



NHS Standard Contract for Mental Health
SERVICE SPECIFICATION

	Service
	Residential Rehabilitation Service

	Commissioner Lead
	Southampton City Primary Care Trust

	Provider Lead
	xxxx

	Period
	Xxx


1. Purpose
1.1. Aims

Provision of inpatient rehabilitation programmes for people requiring 24-hour nursing care using a recovery approach and WRAP (Wellness and Recovery Action Plan) care planning.
Support in resuming life in the community and longer-term provision, in order to reduce the likelihood of future hospital readmissions and relapse.

1.2. Evidence Base

1.3. General Overview

1.4. Objectives

Provision of therapeutic interventions, care, support and education, which enables each individual to achieve their full potential and independence.

A service that is sensitive and responsive to Service Users cultural, religious and gender needs.

Support to the Service User and his/her family carers for sustained periods.

A level of intense treatment unavailable in the acute admission areas.

A longer period of time to stabilise their mental state and recovery.

Time to be educated about medication to assume longer time compliance.

Treatment and care to maximise existing skills and potential.

Opportunity to learn new skills and to improve existing skills in order to more to more independent living.

Development of a comprehensive care package/WRAP (Wellness and Recovery Action Plan) in place prior to discharge, interlinking with community-based services in accordance with ICPA (Integrated Care Programme Approach) and risk assessment, operational policy and discharge policy.

1.5. Expected Outcomes
2. Scope

2.1. Service Description

On admissions, all Service Users will be assessed as being low risk of harm to themselves or others.  If the level of risk changes during their stay, then the team will reassess the safety and needs
To work with clients who predominantly have Occupational Therapy needs.

To work assertively to engage clients who are considered likely to benefit from Occupational Therapy intervention.
The Rehab Service will provide assessment and treatment using recognised assessment tools from medical, nursing and other therapeutic staff.  The service has the ability to provide a service for people detained under the Mental Health Act if required.

Its physical environment aims to reduce stress, contain aggression and provide temporary sanctuary and containment.

All Service Users will be subject to the Care Programme Approach.

2.2. Accessibility/Acceptability

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

3.2. Care Pathways

4. Referral, access and Acceptance Criteria

4.1. Geographic coverage/boundaries

The service covers people registered with a Southampton City Primary Care Trust GP. 

4.2. Location(s) of Service Delivery

Crowlin House

Milton Lodge

Abbotts Lodge

Forest Lodge

4.3. Days/Hours of operation

4.4. Referral criteria and sources

The residential rehabilitation service is for those with a severe and enduring mental health problem between the ages of 16 and 65 years and who have a GP within Southampton who does not require acute inpatient care, who would benefit from rehabilitation in order to live in the community.

The Service User will have been previously known to the service, either as an acute inpatient or to the Community Teams.  Those service users requiring specialist rehabilitation/recovery enabling them to re-integrate back into the community will be prioritised according to their needs.  The Service Users must be able to recognise an aspect of their lives or factor of their illness that they wish to work towards in order to improve their quality of life and social functioning.

Service Users can either be informal or detained under the Mental Health Act.

4.5. Referral route

Written referral based on admission criteria agreed with the PCT, will be sent to the Rehab Unit Manager and discussed at MDT (Multi-Disability Team) with the Lead Consultant for rehabilitation.

· Appropriate identified clinical staff will be responsible for the assessment and visit by the Service User.

· The outcome of the assessment will be notified to the referrer including reasons for non-acceptance.

4.6. Exclusion criteria

4.7. Response time and details and prioritisation

5. Discharge Criteria and Planning

The Care Co-ordinator and Named Nurse are responsible for co-ordinating the discharge within CPA guidance.

Service Users may be discharged because:

· They have achieved their optimum level of independence and are ready to move on.

Or

· Their needs may be more appropriately met via an alternative service such as Assertive Outreach or the Community Rehab Team.

Or

· They are unable to accept the services offered from the unit.

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 OBDs
	
	
	
	

	
	
	
	
	

	
	
	
	
	


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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