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1.1
Aims 

The aim of an Older Adult Community Mental Team (OACMHT) is to provide integrated assessment, care planning, psychiatric treatment and care coordination for Adults aged 65 years and older experiencing functional or organic mental health problems, and people under 65 diagnosed with a dementia type illness in the community. This will involve working with service users, their families and carers in their own home and in other community settings, including residential and nursing care, and acting as a gateway to other services. Good Practice will involve the team in:
(
Assessment and diagnosis.

(
Giving advice on the management of the diagnosis.

(
Providing treatment and care for people with complex and enduring mental health problems.

(
Delivering a seamless and integrated service that is flexible, holistic and responsive to the needs of the individual and their carers.

(
Promotes recovery and social inclusion.

(
Provides choice throughout the service user care pathway. 

(
Provides education and support to primary care teams, social and community services, and other statutory, voluntary and independent sector organisations providing care to older adults with mental health problems.
1.2 Evidence Base
Conservative estimates of mental health problems in older people suggest they are widespread occurring in about 40%of people visiting their GP, 50% of general hospital patients and 60% of people who live in care homes. (Everybody’s Business)
Dementia is a progressive condition that effects mainly people aged 65 or over but can also affect younger people. The most common cause is Alzheimer’s disease, which affects approximately 60% of all people with dementia. Other types include Vascular dementia and Lewy Body dementia. Dementia affects an estimated:

1:1000 people aged between 40-65

1:50 people aged between 65-70

1:20 people aged between 70-80

1:5 people aged 80 and over 

(Source Alzheimer’s Society)

Functional illness, such as depression also affects older people. People aged over 65, particularly older women are more prone to depression than any other age group. Carers are particularly vulnerable. Depression is common among people who live in residential care and anecdotal evidence suggests that only a few are properly diagnosed or receive adequate care. Depression is a major cause of suicide and is a key government driver in the NSF Older People. (Source Royal College of Psychiatrists)

The evidence base for OACMHT’s are set out in a number of documents and guidelines and providers should use these as a basis for planning, implementation and delivery of integrated services through OACMHT’s. There is a broad consensus that the principles of person-centred care underpin Older People’s mental health care and these are reflected in many of the recommendations in the guidelines. Best practice evidence and related underpinning policy are contained in the following documents:

(
NICE &SCIE Guideline 42 Dementia 2006 -Supporting People with Dementia and their Carers in Health and Social Care.
(
Mental Health Policy Implementation Guidance for OACMHT’s - DoH 2002.
(
Everybody’s Business, Integrated Mental Health Services for Older Adults a Service Development Guide - DoH 2005.
(
National Service Framework Older People 2001 – DoH.

(
Forget Me Not - Audit Commission 2000.

(
A New Ambition for Old Age 2006 – DoH.

(
Raising Standards, Specialist Services for Older People with Mental Illness - Report of the Faculty of Old Age Psychiatrists 2006.

(
Living Well with Dementia - National Dementia Strategy 2009 DoH.

(
Mental Health Act 1983 as amended in 2007.

(
Mental Capacity Act 2005.

(
Integrated Services for Older People 2002 - Audit Commission.

These policy/guidance documents make recommendations based upon best practice evidence from a number of sources including; service users, carers, clinicians, professionals, voluntary bodies and research. A central tenet of these documents is that good quality care for people with mental illness can only be delivered effectively using a whole systems approach across inpatient and community mental health services and in close interagency collaboration and coherence between Health, Social Care and Housing. Care will therefore be delivered within the context of whole systems working.

1.3
General Overview

Older Adult Community Mental Health Teams are a key component within a whole systems approach to providing high quality services to older adults with mental health problems. Best Practice recommends that care should be provided where possible in a community setting, close to home. OACMHT’s are multidisciplinary teams made up of health and social care staff, that operates as an integrated team offering a person centred holistic service response. 

The service should be provided within the following broad principles outlined in good practice guidelines in Everybody’s Business (DoH 2005) in that it:

(
Recognises the dignity of individual service users and carers. It respects and values their diversity as well as acknowledging their major role in the process of planning and developing services.

(
Is grounded in respect for all those people who engage with the service, not only those who use them but also their supporters and carers. 

(
Provides practical advice and information service users and their carer need, as well as developing a consistently high quality package of care and support with minimal bureaucracy.

(
Makes sure that the best and most effective treatments are widely and consistently available.

(
Is open to everyone. It responds to people on the basis of need not age and ensures that wherever older people with mental health problems are in the system they are not discriminated against and have their mental health needs met.

1.4
Objectives 

The objectives of the OACMHT service are to:

(
Provide high quality care through:

a)
An OACMHT that is multidisciplinary, qualified and /or experienced with the appropriate skills, knowledge and training to offer a high standard of service to service users, carers and other professionals.

b)
Prompt and expert assessment diagnosis and Care Planning of service users referred to the team with functional or organic mental health problems.

c)
Person centred planning within the CPA/ SAP framework.

d)
Provide effective evidence based treatments to reduce and shorten distress and suffering and promote recovery.

e)
Provide ongoing support, and therapeutic interventions to promote recovery.

f)
Respond in a timely and appropriate manner to crisis.

g)
Ensure that the service is delivered in the least restrictive and disruptive way possible.

h)
Stabilise and improve social functioning to enable the service user to remain living in their own home.

i)
Refer on to other specialist services as appropriate e.g. Rehabilitation, Intermediate Care.

(
Promote recovery and inclusion through:

a)
Providing support, advice and information to service users and carers to help them cope with and manage their condition.

b)
Providing ongoing therapeutic intervention to help service users sustain their recovery.

c)
Ensuring that inappropriate or unnecessary treatments are avoided.

d)
Assisting patients and carers in accessing community support both to reduce distress but also to maximise personal develop and fulfilment.

e)
Establishing a detailed understanding of the relevant resources available to support older people with mental health problems and their carers.

f)
Ensuring that the service is culturally appropriate taking account of cultural, religious and communication needs.

g)
Ensuring that service users who no longer need the service of the OACMHT are discharged to appropriate agency’s to free up capacity to take on new referrals. 

h)
Providing a liaison service.

i)
Providing ongoing advice, support, education and guidance to Primary Care, Acute Care Social Care, and other statutory, voluntary and independent sector providers.

j)
Raising awareness of the needs of older people with mental health problems in the acute hospital setting.

k)
Assisting in providing education and training in basic mental health assessment skills in setting such as acute general hospitals, nursing homes etc.

l)
Providing effective liaison with local Primary Care teams, and other referring agencies to shape referrals in order to manage complex cases. 

m)
 Working collaboratively within a whole system approach to ensure that the service user experiences a seamless journey.

1.5 Expected Outcomes 
The expected outcomes are:

Service User and Carer Experience

(
Services users received a prompt and timely response to the referral. First contact after allocation was made within 24 hours (in line with good practice standards).

(
The need for hospital admission was reduced or prevented.

(
The assessment process was completed within 4 weeks using CPA/SAP framework. 

(
Service users have received a comprehensive multi-disciplinary person centred assessment of their needs and have a clear treatment and care plan In place which they have agreed. This includes a risk assessment and risk management plan and this is clearly recorded on the care plan and service users file.

(
Service users and carers had their cultural, religious and communication needs addressed in the assessment process.

(
Service users and carers were empowered to participate fully in the assessment and feel their views and wishes have been taken into account and these are reflected in the assessment, treatment and care plan.

(
Service users have a follow up plan for ongoing OACMHT involvement.

(
Service users have achieved optimum level of functioning and are enabled to continue living in the place of their choice.

(
The service user’s symptoms and distress are controlled through an effective, evidence based treatment plan including ongoing therapeutic interventions which is recovery focused.

(
Service users and carers were given information and advice to help them make informed decisions about the care options available.

(
Carers were offered a separate assessment and were supported to express their views and wishes.

(
Positive feedback from patients and carers of their experience with the service.

(
Service users and carers have access to information about the resources available to assist them in the future and how to access them.

(
Patient and carer comments, complaints or concerns were received positively and acted upon promptly.

(
Complaints to the service are minimal.

(
Discharge from the team is timely and appropriate and there is sufficient capacity to take on new referrals.

Interagency Working and Liaison

(
The Primary Care Team have a good understanding of  the team’s remit and are confident about making referrals to the team and have a good understanding of the process for doing so.
(
The Primary Care Team, Social Care, and secondary care staff have an understanding of older people’s mental health that enables them to undertake basic assessment and make appropriate judgements about referrals to the team, but are adequately equipped to deal with mental health issues that would not require referral.
(
Staff working in other statutory, voluntary or independent services feel they are equipped with a good basic knowledge of mental health problems in old age and are able to undertake simple assessments. 
(
Staff from other disciplines report positive collaborative working relationships with the OACMHT. 
(
Staff in acute hospitals have a basic understanding of how to recognise and assess mental health problems in older people and refer appropriately to the team. 
(
Positive feedback from other professionals and agencies about the effectiveness of the service in terms of access, communication and feedback.
2.1 Service Description  

The OACMHT performs functions for two groups of people:

1.
People with a functional mental illness such as depression and psychotic illness.

2.
People with Dementia, including Alzheimer’s, Vascular and Lewy Body. 

The main function of the team is to provide an integrated, whole systems, person-centred, assessment, treatment, care planning, and ongoing management and information service, to older adults and their carers living in their own home or within a community setting. In addition the team will work closely with the Primary Health Care Team and other professionals to provide advice, information and training to equip them with basic knowledge and skills to work with the service user group.

To provide an effective and comprehensive service there are a number of components that must be in place for the service to operate within.  

These are outlined in a number of documents (OACMHT PIG guide, NICE guidelines, Everybody’s Business) and are as follows:-

The OACMH Team 
Good practice suggests that an OACMHT should be made up of staff that are qualified and /or experienced and trained to an appropriate level to work with people with complex needs. The team may be integrated with single line management or multi-disciplinary, but working within common processes and protocols that ensure that service users receive a seamless, flexible, holistic and responsive service. An OACMHT will generally be made up of:

(
Consultant Psychiatrist.

(
Registrar /Senior Registrar.

(
Community Mental Health Nurses.

(
Community Occupational Therapists.

(
Social Workers, including Approved Mental Health Practitioners.

(
Psychologist.

(
Mental Health Support Workers. 

There should be a single point of entry to the team for people making referrals.

Working with Primary Care

The majority of referrals to the team will come through the Primary Care Team. There should be a specific link person attached to the PCT who will attend regular meetings with the team, to undertake pre- referral discussion, give advice and guidance as required, give feedback on known patients and undertake triage if possible. This will ensure that referrals to the team are timely and appropriate. 

Assessment

Assessments will be undertaken by qualified and trained staff using Single Assessment Process tools and the CPA process for people with complex needs. A care co-ordinator should be appointed from within the team who will be responsible for co-ordinating the appropriate assessments, devising a care plan and arranging a review on behalf of themselves and others inside and outside of the team. The assessment should be commenced promptly including same day response in a crisis. The assessment should where possible be unified to address a person’s holistic needs and take account of:

(
Health needs -including; psychiatric cognitive, physical, psychological, emotional, mental health.

(
Risk - to the individual and others.

(
Social Care needs and functioning.

(
Strengths.

(
Cultural / religious needs.

(
Communication needs.

(
Financial.

(
Carers / family.

(
Service users and carers views and wishes.

(
Safeguarding issues.

(
Environment.

(
Housing.

The assessment should be multi-disciplinary, capitalising on the knowledge and skill of all team members to achieve the best overall picture of the service user including their strengths and needs. Access to specialist assessments from other disciplines for example: Speech and Language, Pharmacy, Chiropodist and Dentist, should be available as and when required. Carers should be offered a separate assessment of their needs but if this is declined their views and wishes should be recorded on the service user’s assessment.

If following the assessment it is identified that the persons needs fall outside the remit of the OACMHT, the service user should be referred to the appropriate agency that are best placed to meet the needs identified. Similarly if a person is assessed as requiring other services, e.g. Intermediate Care a referral should be made to the appropriate team.

Care Planning

The Care Plan should be devised in conjunction with the service user and carer, from the outcome of the assessment process which has identified the service user and carer needs. The care plan describes what the needs are, how these are to be met, by whom and when. It should record identified risks and how these will be managed. It should also include unmet needs and the outcomes expected from the care plan including any views and wishes of the service user and carer. (If appropriate there may be a separate care plan for the carer) The care plan should be drawn up by the care coordinator but in collaboration with the multidisciplinary team, and primary and community services.  At this point the ongoing support to the service user should be managed by a planned hand over to the appropriate services to ensure continuity of care and a seamless transition to mainstream services.
Treatment/Interventions

A range of evidence based treatments in line with NICE guidelines should be available to service users and they should not be excluded from particular treatments on the basis of age, or dependency. 

Service Users will have an individual treatment /intervention plan.

Interventions offered to service users might include:

(
Medication management / review.

(
Monitoring and review of symptoms and physical health.

(
Psychological Therapies including, anxiety and stress management, cognitive behavioural therapy. 

(
Occupational Therapy.

(
Physiotherapy.

(
Family and carer support and help.

Review

The OACMHT should hold regular ongoing reviews of service users to monitor progress and outcomes of the care and treatment plan. The review should consider whether the ongoing involvement of OACMHT is appropriate or whether ongoing support could be appropriately provided through mainstream services. This will enable the team to manage caseloads and ensure effective use of resources.  

2.2 Accessibility/Acceptability 

The team will take referrals for any new service users aged 65 and over (or under 65 for people with early onset dementia) Service Users will generally have complex mental health problems which require the specialist skills of the OACMHT.

2.3 Whole System Relationships 

Whole systems working are essential to providing high quality care to service users. Prior to acceptance in the team it is likely that the service user will be known or actively engaged with one or more statutory agency. It is essential that the team maintain relationships with these services that will have responsibility for the ongoing care following discharge. These may include:

(
Primary Care Team.

(
Specialist In-Patient Services.

(
Social Services Departments - including residential homes, day centres, home care etc.

(
Drug and Alcohol Services.

(
Prison Service.

(
Acute General Hospital Services.

It is essential that strong links are developed and maintained with a range of external providers and agencies who may contribute to the assessment and care planning process, treatment/interventions and aftercare who make up the ‘whole system’  These will include:

(
Housing.

(
Benefits Agency.

(
Voluntary Sector and Charitable Organisations.

(
Residential and Nursing Homes.

(
Independent Care Providers.

(
Police.

2.4 Interdependencies 

The OACMHT service is intrinsically linked with other services and teams within the ‘Whole System’ namely; 

(
Primary Care. 

(
Acute General Hospital. 

(
Inpatient Services.  

(
Other Mental Health Services. 

(
Prison Service.

(
Drug and Alcohol Service.

There should be explicit links with these services and clear care pathways that interconnects them with written processes and protocols including information sharing protocols into, out of and between services. The OACMHT should have a process in place for regular interface meetings between the different components within the system to ensure it is working efficiently and to the optimum benefit of service users. There should be a link worker to each of these services to ensure clear lines of communication regarding a service user’s journey through and between services. 

2.5 Relevant networks and screening programmes 

The service will have a Disaster Recovery Plan and a Business Continuity Plan in place to ensure business continuity. 

The service will be an active participant in local care outside of hospital programmes or planning groups with a clear plan outlining their role in emergency planning. 

2.6 Sub-contractors 

The service provider will not sub-contract any part of this service without first obtaining permission from the commissioners. 

3.1 Service model 

The service model for an OACMHT is set out within the National Service Framework for Mental Health and detailed implementation of the model is contained in the Policy Implementation Guide for Mental Health (Older Adult Community Mental Health Teams). The service model should be based on a “Whole Systems”, integrated approach and the in-patient team should reflect that model and include:-

(
Psychiatrist.

(
CPN’s.

(
Occupation Therapist.

(
Physiotherapist.

(
Psychologist.

(
Social Work.

(
Mental Health Support Staff.  

(
Administrative Support.

The service model will focus on assessment, care planning, treatment and rehabilitation and will use best practice evidence based models to deliver the range of assessments and treatments options available. The service should ensure that there is sufficient staff to provide a safe and effective service. The staff team will have the appropriate skills and training to undertake their role effectively and will have access to appropriate training and professional development opportunities to enable them to develop and enhance their skills.

3.2 Care Pathways 

The OACMHT will be expected to work within a “Whole System” model based on clear nationally recognised care pathways. The approach uses a methodology to develop coordinated and integrated assessment and packages of care agreed through professional consensus. The model is evidence based and has shown to improve efficiency effectiveness and value for money, reduce duplication and provide better outcomes for the service user. Essentially this model describes the ‘journey’ and anticipated course of treatment a service user will take that is determined upon initial assessment and includes the potential pathway through which a service user will travel within and between services. 

The care pathway should demonstrate that it:

(
Promotes social inclusion and recovery.

(
Delivers choice throughout the service users care pathway.

(
Facilitates and improves joint working between agencies.

The provider will need to ensure that there are clear protocols and processes in place around the following components of the pathway:

(
Eligibility Criteria to access the service.

(
Exclusions.

(
Referral pathway.

(
Screening process.

(
Assessment.

(
Treatment process/phase.

(
Care Coordination/Link worker.

(
Discharge planning.

(
Onward referral pathways.

4.1 Geographic coverage/boundaries 

To be completed locally

4.2 Location(s) of Service Delivery 

To be completed locally

4.3 Days/Hours of operation 

To be completed locally

4.4 Referral criteria & sources 

The OACMHT will provide assessment, specialist support, treatment and care planning for people who are 65 years and over and those aged under 65 who have a diagnosis of early onset dementia. Older people with functional mental health problems such as depression and psychotic mental illness, and people with dementia should be referred to specialist services for expert assessment and advice, and for periods when: 

(
There is a history of severe and enduring mental illness.

(
There are diagnostic issues that need clarification.

(
There is lack of response to initial intervention strategies within primary care.

(
Distress or risks are particularly severe. 

(
Problems are complex. 

(
Legal issues require their involvement. 

4.5 Referral route 

These will be determined locally depending upon the operational policies and procedures that the team operate within. Typically though referrals can come through a number of channels including:

(
Primary Care Teams.

(
Acute General Hospitals.

(
Social Service Departments.

(
Voluntary Sector.

(
Specialist In-Patient Service. 

(
Residential/Nursing Homes.

4.6 Exclusion criteria 

Service users aged under 65 unless diagnosed with early onset dementia.

4.7 Response time & detail and prioritisation 

(
From referral to treatment within 18 weeks.

(
First contact after allocation within 24 hours.

(
Assessment usually completed within 4 weeks from first contact. 

The service should have a crisis response service that enables a response within 24 hours in an emergency. 

.  Quality & Performance Standards 

Quality Performance Indicator 
Threshold 

Method of measurement 

Consequence of breach 
Report Due 

Infection Control 







Service User Experience 







Improving Service Users & Carers Experience 







Unplanned admissions 







Reducing Inequalities 







Reducing Barriers 







Improving Productivity 







Access 







Care Management 







Outcomes 







Additional Measures for Block Contracts:







Staff turnover rates 







Sickness levels 







Agency and bank spend 







Contacts per FTE 







. Quality and Performance 
Activity Performance Indicators 
Threshold 
Method of measurement 
Consequence of breach 
Report Due 

























Activity Plan 

The activity plan should reflect the objectives of the service and the expected outcomes to measure whether these have been achieved. Data collected therefore should provide the evidence base for the success or otherwise of these. The overall objective of the OAMHT is to produce a positive outcome for the service user and their carers. Outcomes refer to the ‘impacts or end results of services on a person’s life’. 
Activity data to be collected as evidence of a well performing service will fall into two categories :

Hard Data - this should be recorded in various forms and available for audit if necessary

(
Number of referrals 

(
Clinical workload (those entering the service as opposed to referrals) 

(
Length of contact with service

(
Turnover expressed as assessment an discharge rates per month and per year

Soft Data - this will generally relate to the experience of those on the receiving end of the service and their satisfaction with the service, namely, the service users, carers, and other professionals. This data may be collected from a variety of sources including:

(
Service records

(
Service User and carer feedback collected on periodically and on discharge

(
Service User satisfaction surveys

(
Carer satisfaction survey

(
Complaints / compliments received

(
Feedback from other professionals

There should be processes in place to collect this data systematically so that it can be analysed and measured against the service objectives, the outcomes, the performance indicators and any other requirements outlined in the contract.

