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Provider Early Engagement Questionnaire

Enhanced Community Physiotherapy and 
Neuro-rehabilitation 
Community Service

Nottingham North and East, Nottingham West and Rushcliffe Clinical Commissioning Groups



30th November 2016
Guidance for Suppliers

Purpose of this document

The Engagement Questionnaire is an information gathering exercise by Nottingham North and East, Nottingham West and Rushcliffe Clinical Commissioning Groups (“The CCGs”) to inform the development of their approach to improving the delivery of services. Working as a partner with providers, commissioners have a desire to draw a consistent message around certain themes to challenge their thinking around how the system can best be designed and commissioned in the future to:  

· Best secure the needs of the people who use the service(s) 
· Help to improve the quality of the service(s), and
· Improve efficiency in the provision of the service(s) 


NOTE – These are DRAFT specifications and this is an early engagement exercise. 


The CGGs reserve the right to amend or change the associated specifications if a decision to move to Procurement is made. The CCGs has no plan to tender the services at this stage and this early engagement exercise is in no way intended to guarantee tendering will take place.  



Engagement Questionnaire Deadline for Response is:


12pm (Midday) 14th December 2016


Completed submissions are requested to be received:



Please email your responses to:

scwcsu.clinical.procurement@nhs.net


If you have issues accessing the documents within this questionnaire please use the email address and a member of the procurement team will respond. 

All responses are requested to be entered into the question and submissions section in this document directly. Other formats are not required. 




Questions

The questions within this Engagement Questionnaire are part of an information gathering exercise by The CCGs to inform their strategic direction and decision making.

[bookmark: _GoBack]No questions in this questionnaire are scored. There are no word counts to any of the responses. 

Responses to this questionnaire will not impact any evaluation of any future opportunity, in the event that any services may be tendered. 


Next Steps

No further action will be required by providers after this exercise unless alerted. 

Your input and effort is very much sought to help the CCGs develop the most appropriate strategy and approach to deliver services to meet the future needs of the population. 

Your support is greatly appreciated.



Background Information
The vision within the Nottinghamshire Sustainability and Transformation Plan (2016) is to deliver a sustainable, high quality health and social care system that improves the health and wellbeing of the local population. This will be achieved by promoting the 5 system values as below:
· People will be supported to develop the confidence and skills to be as independent as possible.
· People will remain at home whenever possible, hospital, residential and nursing homes will be only for those that need care there.
· Resources will be shifted to preventative, proactive care closer to home. 
· Organisations will work seamlessly to ensure care is centred around individuals and carers.
· Addressing health and care needs of population collectively and making best use of the public purse. 

Given the above, there is a shift of services into the community where appropriate. The intention is that these services deliver those elements that are best placed within a community setting. They will also deliver the values of self-care, efficient care models and ensures that pathways which cross organisations are delivered as seamlessly as possible. 


Enhanced Community Physiotherapy Service

Aims and objectives of service
The aim of the Enhanced Community Physiotherapy service is:
· To provide a structured and consistent approach to delivery of physiotherapy through defined pathways and promoting effective working relationships with the clinicians within the acute setting, community services and Primary Care.
· To enable patients and their carers to develop the knowledge, skills and confidence to manage their requirements effectively.
· To monitor the effectiveness of treatment to ensure patients receive clinical care which is evidence based, meets the needs of the individual and demonstrates good clinical outcomes. 
· To facilitate the development of resources to aid self-management. 
· To support and develop physiotherapy staff to ensure clinical competencies in all areas of service provision.
· High quality service user experience
· High quality, relevant and timely information is offered to all service users
· High quality clinical outcomes for patients who have surgical Intervention
· To develop a system wide approach to recruitment and retention of physiotherapists
· To assist in the development of system wide pathways to deliver optimum clinical outcomes for the patient. 
· To deliver optimum clinical outcomes through the most effective and efficient delivery method. 

To provide an unbiased quality service open to all patients regardless of their age, disability, gender reassignment, marital and civil partnership status, pregnancy and maternity status, race, religion or belief, sex or sexual orientation.

Draft Specification:

[bookmark: _MON_1542002160] 

Indicative Activity Levels:
Enhanced community physio -6,373 patients per year; CFS - 38 patients




Neuro-rehabilitation Community Service
Aims and objectives of service

The overall aims are to:
· Provide a high quality, equitable specialist community neuro-rehabilitation service to reduce the impact of both physical and psychological impairments, maximise independence, reduce mortality and prevent avoidable complications.
· Improve access to information about long-term neurological conditions for individuals, carers and family members. 
· Engage with available resources effectively, including families, third sector agencies and non-NHS services.
· Engage staff working in an extended care setting e.g. care homes, in the fulfilment of rehabilitation goals.
· Along with other specialist services, have a key role in the training and development of health and social care staff in relation to neurological conditions.
· Support informal carers in their caring role.
· Ensure the team has time for continuing professional development both for individual staff members and for the team as a whole.


Draft Specification:




Indicative Activity Levels:
Neuro-rehabilitation Community - 500 patients per year


Please note: These are draft specifications and indicative activity figures only and are being cited as a guide for the purposes of this market engagement exercise. Should any tendering exercise be initiated they will be subject to review and amendment. 

Questions and Submission Section

	Full name of provider
	



Question 1 
	Please tell us:



	Your core business
	



	What particular service you are involved in, relevant to Enhanced Community Physiotherapy or Community Nero-Rehabilitation or both areas
	



	Your role within the delivery of these services 
	




Question 2 
	Following review of the service specification(s) posted as part of this engagement, please indicate which elements your organisation would be able to deliver and in what capacity


	













Question 3 
	Given the level of indicative activity, and based on your knowledge of current service provision what would you deem a fair market value per episode/per patient/per activity/for the contracts?


	







Question 4
	What are your views on the aims and objectives of the individual services and based on your experiences of service delivery do you think these are proportionate to the requirements, and achievable within the Fair Market Value?


	









Question 5 
	If you are a current provider of the specified services (or to a lesser extent) please give us your views on what works well, what not so well and those things that require change.

If you are not a current provider but have an interest in expanding into the market, what are your views on how a new provider would deliver these services, taking into account the response from Q3


	









Question 6 
	Following review of the service specification(s) posted as part of this engagement we would be interested to hear your views around the functions we have described and your insight into how they can be best delivered to derive maximum benefit for patients, providing both high quality and cost effective services  


	









Question 7 
	How would you establish productive working relationships with existing providers and can you provide us with some examples of your experience in this area. Are there any really important lessons you have learnt for your organisation and for commissioners as well?


	








Question 8
	Can you recommend any natural levers or incentives which would encourage partnership working aside from an appropriately resourced contract?


	













Please save as one file and submit the whole document
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1. [bookmark: _Toc343591382]Service Specifications





Mandatory headings 1 – 4: mandatory but detail for local determination and agreement

Optional headings 5-7: optional to use, detail for local determination and agreement.



All subheadings for local determination and agreement



		Service Specification No.

		



		Service

		Enhanced Community Physiotherapy Service 



		Commissioner Lead

		Steven Smith – Senior Service Improvement Manager, Rushcliffe CCG



		Provider Lead

		



		Period

		



		Date of Review

		







		1.	Population Needs



		

0. 	National/local context and evidence base



Background

The vision within the Nottinghamshire Sustainability and Transformation Plan (2016) is to deliver a sustainable, high quality health and social care system that improves the health and wellbeing of the local population. This will be achieved by promoting the 5 system values as below:

· People will be supported to develop the confidence and skills to be as independent as possible.

· People will remain at home whenever possible, hospital, residential and nursing homes will be only for those that need care there.

· Resources will be shifted to preventative, proactive care closer to home. 

· Organisations will work seamlessly to ensure care is centred around individuals and carers.

· Addressing health and care needs of population collectively and making best use of the public purse. 



Given the above, there is a shift of services into the community where appropriate. The intention is that this service delivers those elements that are best placed within a community setting. It will also deliver the values of self-care, efficient care models and ensures that pathways which cross organisations are delivered as seamlessly as possible. 



Physiotherapy and MSK services

Physiotherapists work with people to optimise function and mobility and to reverse the impact of illness and disability. They build resilience and enable individuals to be independent and healthy. Using a bio-psychosocial, evidence-based approach, physiotherapists target and tailor care in line with individual’s needs and goals (Chartered Society of Physiotherapy, 2015).



Musculoskeletal conditions are often progressive and can often be a major cause of pain, disability and ill-health. Over 200 musculoskeletal conditions affect millions of people including adults, children and older people ranging from all forms of arthritis, back pain and osteoporosis and often the most common reason for repeat consultations with a GP, making up to 30% of primary care consultations (Department of Health, 2006).



The Nottinghamshire County Joint Strategic Needs Assessment (JSNA, 2008) identified diseases of the musculoskeletal system and connective tissue as one of the top ten admissions to hospitals in Nottinghamshire, estimate to be 10%, higher than the England average of 7.4%. An estimated 47,300 people (all ages) and 238,400 (all 20+ adults) in Nottinghamshire are believed to be affected with arthritis and back pain respectively.



The prevalence of musculoskeletal conditions generally rises with age and with an estimated significant growth in all age bands from 65-69 onwards population in Nottinghamshire County (JSNA, 2008), there is likely to be a potential increase in the number of older people who will be affected with musculoskeletal conditions such as osteoarthritis and osteoporosis, with an expected increase in the prevalence of falls among older people.



To improve care and outcomes for people with musculoskeletal conditions, the Department of Health has developed and published the Musculoskeletal Services Framework (Department of Health, 2006). The Musculoskeletal Service Framework (MSF) vision is that people with musculoskeletal conditions can access high-quality, effective and timely advice, assessment, diagnosis and treatment to enable them to fulfill their optimum health potential and remain independent. This will be accomplished through systematically planned services, based on the service user journey, and with integrated multidisciplinary working across the health economy.  This vision of preventing ill heath, ensuring timely access to services, proving convenient care closer to home, rapid access to diagnostics are  echoed in  High Quality Care for All (Darzi 2008).



· Prehabilitation – Trauma and Orthopaedics

Surgery is generally the final step in any problem and is only undertaken when more conservative measures have failed to produce the desired or optimal result. If the decision to progress with surgery is made, where clinically appropriate, prehabilitation should be undertaken. 



Prehabilitation is the term used to describe the process of physical conditioning prior to surgery. The goal of prehabilitation is to improve outcomes in postoperative recovery through exercise training and consequent improvement in physiological reserve. Generally, the more fit and active a person is before surgery, the more likely they will retain a higher level of function afterwards and get back to their daily activities faster.



· Post-operative rehab – Trauma and Orthopaedics (routine and complex)

Following Trauma and Orthopaedic surgery, the evidence base suggests that physiotherapy-led rehabilitation is a clinically and cost- effective intervention. 



Rehabilitation is an important factor in outcomes for patients. Current evidence demonstrates that early, intense and frequent rehabilitation:

· Decreases length of stay and post operative complications and costs.

· Increases function and quality of life.

· Reduces the rate of falls. (A national review of adult elective orthopaedic services in England, 2015)



Chronic Fatigue Syndrome (CFS)

Chronic fatigue syndrome (CFS)/myalgic encephalomyelitis (or encephalopathy) (ME) is a relatively common illness. There is a lack of epidemiological data for the UK but evidence suggests a population prevalence of at least 0.2–0.4%. This means that a general practice with 10,000 patients is likely to include up to 40 people with CFS/ME; evidence suggests half of these people will need input from specialist services. 



CFS/ME comprises a range of symptoms that includes fatigue, malaise, headaches, sleep disturbances, difficulties with concentration and muscle pain. Symptoms may fluctuate in intensity and severity, and there is also great variability in the symptoms different people experience. 



CFS/ME can cause profound, prolonged illness and disability, which has a significant impact on patients and their families. Providing early and appropriate intervention could reduce disease progression and have a positive impact on health-related quality of life. 



The service will be expected to deliver a service aligned to the NICE guidelines for CFS which were produced in 2007 and reviewed in 2011 and 2014. This will include the delivery of Cognitive behavioural therapy (CBT) and/or graded exercise therapy (GET).



		2.	Outcomes



		

2.1	NHS Outcomes Framework Domains & Indicators



		Domain 1

		Preventing people from dying prematurely

		



		Domain 2

		Enhancing quality of life for people with long-term conditions

		X



		Domain 3

		Helping people to recover from episodes of ill-health or following injury

		X



		Domain 4

		Ensuring people have a positive experience of care

		X



		Domain 5

		Treating and caring for people in safe environment and protecting them from avoidable harm

		X







2.2	Local defined outcomes



· Increased patient satisfaction, education and quality of life.

· To set and deliver improvements in outcome measures, which are set in collaboration with the patient.

· To provide timely, high quality evidenced based, physiotherapy rehabilitation to post-surgical patients.  

· Proactive patient management to reduce the incidence of chronic disability.

· Reduce frequency of exacerbations of conditions which affect service users.

· Deliver proactive health promotion.

· Reduce patient’s need for on-going care provision by increasing their levels of independence.

· Reduce the demand on secondary care services.

· To provide specialist assessment and treatment for adults of Nottinghamshire with mild-moderate CFS/ME.

· To promote self-management of CFS/ME using a cognitive behavioural model.

· To achieve improvements in patient’s physical and psychosocial functioning using group and or individual based treatment adopting an evidence based approach.

· 



		3.	Scope



		

Aims and objectives of service

The aim of the Enhanced Community Physiotherapy service is:

· To provide a structured and consistent approach to delivery of physiotherapy through defined pathways and promoting effective working relationships with the clinicians within the acute setting, community services and Primary Care.

· To enable patients and their carers to develop the knowledge, skills and confidence to manage their requirements effectively.

· To monitor the effectiveness of treatment to ensure patients receive clinical care which is evidence based, meets the needs of the individual and demonstrates good clinical outcomes. 

· To facilitate the development of resources to aid self-management. 

· To support and develop physiotherapy staff to ensure clinical competencies in all areas of service provision.

· High quality service user experience

· High quality, relevant and timely information is offered to all service users

· High quality clinical outcomes for patients who have surgical Intervention

· Develop a system wide approach to recruitment and retention of physiotherapists

· To assist in the development of system wide pathways to deliver optimum clinical outcomes for the patient. 

· To deliver optimum clinical outcomes through the most effective and efficient delivery method. 

· To provide an unbiased quality service open to all patients regardless of their age, disability, gender reassignment, marital and civil partnership status, pregnancy and maternity status, race, religion or belief, sex or sexual orientation. 



Specifically to Community CFS Service

The aim of the service is to provide specialist assessment and help those patients diagnosed with mild-moderate CFS/ME develop appropriate strategies for managing their symptoms and improve their quality of life.

· The aim is to (wherever possible) improve the physical, psychological and occupational functioning of patients, and more specifically:

· Improve patient understanding  of why fatigue has developed and what maintains symptoms

· Promoting a healthy lifestyle by introducing new ways of thinking about exercise, diet and work

· Increasing independence by setting achievable goals

· Broadening social support

· Improving quality of life

· manage the physical and emotional impact of their symptoms





3.2	Service description/care pathway



Overview

Physiotherapists help people affected by injury, illness or disability through movement and exercise, manual therapy, education and advice. 

The profession helps to encourage development and facilitate recovery, enabling people to stay in work while helping them to remain independent for as long as possible.More specifically, goals may include maintaining range of movement, maximising functional ability, maximising psychological wellbeing, and maximising social integration. 

Patient-centered and condition specific outcomes should be set at the commencement of treatment, with the tools for assessment defined. Intervention should focus on achievement of these outcomes. Patients should be made aware that at achievement of these, they will be discharged from the service. 



The core principles of the service will be:

· Multi-disciplinary working – Clinicians will be expected to link with other health professionals involved in that patients care. The physiotherapist will assist, co-ordinate and where appropriate, lead on the planning, implementation and review of a patient’s ongoing care/management.

· Links with Consultant – the expectation is that the clinicians working within the service will have close links with the Trauma and Orthopaedics consultants. Effective communication methods will be established by the provider. 

· Linking with secondary care services – pathways will cross organisations and the service will be expected to develop positive working relationships with secondary care services and primary care.

· Self-Care – The service will deliver proactive, patient centred care, which is communicated between teams and organisations as appropriate and with patients so they understand the personalised care plan.

· Admin and data support - Underpinning the work of the physiotherapy teams, the provider must have a support function to provide administration and data support to ensure clinician time is utilised effectively and aid integrated working.

· Evidence based – The service will deliver care that is supported by robust clinical evidence. 

· Specialist knowledge - The physiotherapists working within the service will have evidence of their competency to work within that speciality. 

· Meets patient’s needs and expectations – Engagement has highlighted that patients value good communication around appointments, seamless transition between departments/providers, a friendly and caring service and where possible consistency in clinical staff. Specifically from CFS services engagement, patients wish to access a service: 

· where they are understood, by knowledgeable staff

· where they have flexibility of contact types to meet unpredictability of condition, 

· which supports and engages carers 

· which signposts to support groups (e.g. peer groups and work/finance support). 



Method of delivery

The service will be expected to deliver optimum clinical outcomes through the most effective and efficient delivery method. This may be dependent on the condition or intervention delivered. Delivery methods should be via group sessions where possible, however other methods of delivery can be considered. These could include (not an exhaustive list):

· Face to face appointments

· Telephone contacts

· Assistive technology

· Online contacts (e.g. video calls, e-mails)

· Signposting to online resources

· App development



Inteventions



Prehabilitaion

Once the decision has been made to progress with elective orthopaedic surgery, prehabilitation will be undertaken for those procedures where there is clinical evidence for its effectiveness. To ensure optimum timing of prehabilitation, close links will need to be established with providers of elective orthopaedic surgery. Interventions will depend on the condition of the patient and most clinically and cost effective methods for the planned procedure. Modalities of treatment offered will include (not exhaustive):

· Group therapy

· Gym-based sessions

· Exercise prescription

· Advice and Education

· Manual therapies



Post-Operative Rehabilitation

Patients will receive post-operative rehabilitation following a trauma and orthopaedic procedure (e.g. Post trauma, post fracture, Ligament repair, Meniscal repairs, Hip/knee replacement). The initial post-operative (inpatient) rehabilitation will be delivered by the provider who has completed the procedure. This service will offer community rehabilitation following discharge from hospital. 



Interventions will depend on the condition of the patient and treatment required. Modalities of treatment offered will include (not exhaustive):  

· Group therapy

· Gym-based sessions

· Exercise prescription

· Advice and education

· Encouragement regarding health promotion and self-management

· Manual therapies



Chronic Fatigue Syndrome

Specifically to the CFS element of the service, the interventions below will be offered.

· Assessment

Patients should be offered an assessment by the team. This will provide an opportunity to determine how patients are currently managing their condition and whether the interventions offered by the service would be of benefit.

Following assessment may be offered Cognitive Behavioural Therapy and/or Graded Exercise Therapy. 

· Cognitive behavioural therapy

CBT is an effective treatment for people with mild to moderate CFS and ME, and for those with medically unexplained symptoms. CBT home-based sessions may be offered to people who are severely affected by their illness and are too ill to attend.  It is a collaborative treatment, where the patient and a CBT therapist work together using a variety of techniques and strategies which adhere to empirically validated therapy protocols. Interventions are adapted to the needs of the patient and may include establishing a consistent pattern of activity and rest, gradual increase in activity levels, sleep management and addressing unhelpful thinking patterns.

· Graded exercise therapy

GET is regular physical activity or exercise, starting at a baseline level and gradually increasing until people’s goals are achieved. The duration of exercise is gradually increased to 30 minutes, and then the intensity is increased over time, aiming for a heart

rate of 60-75 per cent. Stretches and strengthening exercises are also included in the program. This type of therapy has been found to improve functioning, decrease disability and symptoms through carefully monitored, graded increases in physical activity and exercise.



Discharge

Generally, once the patient is confident to self-manage and/or has met the outcomes set at the initial assessment, the patient will be discharged. This will be evidenced through achievement of the outcomes set on assessment. 



Patients may also be discharged at other stages of pathway.  For example at triage if they do not fulfil criteria or following assessment if patient does not wish to engage in service or is suitable for intervention and also if patient does not attend for treatment in line with the providers policy.  Patient may also be discharged at assessment with advice.



A discharge letter should be sent to the GP, patients should be asked if they would like a copy. Discharge letters should as a minimum; clearly state the intended clinical outcomes, whether these were met, and highlighting any signposting if applicable and the rationale for this (e.g. if further diagnostics are required or alternative services).



Follow-up rates

The service will be expected to manage patients within a reasonable and agreed first to follow up ratio specific to the relevant pathway. 



Data collection

The service will be expected to collect a minimum data set in agreement with commissioners. As a minimum the following should be collected for each contact:

· Referring speciality

· Appointment type (first/follow-up)

· Mode of contact (e.g. face to face, telephone)

· Intervention delivered

· Medical diagnosis



And upon discharge:

· Reason for discharge

· Onward referral information (if relevant)

· Whether outcomes were achieved. 



3.3	Population covered

The service will cover patients registered with all CCGs within the NUH consortia.



3.4	Any acceptance and exclusion criteria and thresholds



Referral Criteria 



Post-Op Rehab

· Referral will be via secondary care consultants into the service. 

· Patients will have recently undergone a MSK procedure, and an on-going need for Physiotherapy Rehabilitation has been identified. 

Chronic Fatigue Syndrome

· Any decision to refer a person to specialist CFS/ME care should be based on their needs, the type, duration, complexity and severity of their symptoms, and the presence of comorbidities

· Referral to specialist CFS/ME care should be offered:

· within 6 months of presentation to people with mild CFS/ME

· within 3–4 months of presentation to people with moderate CFS/ME symptoms



Exclusion Criteria

Post-op rehab

· Self-referrals 

· GP referrals

· Services which are included in the NUH service specification.



Chronic Fatigue Syndrome

· Patients with major concurrent psychiatric illness, 

· No diagnosis of CFS/ME

· Ongoing medical Investigation to exclude other diagnosis



3.5	Interdependence with other services/providers



The service requires partnership working to ensure sustainable care is given. Relevant stakeholders should be considered in all actions – such as acute care, primary care, intermediate care, social care, carers and families.



It is expected that the service will:

· Link in with other relevant services and support groups as appropriate. For example:

· GP’s

· Secondary Care clinical staff

· Podiatry

· Other community services e.g. community therapy services

· Social Care

· Equipment Services

· Other community MSK/Physiotherapy Services



· Liaise with other health care professionals, primary care, employers, learning support advisors etc as required.





		4.	Applicable Service Standards



		

4.1 Applicable national standards (eg NICE)



· Routine preoperative tests for elective surgery - NICE guideline [NG45] 2016

· Musculoskeletal Service framework – DOH, 2006



4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 



· Health Professions Council Standards of Conduct, Performance and Ethics

· Health Professions Council Standards of Proficiency

· Health Professions Council Standards of Continuing Professional Development

· The Health Care Professions Council standards of proficiency for physiotherapist (2013)

· Chartered Society of Physiotherapy (CSP) – Quality Assurance Standards (2012)



4.3	Applicable local standards



All aspects of this service specification must be fully complied with. If any aspect is not achieved this constitutes non-compliance and must be discussed with Commissioners at the earliest opportunity for a way forward to be agreed.



		5.	Applicable quality requirements and CQUIN goals



		

0. Applicable Quality Requirements (See Schedule 4A-C)



0. Applicable CQUIN goals (See Schedule 4D)







		6.	Location of Provider Premises



		

The Provider’s Premises are located at:







		7.	Individual Service User Placement
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		Service Specification No.

		

FINAL DRAFT version v1.6



		Service

		Neuro-rehabilitation Community Service 



		Commissioner Lead

		NHS Nottingham City Clinical Commissioning Group (CCG)

Gemma Markham



		Provider Lead

		



		End Date

		31st March 2018



		Date of Review

		Annual







		1.	Population Needs



			

1.1 National context 

Long-term neurological conditions (LTNC) cause the most complex disabilities both physical and psychological and require the services of specialist teams. 



One group of neurological conditions includes of users includes survivors of acute incidents such as traumatic or non-traumatic brain or spinal cord injury, and rapid-onset conditions affecting muscles or nerves. People with acute neurological injuries typically require community-based rehabilitation following a period of inpatient rehabilitation. Subsequent rehabilitation interventions are required as new problems emerge for example as a result of ageing. Those with cerebral palsy, for example, may receive rehabilitation interventions at various stages during adult life. 



1.2 Local context 

As there is no joint strategic needs assessment (JSNA) overall for neurological conditions, data on local disease prevalence or incidence are limited, as is the possibility of predicting future trends. From extra-regional epidemiological data, however, the following inferences can be made about East Midlands specific prevalence:



· There is a trend for the incidence of traumatic brain and cord injuries to decline.

· Incidence of cerebral palsy is stable.

· There is a south-north gradient in the prevalence of multiple sclerosis across the UK, with East Midlands prevalence predicted to be around 120 per 100,000. Disease modifying drugs in current use are likely to reduce both relapses and disability progression in MS but the impact cannot be quantified at present.

· Conditions likely to increase in prevalence due to the rising age of the population include Parkinson’s disease, motor neurone disease and also neuropathies.





		2.	Outcomes



		

2.1	NHS Outcomes Framework Domains & Indicators



		Domain 1

		Preventing people from dying prematurely

		



		Domain 2

		Enhancing quality of life for people with long-term conditions

		X



		Domain 3

		Helping people to recover from episodes of ill-health or following injury

		X



		Domain 4

		Ensuring people have a positive experience of care

		X



		Domain 5

		Treating and caring for people in safe environment and protecting them from avoidable harm

		







2.2	Local defined outcomes

· Number of first assessments completed within 2 weeks of referral

· Number of service users achieving goals set in their treatment plan including reduction in acute hospital admission

· Number of patients attending group sessions 

· Number of discharges at week 16 split by provider of ongoing support

· GP Number of services users referred to mental health and wellbeing services





		3.	Scope



		

3.1	Aims and objectives of service



3.1.1 	The overall aims are to:

· Provide a high quality, equitable specialist community neuro-rehabilitation service to reduce the impact of both physical and psychological impairments, maximise independence, reduce mortality and prevent avoidable complications.

· Improve access to information about long-term neurological conditions for individuals, carers and family members. 

· Engage with available resources effectively, including families, third sector agencies and non-NHS services.

· Engage staff working in an extended care setting e.g. care homes, in the fulfilment of rehabilitation goals.

· Along with other specialist services, have a key role in the training and development of health and social care staff in relation to neurological conditions.

· Support informal carers in their caring role.

· Ensure the team has time for continuing professional development both for individual staff members and for the team as a whole.



3.1.2	The objectives of the service are to ensure that:



· Service users have access to a timely assessment and rehabilitation from a multi-disciplinary team in a community setting and are given a rehabilitation plan.

· Service users, and their families and carers, have access to information, advice and strategies for management, in a timely manner about their condition. 

· Avoidable deterioration of an individual’s condition is prevented by means of interventions that are timely and where necessary rapid.

· Service users are supported in living as independently as possible and are supported in gaining new skills where appropriate.

· Service users receive a time limited package of rehabilitation to meet their needs and are discharged to alternative services for ongoing implementation of their treatment and rehabilitation plan.  

· Unnecessary admissions to secondary care are avoided and reduced and managed by working closely with the GP and/or community teams.

· Appropriate care packages are supported and maintained and inappropriate or premature admission to long-term care is avoided.

· Condition registers are developed to assist with data collection and future commissioning.

· Referral to providers for best practice palliative and end of life care are completed following assessment or if the patient deteriorates.

· Collaborative protocols are maintained with adjacent services including: adolescents and older adults; mental health services; and social care.



3.2	Service description

The service must include the following elements:



· Responsive and needs-led

· Community-based

· Integrated with other providers of expert/specialist care

· Clearly signposted in and out of the service

· Person-centred and focused on abilities 

· Co-ordinated

· Family-centred approach with appropriate contact with the individual’s and family’s relatives during the package of care

· Prevention, effective risk management

· Open to feedback from users

· A clear discharge plan agreed at the first assessment 


While the service users’ GP will have the overview of their patient, the team with regular communication and involvement of the GP can then conduct the day to day management and liaison.  The pathway of care may be across multiple providers, therefore:



· All members are accountable and performance managed by a single line manager

· They work towards a common goal with shared objectives, performance indicators and outcomes

· Each member makes a contribution based on specific competencies

· In addition each team member contributes to the expertise of the team as a whole

· Most service users have needs that can be met by the team in its entirety. Onward referrals and handoffs should only be necessary in a minority of cases

· The team is real, not virtual and meets regularly and has a physical base

· Staffing is sufficient to sustain teamwork during predictable periods of staff absence

· Communication and sharing of information is regular and continuous. Internal referrals not needed

· Each member is contractually committed to the team with dedicated periods of time not shared with other responsibilities



Service Pathway

See appendix one.

Access

· Access to the service will be through a single community referral point where service administrators are able to refer to the appropriate team

· The service will be responsive to health and social care professionals by providing simple access and information criteria

· Adults with long-term neurological conditions and their families and carers also need to be able to refer in and receive appropriate advice and guidance

· Service users who have been discharged from the service will be followed up and managed by the GP or community case manager



Days / Hours of operation 

Monday – Friday, 8.30am – 6pm with an advice line for referrers, case managers and other healthcare professionals that is available 7 days a week.    

Referrals

The majority of referrals to the service will be from secondary care and referrals will be accepted from the following: 

· Acute neuro science wards e.g. for those patients with an acute episode e.g.

· TBI (traumatic brain injury)

· ABI (acquired brain injury)

· Spinal injury

· Deterioration in neurological condition e.g. MS (multiple sclerosis) relapse

· HCOP (Healthcare of Older People wards) where the patient has a neurological condition and experiencing deterioration e.g. Parkinson’s Disease

· Linden Lodge In-patients ward

· NUH Rehab Unit (where the patient has a neurological condition)

· Primary Care following a GP admission from a deterioration in neurological condition     



The service will provide guidance for referrers to ensure referrals are appropriate, managed in a timely manner and that potential patients suitable for the service are identified on admission to hospital.  

On referral to the service eligibility for Continuing Healthcare (CHC), whether fully funded, or joint funded, should be considered and arrangements to conduct a CHC Checklist must be made. This will support the rehabilitation potential and suitability for the pathway and any long term management required.   

First Out-Patient Assessment

· Weekly allocation meetings to agree that the patient is suitable for the pathway

· The multi-professional team will agree the most suitable case manager for the patient

· The case manager will arrange an assessment of the patient and confirm this with the referrer as soon as a discharge date is set

· The case manager will undertake a joint assessment with the appropriate staff from the following:

· Secondary care

· Community providers

· Mental health providers

· Alternative providers (where appropriate)



Treatment and care planning

· The patient will be assessed and if suitable will commence on a 16 week community treatment and rehabilitation programme 

· A senior expert clinician will be the case manager and will oversee the delivery of the plan

· The plan will have a minimum amount of therapy and/or care that is in line with goals set but no less than one hour/week basis - subject to the care plan agreed.

· The plan will be delivered by support workers, supervised by the case manager

· Reviews by the case manager will be undertaken at week 4 and week 8

· Eligibility for CHC will be assessed between weeks 4 and 8

· If CHC needs are identified, whether fully funded or joint funded, the case manager will work with the CHC case manager to agree the requirements for discharge

· If the patient requires psychological support a referral will be made to the appropriate mental health service



Discharge criteria

Discharge will be led by the MDT based on agreed local protocol with confirmation of discharge sent to the individual’s GP within 24 hours. 



· Patients are discharged at week 16 with a rehabilitation and treatment plan with clear links to generic community teams and third sector support

· Discharge advice will include signposting to telephone advice that will be available 7 days a week

· Where appropriate CHC will case manage the treatment and rehabilitation plan post discharge as there can be no single standard duration of support because the needs of individuals vary, as do the courses of LTNCs. 



As the service is goal led, users of the service may be discharged from the service early for one of the following reasons (with arrangements for subsequent review of these decisions):

· Achievement of agreed goals

· When an individual declines further input

· Where no feasible rehabilitation goals can be agreed

· Where the patient is approaching end of life (when they are likely to die within the next 12 months)



Arrangements between services

The team must have access to, and the ability to refer to, a comprehensive range of specialist medical, mental health and community-based services (for example: pain specialists, sleep clinic, osteoporosis service etc.). Relationships which will be particularly close and may require specific service agreements include:

· Psychiatry

· Neurology

· Orthotics

· Rehabilitation services delivered by other agencies such as social care and the Department of Work and Pensions

· Residential homes specialising in the care of people with neurological conditions

· Palliative medicine and related services



3.3	Population covered 

The service will cover patients over the age of 16 registered with all CCGs within the NUH consortia.



3.4	Any acceptance and exclusion criteria and thresholds

Individuals are not suitable for referral if one of the following applies:

· If the overriding requirement is for management of symptoms rather than disabilities (e.g. pain, headache or seizures) without additional rehabilitation issues being identified

· If the dominant impairment is impaired cognition or mood or behavioural disorder without other neurological impairments being present (e.g. primary dementia or intellectual disability)

· If individuals or their families cannot identify rehabilitation goals (entailing changes in their current situation)

· If there has been no significant change since last discharged from the service

· If a checklist (for CHC) has not been completed



3.5	Interdependence with other services/providers

The specialist community neuro-rehabilitation service is responsible for coordinating the seamless provision of support for eligible adults with long term neurological conditions by working closely and in partnership with:

· Primary Care

· Nottingham University Hospitals NHS Trust

· Voluntary organisations e.g. EMANO

· Aligned and integrated community and/or locality based teams such as reablement/rapid response teams, hospital discharge teams and adult social care teams

· Intermediate care services

· Community stroke and rehabilitation teams

· IAPT services

· Nottinghamshire local authorities, public health and family well-being social care teams including telecare, occupational therapy and safeguarding.

· Care homes

· Nottinghamshire Healthcare NHS Foundation Trust

· Nottinghamshire community equipment provider

· EMAS ambulance service

· Leisure services providers

· Nottinghamshire district council and housing providers



3.6	Workforce 

The team must include professionals primarily responsible for one or more aspects of rehabilitation. The team must either include a rehabilitation medicine physician or have guaranteed access to advice from one. Rehabilitation support workers (band 3) and assistant practitioners (band 4) are integral to the team and need to be systematically trained by the registered staff, across a range of competencies relevant to neuro-rehabilitation.





		4.	Applicable Service Standards



		

4.1 Applicable national standards (e.g. NICE)

· East Midlands Mental Health, Dementia and Neurological Conditions Strategic Clinical Network Community based rehabilitation with long term neurological conditions, Commissioning Guidance – October 2015



4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 



4.3	Applicable local standards

· Reduction in avoidable hospital attendances

· Reduction in admission/readmissions to hospital

· Reduction in non–periodic consultant appointments at NUH

· All aspects of this service specification must be fully complied with. If any aspect is not achieved this constitutes non-compliance and must be discussed with Commissioners at the earliest opportunity for a way forward to be agreed.





		5.	Applicable quality requirements and CQUIN goals



		

5.1 Applicable quality requirements (See Schedule 4 Parts A-D)



		Quality requirement

		Threshold



		Number of first assessments completed within 2 weeks of referral



		85% 





		Number of service users achieving goals set in their treatment plan including reduction of acute hospital admission, with number of contact hours with the service per user/per week

		85% of all service users with a treatment plan with jointly agreed goals



		Number of patients attending group sessions

		50% of all service users attending group therapy sessions





		Number of discharges at week 16 split by provider of ongoing support:

· GP 

· Community Team(s)

· Home care package

· Personal Health Budgets/Direct Payments



		95%





		Number of services users referred to mental health and wellbeing services



		100% of all service users offered an assessment 









5.2 Applicable CQUIN goals (See Schedule 4 Part E)





		6.	Location of Provider Premises



		

Within a community setting including the patients home or permanent residence.  Community access to clinic space with suitable equipment e.g. plinth, tilt table and parallel bars should also be available at the premises. 







	





Appendix 1 – Service Pathway
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