensive care packages in the community, etc.

· An appropriately skilled and trained workforce should provide care.

· Monitoring of care should be focused on outcomes for the individual whenever possible.

· Where care is provided by more than one individual, service and/or more than one agency clear agreement about co-ordination of care for the individual must be in place. This should be facilitated by the appropriate operational agreements. 



	Exclusion Criteria 


	The guidance underpinning Learning Disability definitions is usually based on the Protocol published in the Diagnostic and Statistical Manual of Mental disorder of (American Psychiatric Association, 1994), and informed the description adopted by the DOH in Valuing People, whereby an individual would be considered to have a learning disability if the following criteria were all fulfilled:

· Significant below average general intellectual functioning.  In cases where this cannot be reasonably estimated by experienced staff, an individually administered IQ test may be necessary.

· Concurrent deficits or impairments in adaptive functioning, i.e. the person’s effectiveness in meeting the standards expected for his or her age within his or her cultural group in at least two of the following areas:  communication, self-care, home living, social/interpersonal skills, use of community resources, self-direction, functional academic skills, work, leisure, health and safety.

· Onset in the developmental period and must be before the age of 18.

· An enduring state at time of referral.

Within this definition, the term ‘learning disability’ does not necessarily include those people who have a ‘learning difficulty’ (an educational term) or a specific learning difficulty (e.g. dyslexia), as they would typically not fulfil all of the above criteria. 
A wide range of sources of information needs to be drawn on in reaching a decision where there is doubt about an individual’s status. Initially information will be collected at the point of assessment. This detailed information is collected by an appropriate member of the CLDT. 

On most occasions the representatives of the team will be able to make a decision on whether the person fits the client definition, based on information collated as part of the assessment process.  

On occasions where it proves problematic to assess a Clinical Psychologist will assist by carrying out a formal assessment of intellectual functioning. General intellectual functioning is defined by the intelligence quotient (IQ or IQ equivalent) obtained from the administration of standardised intelligence test (e.g. Weschler Adult Intelligence scale, Stanford-Binet). 

Referrals to the Community Learning Disability Team will be for people who:
· Meet the Client Definition of Learning Disability for access to support from specialist health professional staff services
· Meet the Client Definition &/or Continuing Health Care Criteria to access specialist health care resources for complex conditions
· Meet the Client definition and Trafford Council FACS Eligibility Criteria for access to specialist social care resources for complex support needs

A distinction can be drawn between defining learning disability and defining eligibility, the latter whilst defined by the former, has been refined by models of priority. This document seeks to provide guidance in relation to both identifying adults who have a learning disability, and policy guidance for defining eligibility. It is anticipated that guidance contained in this specification will ensure that adults with a learning disability are clearly identified and able to benefit from a thorough assessment of need. Guidance concerning funding priorities will indicate whether identified need is met (indicated as a funding priority) or not met (not indicated as a funding priority), with unmet need logged and used to inform future service planning and future investment.   

If the person is deemed not to have a learning disability, but is assessed as having needs which meet the Fair Access to Care criteria, the team member will sign post this to the appropriate service.

The social care element of the CLDT is also required to work with Vulnerable adults in line with Safeguarding Adult policy requirements. In this context, a vulnerable adult is defined as an individual who ‘is or may be in need of community care services by reason of mental or other disability, age or illness, and who is or may be unable to take care of himself or herself, or unable to protect himself or herself against significant harm or serious exploitation’ and/or may present a danger to themselves, others ands the community at large. Typically, this often includes people with: 
· Complex social difficulties associated with relationship difficulties

· Homelessness

· Financial problems and contacts with the criminal justice system

· Common enduring emotional and mental health difficulties

· Problem solving challenges associated with borderline learning disabilities, personality disorder, chaotic substance misuse and self harm/destructive behaviours          

A vulnerable adult, therefore, may have a learning disability. Equally they may not have a recognised learning disability as defined in this document. In the case that they do have such a defined and recognised learning disability, they will be eligible for a service from the whole team membership. In the absence of this they will only be eligible for the social care component of the team’s service.

By contrast, the specialist LD health professionals within the integrated team are responsible for addressing the wider health needs of all people with learning disabilities in Trafford irrespective of whether they have social care support needs eligible for access to resources in line with the Fair Access to Care. As a result they will at times be required to promoting local competence by supporting whole mainstream health system and directly serve people with complex needs, through:
· Clinical Therapeutic roles


· Health Promotion (not doing health checks for all)

· Health Facilitation (mainstream and acute support) 

· Training and Teaching

· Strategic Service Development

As a result, there may be adults with mild learning disabilities who are not regarded as vulnerable but need access to specialist learning disabilities health support and so only be eligible for the health care component of the team’s service. The health and social care elements of the Community LD Team therefore work to closely aligned and linked but different eligibility criteria at times.


	Response Time & Prioritisation 


	The core Community LD Team Eligibility Criteria focuses on the group of people considered as having learning disabilities and complex needs are 16 years old (through joint working with Children and Young People’s Service staff), and experience difficulties. The examples below illustrate key issues considered in determining service responses:

· The extent of their intellectual impairment

· Having physical disabilities which severely affect their ability to be independent

· Having sensory disabilities, which severely affect their ability to be independent

· Having a combination of physical and/or sensory disabilities

· Any behaviour that can severely challenge services

· Having a form of autistic spectrum disorder

· Having complex health needs

· Having enduring mental health needs

· Having a forensic offending history

And their needs require health or social care organisations to provide ongoing support and assistance, no matter how this is funded 

The social care element of the CLDT is also required to work with Vulnerable adults in line with Safeguarding Adult policy requirements. In this context, a vulnerable adult is defined as an individual who ‘is or may be in need of community care services by reason of mental or other disability, age or illness, and who is or may be unable to take care of himself or herself, or unable to protect himself or herself against significant harm or serious exploitation’ and/or may present a danger to themselves, others ands the community at large. Typically, this often includes Community LD Team health staff working with people presenting with:
· Complex social difficulties associated with relationship difficulties

· Homelessness

· Financial problems and contacts with the criminal justice system

· Common enduring emotional and mental health difficulties

· Problem solving challenges associated with borderline learning disabilities, personality disorder, chaotic substance misuse and self harm/destructive behaviours          



	HCAI (Health Care Associated Infection) if appropriate



	The provider will be required to meet and provide supporting evidence of how national minimum standards in relation to recognised best professional and service performance standards are being addressed.


	Service Users Experience – the frequency of the survey sample should be determined locally and before the specification is indicated to the market



	The parties will use their reasonable endeavours , and act in good faith to produce such tools that are necessary to accurately measure service users experience on a monthly basis from an agreed  % proportion of the service user group 



	Improving Service User and Carer Experience 


	The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.



	Unplanned Admissions 


	The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.



	Reducing Inequalities 


	The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.



	Reducing Barriers 


	The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.



	Improving Productivity 


	The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.



	Access 


	The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.



	Personalised Care Planning  


	The provider shall provide every Person with a Long Term Condition a Personalised Care Plan. The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.


	Outcomes – Patient  / Clinical



	The core lead outcome objectives of the Community LD Team health staff service are to:

a.
To ensure that adults with learning disabilities have access to equal quality mainstream health services.

b.
To ensure that adults with learning disabilities are being adequately supported to meet that health need.

c.
To provide best evidence based interventions for adults with learning disabilities who present with challenging needs.

The provider must demonstrate that the services provided are culturally competent, and can meet the cultural needs of local communities.  

They should also make sure that services are provided equitably to all who need them, including people with complex disabilities and circumstances.

The key issues regarding patient satisfaction including surveys will be reported on through a yearly summary report which the parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.




Activity

	  Prices & Costs



	

	

	 Price

Basis of Contract

Unit of Measurement

Price

Thresholds

Expected Annual Contract Value

Block Arrangement
Total

*delete as appropriate




Part 2: Transfer of and Discharge from Care Protocols

	Discharge Criteria and Planning – 




	Consideration will be given to adopting for Trafford the current discharge pathways noted in the attached embedded files illustrating the operating arrangements adopted by CWP across Wirral, Central and Western and Cheshire East from April 09, whereby discharge from services must be preceded by a review. 

Consideration of risk, need and health will inform decisions of the MDT whether to discharge an individual from specialist services. 

Alternatively, exit from specialist LD services may require a transfer to Adult Community Mental Health Teams, Older Peoples services or to Primary Care and even a transfer to services out of area.

If a service user is to be discharged from specialist services, they should, where appropriate, be informed of how to ‘fast-track’ back into services, if required. 

Those clients who have been deemed at high risk for 12 months should be considered for review/discharge from specialist services via MDT discussion.

Service users should not routinely be discharged because of failed attendance at appointments or reviews.

Non-attendees must be discussed in MDT meetings to determine appropriate team response.

The discharge pathway is contained in the embedded file below:
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The Discharge Letter referred to in clause 18.6.1 shall contain basic clinical information about the Service User’s treatment, including, without limitation:

(i)
the Service User’s demographics to whom the Discharge Letter refers;

(ii)
the dates of the Service User’s admission and discharge;

(iii)
the name of the Service User’s responsible lead clinician, Care Co-ordinator and/or Key 
Worker 
at the time of the Service User’s discharge and to whom questions about the contents 
of the Discharge Letter may be addressed, and complete and accurate contact details 
(including a telephone number) for that person;

(iv)
details of any medication prescribed at the time of discharge;

(v)
any other relevant or necessary information or instructions, including follow-up arrangements 
and appointments; and

(vi)
the Service User’s status under the 1983 Act at the time of discharge.

Part 4: Essential Services

The parties wish to use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.

In the interim, it is expected that the PCT commissioned health services enable:

· Access to effective high quality local professional leadership and employment support
· Team composition including access to a minimum professional skill mix of a Lead Nurse, a Lead AHP and Lead Consultant Clinical Psychologist post, charged with improving the quality of client’s therapeutic experiences and care outcomes for: professional and clinical leadership to the health staff within the learning disabilities service by assuming the lead responsibility for setting service-wide standards and monitoring of professional practice; overseeing the development of nursing and therapies strategies; highly specialist clinical practice; and, taking a lead role in the strategic development of specialist health supports and related services to meet the Valuing People Now and agreed local Putting People First Personalisation/World Class Commissioning Strategic agenda (by working with partner agencies in children/young people’s, primary care, acute hospital and mental health services) to meet the health needs of people with disabilities and their carers in Trafford.

· Dedicated health professionals spending time working with other services and agencies across primary/secondary care, social care, housing, education, employment, and leisure to support people with learning disabilities. In particular, they will work with agencies supporting people who need a lot of help, and seek to develop the competencies of staff and their managers.  These include providing advice and guidance, training for teams supporting individuals, project management of schemes for time limited periods, and direct care working alongside social care staff, to help people towards independence and inclusion.

· In some situations, dedicated health professionals undertaking a named person role (service co-ordination or communication) for people with learning disabilities. This can and will require for small numbers of people adoption of the agreed Trafford CLDT SAP procedures and guidance. 

Specialist health professionals within the CLDT are also expected to:

· Facilitate specialist and community care assessment and care/treatment plans 

· Support the completion of specialist assessments (including participating in the completion of CHC Checklists, Decision Support Tools and MDTs)

· Develop detailed individual client-level and service-level specifications to assist the commissioning process, thereby assisting micro-commissioning processes and resource panel decision making

· Undertake a monitoring and service review function role  

· Access bed-based services only where health input is highly intensive or unpredictable

· Ensure that admissions result in real and meaningful assessment and treatment 

· Start from an assumption that ordinary housing and support with specialist clinical health input added on (thereby more likely to be low cost effective options) are the first option explored, with evidence of the least restrictive options and services closer to the local area  used in preference 

Working in partnership is critical at key transition points in people’s lives, both to ensure co-ordination of health and social care and that transition is not associated with a reduction of health care.  

Specialist health professionals will make sure, for example, that there are clear links between:
· Child and adult services

· Services for adults and older people

· Moving from community to hospital admissions, and hospital discharges to community placements

· Moving between placements, especially those returning from out-of-the local area.

Crises will mean different things to different people. For some people, for example, a crisis will mean difficulties in personal relationships. For others, it will mean problems with mental health, or a breakdown of family or staff care, or facing threats to personal safety and well being.

Specialist health staff will work with people with learning disabilities and their families and other agencies supporting them to ensure that there is a flexible range of responses to crises that are stitched into wider service arrangements.  Responses should include support from the voluntary sector and from peers. They should direct efforts away from institutional solutions to crises.

Specialist health staff will work with individuals, family carers and other people supporting them to plan ahead for when crises are likely. They will take steps to prevent crises from happening, and if they do happen, make sure that the right sort of help is at hand.  This could include:
· Having someone to talk to.

· Problem solving to see where things have gone wrong and how they could be put right.

· Providing extra support.

· Going somewhere else for a period of time as crisis respite whilst things get sorted out (such as the planned new Social Crisis and planned respite/breaks service planned for Shawe Road).

· Admission to an in-patient facility (through the planned investment in 2 new specialist learning disabilities assessment/treatment admission bed service)

The team membership will include a full compliment of: Administrative Support Staff, Community Care Workers/Social Work Assistants, Assistant Practitioners/Clinical Assistants, Clinical Psychologists, Community Nurses, Community Support Workers, Occupational Therapists, Physiotherapists, Speech and Language Therapists, and Social Workers. 

The particular mix, number and form of the local team will be based on the identified required functions to be served at a point in time.

However, each professional health and social work team member will be expected to undertake tasks throughout their working week to take on 3 equally important responsibilities (although the proportions of assigned tasks will vary for individuals and professional groups):
· Individual Named Person/Service Care Co-ordination

· Specialist Professional practice

· Strategically-focused Training/Project/Clinical specialist development projects supporting the agreed ‘Project 13 LD Service Improvement Programme’ targets:

This clearly requires flexible working in varying locations and at varying times to meet the needs of the service and users/carers.

In addition to these shared clinical functions, it is usual to have a number of clinical staff on the Team from particular professional backgrounds. In line with national definitions of core professional competencies, it can then be assumed that each professional from a particular discipline will be able to demonstrate a basic level of competence/experience and associated lead responsibility

Obviously, although these core foundation competencies should be present to a set minimum level, it is acknowledged that individual professional staff practitioners will also demonstrate personal individual specialist clinical interests, knowledge, skills and experience 
SCHEDULE 3

Part 2: Service User, Carer and Staff Experience Surveys

The parties wish to negotiate new and additional terms and conditions to apply to this schedule and will use their reasonable endeavours to reach agreement on the obligations after service commencement. The Provider warrants that it will upon reaching agreement act in good faith to immediately implement any such agreed obligations.

In the interim, it is expected that the Provider develop a programme of activities that will ensure:
· Service users and carers are at the centre of decision-making systems that support meaningful service user and carer involvement and participation.

· Service users, and carers are involved in the strategic and operational planning of future services

· Service users are given appropriate and honest information on the range of options available to them for their care.

· Service users and carers will be involved in the designing of information leaflets.

· There is openness and transparency in the decision making process.

· They operate and publicise a complaints procedure that complies with the Law and implement learning from complaints and demonstrate at Reviews the extent to which service improvements have been made as a result
· They report on the number of complaints resolved locally within agreed timescales

·  They report on the number of complaints which are referred to the Healthcare Commission/ Ombudsman which results in a request for further action by the Provider

· They demonstrate a service user experience strategy that uses different methodology for capturing patient experience

· They take part in relevant national and local Patient Satisfaction surveys at least annually

· They report on the number of compliments it has received

· They implement national Essence of Care Clinical Benchmarking http://www.dh.gov.uk and provide outcomes and associated action plans to the Commissioner on request

· They ensure that service users are seen in a timely manner, and that every effort is made to avoid any delays or cancellations

· They demonstrate how quality improvement plans are implemented in response to trends indicated by complaints or Patient Advice and Liaison Service reports.

· That with the service user’s consent carers are fully involved in their care, and are fully supported.

· That with the service user’s consent, staff encourage the involvement of carers, including reviews or specific appointments.

· That carers’ feedback is used to continue to improve services.

As part of the Agenda for Action in Trafford as the response to ‘Six Lives: The provision of public services to people with learning disabilities’, local service users and families have reviewed the initial focus for scrutiny and agreed that service user and carer experience is reviewed to define at a minimum:

· What are commissioners and providers doing to ensure that everyone has a Health action Plan?

· When will everyone known to services have a Health Action Plan?

· What are commissioners and providers doing to ensure that everyone has an Annual Health Check?

· All GPs and GP staff in Trafford should   

SCHEDULE 3

Part 3:  Emergency and Crisis Care Procedure

1.1
The Provider and the Commissioner shall agree an integrated service Pathway with uninterrupted round-the-clock emergency access to assessment, home treatment and/or acute in-patient care and Psychiatric Intensive Care Units as required.

1.2
The Provider shall use all reasonable endeavours to ensure that each referred or presenting Service User for Emergency Care or Crisis Care is registered upon arrival and assessed by suitably trained mental health practitioners. 

1.3
The Provider shall at all times provide Emergency Care and Crisis Care in accordance with Good Clinical Practice, Good Health and/or Social Care Practice and the Law. 

1.4
Emergency Care and Crisis Care shall be provided in accordance with the relevant Service Specifications and the principles of equity of access and non discrimination as set out in clause 54 (Equity of Access and No Discrimination).  The Service Specifications shall include details of the arrangements that the Provider is required to put in place to provide Emergency Care and Crisis Care to Service Users with specific needs (such as children, older adults and individuals with learning disabilities).

1.5
The Provider shall ensure that Emergency Care and Crisis Care are available 365 days per year and 24 hours per day and are consistent with best practice (which for the avoidance of doubt shall be based on the Mental Health National Service Framework (“NSF”) and shall include the availability of assessment at home or other locations, home treatment, other alternatives to admission and the provision of inpatient beds where required). 

1.6 
The Commissioner shall ensure that multi-agency protocols are agreed, specifying the resources available, and responsibilities for the provision of Emergency Care and Crisis Care for individuals with mental health problems in care settings other than those run by the Provider.
1.7
The Provider shall ensure that readily accessible information is available to Service Users and Carers on how Emergency Care and Crisis Care can be accessed.
1.8
All decisions relating to the most appropriate Emergency Care or Crisis Care placement for a Service User will be documented as part of the Care Plan for that Service User [and in accordance with the [advanced directive requirements] of the Service User].  However, if the Provider is unable to provide the appropriate care it shall notify the Commissioner, (in accordance with the agreed policies and procedures) that it is placing the Service User with another provider who can provide the necessary care that the Service User requires.
1.9
When making any arrangements to transfer a Service User to another provider the Provider shall comply with clause 18 (Transfer of and Discharge from Care
SCHEDULE 4

TRANSITION

Schedule 4 Part 1: Conditions Precedent 

1.
It shall be a condition precedent to commencement of the delivery of the Services that the Provider is fit and appropriately authorised to deliver the Services, and as evidence of this the Provider shall deliver to the Co-ordinating Commissioner on or prior to the Service Commencement Date the following Conditions Precedent documents, or where appropriate copies of them:

· Where the Provider is an NHS Foundation Trust, the Provider’s Terms of Authorisation

· Regulator’s registration of the Provider

· Any Consents required for the provision of the Services by the Provider

· Confirmation that all insurance cover required under clause 26 is in place

· Written details of the Provider’s Caldicott Guardian

· List of Section 75 Arrangements and Section 10 Arrangements to which the Provider is a party which relate to or otherwise affect the provision of any of the Services.

2.
It shall be a condition precedent to commencement of the delivery of the Services that the Co-ordinating Commissioner shall have delivered to the Provider on or prior to the Service Commencement Date the following documents, or where appropriate copies of them:

· Executed Consortium Agreement OR executed Establishment Agreement 

· Commissioning Intentions

· List of Section 75 Arrangements and Section 10 Arrangements to which the Commissioners are parties which relate to or otherwise affect the commissioning of any of the Services.

Schedule 4 Part 2: Longstop Date

“Longstop Date” means the date 3 months after the Effective Date.

Schedule 4 Part 3: Transition Arrangements

The CLDT Review and Action Plan in line with Trafford Six Lives Strategy requires consideration of how to maximise the skill mix and working practices from the health staff and will include what funds associated with vacant posts can be redeployed to meet the contract obligations and/or returned to the PCT for redeployment to meet PCT priorities.  
SCHEDULE 5

INFORMATION REQUIREMENTS

Part 1A : National Requirements (centrally reported)
1. The Provider shall comply with the reporting requirements of SUS for quarterly submissions of MHMDS and CDS datasets to the Information Centre. This includes compliance with the required format, schedules for delivery of data and definitions as set out in the relevant IC guidance. The requirement to submit MHMDS applies only to specialist providers of adult mental health services (inclusive of older age service providers). Providers of only CAMHS, only learning disability services or [only substance misuse services] do not need to provide MHMDS as it is not applicable to them.  Providers of only substance misuse services shall comply with the reporting requirements for the National Drug Treatment Monitoring System (NDTMS).

At a minimum the content of the MHMDS submitted should include the following data items
 for providers who provide care in the specified settings
: 


Some items (starting with Employment status were recently introduced requirements) 

	Description
	Community or outpatient services only 
	Inpatient services

only
	Day care only
	Inpatient and community/OP services

	Uniform Patient Identifier
	All

	Date of birth
	

	Patient’s current gender
	

	Patient’s marital status
	

	Patient’s ethnic category
	

	Patient’s NHS number
	

	Organisation code of patient’s registered General Medical Practice 
	

	Postcode of patient’s normal residence
	

	Date of patient’s first mental health treatment
	

	Organisation Code (Commissioner)
	

	Start date of CPN episode
	(
	(
	(
	(

	End date of CPN episode
	(
	(
	(
	(

	Start date of NHS Day care episode
	(
	(
	(
	(

	End date of NHS Day care episode
	(
	(
	(
	(

	Start date of acute home-based treatment episode
	(
	(
	(
	(

	End date acute home-based treatment episode
	(
	(
	(
	(

	Start date of in-patient episode
	(
	(
	(
	(

	End date in-patient episode
	(
	(
	(
	(

	First in-patient diagnosis
	(
	(
	(
	(

	Second in-patient diagnosis
	(
	(
	(
	(

	Third in-patient diagnosis
	(
	(
	(
	(

	Fourth in-patient diagnosis
	(
	(
	(
	(

	Fifth in-patient diagnosis
	(
	(
	(
	(

	Sixth in-patient diagnosis
	(
	(
	(
	(

	Admission method
	(
	(
	(
	(

	Start date of ward stay
	(
	(
	(
	(

	End date ward stay
	(
	(
	(
	(

	Clinical care intensity of ward
	(
	(
	(
	(

	Indicates if hospital accommodation is classified as medium secure
	(
	(
	(
	(

	Start date of Consultant Outpatient Episode
	(
	(
	(
	(

	End date of Consultant Outpatient Episode
	(
	(
	(
	(

	Start date of a Professional Staff Episode
	(
	(
	(
	(

	End date of a Professional Staff Episode
	(
	(
	(
	(

	Professional Group for episode
	(
	(
	(
	(

	Date of CPN contact
	(
	(
	(
	(

	Contact Location Type Code
	(
	(
	(
	(

	Date of NHS day care attendance
	(
	(
	(
	(

	Indicator of whether the patient attended or did not attend
	(
	(
	(
	(

	Date of OP attendance
	(
	(
	(
	(

	Indicator of whether the patient attended or did not attend
	(
	(
	(
	(

	Contact Location Type Code
	(
	(
	(
	(

	Date of professional staff group Contact
	(
	(
	(
	(

	Staff group of professional involved
	(
	(
	(
	(

	Contact Location Type Code
	(
	(
	(
	(

	Date of Care Co-ordinator contact
	(
	(
	(
	(

	Start date of Care Co-ordinator assignment
	(
	(
	(
	(

	End date of Care Co-ordinator assignment
	(
	(
	(
	(

	Care Co-ordinator's identifying code
	(
	(
	(
	(

	Care Co-ordinator's occupation code
	(
	(
	(
	(

	Care Co-ordinator's name
	(
	(
	(
	(

	Date of assignment to  responsible clinician
	(
	(
	(
	(

	Personal identifier for  responsible clinician
	(
	(
	(
	(

	Personal identifier for the  Responsible Clinician
	(
	(
	(
	(

	Responsible Clinician Profession
	(
	(
	(
	(

	Main Specialty code (Mental Health)
	(
	(
	(
	(

	Date of review
	(
	(
	(
	(

	Full HoNOS rating made at review
	(
	(
	(
	(

	CPA level of patient from this review to the next.
	(
	(
	(
	(

	Employment Status of the patient
	(
	(
	(
	(

	Weekly hours worked for a patient in employment
	(
	(
	(
	(

	Settled Accommodation Indicator for the patient
	(
	(
	(
	(

	Accommodation Status of the patient
	(
	(
	(
	(

	Date of mental health act event
	(
	(
	(
	(

	Legal Status Classification Code following event
	(
	(
	(
	(

	Mental Category following event
	(
	(
	(
	(

	Mental Health Act 2007 Mental Category following event
	(
	(
	(
	(

	Supervised Community Treatment Start Date
	(
	(
	(
	(

	Supervised Community Treatment End Date
	(
	(
	(
	(

	Supervised Community Treatment End Reason
	(
	(
	(
	(

	Supervised Community Treatment Recall Start Date
	(
	(
	(
	(

	Supervised Community Treatment Recall Start Time
	(
	(
	(
	(

	Supervised Community Treatment Recall End Date
	(
	(
	(
	(

	Supervised Community Treatment Recall End Time
	(
	(
	(
	(

	Leave of Absence Start Date
	(
	(
	(
	(

	Leave of Absence End Date
	(
	(
	(
	(

	Leave of Absence End Reason
	(
	(
	(
	(

	Absence Without Leave Start Date
	(
	(
	(
	(

	Absence Without Leave End Date
	(
	(
	(
	(

	Absence without Leave End Reason
	(
	(
	(
	(

	Clinical Team Classification Group
	(
	(
	(
	(


The following returns of data shall also be made according to notified schedules to the Information Centre or the Department of Health as required. Providers of the services identified in the columns are required to submit the indicated data.

	
	Community Adult 
	Adult Day Care
	Adult IP
	Community CAMHS 
	CAMHS Day Care
	CAMHS IP
	Community LD 
	LD Day Care
	Adult LD IP

	CDS for HES
	(
	
	(
	(
	
	(
	(
	
	(

	Admissions, changes in legal status and detentions under the MHA (KP90)
	(
	
	(
	(
	
	(
	(
	
	(

	Bed availability and occupancy (KH03)
	(
	
	(
	(
	
	(
	(
	
	(

	Consultant Outpatient Attendance (KH09)
	(
	
	(
	(
	
	(
	(
	
	(

	Deaths in detention (to MHA)
	(
	
	(
	(
	
	(
	(
	
	(

	Waiting times (for consultant-led clinics)
	(
	
	(
	(
	
	(
	(
	
	(

	Count Me In
	(
	
	(
	(
	
	(
	(
	
	(

	Vital Signs, as appropriate
	(
	
	(
	(
	
	(
	(
	
	(

	Electronic Staff Records

(NHS and NHS FT only)
	(
	
	(
	(
	
	(
	(
	
	(


NDTMS returns will need to be completed by providers of specialist substance misuse services and returned to the National Treatment Agency.  

Additionally, the provider shall contribute to the following data collections as appropriate:

	
	Community Adult 
	Adult Day Care
	Adult IP
	Community CAMHS 
	CAMHS Day Care
	CAMHS IP
	Community LD  
	LD Day Care
	Adult LD IP

	Adult MH Service Mapping ( for both working age and older people’s services)
	(
	(
	(
	(
	(
	(
	(
	(
	(

	CAMH Service Mapping
	(
	(
	(
	(
	(
	(
	(
	(
	(

	Adult Finance Mapping
	(
	(
	(
	(
	(
	(
	(
	(
	(

	Delayed Discharge Monitoring (SITREPs)
	(
	(
	(
	(
	(
	(
	(
	(
	(



Information required for the purpose of quarterly returns to either DH or the 
Information Centre as set out in the guidance on Unify 2 relating to the LDPR  (for Vital 
Signs) and guidance provided by the Information Centre for the quarterly Omnibus 
survey shall  be supplied by the provider to the required timescales.

         

Providers are also required to follow national guidance in the reporting of any serious 

untoward incidents.

Part 1A : National Requirements (locally reported)
The Provider shall supply to Co-ordinating Commissioner the following data and information. Where data relate to aggregate information on Service Users, Service User level data should be accessible to the commissioner. For data which is included in CDS or MHMDS datasets, the normal route for supply is SUS. If SUS is not operational for the required data, it is the responsibility of the provider, working through the Information Centre, to make the data available to the commissioner. The Provider shall supply the data and information not less than quarterly, unless agreed with the Co-ordinating Commissioner 

Commissioners shall manage Service User identifiable data in accordance with the Law, Good Clinical Practice and Good Health and Social Care Practice 

The Provider and Commissioners shall agree, as part of the Data Quality Improvement Plan, specific local targets for improving data quality of national priority data.  This should include improvements in the capacity to collect diagnostic information as identified in the suggested priority information items for learning disability and substance misuse.  
All ages - mental health services

Care Planning Approach

· The numbers of users on new CPA and the total numbers receiving services (MHMDS)
· The numbers of users discharged from inpatient care within the reference period and the numbers who were followed up within 7 days of discharge (Omnibus collection by Information Centre)
· The numbers of users in employment (MHMDS)
· The numbers of users in settled accommodation (MHMDS)


Improvement in the safety and therapeutic environment of inpatient settings

· Exception reporting if a man and a woman share either a Bedroom or a Bed-bay

· Patient survey scores related to mixed sex accommodation from the HCC/CQC survey of inpatients

· Number of people under 18 admitted to adult inpatient wards

Equality Monitoring

· Monthly equality monitoring report – format, method and timeframe for delivery to be defined locally in line with SAP requirements 
Complaints

· Monthly complaints monitoring report – format, method and timeframe for delivery to be defined locally in line with PCT requirements 
Part 1B : Suggested Priorities for local reporting 

Note: In some cases these may require development of information sources to be agreed between Commissioners and Provider 
Subject to local agreement the Provider shall supply to Co-ordinating Commissioner some of the following data and information or other agreed data or information. Where data relate to aggregate information on Service Users, Service User level data should be accessible to the relevant Commissioner. For data which is included in CDS or MHMDS datasets, the normal route for supply is SUS. If SUS is not operational for the required data, it is the responsibility of the provider, working through the Information Centre, to make the data available to the relevant Commissioner. The Provider shall supply the data and information not less than quarterly, unless agreed with the Co-ordinating Commissioner 

Commissioners shall manage Service User identifiable data in accordance with the Law, Good Clinical Practice and Good Health and Social Care Practice 

The Provider and Commissioners may agree, as part of the Data Quality Improvement Plan, specific local targets for improving data quality of locally agreed priority data.
All ages - mental health services
Improved Access to Psychological Therapies

· The  number of people who have entered a course of IAPT psychological therapy

· The number of people who have “recovered” following a course of IAPT psychological therapy. [ “Recovered” means no longer judged as requiring further IAPT treatment]
Improvement in the provision of physical healthcare for service users

· Number of long-term inpatients who have received an annual health check. [This data source may require development]

Improvement in psychiatric liaison services in general hospitals (all ages)

· Proposed audit of Acute trust delayed discharges and of early readmissions to Acute trust beds to establish the extent to which mental ill health has been a factor delaying discharge or contributing to readmission, including age breakdown
Older adults - mental health services
Improved early intervention in dementia
· Numbers assessed by service and numbers diagnosed with dementia (data source may require development)
Comprehensive coverage of in-reach services from community mental health teams for older people into all care homes
· Admissions to mental health services from care homes (HES or MHMDS)

Adults - mental health services
Community mental health services

· Number of home treatment episodes by crisis home treatment services (Omnibus)

· Ratio of all informal admissions to the number which are gate-kept by CR/HT service
· Total early intervention caseload (Omnibus)
· Number of new cases accepted by early intervention services (Omnibus)

· Total assertive outreach caseload (Omnibus)
Children and adolescents 

Improved coverage of the population by comprehensive CAMHS services for children and young people, including children with learning disabilities
· Length of wait for first access to CAMHS (CAMHS mapping)

Learning Disabilities
Improved access and provision of mental health care for people with learning disabilities
The capacity of local services to collect and report the required diagnostic data may need to be linked to the Data Quality Improvement Plan
· Numbers of people with mild or moderate learning disabilities using specialist mental health services with LD as a primary diagnosis – separate reporting on a) inpatients and b) service users in other settings

· Numbers of people with mild or moderate learning disabilities using specialist mental health services with LD as a secondary diagnosis - separate reporting on a) inpatients and b) service users in other settings

Dual Diagnosis

Improved management of dual diagnosis for individuals in touch with substance misuse services and individuals in touch with specialist mental health services
The capacity of local services to collect and report the required diagnostic data may need to be linked to the Data Quality Improvement Plan
· Number of MH service users with secondary diagnosis of substance misuse recorded or record of substance misuse problems - separate reporting on a) inpatients and b) service users in other settings (data source may require development)

Substance Misuse

· Number of individuals effectively engaged in treatment (retained for 12 weeks post-modality start or achieving a care planned discharge within 12 weeks)

· Number of new treatment journeys commenced

· Proportion of new treatment journeys achieving 3 week waiting time between referral and modality start

· Number of new treatment journeys subject to a Treatment Outcome Profile (TOP) start

· Number of quarterly reviews subject to a Treatment Outcome Profile (TOP) review

· Number of discharges subject to a Treatment Outcome Profile (TOP) end review

· Proportion of new Service Users receiving General Healthcare Assessment

· Proportion of Service Users offered Hepatitis B vaccination

· Proportion of current or former injectors offered Hepatitis C testing

· Number of substance misuse Service Users with secondary diagnosis of mental illness recorded or record of mental health problems.  Separate reporting on (a) inpatients and (b) Service Users in other settings


Offender Health

Improved continuity of care for prisoners subject to CPA 

· Proposed annual review of local arrangements for follow up post release 

Improved access to mental heath care beds for prisoners
· Recording of time from referral to acceptance of prisoner for care and actual transfer to a mental health bed (data source may need development)

Criminal Justice Liaison Teams
· Proposed annual review of arrangements for access to psychiatric support for police and courts


The Provider shall also supply information to the Commissioners as reasonably required for 
the purpose of monitoring equality of access to services and to fulfil the Commissioners 
obligations under the Law. Data required may include gender, age, and ethnicity and disability
characteristics of Service Users.


Sustainability


In light of the Government sustainability strategy “Securing the Future”, and in line with any future national NHS strategy, the Provider shall, as applicable, report regularly on their sustainable development performance, including carbon footprint reduction – Format, method and timeframe for delivery to be defined locally 
Part 2 : Suggested national requirements for local definition and reporting 
Following local agreement on choosing areas for local determination in the service specification, those information items agreed should be provided on a quarterly or more frequent basis to the Commissioners. 

To be added following local agreement. These requirements relate to the regular provision of Service User level data from the Provider to the Commissioners. Local agreement should include format, method of delivery and time scales.


It is expected that local agreements will include Service User level data recommended by CPA guidance and any specific Service User level information required by the Commissioners for the following purposes:

a) Contract management

b) Case management 

c) Epidemiological data for example to inform on the incidence of specific disorders or Service User characteristics or needs

Information may be required on a monthly basis for purposes a) and b) but this should be for local agreement


Data Quality Improvement Plan
This will be negotiated between the Provider and the Commissioners. It will include a schedule for improving the completeness of data recording for the mandatory metrics for mental health services. 
In addition plans should be agreed for the recording of other information which has been locally agreed and its regular transmission to the Commissioners.  Recommended categories of information include the following but it is expected that the Provider and Commissioners will wish to include further locally agreed measures as recommended in “High Quality Care for All”. Examples of measures that could be considered are:
(i) Confirmation that CPA plans contain risk management, crisis and contingency plans

(ii) HoNOS assessments on working age users on new CPA

(iii) Any agreed additional outcome assessments on users. HoNOS 65 plus is relevant for older age adults on new CPA

Substance misuse data completeness and data quality plans to be agreed between Commissioner, Provider and regional NDTMS team, to include the full and effective reporting of Treatment Outcomes Profile (TOP) data.

Further principles for the Improvement Plans need to be developed and consideration given to specifics which are relevant to CAMHS, Older age adults, substance misuse and Learning Disability services.
� The full contents of the MHMDS are set out in Dataset Change Notices issued by the Information Centre. The list given here is a subset which has a particularly high priority. It is not intended that providers should interpret this list as a reason for no longer maintaining MHMDS data items excluded here.


� It is recognised that providers who provide care only in an in-patient setting are not expected to provide information which is only relevant to a community setting. Similarly for providers of community services with respect to inpatient related information. Also some of the items in the table are relevant only patients on CPA as is set out fully in Information Centre guidance on the MHMDS 


� This and following items were introduced for 2008-9 meeting legislation and social exclusion PSA needs
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URGENT REFERRAL PATHWAY












REFERRAL RECEIVED







TELEPHONE CALL OR WRITTEN AND MARKED



URGENT







CLINICAL DECISION







A. COMPLETE URGENCY CHECKLIST







B. ALLOCATE TO RELEVANT PRACTITIONER







WITHIN 1 WORKING DAY







ALLOCATED TO RELEVANT PRACTITONER BY TEAM CO-ORDINATOR OR OTHER APPROPRIATE PRACTITIONER







TELEPHONE CONTACT







WITHIN 4 HOURS







PROBLEM RESOLVED







YES







NO







PRACTITIONER RESPONDS AS APPROPRIATE







REFERRAL FORM COMPLETED















FOLLOW REFERAL PATHWAY







ADVICE







SIGNPOST TO EMERGENCY SERVICE







RISK ASSESSMENT
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LEARNING DISABILITIES DIVISION


URGENT REFERRALS SCREENING TOOL


		Q No

		QUESTION

		Yes

		No

		Comments



		1

		Is there a risk of suicide or serious self harm




		

		

		



		2

		Is there a  risk of serious harm/injury to others/children




		

		

		



		3

		Is the placement at serious risk




		

		

		



		4

		Has the person been admitted to acute services, who require advice/guidance or support

		

		

		



		5

		Are there health issues that present a serious impact on  (Please tick the bulleted box)

· Eating


· Drinking


· Mobility


· Swallowing


· Respiration

		

		

		



		6

		Are any of the following factors currently giving serious cause for concern  (Please tick the bulleted box)

· Person living alone and not managing


· Health of immediate carer/s


· Sudden death of primary carer


· Persons financial situation


· Equipment issues

		

		

		



		7

		Are any of the following factors currently giving serious cause for concern  (Please tick the bulleted box)

· Mental health status


· Behaviour


· Physical health


· Offending behaviour (Forensic)

		

		

		



		8

		Are there any other vulnerable adult/child protection issues requiring immediate action – Please specify




		

		

		





POSITIVE REPONSES TO ANY OF THE ABOVE QUESTIONS WOULD REQUIRE FURTHER ACTION TO BE INITIATED AS PER THE URGENT REFERRAL PATHWAY


Completed by :- Sign      



Print




Designation


Date


  


Affix 



Patient Identification label 



here
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LEARNING DISABILITIES DIVISION


COMMUNITY TEAMS REFERRAL PROCESS






Referral received – completed in accordance with Team Process Standard  - Step 1  Taking and registration of referrals 







Follow urgent referral  pathway







Yes







Is Client known to the service ( re-referral)







Allocate for Initial Assessment



TO BE COMPLETED WITHIN 



4 WEEKS











RISK ASSESS 



DECISION  1 OR 2 TEAM MEMBERS TO ASSESS











No















Is referral urgent







Discussed at next team allocation meting







Obtain Further Details



TEAM CO-ORDINATOR TO TELEPHONE REFERRER OR RETURN FORM











Yes







No







Yes







Not known to service.



New Patient







Active to Other Team Member







Inactive Case







Feedback at Team Meeting







Allocate for professional input







Case unallocated







Raise weekly until allocated/re-apply caseload weighting tool











Case unallocated after 13 weeks.



Team Co-Ordinator to report to Clinical Services Manager











Case Allocated







Re-Assessment if last assessment over 12 months old











Jan 09 
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LEARNING DISABILITIES CLINICAL DIVISION


DISCHARGE PATHWAY.




INTERVENTION COMPLETE







DECISION BY PROFESSIONAL TO DISCHARGE







DISCUSSED/AGREED AND RECORDED AT TEAM MEETING







PROFESSIONAL TO COMPLETE DISCHARGE REPORT/SUMMARY AS PER STANDARD







LETTER OF DISCHARGE TO BE SENT OUT







C.P.A.OFFICE NOTIFIED OF DISCHARGE/TRANSFER OF CASE.







COPIES TO BE ATTACHED TO CORRESPONDENCE ON CARE NOTES







Possible Reasons







Treatment Complete



Inappropriate Referral



No longer requires service



Non-Compliant with treatment



Moved out of area



Discharge form Section 117 aftercare



Other reasons e.g. Death







Discharge Report/Summary



Standards







Client information recorded



Reason for referral and what problems were addressed



Date of Referral



Referrers name



Referrer contact details



Referrers expectations noted



Assessments completed



Outcome of assessments/care plans



Diagnostic category



If inappropriate – why



Details of intervention



Outcome of intervention



Clients engagement in assessment, intervention and discharge



Duration of involvement



Reason for discharge



Other recommendations/referral



Discharging professionals



Others still involved



Tools used in assessment and their outcomes e.g ABAS



Primary worker/Care co-ordinator role transferred
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