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1.1
Aims

The aim of a hospital based day service is to provide comprehensive and integrated support for people suffering from severe dementia or acute functional mental illness who due the intensity or complexity of their needs cannot be managed within mainstream day care services. The service specifically aims to provide:
(
Intensive and rapid assessment, treatment and rehabilitation, to help people remain independent in the community thereby preventing premature or admission to hospital or long term residential care. 

(
Longer term support to patients who have complex or chronic mental health problems for whom mainstream services are inappropriate.

(
Provision of respite and carer support in times of crisis or need.

 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 in older adults and is a high level driver in the NSF Older People. (Source Royal College of Psychiatrists)

The British Geriatric Society considers day hospitals to be an important component in the provision of comprehensive services for older people with severe and chronic mental health problems, and over the past 20 years a robust evidence base has developed to support the use of day hospitals, confirming the important role they play in the assessment and management of people living in the community, and the rehabilitation of patients suffering from severe mental illness. (BGS best practice guide 2006) 
Further underpinning evidence is contained in the following guidelines and policies and the recommendations outlined in these documents should be incorporated into daily protocols, processes and practice of the service:

(
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 Capacity Act 2005.

(
Integrated Services for Older People 2002 - Audit Commission.

(
Everybody’s Business 2005 - DoH

All of 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 health problems can only be delivered effectively using a “Whole Systems” approach across in-patient and Community Mental Health services, and in close interagency collaboration and coherence between Health, Social Care and Housing. This service will therefore be delivered within the context of “Whole Systems” working.

1.3 General Overview 

The purpose of the day hospital is to provide comprehensive, multi-disciplinary assessment, treatment and rehabilitation to adults aged 65 and older with dementia and functional disorders, who due to the complexity or intensity of their needs cannot be managed in mainstream day care settings. This will include aftercare following discharge. The service will be generally short term in nature but will offer longer term support to a small number of people who cannot be managed in any other setting. The service should be provided as part of a care pathway approach within ‘whole systems’ working and will be provided on the basis of the least restrictive option to meet an individual’s needs. Good practice suggests that day hospital services for people with dementia and people with functional illness work better where they are provided separately and this should be adhered to where possible.

The service should adhere to the following principles:

(
Older people with mental illness have the same human value and rights as anyone else and will be treated with the same dignity and respect as any other citizen.

(
Care will be provided on the basis of the least restrictive options available.

(
Care will be based on an individual person-centred assessment taking a holistic account of their broader circumstances and needs.

(
Care will be provided in a way that promotes recovery, independence and inclusion.

(
Patients will as far as possible participate in decisions affecting their daily lives.

(
Patients who are unable to participate in decision making will have access to an advocate.

(
Carers will be appropriately involved in planning the care of their relative and will have their needs assessed and taken into account.

(
Patients and carers will be given speedy and accurate information to support decision making.

1.4
Objectives 

The objectives of a Day Hospital service are to:

(
Provide timely appropriate and planned access to the service, to facilitate discharge from hospital and respond to patients in crisis or at risk of admission to more restrictive services.

(
Provide high quality assessment, treatment and rehabilitation in a safe, hygienic and comfortable environment which minimises the risk of injury or illness through contracting hospital type infections. e .g. MRSA, C-dif.

(
Provide prompt and expert multi-disciplinary assessment of a patient’s mental health, psychological, social and physical needs taking account of cultural and communication needs.

(
Assess needs against the NHS Continuing Care Criteria.

(
Develop an individual person-centred care, treatment or rehabilitation plan that is focused on recovery and inclusion. 

(
Through a rehabilitation programme, support patients and their carers to become more independent at home and in the community, thereby enhancing their quality of life and preventing their premature or inappropriate admission to hospital or long term residential care.

(
Provide a range of evidence based treatment options (in accordance with NICE guidelines) including therapeutic activities to aid recovery.

(
Provide structured group or individual activities designed to maintain or support the capacity for independent living and reduce isolation. 

(
Provide a service that is responsive to a patients cultural, religious and communication needs.

(
Ensure that all patients with complex needs are assessed under CPA in addition to Single Assessment Process and have an appropriate plan in place on discharge.

(
Provide advice, information and support to patients and carers to enable them to sustain their caring role and participate fully in the assessment and in decision making about future care options.

(
Establish effective links and work in close collaboration with Community Mental Health services and other organisations, to plan and facilitate timely discharge or transfer into mainstream services.

 1.5 Expected Outcomes 

(
The admission was planned, appropriate and timely and the patient did not experience a delay in hospital discharge or require admission to more restrictive services.

(
Patients received a comprehensive multi-disciplinary, person centred assessment of their needs in line with CPA/ SAP procedures and have a clear treatment and care plan in place including a rehabilitation programme to enable them to achieve optimum functioning.

(
Patients and carers had their cultural, religious and communication needs addressed in the assessment process and in their care plan.  

(
Patients 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.

(
Patients have achieved optimum level of functioning in the day hospital and can be discharged home or into mainstream services.

(
Patients assessed as having Continuing or Palliative Care needs have an appropriate plan in place to meet these.

(
Patients are empowered to actively participate in decision making about their future and feel supported to pursue their choices.

(
Carers are informed, supported and feel their wishes and concerns have been heard and acted upon.

(
Carers have been offered an assessment of their own needs and this has informed care planning decisions.

(
Patients and carers feel they have appropriate information (in accessible formats) to enable them to make informed decisions about their daily living arrangements.

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

(
A comprehensive discharge Care plan is in place which identifies needs, including carers needs, how they will be met, by whom and when and reflect the patient and carers views and wishes.

(
Discharge was not delayed due to the patient contracting avoidable infection.

(
Discharge is timely and seamless; GP’s, the CMHT and other agencies are aware and follow up care by community services are in place.

(
Positive feedback from patients and carers of their experience in hospital.

(
Positive feedback from GP’s and other professionals/agencies regarding access, communication and discharge arrangements.

(
Complaints into the service are minimal.

2.1 Service Description  

The Day Hospital Unit is an out- patient healthcare facility whose function is to provide multi-disciplinary assessment, treatment and rehabilitation for people with:

(
Severe and enduring mental illness including dementia.

(
Functional illness such as depression, schizophrenia.

(
People with a diagnosed mental illness recently discharged from hospital.

(
People receiving a continuing care package within the community.

The Royal College of Psychiatrists recommend that Day Hospitals should provide:

(
Comprehensive assessment of patients medical needs.

(
Crisis intervention to prevent hospital admission or promoting early discharge.

(
Integrated assessment of health and social care needs, to determine decisions about future care or chronic disease management in the community.

(
Treatment and rehabilitation for complex, multi-faceted problems.

(
Specialist medical and nursing care.

(
Health promotion and education.

Attendance at the day hospital will generally be short term, with people being discharged or transferring to mainstream services once the agreed assessment, treatment or rehabilitation programme is complete. There will however be a small group of people for whom it is inappropriate to transfer to other services due to the complexity or intensity of their needs that cannot be managed in any other setting.

The unit should have an agreed philosophy of care reflected in operational policies and procedures and evidence of quality improvement through clinical audit.

Staffing on the unit should reflect the dependency level of the patient group but should be flexible enough to provide extra staffing should patients require one to one care or supervision following a risk assessment.

The unit environment should be able to accommodate the changing and varied needs of patients and their well-being and should pay particular attention to their dignity and respect being maintained throughout their stay. The environment should be stimulating and include regular sessions of therapeutic activities or appropriate occupation to aid patient recovery.

The service is made up of a number of components:

2.2 Assessment

Assessments will be undertaken by qualified and well trained staff using Single Assessment Process tools and the CPA. The assessment should be coordinated by an appointed care coordinator who will be a member of the multi-disciplinary team. The unit team is made up of staff from a number of disciplines who, would be expected to have the skills to appropriately assess and meet the needs of the full range of psychiatric and medical problems, and will contribute to the assessment process as appropriate. These might include:

(
Nursing staff.

(
Medical staff.

(
Occupational Therapists.

(
Physiotherapist.

(
Social Worker.

(
Dietician/ Nutritionist.

Patients who are already known to mainstream mental health services or social services should be fully involved in the assessment process from the outset. 

Access to assessments from other disciplines for example: Psychology, Speech and Language, Pharmacy, Chiropodist and Dentist should be available as and when required.

The Assessment Should address a person’s holistic needs and take account of:

(
Health needs - physical, psychological, emotional, mental health.

(
Risk - to the individual and others.

(
Cultural / Religious needs.

(
Strengths.

(
Social Care needs and Functioning.

(
Communication needs.

(
Financial.

(
Carers / family.

(
Service Users and Carers views and wishes.

(
Safeguarding issues.

(
Environment.

(
Housing.

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.

Treatment

A range of evidence based treatments in line with NICE guidelines should be available to patients and they should not be excluded from particular treatments on the basis of age or dependency. Treatment may include an individual rehabilitation programme which may be carried out on the unit or in the patient’s own home. 

2.4 Discharge/Care planning

The care plan should be devised in conjunction with the patient and carer from the outcome of the assessment process which has identified the person’s needs. The care plan describes what the needs are, how they 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 patient and carer. The care plan should be drawn up by the care coordinator but in collaboration with the multi-disciplinary team and Primary and Community services who may already be involved in providing a care plan to the patient. Discharge should only take place when the ‘essential’ services are in place and it is safe for the patient to be discharged. There should be a planned hand over of care to the appropriate services to ensure continuity and a seamless transition from the day hospital. 

2.2 Accessibility/acceptability 

The service is available to all adults aged 65 years and over with severe and complex mental health problems. However patients under the age of 65 with a diagnosis of dementia will not be excluded from accessing an appropriate service on the basis of their age.

2.3 Whole System Relationships 

“Whole Systems” working is essential to providing high quality care to patients. Prior to admission it is likely that the patient will be known or actively engaged with one or more statutory service. It is essential that the unit maintain relationships with these services who will have responsibility for the ongoing care following discharge. These may include:

(
Primary Care Team.

(
Community Mental Health Team.

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

(
Drug and Alcohol services.

(
Acute General Hospital Services

(
Voluntary/Independent Sector

It is also essential that strong links are developed and maintained with a range of external providers and agencies who may contribute to discharge planning and after care and who make up the “Whole System”. These will include:-

(
Housing.

(
Benefits Agency.

(
Voluntary Sector and Charities.

(
Residential and Nursing Homes.

(
Independent Care Providers.

(
Police.

2.4 Interdependencies 

The Day Hospital cannot work in isolation from other agencies or organisations. The service is intrinsically linked with other services in the ‘Whole System’ namely;

(
Primary Care 

(
Acute General Hospital

(
Community Mental Health Team

(
Other Mental Health Services

(
Drug and Alcohol Service

There should be clear care pathway that interconnects the services, with processes and protocols into, out of and between services. The unit should have a process in place for regular interface meetings between the different components to ensure the system is working efficiently and to the benefit of the patient. There should be a link worker to each of these services to ensure clear lines of communication regarding a patient’s journey through and between services.

Where appropriate key workers from other agencies/organisations involved with the patient should be invited to the multi-disciplinary meetings to contribute to discussions on individual patients.

2.5 Relevant networks and screening programmes 

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

The Service will be an active partner in local emergency planning arrangements and have an agreed protocol in place outlining their role in the event of a major emergency.

2.6 Sub-contractors 

The service provider will not sub-contract any part of this service specification without obtaining permission from the commissioners
3.1 Service Model 

The service model for the Day Hospital care is set out within the National Service Framework Older People and other policy guidance outlined above.  The service model should be based on a “Whole Systems” approach and the staff team should reflect that model and include:

(
Nurses

(
Psychiatrist

(
Occupation Therapist

(
Physiotherapist

(
Psychologist

(
Social Work

(
Support Staff.

(
Administrative Support

The service model will focus on assessment, treatment and rehabilitation and will use best practice evidence based models to deliver the range of assessments and treatments options available. The service should be provided on a short term basis with patients moving on to mainstream services once the assessment or treatment programme is complete. Integrated working with other agencies is therefore essential to achieve this.

The provider 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 service provider 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 patient. Essentially this model describes the ‘journey’ and anticipated course of treatment a patient will take that is determined upon admission and includes the potential pathway through which a patient will travel within and between services. The provider will need to ensure that there are clear protocols and processes in place around the following components of the pathway:

(
Eligibility 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 determined locally

4.2 Location(s) of Service Delivery 

To be determined locally

4.3 Days/Hours of operation 

To be determined locally

4.4 Referral criteria & sources 

4.5 Referral route 

To be determined locally

4.6 Exclusion Criteria 

Older People not assessed as having acute or complex, functional or organic mental illness 

4.7 Response time & detail and prioritisation 

Local arrangement will apply within best practice guidelines

.  Quality & Performance Standards 

. Quality and Performance 
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 







8.  Activity

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.

