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1.
Introduction

The purpose of this policy is to set out a jointly agreed operational framework for all staff working in the CLDT, to follow on a day-to-day basis.

The services for people with learning disabilities have previously been provided by specialist health personnel working in various locations and generic social workers operating in locality bases. As part of the integration process social workers have been identified as being dedicated to learning disability services and these have been brought together with the specialised health personnel into an integrated team called the Community Learning Disability Team. (CLDT) In addition the social workers have a responsibility for vulnerable adults however this work does not form part of the core business of the team as a whole. (see Appendix 1C - Client Definition & Eligibility Criteria)

2.
Service Values & Principles

The Wrexham Community Learning Disability Team holds to the values expressed in the 1983 All Wales Strategy. This strategy sought to enable people with learning disabilities to enjoy the full range of life opportunities and choices, have positive identities and roles in their families and communities, exercise choice and develop independence, self respect and self fulfilment. It articulated 3 principles to guide the way people with learning disabilities are supported. People with learning disabilities should have:

· The right to an ordinary pattern of life within the Community 

· The right to be treated as an individual; and

· The right to additional help and support in developing their maximum potential

These principles were confirmed in the 1994 guidance.

The Welsh Assembly Government in Service Principles & Service Responses, in its 2004 response to Fulfilling the Promises (2001), endorsed the continuing relevance of these principles as an expression of its vision:

· For all people with learning disabilities to be regarded as full citizens equal in status and value to other citizens of the same age; and

· For supporting people to live healthy and independent lives.

· For all people with learning disabilities to have their service planned in line with person centred principles.

 Objectives

Wrexham County Borough Council & the North East Wales Trust highlight improving outcomes for service users and their carers as a priority. All work undertaken by the Integrated Team must underpin this essential theme: -

Outcomes could fall under three general headings - Improving quality of life: Maintaining quality of life: Minimising deterioration of quality of life

To establish and maintain a unified operational commissioning and management structure, maximising staff resources and delivering a seamless service to individuals and their carers. 

The following Team Objectives are intended to provide a framework and are agreed by all partner agencies and team members: -

· Using Unified Assessment and Care Management Process we will 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. 

· The CLDT will strive to support people with a learning disability who also have complex needs in a manner that maximises opportunities for meaningful participation in local community life and minimises potential negative impacts e.g. premature morbidity, out of county placement and reduced control and autonomy over everyday life events.

· Examples of additional health needs are: 

· Specific Health Needs

· Autism

· Challenging Behaviour

· Communication Disorder

· Epilepsy

· Mental Health needs

· Forensic Needs

· Profound & Multiple Learning Disability

· Psychological Needs

· Sexual Health Needs

· To empower carers, service users and staff by enhancing knowledge and skills and provide accessible information to make informed choices about their lives.

4.
Service Information

The CLDT will take its membership from Wrexham County Borough Council and the North East Wales NHS Trust / Conwy and Denbighshire NHS Trust. 

Core roles in the team are:-

· Team Manager 

· Deputy Manager

· Senior Practitioner

· Social Worker

· Community Care Workers 

· Community Nurse 

· Health Care Liaison Nurse

· Health Care Support Worker

· Generic Admin Support 

·      Consultant Psychiatrist

·      Medical Secretary

·     Clinical Psychologist

·     Speech and Language Therapist

·     Physiotherapist 

·     Physiotherapy Assistant

The team is committed to offering training opportunities to a variety of professional disciplines at any one time.

Through consultation with the relevant heads of disciplines, the day-to-day operational management of therapy, psychology & psychiatry staff will be the responsibility of the CLDT Team Manager.  Professional supervision will be offered via the relevant Professional Line Manager. (See Operational Management/Professional Management Protocol for details - Appendix 1B)

Hosting arrangements - Wrexham County Borough Council will provide office accommodation and associated administrative facilities for all members of the integrated team.  This will be detailed in a Service Level Agreement.  Medical Secretary support for the psychiatrist will be provided by North East Wales NHS Trust. This includes I.T. support from the NHS. 

Relationships with Mainstream Services:


The Community Learning Disabilities Team is a specialist service that will work with providers of care across statutory independent and voluntary sectors such as:-

·       Mental Health Services

· 
Substance Misuse Services

· 
Police

·      G.P Practices

·      Hospitals

· 
Probation

·      Children’s Services

·      Advocacy

·      Carers Officer

· 
Local Housing Departments

· 
Welfare Rights Officers

·       Employment Agencies

·       Environmental Health

· 
Further Education 

·      Providers of leisure and community services 

·      Voluntary agencies

·      Older peoples services

·       Primary Care Sector (see section 6 Generic Care Links)

The work of the Team and key stakeholders is to promote a seamless service for users and their carers. 

Where appropriate the CLDT will enable people with learning disabilities to access services and, where necessary, support them in this process.

5
Access to the Integrated Team

Referrals to the Community Learning Disability Team will be for people who:

· Meet Client Definition 

· Resources are allocated in accordance with WCBC Eligibility Criteria & Continuing Health Care Criteria

Referral/Allocation Process (Appendix 1E)

This referral process was designed by the team to be congruent with care co-ordination as specified under the Unified Assessment and Care Management process. ( see Section 8) It is recognised that the team is not yet at the point of total adherence with the process. The target is that this process will be fully implemented by January 07.

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

· The Team Manager, Senior Practitioner, a G grade nurse, Psychiatrist, Physiotherapist and Psychologist will meet weekly to discuss the referrals received. (Referral Meeting)

· This group will prioritise the referral, based on the presenting evidence using Wrexham CBC 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. 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. See Appendix 1 Criteria for Allocation to care co-ordinator

· 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 services user and the type/level of skill required of the practitioner in determining who should complete a comprehensive care co-ordination assessment. However in addition to the skills required to complete assessment in an effective and efficient manner, Team Managers should 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 imperative that the least number of professionals be involved in assessing/delivering services.  The team will operate flexibly and ensure that regular discussion takes place, facilitated by the Team Manager re appropriateness of professional interventions.  (refer to Appendix 1 “Criteria for allocation to Care Co-ordinator” for further guidance).

· Each discipline will allocate according to priority and manage its own waiting list. Priorities are as set in Client Definition & Eligibility Criteria (Appendix 1C)

· 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.

· 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 or Deputy Manager for discussion and resolution at the next Referral Meeting.

6
Generic Health Care Links

The principle of better access to primary and secondary care services for people with a learning disability will be promoted by the Team. Effective communication and strengthening professional relationships will ensure people with learning disabilities receive effective primary health care services. 

Effective liaison between the Integrated Team and the local Primary Care Sector is an essential function to maintain communication and promote the development of community-based services for people with learning disabilities.  The role of the primary health care nurse will be to facilitate annual health care screening.

7
Carers Assessment

The Carers Recognition Act requires that a separate assessment of carer’s needs is offered.  This can be offered by any qualified practitioner within the CLDT. Wherever support is needed to complete a carer’s assessment this should be undertaken by a social worker. If they wish, their assessment can take place as part of the person’s assessment or at a separate time and place. The carer may prefer to complete a self assessment form which can then be discussed later.

If a carer’s assessment arises as a result of the unified assessment process it should be recorded in the Summary Record as a specialist assessment. 

Where a carer’s assessment identifies problems for the carer that are not as a result of their caring role then the carer should be offered a unified assessment in their own right and a separate record maintained.

8
Care Co-ordination

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 Senior Community Care Officers can 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 allocates 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.

Therefore, the model for integrated Team Working across Wrexham 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. 

9.
Information & Record Keeping Systems

It is vital for the provision of good quality care and intervention that team members involved with an individual have easy access to all relevant and appropriate information relating to the individual.

All people receiving a service are entitled to confidentiality. Sometimes information needs to be shared with other agencies in order that full care and support can be implemented and maintained. Consent should be obtained for this but, in the absence of consent, the consequent possibility of a less effective and comprehensive service should be made clear to the person.

Prior to disclosing information, depending on the urgency, every effort should be made to gain advice and support from the Consultant, GP, senior colleagues and, when necessary, the legal department of the Trust and/or Local Authority as appropriate.

All care co-ordination information will be entered onto RAISe. The whole team will have access to the RAISe system.

10.
Quality Assurance

· The CLDT will be subject to periodic review involving both service managers and relevant professional heads.

· The Learning Disability Programme Group, set up under the Health, Social Care & Well Being Strategy, will act as a monitoring and review forum for the CLDT.

· The CLDT will be measured against:

· Set Performance Indicators (both National and Local)

· Relevant Programme Group objectives

· Relevant Business Plan objectives

· The outcome of the review and any recommendations will be made to Senior Managers in both agencies and members of the CLDT.

· An internal review of the CLDT will take place every twelve months, which will include comments from service users, carers and other agencies.

· The auditing of service users files is an important feature in any quality assurance system.  Processes are established for the auditing of the operational work of the Integrated Teams via file audits.  The results of these audits will inform practice and the evolutionary processes needed to develop the work of the Integrated Teams.

11. Operational Management Issues

The following statutory agencies have agreed to support the provision of a Community Learning Disabilities Team: -


-
     Wrexham County Borough Council


-
     Wrexham Local Health Board

· North East Wales NHS Trust

· Conwy and Denbighshire NHS Trust

Service Management

The day to day operational service management will be led by the Service Manager from Wrexham CBC who will be working in close partnership with the Service Manager from NEWT (see Appendix 1D - LD Service Managers Breakdown of Joint Responsibilities for Wrexham CLDT)

Team Management

The Integrated Team Manager’s duties will encompass all general management responsibilities, i.e.: -

· Team Management, including management of staff from partner agencies.

· Operations including relevant agencies, policies, procedures and systems.

· Human Resource Management.

· Quality Assurance including standard setting monitoring and review.

· Financial Management including monitoring reviews and development of budget and Service Level Agreements.

· Monthly team meetings, which must involve all team members.

· Supervision and the monitoring of practice as agreed within joint protocols.

· The Team Manager will have responsibility along with the professional supervisor for enhancing existing skills and identifying areas of future training needs.  Team Managers will be supported in this task by assistants, appointed specifically to deputise on their behalf.

· The Team Manager will meet with the professional supervisor on a regular basis to ensure effective communication and to facilitate team working. 

The Team Manager will be assisted in their duties by Deputy Team Managers (see Appendix 1E - Community Learning Disability Team (Integrated) 

Organisational Structure April 2006)

Responsibility & Accountability

In order to achieve an effective organisational system for team members and to deliver an efficient service to service users and their carers the following management arrangements have been agreed: -

Day to day management of the service provided by the team will be the responsibility of the Team Manager subject to agreed protocols appendices 2 & 3

Governance arrangements for the team will be the subject of a separate document following consultation.

Team Skill 

Team membership encompasses staff from partner agencies; through a complete multidisciplinary team approach.  

The Team will be offered regular Team Building sessions. This will be repeated on an annual basis. The session will focus on Team dynamics, the principle of integrated working, effective communication and service development

Personnel Policies & Procedures

Personnel policies and procedures from the employing authority will be adhered to for each Team member. Relevant Service Managers in conjunction with Team Managers and Personnel Managers will take the lead in the appointment of staff, although for Psychology and Therapy staff appointments will be led by the relevant Professional Manager.

Management of Customer Feedback (Complaints & Compliments)

Initially, complaints, compliments or enquiries in respect of Team activities will be directed to the Team Manager who will have the delegated authority to deal with issues within agreed procedures for the agency.  Initially complaints will be dealt within the procedures of the primary agency involved. 

Work is currently being undertaken to harmonise the complaints procedures of partner agencies.

Appendix 1A

Criteria for Allocation to Care Co-ordinator 

Introduction

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 one assessment process, one principal contact person, one care plan and one review process.  Therefore, the model for integrated Team Working across Wrexham 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 therefore, when considering who is the most appropriate individual to undertake the principal care co-ordinator role, that Team Managers reflect upon the above and allocate the case to the individual whose skills most closely match the presenting needs of the service user.

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 i.e. homelessness, financial difficulties, family dysfunction or functional mental disorder 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 specialist 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. 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. 

Appendix 1B

Operational and Professional Management Protocol

Wrexham Community Learning Disability Team

Introduction

The Wrexham Community Learning Disability Team are currently engaged in a process of integration. The first major structural changes are currently taking place or are about to take place in the very near future, for example, co-location and single operational team management. These changes will be formalised within a section 31 agreement, which is due to be signed off in August 2006, and it is envisaged that this protocol will be form part of the section 31 agreement 

As the CLDT moves towards single operational team management there is a clear need to clarify operational and professional management responsibilities, so as to enable smooth and effective team working. 

The principles to support this were laid out in the operational and management protocol for Learning Disability Services. This protocol is intended to hold more detailed arrangements for the therapists who are not full time within the teams. 

Aim of the Protocol

· To ensure clarity exists around the parameters of the Team Manager role

· To promote fairness, consistency and continuity for all CLDT members

· To ensure all CLDT members are central to the team

· To aid the delivery of effective, efficient and person centred services

· To enhance team working

· To avoid smaller disciplines becoming distanced and dislocated from their professional support networks     

Who is affected

· All CLDT staff working into integrated CLDTs in Flintshire and Wrexham for their allocated sessions

· Physiotherapy

· Occupational Therapy

· Speech and Language Therapy

The existing line management structures will remain in place. That is, for example, all therapy staff that are currently line managed by the superintendent physiotherapist will continue to be so. This protocol is designed to agree the relationship between the lead therapists and the team manager

Status of the Protocol

The detail contained within this protocol has been developed by the Learning Disability sub group for Integration and has been signed off by relevant Senior Managers and Professional Heads. This protocol will be submitted to the Wrexham Integration Steering Group for section 31 approval.  

Areas covered by the Protocol

1. Supervision

All members of the CLDT affected by this protocol will have quarterly 3 way supervision meetings. It will be the responsibility of the Operational Manager to ensure that three way meetings are held. Clinical supervision will be arranged by the professional heads along with monthly management supervision. 

2. Operational – Individual Staff

Where staff work within the team only as part of their substantive posts the level of day-to-day operational control will be appropriate to the circumstances. Where possible the Operational Team Manager will generally take a lead with day-to-day operational matters and this will include addressing annual leave, mandatory training, sickness absence, objective setting and performance monitoring. The Lead Manager will communicate on all relevant day-to-day matters with the other manager and feed into their systems, e.g. sickness as required. 

3. Operational - Service

The Operational Manager will take a lead with developing operational systems for the CLDT this will include operational policies, procedures, guidelines and protocols.  The Operational Manager will develop these systems with the full involvement of Professional Managers.

4. Personal Development

The Professional Manager will be responsible for ensuring relevant staff appraisal and review systems (PDR) are in place but it is recognised that this will need to be a joint process, which involves the Operational Manager. All training in relation to the CLDT role will need to be identified jointly through the PDR. 

5. Team Planning/Building

Team planning and team building events will be lead by the Operational Manager in conjunction with Professional Managers.   

6. Health and Safety

The Professional Manager will have responsibility for health and safety matters related to the CLDT they will liaise on this matter with the Operational Manager.

7. Accommodation

 The Operational Manager will lead on all matters relating to accommodation but will take responsibility for liaising closely with Professional Managers  

8. Recruitment and Retention

Recruitment and retention of staff will be lead by the relevant Professional Manager and will be supported by the Operational Team Manager.   

	CHECK-LIST OF KEY RESPONSIBILITIES

All responsibilities identified within this checklist are to be viewed as joint responsibilities, however, for each identified area there will be a clearly identified lead. 

Changes to lead roles can only be agreed by relevant professional heads and service managers.  

Professionals working into more than one community team are small in number but it is recognised that for these individuals lead arrangements will need to take such circumstances into account so that clear and workable lead arrangements exist for all staff.

The detail required to operationalise this protocol will be agreed by Professional Heads and the Team Manager

	Lead Manager



	
	Operational Manager 

(Lead person indicated in bold)
	Professional Manager

(Lead person indicated in bold)

	Operational – Individual day to day workload management and performance relating to:

1. The involvement of the therapist as a care coordinator

2. The prioritisation of workload that requires therapy input identified as part of the allocation process. This will ensure that therapy workload is aligned to the team’s workload priority each week.

      OM will initially deal with any performance concerns over these areas (informal discussions as per Trust policy) but if required will then jointly work with PM to address any ongoing or unresolved conflict


	OM
	PM

	Operational –Workload management and performance relating to the professional practice of the Therapist.

Overall responsibility for the performance of the staff members lies with PM.

Professional practice, review of notes, review of therapy plans and progress, activity levels, caseload management.
	OM

	PM

	Operational – Team policy, procedure, guidelines and protocols etc


	OM
	PM

	Setting and monitoring team objectives
	OM


	PM

	Team planning/building
	OM
	PM

	Clinical and management supervision

Professional practice, documentation, development of therapy team, performance issues, supervision meetings monthly
	OM
	PM



	Joint supervision between team manager/professional manager and staff member. OM to be responsible for organising meeting and agenda.

Quarterly. Combination of individual and team issues.
	OM
	PM

	Assessing continuing professional development needs

Attending and organisation of IST, attend therapy staff meetings, senior one meetings, links with groups such as performance group and education group,
	OM
	PM



	Appraisal

Development of KSF outlines.

Professional manager to organise. PM to meet with OM in advance of the PDR to discuss and agree objectives and priority areas from a team perspective.

PM to then meet with staff member to discuss whole of the PDR.

Copy of action plan to be sent to all parties for final sign off or further discussion.
	OM
	PM



	Study leave – multi disciplinary (linked to appraisal)

OM responsible for identification of need and organisation of event where appropriate
	OM


	PM

	Study leave – professional (linked to appraisal)

PM responsible for identification of need and organisation of event where appropriate

PM responsible for signing off all leave and communicating this to OM
	OM
	PM



	Annual leave, sickness leave and other leave

The therapist will to speak to the team manager before submitting any leave request. The professional manager must inform the team manager of all leave agreed and be satisfied that the interests of the team have been considered by obtaining secondary evidence of this e.g. joint signature/email approval etc

If the team operate a minimum period of notice for leave requests then the therapist should ensure that they also comply with this. 

All sickness or other leave will be communicated to the team manager with immediate effect. Consideration, by the professional manager, should be undertaken to a joint application of the sickness policy and other policies.

	OM


	PM

	Mandatory training

Fire, CPR, manual handling,

A database of training undertaken should be kept and communicated to the operational manager annually or upon request. The professional manager will ensure that compliance is met.

	OM


	PM

	Health and safety

PM responsible for communicating issues to OM for joint action as appropriate to the issue.

Risk assessments of clients, work areas, lone working


	OM


	PM

	Recruitment

Decision of grade of staff to recruit, CON, short listing, interview, induction, health assessment and CRB check


	OM
	PM

	Accommodation and facilities

( See hosting arrangements)


	OM
	PM

	Complaints

1. Against the team/service with element of therapy involvement

Copy of the complaint will be passed to Head of Therapy  to coordinate therapy reply to the Team manager to include in overall response.

2. Physiotherapy specific

Complaint will be passed to the Head of Physiotherapy who will action the reply and copy Team Manager into the response. 


	OM

OM
	PM

PM

	Team Manager

Name……………………………………………………..

Signature………………………………………………..

Professional Head

Name…………………………………………………….

Signature………………………………………………

Date……………………………………..
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Introduction

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 document 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.   

Definition of learning disability

This guidance is based on the Protocol published in the Diagnostic and Statistical Manual of Mental disorder of (American Psychiatric Association, 1994).  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 before the age of 18.

· An enduring state at time of referral.

NB “Learning disability” does not include all those who have a “learning difficulty” which is more broadly defined in education legislation.

(A) Process for determining learning disability

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 the Contact Assessment and if deemed appropriate be referred to the team.   Further detailed information is collected by an appropriate member of the disabilities team. 

It is envisaged that 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 process, (See check list Appendix 1A).  

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.

On occasions where it proves problematic to assess if the person meets the client definition, the 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).  Significantly below average intellectual functioning is defined as an IQ of about 70 or below (approximately two standard deviations below the mean).  It should be noted that there is a measurement error of approximately 5 points in assessing IQ, although this may vary between instruments.

Vulnerable adults

The social care element of the CLDT is also required to work with vulnerable adults. A vulnerable adult is defined in the North Wales policy for the Protection of Vulnerable Adults as a person who:

[image: image2.emf]
For the purposes of this policy it was felt that this definition was not sufficient for the operational requirements of the team. It was agreed to widen the definition to include those people who are “vulnerable” by dint of their being a danger to others and the community at large. Accordingly the definition produced by Dr Giles Harbourne is the preferred one for the purpose of this document.

· Not mentally ill

· May have complex social difficulties:

· Homeless

· Relationship breakdown

· Financial 

· Criminal Justice

· Difficulties in problem solving due to personality disorder/borderline learning disability and chaotic substance misuse.

· Present with risks of self-harm and/or harm to others.

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, 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.

Interface with Other Services

It should be noted that where a person with a learning disability has other additional needs e.g. mental health problems, physical disability, the Wrexham Community Learning Disability Team will work jointly with other services to meet the person’s needs. The Community Learning Disability Team will not, however, automatically assume responsibility for meeting all the person’s needs. 

This is an important service principle as people with learning disabilities have a right to access services as anybody else would.    

Resolving Disputes

A panel of key service personnel will be set up with the explicit purpose of resolving disputed cases or those that individual practitioners consider could be contentious on the basis of available evidence.
(B) Eligibility Criteria 

Fair Access to Care Services



Background


Based on the Welsh Assembly Government guidance to all local authorities in Wales, this guidance aims to create fair access to care services throughout Wales.

Eligibility criteria are effectively about defining need, in terms of what, for whom and in what circumstances a local authority will/will not provide services. This guidance aims to set out a transparent management process for deciding who within the local population assessed as having learning disabilities, will meet the criteria for service provision. There are approximately 500 adults with learning disabilities in Wrexham.  Services provided may range from people with severe and profound learning needs and associated functional difficulties who need total assistance and supervision, given their degree of vulnerability to keep them safe; to people who have some difficulties learning and coping with daily life. Research has demonstrated that people with learning disabilities experience a high incidence of mental illness, may exhibit challenging behaviour and often have a number of associated physical or sensory related disabilities. 

Following Overview Assessment

After the assessment the situation will be analysed and compared against the bands of needs Critical, Substantial, Moderate and Low. Wrexham County Council has stated that it will meet needs in the Critical, Substantial and Moderate bands. 
If needs are assessed as being low, the team will provide advice and information and, if appropriate, signpost to other sources of assistance.

The person who carries out the assessment will inform the person of the decision and follow up in writing.

 
Summary of Eligibility Criteria

 4 main factors of Independence are considered when assessing need for care services.


1. Autonomy: 
This is about how able a person is to control their own situation, to take in information and make choices based upon it. 


2. Health and Safety: 
This is about any risks to the mental and physical health and well-being of the person, and works towards maintaining and preventing deterioration in health.

Safety is looked at in two ways:

¨ Keeping the person safe from harm, which could be caused by themselves or others; 
¨ Keeping others (including family members) safe from harm caused by the person. 

Harm can be caused on purpose or accidentally.


3. Managing Daily Routines:
This is about how able a person is to look after their own personal care, domestic needs and other daily routines; their ability to look after dependent family members or others close to them.

4. Involvement: 
This is about a person’s involvement in work, education and learning, family life, social networks and community activities. It recognises a person’s need to carry out their social roles and responsibilities, including parenting and caring.


When all these factors have been looked at, needs will be summarised according to the following bands.



CRITICAL:

- Life is, or could be, threatened; and/or
- There are, or could be, major physical or mental health problems; and/or
- There is, or could be, a great loss of choice and control over vital aspects of the person’s environment; and/or
- Abuse or neglect (self or other) has happened or is likely to happen; and/or
- The person is, or could be, unable (physically or mentally) to carry out vital personal care, domestic or day to day routines; and/or
- Vital involvement in work, education or learning is, or could be, at great risk of not being sustained; and/or
- Vital social support systems and relationships can’t or won’t be sustained; and/or
- Vital family and social roles and responsibilities can’t or won’t be carried out.


SUBSTANTIAL:

- There are, or are likely to be, significant physical or mental health problems; and/or
- There is, or could be, significant loss of choice and control over the immediate environment; and/or
- There is, or could be, an inability (physical or mental) to carry out most personal care, domestic or other day to day routines; and/or
- There is, or could be, a risk that involvement in many aspects of work, education or learning, can’t be sustained; and/or
- There is, or could be, a risk to most social support systems and relationships; and/or
- The person can’t, or will be unlikely to be able to, carry out some significant family and social roles and responsibilities that are important to them and others.


MODERATE:

- There is, or could be, some inability (physical or mental) to carry out several domestic or other routines; and/or
- There is, or could be, a risk that several aspects of work, education or learning are not being sustained; and/or
- There is, or could be, a risk to several social support systems and relationships; and/or
- The person can’t, or will be unlikely to be able to, undertake several family and social roles and responsibilities.


LOW:

- There is, or could be, some inability (physical or mental) to carry out one or two domestic or other routines; and / or
- Involvement in one or two aspects of work, education or learning can’t or won’t be sustained and / or
- One or two social support systems and relationships are, or could be, at risk of not being sustained; and / or
- The person can’t, or will be unlikely to be able to, undertake one or two family and social roles and responsibilities.



Conclusion

The Wrexham Community Learning Disability Team will work with the individual and their family/carers to arrange services appropriate to need at the care planning stage.

If needs are assessed as being low, the team will provide advice and information and, if appropriate, signpost to other sources of assistance.



 CLIENT DEFINITION

 INFORMATION CHECKLIST

Guidelines

(a)
When assessing a new referral to the Community Learning Disability Team try to ensure the following information is collected and any gaps are noted in your assessment.

Do you know the following about the client?

Personal History






Information Known

1.
Schooling:

Name of school


Yes

No





Type of school


Yes

No





Qualifications


Yes

No

2.
Employment:
Types of jobs



Yes

No





How job obtained


Yes

No

3.
Health:

Physical health


Yes

No





Use of Paediatric Services

Yes

No





Use of Mental Health Services
Yes

No





Head Injury/CNS condition

Yes

No





Developmental history

Yes

No





Age of onset of any condition
Yes

No

Skills and Abilities


1.


Self-care skills


Yes

No


2.


Independent living skills

Yes

No


3.


Reading, Writing, Numbers
Yes

No


4.


Use of money skills


Yes

No


5.


Domestic skills


Yes

No


6.


Social skills



Yes

No


7.


Verbal communication

Yes

No

Intellectual Assessment results


1.


Test results available

Yes

No


2.


Involvement of 

Educational Psychology Service
Yes

No

(b)
In your opinion does the client fulfil the client definition criteria?




Yes

No

Unsure

(c)
What information supports your opinion?

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

(d)
If ‘unsure’ what additional information or assistance is needed to help you clarify your opinion?

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Appendix 1D

LD Service Managers Breakdown of Joint Responsibilities for Wrexham CLDT

Service Manger for Wrexham LA, as lead agency for Adult Learning Disabilities, will be responsible for day-to-day operational activity and management of the integrated teams, dealing with matters such as incident reporting, estate issues etc. Matters related to these issues will be effectively communicated to the Service Manager from NEWT, and both managers will meet at least once a month.   

Both Service Managers (LA and Health) will take responsibility for dealing with personnel issues within integrated teams which relate to their agency, supporting the team manager as appropriate. Both Service Mangers will lead on service initiatives/developments related to their respective agency, however these initiatives must fit with the overarching business plan as agreed by both Service Managers before implementation. 

Both Service Managers will take responsibility for performance management issues related to their agency, and will lead on issues such as inspection, recruitment etc which are relevant to their agency.

Joint managerial supervisions will be offered to the Team Manger, but should mangers express a preference for single supervisions these will be conducted by lead agency Service Manager. Formal feedback notes from these sessions will be provided to the other Service Manager (Trust or LA) who will be able to feed into the process.       

PDR will be led by the relevant employing Service Manager, with the other Service Manager feeding into the process.   

Checklist of joint responsibilities, with lead person identified 

	1
	Day to day Operational Matters
	MG
	AB

	2
	LA Compliments and Complaints
	MG
	AB

	3
	NEWT Compliments and Complaints
	AB
	MG

	4
	Recruitment of Community LD Nurses and other Health Professionals
	AB
	MG

	5
	Recruitment of Social Workers
	MG
	AB

	6
	Personal Development (KSF) for NEWT employed TM
	AB
	MG  

	7
	Personal Development for Wrexham LA  employed DTM
	MG
	AB

	8
	Clinical Governance
	AB
	MG

	9
	Welsh Risk Pool
	AB
	MG

	10
	Liaison with Professional Heads
	AB
	MG

	11
	Professional LD Nursing issues and development
	AB
	MG

	12
	Health Liaison
	AB
	MG

	13
	Reprovision and Repatriation
	AB
	MG

	14
	Resettlement
	MG
	AB

	15
	SSIW Inspection 
	MG
	AB

	16
	LA Performance Issues
	MG
	AB

	17
	LA Human Resource Issues
	MG
	AB

	18
	NEWT Human Resource Issues
	AB
	MG

	19
	Hosting Arrangements
	MG
	AB

	20
	Operational Supervision 
	MG
	AB

	21
	LA Business Planning
	MG
	AB

	22
	NEWT Business Planning
	AB
	MG

	23
	LA Out of Hours
	MG
	AB

	24
	NEWT Out of Hours
	AB
	MG





Appendix 1F - COMMUNITY LEARNING DISABILITY TEAM (INTEGRATED) ORGANISATIONAL STRUCTURE - April 2006







CONSULTATION PROCESS

NB:  Complete this section as follows:

· Agreed no comments

· Disagree

· Agreement assumed

· Agreed with comments

	Name
	Designation
	Agree / Disagree

	Stakeholders (Individuals with specialist knowledge, expertise, specific responsibilities or who’s role is affected)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Approvers (Groups or Committees)

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	Ratifiers (Endorsing the document for use on behalf of the Trust)

	
	










(YES / NO)











(YES / NO)











Contact Assessment Team


Enquiry





Contact Assessment Team


begin contact assessment process





LD Team, 


Team Manager





Specialist Assessment





Identify Eligibility for Learning Disability Services





Yes





Care Planning and Service Provision





Review and/or Reassessment





Comprehensive Assessment





Contact/overview assessment





Transfer to/from another team





No





Allocation


Process





Appendix 5


Referral/ Allocation process





Admin








Care Managers





Community Care Workers





Deputy Team Manager


(LA)














Physio-Therapy





Deputy Team Manager


(NEWT)





Health Support Worker





Community LD Nursing


(Junior)





Project Managers





Professional Heads and


Clinical Director





Service Manager (LA)


Service Manager (NEWT)





Speech & Language Therapy





Occupation-al Therapy





Community LD Nursing


(Senior)


Health Liaison Nurse





Team Manager





Clinical Psychology





Consultant Psychiatry





Senior Practitioner
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