Schedule 2 Part 1: Service Specifications

Mandatory headings Sections 1-3. Mandatory but detail for local determination and agreement. 

Optional headings Sections 4-6. Optional to use, detail for local determination and agreement.   

Subheadings for local determination and agreement]

SERVICE SPECIFICATION

	Service/ Care pathway/ Cluster
	Low secure service

	Commissioner Lead
	

	Provider Lead
	

	Period
	April 2010-March 2011

	Date of Review
	The specification will be reviewed in the light of work currently being undertaken by the Department of Health on service standards which is expected to report during the year 2010-11


	1.  Purpose




	Broad service models have evolved and can be recognised as follows:

Integrated model: within this model low secure services provide secure inpatient treatment and once the need for such security has ended, expect local services to take over longer-term treatment and integrate the patient into local services. Re-admission, if necessary, would be to local non-secure hospitals.
Hybrid model: services using this model aim to run as an integrated service but utilise ‘shared care’ in the critical period following discharge and retain long-term responsibility for the critical few who will be high-risk offenders, usually on restriction orders. If re-admission becomes necessary, this will usually be to locally based non-secure hospitals but, in certain circumstances, return to the secure service hospital.
Parallel model: services using this model aim to provide both the inpatient component as well as the community component of the patient’s care. Re-admission would be to the secure service hospital rather than local non-secure services. The secure service would expect to provide a full long-term community service to patients under their care.
1.1 Local strategic context

Within the NHS Yorkshire and the Humber area Low Secure Services, all of the above models exist, with some individual services also providing a combination of these models. This is mainly due to the individual needs of PCTs and the structure, provision and competencies of local general psychiatric services.
Within the broad models of service described above, most individual secure service providers will also cater for patient groups with different needs. These groups include patients who require shorter term intensive care, acute short to medium term care (up to 2 years) and longer term rehabilitative care. 
In addition, to the type of care provided, services may also provide for specific patient groups with additional needs such as dedicated female services, patients with learning disabilities, patients with a diagnosis of personality disorder, deaf patients, etc.
 Clinical services should be provided on a gender specific basis. General living and sleeping areas must not be mixed sex and should be single gender. Some therapy/recreational areas may be used by both male and female services within a facility. In these circumstances the service should have robust “shared area protocols” that ensure single sex use at any one time.

Within Yorkshire and the Humber most NHS mental health trusts provide low secure care, this is supplemented by provision by a variety of Independent Sector providers.

1.3 Aims and objectives of the service

Low secure units are for patients detained under the Mental Health Act who require care and treatment under conditions of low security due to the nature of the risk they pose to the general public. The security arrangements and standards for such units are contained in the “National Minimum Standards for General Adult Services in PICU and Low Secure Environments (2002)”, and the “Additional Guidance” to this document issued by the Department of Health in 2009.

Low secure units deliver intensive, comprehensive, multi-disciplinary treatment and care by qualified staff for patients who demonstrate disturbed behaviour in the context of a serious mental disorder and who require care under conditions of low security.

This is according to an agreed philosophy of unit operation underpinned by the principles of rehabilitation and risk management. Such units aim to provide a homely secure environment, with a strong emphasis on relational and procedural security, which has occupational and recreational opportunities and links with community facilities.



	2. Service Scope




	PRIMARY HEALTHCARE

The Provider will ensure that all Service Users have access to the full range of primary healthcare Services whether inside the Facilities or off-site as appropriate and in particular shall have access to:

Information on the primary healthcare services available including access hours and service details;

all services which would normally be provided within primary medical care services e.g. dentist, general practitioner services and ophthalmic services within the same timescales and same range as the general population, according to Department of Health guidelines and Good Clinical Practice;

primary care practice staff who hold the appropriate professional or vocational qualification and receive professional support via the local PCTs;

all appropriate age and gender specific screening in line with Department of Health guidance;

a general health assessment and health checks on an annual basis;

referral pathways to Secondary healthcare, within the appropriate time scales according to Department of Health guidelines or Good Clinical Practice.

SECONDARY CARE

Where the Service User requires secondary care at the recommendation of the primary care  clinical staff the Provider shall:

make the necessary arrangements in accordance with the agreed protocol to meet the appropriate national waiting time for treatment and patient choice targets, within the scope of the Service User’s legal status and in accordance with Good Clinical Practice; 

 where practicable notify the Commissioner three (3) Operational Days prior to the transfer of the Service User from the Facility to attend an acute care facility or if that is not practicable within five (5) Operational Days after such transfer; and

in an emergency or urgent clinical need where notification within the required time scale is not possible, the Provider will notify the Commissioner as soon as is reasonably practical. 



	3.  Service Delivery



	3.1 Location of service 

               Insert individual service location?  
3.2 Days/ hours of operation

                24 hours a day , 365 days a year
3.3 Referral processes

ASSESSMENT OF REFERRED PATIENTS FOR POTENTIAL ADMISSION TO SECURE  SERVICES

Referral, assessment and admission of patients into Low Secure Services should adhere to the principles and process outlined in the Yorkshire and the Humber Secure Services Pathway Protocol (Schedule 7 part II)
3.4 Response times

                As specified in the Secure Services Pathway Protocol (Schedule 7 part II)
3.5 Care pathways (where applicable to meet each care cluster)

Identify:    partnerships

transitions and interfaces between services and agencies

 subcontractors

TRIAL LEAVE

The Provider will ensure as far as is reasonably practical that the process undertaken in the granting of leave of absence of the Service User from the Facility or pre Discharge Trial Leave under Section 17 of the 2007 Act is managed taking account of the safety and welfare of the Service User; Staff; carers; the Service User’s family; the general public; and having due regard to possible victim issues.

The Service shall develop and implement a risk assessment model to support the section 17 Leave (Part 3 of the 2007 Act) process. The model will include the provision of evidence to support section 17 leave (Part 3 of the 2007 Act) being granted and a Care Plan to facilitate the section 17 leave.  The Care Plan will detail the provision of Staff resources and non-Staff resources required to safely and appropriately minimise risk presented during the period of the section 17 leave and set out a contingency management plan in case of untoward events;

that the Service User’s Responsible Medical Officer has signed the appropriate 2007 Act section 17 Leave forms prior to the Patient leaving the Facility;

TRANSFER TO OTHER MENTAL HEALTH SERVICE

Where a Service User requires transfer to an alternate mental health provider service the provider shall;

Where appropriate and practical collaborate with the alternate provider to facilitate visits to the new service before transfer unless not possible due to the urgent nature of the transfer;

Take all necessary steps to prepare the Service User for transfer

On transfer to facilitate an appropriate clinical handover including, but not restricted to,

Current care and treatment programme

Copies of last CPA review

Most recent risk assessment

Comprehensive record of all current medication

Formal medical and nursing handover 

Arrange appropriate transport consistent with the Service User’s risk assessment

Inform commissioners as per schedule 4 on transfer

STANDARDS
The Provider shall (i) meet and maintain national quality standards and any other national quality requirements that may from time to time be specified, amended or updated, (ii) agree local quality improvements of health and wellbeing and reduction of health inequalities in line with local priorities and the expressed preferences of local communities, including (without limitation and as may be amended or updated from time to time):

· National Standards, Local Action: Health and Social Care Standards and Planning Framework 2005/06-2007/08 and any subsequent related guidance;

· The Mental Health Act 2007 and Codes of Practice;

· Mental Capacity Act 2005;

· Care Quality Commission – Guidance and Notes; 

· The Essence of Care - Patient-focused benchmarking for health care practitioners (February 2001) Updated April 2003; new benchmark March 2006;
· Mental Health Policy Implementation Guide – National Minimum Standards for General Adult Services in Psychiatric Intensive Care Units (PICU) and Low Secure Environments and Additional Guidance 2009.
The assessment of clinical pathways and specifications will be made where possible against published evidence based documents or systems. The Commissioner will continue to develop a series of standards that the Provider can adopt in the delivery of the Services. In the absence of a Commissioner standard, the appropriate professional standard will be used as a minimum.

Where the Provider wishes to use alternative standards, the Commissioner will require to see the evidence put forward by the Provider in support of the variation to the benchmark standard.

The intention is to allow the Provider freedom to use its own evidence-based approach if the Commissioner agrees that such a variation of approach is in the best interests of the Patient and will meet the treatment requirements.

  FURTHER SERVICE REQUIREMENTS
In addition the Provider shall ensure that:

A clean, safe and hygienic environment is maintained for Service User, staff and visitors;

A care environment in which Service Users’ privacy and dignity is respected and confidentiality is maintained is provided
A care environment which ensures Service User, staff and visitor safety and security is provided
A care environment where appropriate measures are taken to reduce the potential for infection and meets the requirements of the HCAI code of practice is provided
· it complies with the National Suicide Prevention Strategy;
· Where possible and practical providers should deliver care and treatment informed by Advanced Directives agreed in collaboration with the Service User. Advanced Directives have been found to be particularly helpful in the event of either a significant relapse or episode of disturbed behaviour.
· A clinical governance development plan is implemented. There will be appropriate arrangements in place for the continued development of clinical governance and progress on local developments will be reported to the Commissioner. Specific attention will be drawn to the development of outcomes from clinical effectiveness initiatives and the use of research;
· an Independent Mental Health Advocacy Service is available to all Service Users in accordance with national policy and local guidelines issued by the Commissioner from time to time;
· all Care Quality Commission and other statutory agency reports and actions plans are forwarded to Commissioner within ten (10) Operational Days of receipt;
· all child visiting arrangements adhere to HSC 1999/222 ‘Mental Health Act 2007 Code of Practice: ‘Guidance on the Visiting of Psychiatric Patients by Children’ as amended from time to time;
· the Commissioner is permitted access to the facilities to review provider policies and procedures having given not less than twenty-four (24) hours notice;
· attend and participate in the review meetings with the Commissioner

· allow the Commissioner, its servant or agents to attend and inspect on a planned or on an unannounced basis the Facilities for the purposes of quality monitoring;
· allow the Commissioner, its servant or agents to attend and inspect the Facilities in direct response to incidents or to preserve the Commissioner’s confidence in Service provision;
· allow and assist in facilitating the Commissioner the right to initiate and commission independent service and specific incident reviews;
· Provide reports requested by the Commissioner being reasonable to further explore trends highlighted by the KPIs or where soft intelligence indicates further investigation is necessary.

The Provider shall ensure that an electronic recording system is in place for Service User records.  

All appropriate actions shall be taken where possible to improve the Services for all Service User groups within the Facilities as reflected in subject specific or generic guidance issued by relevant organisations from time to time.  

3.6 Discharge process

STEPS ON DISCHARGE


The Provider shall avoid Discharges of Service Users which would not be in accordance with the Code and effective Care Co-ordination and in particular any Discharge which may put the public or the Service Users' safety, health or well being at risk. The Provider will use all reasonable endeavours to avoid circumstances whereby Discharges are likely to lead to emergency re-admissions to care or in-patient services.


The decision to Discharge the Service User from the Facility will be agreed at a CPA/Section 117 of the 2007 Act review.

 
Prior to discharge, the Provider shall:

· provide a copy of the section 117 (2007 Act) Aftercare review minutes and Care Plan  to:

· the Service Usert;  

· the Responsible Medical Officer who will be providing the Service User’s   Aftercare; the referring clinician and/or the Nominated Locality Care Co-ordinator;

· the Service User's GP; and 

· the Service User’s Case Manager allocated by the Commissioner;

The Provider shall fully assess the formal Service User’s needs for health and social care and whether the Service User’s Care Plan addresses them. The Provider shall consider whether the Service User meets the criteria for Aftercare and/or supervision. If such Aftercare and/or supervision are required, the Provider shall liaise with the Social Services Department and the Service User’s local NHS Mental Health Provider to take reasonable steps to identify appropriate Aftercare arrangements.


The Provider will ensure that it’s Clinical Teams work with the Nominated Locality Care Co-ordinator to ensure the appropriate management and transfer of the Service User.


The Provider shall comply with HSG 94(27) and any subsequent guidance as well as adhere to protocols set out in this Agreement and as otherwise may be agreed with all appropriate external, interested organisations including the Commissioner, Social Services Departments, the Service User’s GP and guardian, where appropriate, and shall work with such organisations and the Service User, Service User’s nearest relative and/or carer to ensure that the Service User receives the most appropriate continuing care including, where necessary, Aftercare and/or supervision as consistent with the Commission’s guidance.


Provide to the Service User appropriate Discharge information sheets on their post-Discharge care and how they should respond to any concerns they may have once they have been discharged.


Immediately prior to Discharge, each Service User shall be assessed by an appropriately qualified member of clinical staff to ensure the Service User meets the agreed discharge criteria. The results of such assessment shall be documented and, if considered fit to be discharged, the Service User shall be provided with a signed Discharge order and shall be discharged.

                  The Provider shall ensure that arrangements for Discharge (including appropriate transport), either specifically from in-patient care or more generally the completion of other care, are carried out in a manner which is consistent with the requirements of effective Care Co-ordination.  The Provider shall specifically ensure that all Service Users Discharged from in-patient care are followed up in the community within five (5) Operational Days of Discharge by either a community visit, telephone call, or other appropriate method agreed with the Commissioner. A record of the follow up shall be provided to the Case Manager by the Provider.
3.7 Training/ Education/ Research activities



	4. Quality Indicators 

	Quality Indicator(s)


	Method of Measurement/ information requirement
	Incentive or sanction

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Consultant-led Service (ie does 18 week RTT apply?)                                    Yes/ No



	5.  Activity Plan



	Activity Plan

	

	

	

	

	

	6.  Prices 



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

	Block Arrangement/Cost and Volume Arrangement/Local Tariff/Non-Tariff Price________*
	
	£
	
	£

	Total
	
	£
	
	£

	*delete as appropriate



	


