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Assertive Outreach 

Service Specification
1. Title
Assertive Outreach Team (AOT)
2. Introduction

The National Service Framework sets out the framework for the delivery of mental  health services. 

Standard 1. Mental Health Promotion

Aim

To ensure health and social services promote mental health and reduce the

discrimination and social exclusion associated with mental health problems

Standards 4 and 5. Effective services for people with mental illness

Aim

To ensure that each person with severe mental illness receives the range of mental health services they need; that crises are anticipated or prevented where possible; to ensure prompt and effective help if crisis does occur; timely access to an appropriate and safe mental health place or hospital bed, including a secure bed, as close to home as possible 
Standard 6. Caring about Carers

Aim

To ensure health and social services assess the needs of carers who provide regular and substantial care for those with severe mental illness, and provide care to meet their needs. 
 Standard 7. Preventing Suicide

Aim
To ensure health and social services play a full part in the achievement of the target in Saving Lives: Our Healthier Nation to reduce the rate of suicide by at least one fifth by 2010
The service is based on good practice guidelines and recovery model principles. These are outlined in a number of documents including the National Service Framework (NSF), the Spectrum of Care (DoH 1997), “Keys to Engagement” The Sainsbury Centre for Mental Health (1998) and in the Department of Health Mental Health Policy Implementation Guide.

The AOTs offer a multi-disciplinary pro-active and comprehensive service to

people suffering from severe and enduring mental illness who have complex

needs and have demonstrated that they are unable or unwilling to engage with

other community mental health services.

3. Scope

Assertive Outreach Services in Bradford and Airedale are provided by the adult mental Health care group within Bradford District Care Trust.   Taking a whole systems approach AOT services together with Acute In-patient services, Acute Day Treatment Units, Community Mental Health Teams (CMHT), Crisis Resolution and Home Treatment (CRHT) and A&E Liaison Teams, offer an integrated acute/crisis/long-term service provision.

3.1. Who is the service for?

Adults aged between 18 and approximately 65 with the following:

1. A severe and persistent mental disorder (e.g. schizophrenia, major affective disorders) associated with a high level of disability

2. A history of high use of inpatient or intensive home based care (for example, more than two admissions or more than 6 months inpatient care in the past two years)

3. Difficulty in maintaining lasting and consenting contact with services

4. Multiple, complex needs including a number of the following: 

· History of violence or persistent offending

· Significant risk of persistent self-harm or neglect

· Poor response to previous treatment

· Dual diagnosis of substance misuse and serious mental illness

· Detained under Mental Health Act (1983) on at least one occasion in the past 2 yrs

· Unstable accommodation or homelessness

3.2. Exclusions

Service users suffering from organic degenerative condition or have a primary

diagnosis of alcohol or drug dependency or personality disorder do not meet

the eligibility criteria for an assertive outreach service.

4. Service description

4.1. What is the service intended to achieve?
Within any population there is a small number of people with severe mental health problems with complex needs who have difficulty engaging with services and often require repeat admission to hospital.
AOT has been shown to be an effective approach to the management of this group of people.   Using an assertive outreach approach can:

· Improve engagement

· Reduce hospital admission

· Reduce length of stay when hospitalization is required

· Increase stability in the lives of service users and their carers/family

· Be cost effective

Through the development of meaningful engagement with service users the AOT can provide evidence based interventions and promote recovery.   The service should increase stability within service users’ lives and consequently facilitate personal growth and provide opportunities for personal fulfillment.   

This will require long term support for service users/their families/carers and  should be achieved through inter-agency working and effective risk  assessment and management.

The AOT should:

· Be self-contained team responsible for providing the full range of interventions

· Have a single responsible medical officer who is an active member of the team

· Provide treatment on a long-term basis with an emphasis on continuity of care

· Deliver the majority of services in the community

· Have an emphasis on maintaining contact with service users and building relationships

· Provide care co-ordination

· Have a small caseload - no more than 12 service users per member of staff

4.2. Key Components

Assertive outreach has a number of key components as defined by the Department of Health.   Each must be in place if the service is to operate effectively.

	Key Component
	Key elements
	Comments

	ASSESSMENT
	• Initial multidisciplinary

screening to ensure service appropriate for the service user

• Comprehensive multidisciplinary

needs assessment

• Physical health assessment where appropriate 

• Comprehensive multidisciplinary

risk assessment

• Use of standard

assessment measures to

monitor change and

identify progress (for

example Life Skills Profile)

• Statement of needs and

production of care plan


	• Assessment should focus on identifying the service user's strengths, goals and aspirations. This approach helps engagement and ongoing

relationship with team

• Assessment should be

culturally competent

	TEAM APPROACH
	• Each service user assigned a care co-ordinator who has overall responsibility for ensuring appropriate assessment, care and review by themselves and others in the team

• Staff know and work with all service users. Continuity of care provided by the team as a whole 

• Written and verbal means of ensuring good

communication between

team members
	• Note that although the care co-ordinator is responsible for

co-ordinating care, treatment should be given within a team

framework

• Factors to take into

consideration when assigning staff to provide care: skills of the individual team member,

strength of relationship

between individual team

member and service user and service user’s preferences

	AGE,CULTURE AND GENDER SENSITIVE SERVICE
	• 24 hour access to

translation services should be available

• Single sex accommodation

and gender sensitive

services should be

provided.


	• The high prevalence of

diagnosed psychosis in certain cultural groups emphasizes the  importance of developing

a culturally competent service

• Needs of different groups should be explored and services adapted appropriately

	REGULAR REVIEW
	• Brief daily review meetings at which:

• all service users are

reviewed

• a member of the

medical staff is involved

• risk is reviewed

• Weekly review meetings with consultant psychiatrist where action is agreed and changes in treatment discussed by the whole team

• Progress and outcomes

regularly monitored

• Care plan formally

reviewed at least six

monthly
	• Multi-disciplinary, service user focused review

• Include service user and family/carer/people

important to the service user in review of care plan

• Risk should be formally

reviewed on regular basis


Interventions

	Assertive engagement
	• High priority given to

providing services and

support to service users

and family/carers in the

initial stages of engagement

• Persistent approach to

engagement – repeated

attempts at contact


	• Focus on strengths and interests of service user and benefits that contact with the service can bring

• Assertive means being tenacious, creative and innovative NOT aggressive

	Frequent contact
	• Capacity to visit 7 days

a week

• Capacity to respond

rapidly to changes in

need and provide

intensive support in the

community
	

	Basics of daily living
	• Care plan should

address all aspects of

daily living

• Practical support

provided by the team itself should be available e.g. help with shopping,

domestic work (cleaning

and improving living

conditions), budgeting

• Daily living skills

training to raise

independence of service

user
	• Empowering service users and respecting their independence is crucial

• The team’s ‘hands on’

involvement in improving service users' living conditions is a vital tool in establishing and maintaining meaningful

engagement

• The team, on behalf of the service user, may need to be ‘assertive’ with other services to ensure better living conditions are provided and maintained

	Family/carers and significant others support and intervention
	• Care plan for carers to

be produced and reviewed regularly

• Psycho-education

provided to family /

carers / significant others

• Behavioural family

therapy available over

extended periods of

time as appropriate
	• Practical support for

family/carers should be provided as needed

	Medication
	• Delivery and

administration of

medication to service

users who require

intensive monitoring

• Care designed to

improve concordance

(co-operation with

treatment)

• Service user involved in

decision making and

monitoring effects of

medication

• Standard side effect

monitoring tools to be

used regularly
	• Staff need training in storage and use of medication as well as concordance training

• Links with hospital and local pharmacies required to ensure continued supply

• Careful attention to

avoiding/reducing side effects vital if engagement and concordance are to be maintained

	Cognitive behaviour therapy
	• A range of techniques

should be available

within the team and

used appropriately
	• Cognitive behavioural therapy can be of considerable benefit to

service users

	Treatment of co-morbidities
	Regular assessment of

common co-morbidities:

• Substance misuse

• Depression/suicidal

thoughts

• Anxiety disorders
	• The Assertive Outreach Team should have the core skills to assess and manage common

problems

• Specialist help for any of these conditions should be available. Care co-ordinator should coordinate provision of care as appropriate. If referral is necessary, AOT should continue to have overall responsibility for the service user

	Social system interventions
	• Intervention should be

provided to maintain

and expand social

networks and peer

contact and reduce

social isolation
	

	Attention to service user’s physical health
	• Physical health

problems including

nutritional and dental

needs should be

identified and addressed

• Health promotion and

access to screening

services should be

encouraged

• Team to provide help in

keeping appointments

with GP/hospital etc
	• Help and  ncouragement should be given to the service user to access health services

	Help in accessing local services and educational training and employment opportunities
	Assertive outreach team

should provide help so that:

• Service users keep

important appointments

(e.g. job interviews)

• A pathway to education

and valued employment

can be mapped and help

in achieving this

provide
	• Skills to assess aspirations and

opportunities should be present within the team

• Referral to specialist

education/occupation services for help with placement should be readily available

	Relapse prevention
	• Individualised early

warning signs plan

developed and on file

• Plan to be shared with

primary care, GP and

others as appropriate

• Relapse prevention plan agreed with service user and family/carers

• Effort made to identify

and reduce conditions

that leave the service

user vulnerable to relapse
	• Changes in thought, feelings and behaviours precede the onset of relapse but there is considerable variation between service users.

Development of individualized plans can be effective in reducing the severity of relapse


5. Key Relationships
5.1. Crisis intervention

Intensive support in the community should be provided by the team during a crisis.   If acute care is thought to be required then a joint assessment should take place between assertive outreach, crisis resolution & home treatment.   Where acute care is required this should be provided in the least restrictive/stigmatizing setting.
5.2. Inpatient and respite care

Where ever possible hospitalization should be avoided, when it is unavoidable, the assertive outreach team should maintain contact during the admission and be involved in the care planning and decision making process.   Regular joint formal reviews should take place to ensure that the service user is transferred to the most appropriate care environment as soon as clinically possible.  AOT should be involved in the discharge planning, including ensuring that the home environment is suitable for discharge.

5.3. Interface with learning disabilities

The Mental Health National Service Framework covers all adults and therefore includes people with learning disabilities

Staff in mental health and learning disability services need to work together to 
make it easy for people with learning disabilities to use ordinary mental health 
services. 

It is assumed that most people with severe learning disabilities will be looked

after in some form of residential care facility and as such will continue to utilize existing arrangements for “crisis situations” where specific LD skills are required.

The AOT will respond to calls support for all adults with mental health problems including those where the service user also has mild/moderate learning disabilities.

6. Service Delivery

The AOT service will be available evening and weekend - working hours 8.00-8.00 seven days a week.  In Airedale, the current staffing establishment does not allow for a dedicated assertive outreach service.
24 hour access to an on-call system for service users on the team caseload. This may be provided by another team within an integrated whole system of care (e.g. by the crisis resolution team).

All AOTs have an answer phone message giving details of emergency contact numbers when the office is closed.    If visit required out of hours a referral to Crisis Resolution / Home Treatment team will be made.

The service will operate within a framework which promotes equality of access to Bradford and district’s diverse communities. It will work to promote access according to need, recognising that communities may have issues around increased need or difficulty of access due to gender, race, disability, sexual orientation, age (accepting the service is for people over 16) or belief system.
If the service user (or in the case of a child their parents) relatives or carers, do not have sufficient understanding of English and the member of staff does not speak their language, an interpreter should be available to assist when giving information. The telephone interpreting service Language Line is available to all Trust staff for short conversations or face to face interpreters can be arranged through the Interpreting Service. If a sign language interpreter is required this can also be arranged through the Interpreting service.   

It is not good practice to use families, especially children aged 16 and under, to act as interpreters for healthcare information.

The Care Programme Approach (CPA) is the framework for care co-ordination and resource allocation within mental health and should be an effective, efficient and transparent process of care co-ordination and care delivery that encompasses all the relevant responsibilities of the NHS and the local authority.

6.1. Referral Process

Assertive outreach should accept direct referrals for assessment from primary care, community mental health teams, early intervention teams, continuing care teams, and forensic services.

Links should be established with local homeless service, police and voluntary

agencies so direct referrals for assessment can easily be made.

Referral for an Assertive Outreach Service for service users known, and currently open, to mental health services should be made by the allocated Care Co-ordinator CPA 

Prior to making a referral of a service user who is known or currently open to services, an up-to-date comprehensive assessment of health and social care need, an Enhanced Risk Assessment and a Care Plan must be available. 

Referrals should be made in writing giving brief details of the reasons for requesting an AO service, confirming this request has been fully discussed with the service user and relevant carers and that the relevant up-to-date CPA paperwork is available.

In some cases a person may not be currently open to community mental health services due to the difficulty in engaging with local provisions. In such cases a referral would be accepted from the GP, primary care mental health team or from the A&E Liaison Service.

On receipt of the referral the AO Team Leader will conduct a screening assessment to ensure all relevant and up-to-date information is available
The referral will be acknowledged within 3 working days and will indicate when the AOT assessment will be allocated, a copy will be sent to the GP if they are not the referrer.

The referral will be discussed at a team review meeting within 7 working days.

A member of the team will be allocated to carry out  the AOT assessment.
During the assessment process and until the management of care is formally

transferred, through the CPA process, to AOT the referring Care Co-ordinator

remains responsible for services required by the service user.
6.2. Discharge process

Some service users, because of the nature and complexity of their mental illness, may require on-going treatment and support for many years and long term assistance will be offered when this is the case

If a good recovery is made, care could be transferred to a community mental health team for continuous, less intensive interventions, however, rapid re-referral must be possible if a service user is discharged.   

If a service user moves into the boundary of another AOT then the care coordinator should ensure that care is transferred effectively and engagement is continued.   Contact should continue until engagement with the new service is established.

When discharge from AOT is considered appropriate the CMHT/GP will be informed. a CPA Review Meeting will be arranged and a representative from the local CMHT and the GP invited. 

The CPA review meeting is where the service user, relevant carers and the care team meet together to fully discuss and agree changes to the Care Plan. This will be the venue in which discharge from the Assertive Outreach Services will be agreed.

The discharge Care Plan will include a contingency plan identifying risk factors, warning signs and actions to be taken in the event of any difficulty occurring after the discharge back to the CMHT or GP takes place.

Discharge from AOT cannot take place until a new Care Co-ordinator has been appointed and the medical responsibility can be transferred to the Sector Consultant.  

All discharges/transfers will be documented under the CPA procedures to include the following information:-

· the reason for discharge/transfer

· the service user’s status and condition at discharge/transfer

· a written final evaluation summary of the service user’s progress

· towards identified treatment/care goals as appropriate;

· a detailed statement/care plan as appropriate for action after

· discharge/follow
7. Service Monitoring

The AOT will be expected to play a full part in monitoring their own practice against a set of standards deriving from this Service Specification, including:

· Accessibility; Ensuring waiting times and the accessing of a range of interventions as set out in the policy implementation guidance. 
· Equity of access; Ensuring the service is available to all sections of the community, by means of a local equality impact assessment.

· Population coverage; demonstrating improvements in the proportion of people with severe and enduring mental illness who have complex needs and have demonstrated that they are unable or unwilling to engage with other community mental health services.

· Effectiveness ; Obtaining pre and post-treatment outcome data for at least 90% of the people treated by the service; Demonstrating reductions of symptoms against national benchmarks for the conditions treated; Demonstrating social inclusion and employment outcomes.

· Acceptability and quality; by monitoring satisfaction and choice amongst people who use the service, benchmarked against comparators nationally; By monitoring supervision of trainees and qualified staff.

The AOT will contribute to the overall risk management process including incident reporting and participation in serious untoward incident reviews as appropriate.   BDCT will ensure that all Managers are sufficiently trained in Root Cause Analysis techniques so that where appropriate practice can be reviewed, lesson learned and improvements implemented.

BDCT  has a responsibility to ensure that services provided meet the standards and performance targets as agreed by the Trust Board,  Bradford & Airedale tPCT and Local Authority commissioners as set out in schedule 3 and 5 of the contract and include:

· Provide care to a total caseload of 259 at any time. The fidelity and flexibility document agreed in 2004 between BDCT and the PCT/LA commissioners recognises that the maximum caseload carried by dedicated AOT staff will be 135 in line with policy implementation guidance.  The balance of cases will be made up from service users recognised as meeting assertive outreach criteria within the rehabilitation and forensic services.
· a team caseload of approximately 12 service users for each member of staff.

· evening and weekend availability - working hours 8.00-8.00 seven days a week. It is recognised that, in Airedale, the staffing establishment does not allow for a dedicated out of hours assertive outreach service. Access to acute care out of hours is provided through the Intensive Home Treatment service.
· Number of referrals refused, where they were refered from.
· Health of the Nation Outcome Scale will be used as a minimum data collection tool
· each AOT will monitor appropriateness of admissions, lengths of “stay”, treatment or service plans, service delivery practices, discharges and other programme operations or features that may influence the effective use of the AOT’s resources
