



NHS Standard Contract for Mental Health
SERVICE SPECIFICATION

	Service
	Community Mental Health Teams

	Commissioner Lead
	Southampton City Primary Care Trust

	Provider Lead
	XXX

	Period
	


1. Purpose
1.1. Aims

To enable, facilitate and sustain the ability of Service Users with mental health needs to lead as ordinary and as independent a lifestyle as possible, of their own choosing, with opportunities to fulfil personal potential.  This means that services will be delivered in the least restrictive environment e.g. the Service Users home and be appropriate to the individuals needs in terms of diversity and culture.
1.2. Evidence Base

1.3. General Overview

1.4. Objectives

To both co-ordinate and deliver care to Service Users with severe and long-term mental health problems.
To develop packages of care which are individual and based on choice.

To promote mental health in the local community in a way which is sensitive to the lifestyles and experiences of Service Users from different minority groups and which takes into account the unique needs associated with gender, sexual orientation and those with carer responsibilities.
To develop packages of care that enables the individual to live as independently as possible. Obtaining and maintaining work to develop skills that are socially inclusive.
To promote a positive image of mental health within the community through high standards of professional practice.

To introduce developments, innovation and concepts in the treatment and care of Service Users in partnership with their carers and families.

1.5. Expected Outcomes
2. Scope

2.1. Service Description

To provide a responsive and appropriate response to requests for psychiatric intervention.

To be a major point of access for the specialist assessment of Service Users with mental health needs, registered with a Southampton City PCT GP Practice. 
To provide an appropriate assessment of a Service Users needs which will, if necessary, include family and carers.

To develop a care plan which meets a Service Users mental health, related health and social care needs.
To develop care plan for carers.

To ensure services are delivered to meet those needs, through either the provision of a range of therapies and interventions delivered by the CMHT or through the co-ordination of other services, or signposting to other services.
To be sensitive to issues of ethnicity, sexual orientation and gender in the assessment and care planning process.

To offer a service reflecting the needs of the local communities served by the teams.

To monitor and review individual care plans.

To provide appropriate support for mutual/self-help groups and voluntary sector services.

To encourage and actively support the development of self-help initiatives for people using the service.  

To contribute to the work of both Southampton City PCT and Southampton City Social Services in achieving national and local goals meeting targets in relation to Mental Health and Wellbeing.
To Work closely with other services, agencies and organisations to deliver appropriate mental health care and integrated care pathways.

To liaise with primary care, tertiary care and acute inpatient services to deliver support as part of a joined system of care, including provision of link workers where appropriate.
Each GP practice will have a CMHT link worker.  The link worker will spend time getting to know the GPs in the practice and other practice staff and seek to:

· Provide timely specialist information and support to practice staff.

· Advise on the assessment of Service Users and referrals to other 
services, including referral to the CMHT.

· Advise on the management of Service Users with mental health problems.

· Provide general advice and education to practice staff about mental 
disorders and latest evidence on treatments and interventions.

To refer to specialist teams where appropriate including:

· Home Treatment Team

· Supportive Outreach Team

· Alcohol and Substance Misuse Service

· Inpatient Care

· Rehabilitation Service

· Eating Disorders

· Psychological Medicine Service

· Psychotherapy

· Homeless Healthcare

· Mentally Disordered Offenders Service

· Early Intervention in Psychosis Team

To ensure individualised, continuous care the CMHTs will work in tandem with acute inpatient care services throughout the onset of crisis in the community and admission, inpatient care, discharge and follow up.

2.2. Accessibility/Acceptability
The Service will be accessible through referral routes described in section 4.5.  
Accessibility:

· Buildings

· DDA – sensory

· Language

· cultural

2.3. Whole systems relationships

2.4. Interdependencies

2.5. Relevant Networks and screening Programmes

2.6. sub-contractors

None
3. Service Delivery

3.1. Service Model

Care Programme approach
Refer to operational policy
3.2. Care Pathways

4. Referral, access and Acceptance Criteria

4.1. Geographic coverage/boundaries

This service covers people registered with a Southampton City Primary Care Trust GP.
4.2. Location(s) of Service Delivery

Central and North CMHT 


College Keep, Southampton

East and South CMHT

Hawthorn Lodge, Moorgreen Hospital, Southampton

West CMHT

Cannon House, Cannon Street, Shirley, Southampton
4.3. Days/Hours of operation

The core service will be provided from Monday to Friday from 8:30am to 17:00pm from each of the team bases. 

Out of Hours provision will be linked with the Home Treatment Team  and communication structures in place.  

There will be a duty service available on a daily basis from 09:00am to 17:00pm Monday to Friday at each team base as part of the service delivered by the teams. 

In the absence of a Duty Manager, responsibility for the oversight of the duty system will be delegated to or undertaken by a named counterpart manager.

4.4. Referral criteria and sources

The Service will be provided to Service Users aged 18 to 64 years who have mental health problems who are registered with a Southampton City PCT General Practitioner (GP).

Community Mental Health Teams (CMHT’s) will work with people aged 16 – 18 collaboratively with colleagues in Child and Adolescent Mental Health Service         (CAMHS) and OPMH Services by way of a transfer of care.  See Admissions, Transfers & Discharges: Transfer from AMH to OPMH Services (CP 73) available on www.hantspt.nhs.uk.

Service Users presenting with mental health needs living within the city not registered with a GP will be referred to the locality No Fixed Abode consultant rota and the appropriate CMHT on the date referred.
Subject to a full assessment, a Service User will be eligible to receive help from the CMHT if he/she meets the following criteria:
· Adults between the age of 18-64 years old with a diagnosis of severe and enduring mental ill health based on an ICD10 diagnosis.  
· Priority of service will be based on risk to include Service Users with a diagnosis of severe personality disorder and personality disorder who require psychiatric intervention due to need/risks presented.
	
	HIGH PRIORITY
	MEDIUM PRIORITY

	Psychosis
	Active features of psychosis


	History of enduring psychotic illness

	Affective Disorder
	Active symptoms relating to relapse of existing condition


	On-going recurrent condition with evidence of severe social dysfunction

	Dual Diagnosis
	Active symptoms of psychosis
	History of psychosis

	Risk
	Active suicidal ideation

Risk to children

Self-harming behaviour

Self-neglect

Risk to self or others
	History of arson

Forensic history

History of risk to children

History of risk to self/others

	Legislation
	Subject to Section 37/41

Subject to Section 3


	Section 117

Court Protection

Section 25

Section 2

Guardianship

	Social Functioning


	Severe social isolation and impaired ability to interact socially due to mental health disorder.
	Inability to manage finances leading to high risk of self-neglect and exploitation, including inability to obtain necessary welfare benefits due to high mental health support needs.

Individuals with a mental health disorder that meet the criteria for Fair Access to Care Services outlined by Southampton City Social Service Policy.  


4.5. Referral route
Referrals can be made via primary care and statutory agencies such as generic social services teams.

Any adult aged between 18 and 64 registered with a Southampton City PCT GP Practice can be referred for an initial screening assessment.  Carers can ask the CMHT for advice about a family member.  The independent and voluntary sector can contact the CMHT for advice about a user of their service who may require an assessment. 

Service Users will have an initial assessment in line with the service criteria to determine eligibility for a full Care Programme Approach (CPA) assessment.

Service Users who are not eligible will be referred to appropriate agencies or passed back to the referrer with suggested advice / guidance.  

Mental Health Act Assessments will be passed to the Crisis Resolution and Home Treatment Service (ASW Function) and completed in conjunction with the Consultant Psychiatrist who is linked with the Service Users GP Practice.

4.6. Exclusion criteria

Individuals with the following problems will be the primary responsibility of other       services:

· Service Users whose primary problem is substance misuse and do not have dual diagnosis.

· Service Users whose primary need is for accommodation.

· Service Users whose primary need is learning difficulties.

· Service Users who suffer from mental distress, such as anxiety, phobias, depression as a reaction to life events, but who are able to access services themselves, without intensive help.  In these cases referrals should be made directly to other mental health-related services, such as the counselling services or self-help groups.

4.7. Response time and details and prioritisation

Refer to operational policy
5. Discharge Criteria and Planning

6. Self-care and Patient and Carer Information

A range of information for Service Users and Carers is available at the link below.

http://www.hantspt.nhs.uk/service-users
7. Quality and Performance Schedule
	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
	
	
	
	

	Agency and bank spend
	
	
	
	

	Contracts per FTE
	
	
	
	


8. Activity
	Activity Performance Indicators
	Threshold
	Method of measurement
	Consequence of breach
	Report due

	Number of Service Users with a copy of their Care Plan
	
	
	
	

	Ethnicity of people receiving assessments
	
	
	
	

	Ethnicity of people on caseload
	
	
	
	

	Waiting times for assessment and care packages - Emergency
	
	
	
	

	Waiting times for assessment and care packages - Urgent
	
	
	
	

	Waiting times for assessment and care packages - Routine
	
	
	
	

	7 day follow up - post discharge
	
	
	
	

	Number of carers assessments
	
	
	
	

	Number of respite placements
	
	
	
	

	Number of direct community contacts 
	
	
	
	

	Community Team DNA rates
	
	
	
	

	Referrals by ethnicity, gender, religion, age, GP 
	
	
	
	

	Number of urgent referrals 
	
	
	
	

	Caseload per consultant
	
	
	
	

	Discharge per consultant
	
	
	
	

	Caseload per care manager
	
	
	
	

	Discharge per care manager
	
	
	
	

	Number of assessments completed 
	
	
	
	

	Number of CPA reviews completed
	
	
	
	

	Inpatient Admission rate by consultant
	
	
	
	

	Allocation of Care Co-ordinator within 5 days of decision - to allocate at MDT
	
	
	
	

	Annual report to be presented showing outcomes
	
	
	
	


Activity Plan
9. Continual Service Improvement Plan

10. Prices and Costs
      
10.1 Price

	Basis of Contract
	Unit of Measurement
	Price
	Thresholds
	Expected Annual Contract Value

	Block 
	
	£
	
	£

	
	
	
	
	

	Total
	
	£
	
	£
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