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1. OVERVIEW OF THE RICHMOND SPECIALIST HEALTH CARE TEAM (PLD)
The Specialist Healthcare Team (SHCT) is multi-disciplinary and is co located with the London Borough of Richmond upon Thames Learning Disability Service. The Specialist Healthcare Team is commissioned by Richmond and Twickenham Primary Care Trust and provided by KPCT under a Service Level Agreement.

The service offers comprehensive, integrated, holistic, specialist health and social care assessment and intervention to people with learning disabilities who fulfil the criteria for access to the service. 
The Specialist Health Care Team is commissioned by RTPCT to provide enhanced packages of intervention to adults with learning disabilities with highly complex needs including challenging behaviour.
The Psychology and Challenging Needs Service is an integral part of the specialist health care provision and offers and additional range of skills and expertise.
2. HEALTH NEEDS OF THE POPULATION RELEVANT TO THE RICHMOND SPECIALIST HEALTH CARE TEAM
Demographic studies indicate that the population of people with learning disabilities is increasing at a rate of 1% per year with an overall growth of 10% by the year 2020.  It is also known that people with learning disabilities now have increased life expectancy attributable to innovation and improvements in neonatal, maternal and general healthcare services.  The outcome of these improvements is an overall increase in the complexity of healthcare needs.  Also approximately 15% of people with learning disabilities display behaviours that are considered to challenge services.  

There are also a number of health issues that are more prevalent amongst people with learning disabilities than the general population and these include; epilepsy, mental ill health, eating, communication difficulties and sensory impairments.  Although these health problems should be managed within mainstream health services support some people will require specialist residential and nursing care.

Given these factors the demand for the Richmond Specialist Healthcare Team will increase over the next decade.
3. KEY NATIONAL AND LOCAL PRIORITIES THAT RELATE TO THE SERVICE
National Priorities 
The key policy driver is the White Paper: Valuing People A New Strategy for Learning Disability in the21st Century 2001.
Valuing People Now - From Progress to Transformation (consultation document) Department of Health, (2008). This consultation document identified four priority areas for 2008 to 2011 and these are:
· Personalisation – so that people having real choice and control over their lives and services;

· What people do during the day (and evenings and weekends) – helping people to be properly included in their communities, with a particular focus on paid work;

· Better health - ensuring that the NHS provides full and equal access to good quality healthcare;

· Access to housing - housing that people want and need with a particular emphasis on home ownership and tenancies;

· Making sure that change happens and the policy is delivered - including making Partnership Boards more effective.
Services for People with Learning Disabilities and Challenging Behaviour or Mental Health Needs (revised edition) Professor Jim Mansell, 2007).  Much of this report has a focus on priorities for commissioning and includes two key aims:

· To develop and expand the capacity of local services to understand and respond to challenging behaviour.

· To provide specialist services locally that can support good mainstream practice as well as directly serve a small number of people with the most challenging needs.

· There are five recommendations for operational services and these are; create service development resource, identify people as a first priority, develop services, provide back up and extend development to more people.
Commissioning Specialist Adult Learning Disability Health Services: Good Practice Guidance, Department of Health, (2007)
There have also been a number of recent publications regarding access to healthcare for PLD which will impact on the delivery of specialist health services.  These include:

· Healthcare for All: report of the independent Inquiry into Access to healthcare for people with learning disabilities (Sir Jonathan Michaels July 2008)
· Primary Care Service Framework: Management of health for people with learning disabilities in primary care, Department of Health (2007)

· Death By Indifference : Mencap (2007)
· Equal Treatment: Closing the Gap : Disability Rights Commission (2006)
· Understanding the Patient Safety issues for People with Learning Disabilities: National Patient Safety Agency (2004).
Our Health, Our Care, Our Say: A new direction for community services (2006): reaffirmed the Department of Health’s commitment to introduce regular comprehensive health checks for people with learning disabilities and placed a stronger emphasis on health and well-being, prevention of ill health and early intervention as well as providing more care at home, or as close as possible to home, and outside formal hospital settings
Local Priorities 
The Specialist Health Care Team gives priority to those service users who live either independently, with family carers or have supported living arrangements.

Service users who reside in residential care and whose care packages remain stable will not be considered as high priority as the residential care provider will be responsible for meeting the individuals needs.  

If a service user requires a residential care package due to the nature, complexity and severity of their needs and disabilities the SHCT will continue to offer support as needed. 

RTPCT Commissioners have also requested that the SHCT give priority to:
· Reducing (prevent) use of in patient assessment and treatment beds.

· Reducing  (prevent) use of out of area placements
· Promoting and maintaining access to local service provision and community facilities.
· Supporting return to borough for people in high cost out of area placements 

· Introducing routine screening for dementia for people with Down’s syndrome.

4. SERVICE AIMS AND OBJECTIVES
Service Aim
· To support people with learning disabilities to live as valued members of society by providing, and arranging specialist health and social care.
Service Objectives
· To provide enhanced levels of support for people with complex needs at risk of exclusion from services, or returning to borough from specialist out of area placements.

· To support access to mainstream health services and provide direct support to people with highly complex needs 
· To support the return to borough of service users placed in out of borough placements, by the provision of specialist assessment and input to service design. 

· To support and maintain service users within their local community wherever possible to reduce dependence of specialist placements/or hospital admissions.
· To maintain a focus on meeting health needs for people with learning disabilties.
· To enable service users to reach [or achieve] their maximum independence/ potential to function within their home and local community through service user centred interventions
· To be the primary point of access for specialist assessment, intervention, treatment and support for adults with learning disabilities who fulfil the eligibility criteria.
· To assess main areas of risk and support the implementation of risk management plans. 

· To promote safe, person centred support and evidence based practice. 

· To support people with learning disabilities to access the full range of health, education, employment and social services; involve carers and service users in decisions, in liaison with other relevant agencies/ teams.

· To raise awareness of learning disability issues with health staff, employers, education, social and community groups and other agencies as necessary. 

· To operate within current legislation and agreed policies and procedures. 
5. SERVICE STANDARDS AND OUTCOME MEASURES 

· The Specialist Healthcare Team operates within the statutory legislative framework which governs learning disabilities services. 
· All clinicians of the specialist healthcare team  work to the relevant professional standards and codes of practice and regulatory body standards eg HPC, NMC

· Operational policies and service standards for individual disciplines
· Adherence to KPCT policies and procedures.
RTPCT commissioners have indicated that the team should meet the following:
· Reduce (prevent) use of in patient assessment and treatment beds.

· Reduce (prevent) use of out of area placements

· Promote and maintain access to local service provision and community facilities.

· Support return to borough for people in high cost out of area placements 

· Facilitate access to and use of mainstream health services, including acute care provision. 

6. INTERNAL AND EXTERNAL PERFORMANCE INDICATORS
Specific Performance Indicators

· Training offered

· No of staff trained

· Multi-disciplinary packages of support (episodes of care)

· Consultancy – systemic work with care providers.

· Enhanced packages – these will be reported on quarterly
· Continuing Care assessments requested and completed

· No of transition cases (16 -18) – RIO transition team 

· No of people being assessed for eligibility for service (RIO holding team ) 

· No of dementia baseline assessments. 

Valuing People 

· No of Health Action Plans (HAP) facilitated by SHCT 

· The Specialist Healthcare team will undertake an annual validation of the register of service users with relevant READ codes held by GP practices and the information held by the teams. (Better Metrics)

Service Activity

	Metric
	Reporting frequency and destination
	Internal
	External

	Face to Face Contacts
	Monthly
	(
	(

	Referrals
	Monthly
	(
	(

	Discharges
	Monthly 
	(
	(

	Caseload
	Monthly
	(
	(

	Waiting times/list
	Monthly
	(
	(


Generic data collection and reporting

Patient focus

	Metric
	Reporting frequency and destination
	Internal
	External

	Complaints received
	Monthly 
	(
	(

	Number of complaints responded to in 20 days 
	Monthly
	(
	(

	Compliments received
	Monthly
	(
	(

	Ethnicity monitoring
	Monthly
	(
	(

	Patient/Carer Satisfaction Questionnaire
	Annually
	(
	(


Safety and Risk

	Metric
	Reporting frequency and destination
	Internal
	External

	Incidents/SUIs
	Monthly 
	(
	(

	Mandatory Training
	Annually
	(
	(


Workforce

	Metric
	Reporting frequency and destination
	Internal 
	External 

	Sickness absence
	Monthly
	(
	(

	Staff turnover
	Monthly 
	(
	(

	Staff in post
	Monthly
	(
	(

	Use of Bank and Agency
	Monthly 
	(
	(

	Staff appraisals
	Annually 
	(
	(


7. SERVICE PROFILE 
Service provision

The Richmond Specialist Healthcare Team is based on the 6th Floor, Regal House, London Road, Twickenham, TW1 3QB.and is co located with LBR Learning Disability services. The specialist healthcare team operates Monday – Friday 9am -5pm with the exception of bank holidays. When necessary and by appointment sessions with individual clinicians are available outside of these hours. 
Emergency out of hours services are available through the London Borough of Richmond’s out of hours service and the on call psychiatry service. 

Service users are seen wherever is most appropriate for their presenting need, including family home, residential homes, day services, places of employment etc

The service offers comprehensive, integrated, holistic, specialist health care assessment and intervention to people with learning disabilities who fulfil the criteria for access to the service. Functions of the team include:
· Developing, and providing integrated packages of care to meet assessed need.

· To provide enhanced packages of input to those individuals with complex needs at risk of exclusion from mainstream services. 

· Maintaining individuals in their local community wherever possible to reduce dependence on specialist placements/ or hospital admissions. 

· Coordinating services through care planning and intervention

· Facilitating access to the full range of health care services, primary, specialist or acute, by developing integrated care packages and pathways. 

· Providing advice, education, information and consultation to families, carers and others.

· Providing advice and recommendations to service planners, commissioners and other agencies.

· Participating in the development of protocols with generic and specialist services to enable PLD to access these services as appropriate.

· Supporting the development and implementation of health action plans in partnership with service users, carers and primary care services.
The Psychology and Challenging Needs service is based at Roselands Clinic, New Malden is an integral part of the specialist health care provision and offers an additional range of specialist skills and knowledge. The health care team also has access to the specialist resources provided by the Francis Centre.  Access to these services is by referral to the Specialist Healthcare Team.
There are external Service Level Agreements (SLAs) with Richmond and Twickenham PCT and Hounslow PCT for the services provided by the Richmond Specialist Health Care Team.
The Dietetics service is provided by Kingston Hospital Trust and a provider to provider agreement is in place.
There are a range of other agreements in place including those with South West London & St George’s Mental Health Trust for rotational training posts and for the out of hours specialist psychiatry services (psychiatry and Occupational Therapy).  Surrey University and Kingston Faculty for Health & Social Care for trainees and students (psychology and nursing respectively).
Client profile 
The service supports adults (age 18) with learning disabilities living within LBRuT and registered with RTPCT GP’s. Input is also provided to people with learning disabilities resident in LBRuT and registered with Hounslow PCT GP’s (non RTPCT funded) under an SLA with Hounslow PCT.
The current number of service users in Richmond is approximately 500 with 350 known to the specialist healthcare team.  
Access 
For a person to access services from the specialist healthcare team the person has to fulfil the criteria for learning disability as defined by Professional Affairs Board of British Psychological Society (BPS)( Learning Disability Definitions and Context 2001)
Team members work across a number of sites and locations including, Wesley Lodge, Roselands and the Francis Centre. Service users are seen wherever is most appropriate for their presenting need, including family home, residential homes, day services, places of employment etc
Specialist health professionals may become involved with service users residing out of borough for the purpose of assessment and planning to support a move back to borough.
The Specialist Healthcare Team does not operate a waiting list as all referrals are prioritised and input offered on the basis of risk and vulnerability but there may be a wait for some specific types of input. Service users and referrers are notified if this is the case.
Referral and discharge criteria 
Referral

Referrals are accepted from any source including self referral. All referrals are discussed at the weekly team meeting, where eligibility for service is established and the appropriate assessments/ interventions agreed.
All referrals should be written on the Specialist Healthcare team referral form for new referrals to the service, or Request for Further Input form for those already accepted by the service. Where eligibility for service has not been established the referral must be accompanied by supporting information indicating the rationale for referral to the learning disabilities team. These referrals will be managed by the PLD holding team (RIO) until assessments to determine learning disability are completed and eligibility established. 
Electronic referrals will be accepted, and these should be sent using the team e-mail address (pldteam@kpct.nhs.uk). Verbal referrals will be accepted from service users or carers and in this instance the person receiving the referral will complete the form. 
A Primary Care referral form is available for GP’s and primary care staff to use if wished. 
In all cases consent should be obtained from the service user prior to the referral being made and where the service user lacks capacity, the referrer must indicate why the referral is in the person’s best interests. 
Discharge

Closing reports will be written in a way that is easily accessible for service users. When a service user is unable to access written material, consideration will be given to other methods of presentation e.g. symbols, photos etc. When a service user does not receive a closing report, the reasons for this will be indicated in the client file. 
Service users will be closed to specific inputs once assessment and intervention has been completed but will not be discharged from the service.
Service users will only be discharged from the service if they move away from the area, die, or the responsibility for their management transferred to another service. 
Model of care 
The Specialist Healthcare team uses specialist knowledge and skills efficiently to promote psychological and physical wellbeing , reduce the effect of disability and maximise functioning and competence of service users with learning disabilities, complex needs, including challenging behaviour. The service uses person centred approaches to ensure maximum engagement of service users in the delivery of care. 
The service also promotes and support good practice in existing services for people with learning disabilities. 
The Specialist Healthcare team provides person centred multidisciplinary specialist health services focusing on the needs and preferences of the person referred.  Much of the work of the health team members focuses on facilitating access to and the development of capacity within mainstream health services and where these are not available providing specialist health services.  This approach is consistent with one of the key priority areas included in Valuing People Now. 
Care pathways 
There are protocols in place or in development with other service areas, which define access for PLD to these services and principles of joint working. These include Mental Health, Kingston Hospital, Children’s Services (Transition), Epilepsy services (KHT and WMUH), and dysphagia (KHT and WMUH) and audiology.
The Specialist Healthcare Team is working jointly with Hounslow PCT LD services to promote and enhance access for LD to the acute services provided by WMUH.

The Specialist Healthcare Team is a member of the SW London Access to Acute Group and is working to develop sector wide agreement to the use of patient passports and protocols with the acute hospitals in the sector.  

End of Life management for PLD jointly with Palliative Care Team Princess Alice Hospice.
Please see attached at Appendix 2 the dementia pathway for people with learning disabilities.

Health Promotion

The health team is involved in a number of health promotional activities with the focus on facilitating access to the health promotion resources available for all citizens.  

Much of the work that is carried out by the community learning disability nurses as part of the health action planning process includes a health promotion and health awareness including the importance of exercise and healthy eating.
The Specialist Healthcare team is running cervical, breast and bowel screening awareness sessions jointly with the Cancer Screening Nurse (RTPCT) and the Breast Screening Specialist nurse from St George’s Hospital. 
Links are in place with the Smoking Cessation service at RTPCT.

Training and awareness sessions are run by clinicians for service users and carers on 
· Healthy eating

· Sexuality and relationships

· Keeping Safe

· Epilepsy 

· Dementia

· Loss and bereavement.
Clinicians are also involved in running the Tuesday Group, a weekly group for more independent service users which provides both social networking and activities with health monitoring and surveillance. 

Staffing profile 
Staff are appropriately qualified and registered with relevant professional body. 

Operational management is provided by the specialist healthcare team leader with professional management and supervision through individual discipline heads of service.

There are a range of disciplines within the specialist healthcare team. These include

· Speech and Language Therapy

· Physiotherapy

· Occupational Therapy

· Clinical Psychology

· Psychiatry

· Community Nursing 

· Dietetics

· Administrators

· Senior Clinical Medical Officers.
There are a range of qualifications and staff grades within the team including consultant level, highly specialist practitioners and newly qualified posts. All staff receive clinical supervision from an appropriately skilled supervisor. All staff have annual appraisals and personal development plans.

Occupational therapy has an established junior rotation with SWLStG.

Nursing, Clinical Psychology, OT, SLT, Dietetics all offer student placements.

Clinical Psychology and Psychiatry offer training posts.
Physiotherapy, Speech and Language Therapy and Occupational Therapy have technical instructor/assistant posts which support the work of the qualified staff.

Specialist skills

There are a range of specialist skills and knowledge provided by the specialist healthcare team. Clinicians are encouraged to be members of relevant clinical interest groups or other professional organisations.

For current team members these include: St George’s Medical School, Association of Chartered Physiotherapists in Learning Disability, Division of Clinical Psychology Faculty for Learning Disability (British Psychological Society), Association of Family Therapy, Royal College of Speech and Language Therapy, South Thames Community Nurses Forum, Sensory Integration Network (United Kingdom and Ireland) and the College of Occupational Therapists (Specialist Learning Disability Section).

Specialist skills of learning disability staff are defined in the specialist skills document. (Appendix 1).
Equipment

The community team does not supply and maintain specialist equipment for people with learning disabilities; however, team does have a role in supporting people to access equipment that is available to other members of the public.
Key service dependencies
The relationship between the Trust and the London Borough of Richmond and Richmond and Twickenham PCT is vital for the effective functioning of the specialist healthcare team. 

For the healthcare team to function optimally positive working relationships are needed with a number of other external bodies including:

· Private and voluntary sector organisation providing support to people with learning disabilities within the borough, 

· Generic health services including primary care (GPs) community health services for adults, mental health services provided by South West London and St George’s Mental Health Trust, hospital services especially Kingston Hospital Trust and West Middlesex University Hospital Trust. 
· Children and families health, social and developmental (education) care to ensure transition from children to adult services

· Other mainstream community services including, leisure, employment, adult and further education, housing, the Police etc.
8. QUALITY AND PERFORMANCE ANALYSIS
Standards

All professionally qualified staff will be registered with their professional body (NMC, HPC, BPS etc).
Registration with the professional body is checked annually. 

All staff receive clinical and management supervision to the standards defined by the relevant professional body. 
Effectiveness of enhanced packages in meeting commissioning objectives:
· Number of hospital admissions (target 0)

· Number of people maintained in local community (target 100%)

· Number of people successfully returned to borough (target 100% of those referred). 
6 people have been successfully returned to borough in 08/08 year to date. One person was successfully moved but has subsequently died due to a chronic health condition. 

Health facilitation: 

· Use of the escalation process in the hospital protocol
· Escalation process has been used once in 08/09 with good outcome. 

· Number of teaching sessions run by LD staff for junior doctors (KHT/ WMUH )
There has been 2 sessions run at WMUH, 1 at Kingston Hospital 
Future Performance Data developments via community RIO
· Number of occasions service users have been supported to attend GP  appointments by learning disability nurses
· Number of people accessing hospital services who have a patient passport facilitated by community learning disability nurses 

Outcome Measures

Patient passport being utilised by hospital staff when service user accesses hospital services (annual audit) 

Improved experience for service users and carers using acute hospital services (service user/carer feedback survey).
Improved use of GP services by people with learning disabilities (service user and GP feedback).
Increased awareness of learning disability issues by junior doctors (evaluation of and feedback from training).
9. SERVICE ACTIVITY – PERFORMANCE AND TREND ANALYSIS 
Activity Information

· new referrals 
· There have been 36 new referrals to the SHCT in the year to date (08/09 )

· There have been 161 requests for further input in the same period
· Face to face contacts (Target 3330 per year ) 
· Quarter 1 figures show that this target is being achieved with a projected over performance of 10% in full year at current levels. 

· No of active cases -   currently 305 cases on team caseload 
· Consultancy – systemic work with care providers. 
· There is systemic work with 4 care providers currently ( Regard, MST, Roy Kinnear Trust, Elizabeth Fitzroy Homes ) with 3 instigated by Safeguarding Procedures. 

· Enhanced packages – these will be reported on quarterly

· (There are 13 people on enhanced packages in quarter 2 )

· Continuing Care assessments requested and completed

· 10 requested, 7 completed 3 in progress.

· There are also 2 joint continuing care assessments pending with Children’s Team for young people in transition. 

· No of transition cases (16 -18) – RIO transition team 

· 8 cases held in transition team 

· No of people being assessed for eligibility for service (RIO holding team ) 

· 3 cases currently in holding team
· No of dementia baseline assessments 

· 18 completed in 07/08

· No of Health Action Plans (HAP) facilitated by SHCT and based on comprehensive health check (Better Metric)
· 6 have been completed due to placement moves, 2 for services users in independent living in 08/09.
· The Specialist Healthcare team will be undertaking an annual validation of the register of service users with relevant READ codes held by GP practices and the information held by the teams. (Better Metrics)

· Service user’s ethnicity recorded and entered onto the relevant database.  Target 98%

· Number of supervision sessions each member of staff has had in the last 12 months.  Target: as defined by standard set by professional and regulatory body.

Workforce

Sickness Absence is on the decrease and is lower than the NHS national average of 5%

	Sickness Absence 
PLD Services 
	

	% 2005/06
	5.53
	

	% 2006/07
	3.59
	

	% 2007/08
	2.7
	


The drop in workforce number reflects the shift of PLD services to alternative providers 

	PLD Staffing 
	WTE
	Headcount

	Sept 05
	122.91
	140

	Sept 06
	119.78
	137

	Sept 07
	91.95
	107

	Sept 08
	85.78
	100


10. FINANCIAL PERFORMANCE AND ANALYSIS
The service has remained within its budget for the last two years.
11. RISK MANAGEMENT  ACTIVITY 
Governance Structure
[image: image1.png]Governance Committee

PLD Service Governance Group
Feed (has representation from all
PLD teams)





Risk assessments are completed and annually updated for service users as required and dependent upon the individual’s personal circumstances.  In general risk assessments are used to support activities for service users both in the home and in the community.  All service users whose care is coordinated using the care programme approach will have comprehensive risk assessments (including risk history) and for those people who have an enhanced CPA this will also include crisis and contingency plans.
All incidents are recorded using the Trust’s accident and incident recording procedure and these are reviewed at the Learning Disability Governance Sub Group.

Individual health and safety risk assessments for staff will be carried out by line managers in accordance with the Trust’s policies and procedures (including lone working).
All staff adhere to the London Borough of Richmond Safeguarding Adults policy and access training on the policy and its use.  
12. PLANNED DEVELOPMENTS
	Project Title
	Key milestones 
	Links to Provider Services Annual Plan /service plan / business plan/s

	To review working arrangements of Richmond Health Team
	Development of promotional materials 

Identify alternative location that is fit for purpose
	B3.7

	To embed hospital protocol and extend to include West Middlesex Hospital
	Establish work groups

Passport agreed for SW Sector 
	B3.7

	To support Primary Care to provide enhanced services
	Review SCMO’s job descriptions in Richmond
	B3.6

	To transfer specialist psychiatry services to an alternative provider
	Identify alternative provider 

TUPE transfer staff
	B3.5

	
	
	


APPENDIX 1 - SPECIALIST HEALTHCARE SERVICES FOR PEOPLE WITH LEARNING DISABILITIES - Core Knowledge, Skills and Abilities.

All disciplines working with PLD will have specialist knowledge and understanding of the following:
· The history and current context of services for PLD, historical constructions of learning disability, marginalisation, stigmatisation, institutionalisation, normalisation and the social model of disability

· Current policies and legislation including Valuing People( and means of service delivery including PCP, HAP, modernising day services, inclusive education, care coordination)

· Epidemiology and classification of learning disability

· The different contexts in which PLD may be part of; family, special and mainstream education, day care, supported living and residential care and specialist care such as acute psychiatric and forensic settings. 

· Ability to communicate, both face to face and in writing with people of limited communication abilities, including those who are non-verbal.

· Ability to recognise and address issues of power difference between professionals and people who are disempowered due to cognitive or communication deficits.

· Ability to work with a range of service providers including health, social services, education, voluntary and private sectors.

· Ability to adapt style of communication, preparing and delivering teaching and training to a range of audiences including individuals with learning disabilities, families, carers and other professionals.

· Ability to obtain informal consent from individuals with learning disabilities and communication deficits and where this is not possible to sensitively judge whether any intervention is in the person’s best interests. 

· Ability to recognise and assess risks associated with vulnerability of people with learning disability and formulate risk management and prevention strategies.

· Preparing and delivering teaching on specialist topics and relating these to learning disabilities.

· Knowledge and ability to use a range of supervision models with both professional and un-qualified staff in order to improve and enhance their skills and practice working with people with learning disabilities.

· Ability to undertake specialist assessments, applying clinical reasoning and understanding of learning disability to formulate intervention plans and guidance for staff.

DISCIPLINE SPECIFIC SPECIALIST SKILLS
	Discipline
	Specialist skills

	Speech and Language therapy
	Eating and Drinking

· Assessment, support and review of eating drinking and swallowing problems.

· Support for videofluoroscopy.

· Cervical auscultation

· Recommendation’s for PEG’s or alternative methods of feeding

· Reintroduction of oral intake/taster programmes 

Total Communication

· Development of total communication approaches for service users carers and the environments in which they live, and work.

· Development and provision of rolling programmes of training.

· Consultation with service users around the appropriateness and effectiveness of accessible information for the whole service

Communication systems

· Assessment, development and support for the use of high and low tech alternative and augmentative communication systems, including Makaton signs and symbols

· Development of personal and communication passports within PCP

Specialist assessments

· Specialist communication assessments for PLD with challenging behaviour, mental health problems, autism, aspergers, dementia

· Provision of specialist audiology clinics

· Specialist assessment around communication and swallowing difficulties for people with dementia and LD.



	Physiotherapy
	· Specialist assessment of body movement, posture, function and mobility.

· Assessment for the provision of mobility aids and equipment including seating and wheelchairs.

· Assessment and advice on postural management including joint work with specialist seating and Orthotics services.

· Joint work with generic health services to support their assessments, interventions and discharge processes.

· Assessment and advice regarding hydrotherapy and exercise in water, including management of risk factors and understanding the impact of properties of water on movement and  function.

· Manual handling risk assessment and advice.

· Assessment, advice and consultation on levels of fitness, exercise tolerance and health.

· Assessment of footwear.

· Advice, consultation on respiratory management and chest health in PLD

· Assessment and advice on falls management for PLD.

· Risk assessment and advice on managing risk in areas such as independent mobility or participation in leisure activities where mobility and movement are a key component.

· Multidisciplinary assessment of dementia and LD and assessment and intervention regarding impact of dementia on mobility and function.

· Advice and consultation on relevant fitness and exercise strategies for PLD to support a healthy lifestyle.

· Multidisciplinary assessment of eating and drinking difficulties, focusing on postural and positioning factors.



	Occupational Therapy
	· Joint work with SSOT to support service users to access their services.

· Consultation work with generic health services to support their assessment, intervention and discharge processes.

· Sensory work including specialist assessment, sensory integration and multisensory work

· Providing specialist assessments to look at occupational performance in relation to community living, including providing advice on levels of support, support to maximise occupational performance, community safety 

· Multidisciplinary assessment of eating and drinking difficulties – focussing on occupational performance

· Advice assessment and consultation around setting up specialist residential and other services

· Risk assessment and advice on managing risk in areas such as development of occupational performance areas, community safety baseline assessments

· Specialist assessment and intervention of impact of additional mental health need on occupational performance for people with learning disabilities

· Multi-disciplinary assessment of dementia and assessment and intervention around skill maintenance and support strategies.

· Specialist assessment around impact of mental health/ challenging behaviour on engagement, occupation and supporting transition to other services.

· Advice to panel on occupational performance areas.

· Specialist assessment and input into multi disciplinary support packages in areas such as sexuality and relationships work and parenting work

· Promoting healthy lifestyles through consultation on the development of skill acquisition in areas of occupational performance such as leisure and supported employment

· Promoting person centred approaches through services influenced by the choices of individual service users.  This includes joint goal setting with individual service users.


	Community Nursing
	· Provide a comprehensive Specialist Nursing Assessment

· Ability to identify complex health needs to determine health management plan 

· Facilitate and support access to primary care and acute hospital services. 

· Ability to identify complex health needs

· Provide specialist nursing interventions to people with complex health needs, mental health and those who are terminally ill

· Provide support in the management of epilepsy and in an emergency

· Develop Health Action Plans

· Facilitator-Facilitating access to generic and specialist health services

· Provide counselling on health related matters

· Disseminate health related conditions into easy to understand information to clients 

· Provide health education and training in health related condition and emergency treatment to clients, carers and professionals

· Multi-disciplinary assessment of dementia and provide support in its management

· Implementing health promotion strategies and health surveillance for example sexual health, smoking cessation 

· Monitoring the efficacy of specific interventions and treatment

	Clinical Psychology
	· Understanding of the bio psychosocial model including possible causes of learning disability, the interaction of biology and behaviour (including behavioural phenotypes), autistic spectrum disorders and mental health problems co-occurring alongside LD.

· Understanding of the impact of LD across the lifespan, and impact on family and paid carers of caring for a person with LD  

Assessment

· Formal assessment of LD

· Ability to interpret formal assessments, observations, interpersonal and group dynamics applying this to understand the impact of learning disability.

· Understanding and ability to assess capacity.

· Ability to adapt psychological assessments ( including neuropsychological tools ) and interventions to the cognitive, communication, sensory, social and physical needs of PLD and their carers.

· Ability to undertake detailed functional analysis and translate into guidance.

· Assessment of ASD including Aspergers Syndrome.

· Assessment of dementia and mental health problems in PLD

· Ability to assess appropriateness and suitability for psychotherapeutic intervention

· Ability to formulate differential diagnoses, applying clinical judgement within the context of learning disability.

Interventions

· Ability to provide therapeutic interventions including behavioural, cognitive behavioural psycho-dynamically and systemically based therapy; and counselling with individuals with LD.

· Ability to provide family therapy where a members or members of the family have LD.

· Ability to develop multi-faceted formulations and interventions which take into account individual, systemic and organisational factors. 

Consultancy, teaching and supervision

· Ability to use consultancy models as a tool to facilitate changes in service delivery to PLD.

· Preparing and delivering teaching on specialist topics and relating these 

· Ability to obtain informal consent from individuals with learning disabilities and communication deficits and where this is not possible to sensitively judge whether any intervention is in the person’s best interests

· Knowledge and ability to use range of supervision models with both professional and unqualified staff and in order to improve, enhance their skills and practice when working with ld population

	Challenging Needs Nursing
	· Specialist assessments around mental health state, competence development and acute conditions

· Development of specialist care programmes

· Administration of medication orally and intra-muscularly

· Provision of direct intensive and structured education around health promotion

· Facilitating PLD to access generic health services

· Facilitating specialist interventions around specific genotypes and behavioural phenotypes.

· Implementing health promotion strategies and health surveillance.

· Delivering therapeutic approaches which underpin positive behavioural interventions.

· Consideration of differential diagnoses when appropriate

· Engaging with individuals with forensic, personality disorders and complex needs histories.

· Responding to observations of neglected health

· Monitoring the efficacy of specific interventions/treatments

· Development of health action plans 

	Psychiatry
	· Specialist assessments of the mental health needs of people with learning disability, including referral for specific investigations that may aid diagnosis (e.g. CT brain scans, EEGs).  This may be in either in-patient or community settings, including joint assessments with other team members, where appropriate.

· Treatment and monitoring of people with diagnosed mental illness, including those with major mood disorders, schizophrenia, anxiety disorders, eating disorders, dementia, and alcohol/substance misuse.

· Assessing the response to psychiatric medications for people with learning disability, including an awareness of the side-effects and interactions with other drugs.  This includes expertise in the initiation, monitoring and side-effects of antidepressants, neuroleptics, mood stabilisers, anxiolytics, hypnotics, and anti-dementia drugs.  Expert knowledge in the psychiatric side-effects of medications used for physical illnesses, including anticonvulsants.

· Liaising and advising the GP/other healthcare professionals (including neurologists, physicians, surgeons, other psychiatrists) on conditions where there may be an overlap of physical and psychiatric issues (eg, challenging behaviour, epilepsy, liaison psychiatric cases in hospital settings).

· Psychiatric assessment/treatment of people admitted in-patient units, and ensuring a smooth transfer of care into community settings upon discharge, by being part of the care programme approach (CPA) procedure.

· Aiding the provision of care where joint working with other team professionals is needed eg, Family therapy services.

	Dietetics 
	· Assessment and review of clients who require tube feeding

· Assessment and review of clients who require modified consistency diets due to dysphagia.

· Provision of individualised dietary advice for clients who fall outside their healthy weight range.

· Provide advice for clients who have disease related dietary modifications e.g. clients with diabetes, coeliac disease, dyslipidaemia, food allergies or metabolic disorders.

· Contribute to multidisciplinary assessment of clients with eating and drinking difficulties.

· Contribute to planning and development of menus with clients , carers or staff in day centres and care homes.

· Provide nutritional screening and healthy eating training in Care homes.


Appendix 2

Dementia pathway for individuals with a learning disability
Referral received via team meeting that there are concerns an individual may have dementia


Nursing and / or Psychiatry to complete medical screening 


Address any

Complete Healthcare Checklist 




      medical problems





Discuss at dementia clinical meeting

Identify care co-ordinator









Are there concerns about a deterioration in abilities and skills?



       YES






        NO

Complete baseline assessment, as appropriate




       
eg.
         


OT adapted AMPs 






No further input Psychiatry 







required at this time

Psychology Oliver and Crayton, DMR 



Feedback to referrer

SLT adapted CASP






Refer on as required

Discuss at dementia clinical meeting

Is dementia suspected?



        


 NO

   YES


MDT reassessment (as at baseline) as appropriate  

Design and implement necessary interventions

Inform care manager

Regular MDT reviews via dementia clinical meeting

Proposed pathway for dementia screening for individuals with Down Syndrome

Referral received – individual with Down Syndrome aged 30 or over


Nursing 

Complete Healthcare Checklist 





Discuss at dementia clinical meeting





Identify care co-ordinator









Complete baseline assessment, as appropriate




 eg.
         


OT adapted AMPs 









Psychiatry 









Psychology Oliver and Crayton, DMR 





SLT adapted CASP









Discuss at dementia clinical meeting

Is dementia suspected?



        


 NO

   YES 







No further input
required at this time









Feedback to referrer










Refer on as required
MDT reassessment (as at baseline) as appropriate  

Design and implement necessary interventions

Inform care manager

Regular MDT reviews via dementia clinical meeting
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