

SCHEDULE 2 – THE SERVICES
A. Service Specifications
	Service Specification No.
	

	Service
	Community Forensic Step-down Service 

	Commissioner Lead
	NHS Croydon (CCG)

	Provider Lead
	TBC / SLaM

	Period
	April 2018

	Date of Review
	Annually


	1. National / Local Context and Evidence Base



	National Context

Historically a high proportion of people with a serious or complex mental disorders and/or neuro-developmental disorders were considered suitable for secure inpatient detention under the Mental Health Act 1983. Their individual risk profile of harm to others often meant that they could not be safely managed within the community or in other acute mental health settings.   

The local resource was often not suitable or non-existent and consequently people spent significantly longer in a secure inpatient environment and the transition back to the community was met by a fragmented range of services, which often resulted in patients being sent to other areas, away from their community to receive the required resources for the management of their complex and specialist needs.   

The Five Year Forward View sets out the national context for the delivery of forensic services. This document sets out the premise of how we will deliver forensic services in co-production with experts by experience, clinicians, housing and social care leads – to significantly reduce the rates of unnecessary inpatient care across the ‘whole system’ forensic pathway by 2020/21.

Further to this, specific actions will also be undertaken to reduce the current over-representation of BAME and any other disadvantage groups. 

This work will also include the provision of community based support to people with learning disability and /or autism who display behavior that can lead to contact with the criminal justice system (such as fire-setting, physical aggressive/violent or sexually inappropriate behavior).

The Reed and Bradley reports (1992, 2009) outlined clear principles of support for people with a learning disability who offend, including through the provision of support and treatment in the community rather than in hospital settings, early identification of people in the criminal justice system and appropriate community-based treatment and support packages for those at risk, as well as other community disposal options (such as community orders) as an alternative to secure settings or prison
.

Local Context – population needs  

The projected population growth for Croydon exceeded the levels predicted, over the past ten years, by the office for National Statistics (ONS). If the current growth continues at this rate, the population levels in Croydon will exceed 390,000 by 2021.  This coupled with the increased levels of deprivations in the borough, which is a risk factor for poorer rates of mental health, place the borough at a risk for increased numbers of forensic presentation.  

NHS Croydon CCG historically treated high numbers of patients with co-morbid mental health and learning disability and /or autism in acute inpatient and secure rehabilitation settings. There has also been a disproportionate over-representation by patients from BAME backgrounds. In addition, people receiving inpatient treatment in Croydon remain in hospital for considerably longer periods than neighboring boroughs.

This service will also take into account vulnerable groups such as women, young people transitioning from children’s services between the age of 18 years old to 25 years old and older adults will a long history of engagement with forensic services

The service model will seek to address the existing fragmented pathways in secure care, by increasing the current level and range of step-down community based provision. This model will include rehabilitation, supported housing and forensic floating support for people transitioning into independent accommodation. 

It will also take into account the current scope of services across the ‘whole system’ rehabilitation pathway and will seek to support patients being treated in the least restrictive setting and prevent avoidable admissions.  
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Evidence Base

Evidence for best practice exists within a range of nationally agreed standards,

guidance frameworks and legislation, as well as mental health literature associated

with mental disorder. Particularly relevant materials include:

• See Think Act ( DH 2010)

• DH design guide

• CCQI Standards

• Risk Best Practice

• Mental health strategy and implementation

• Criminal Justice Act

• Mental Health Act (1983 amended in 2007) and Code of Practice

• Mental Capacity Act 2005 and Code of Practice

• National Institute for Health and Care Excellence (NICE) guidelines for mental

  disorders

	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

Domain 3
Helping people to recover from episodes of ill-health or following injury

Domain 4
Ensuring people have a positive experience of care

Domain 5
Treating and caring for people in safe environment and protecting them from   

                          avoidable harm


2.2
Local defined outcomes

The provider service will be working in collaboration with commissioners and South London and Maudsley Foundation Trust (SLaM) to successfully achieve against the following outcomes as set out in Croydon’s Integrated Mental Health Strategy Action Plan 2014-2019. 

1. Increasing access to mental health services

2. Strengthening partnership working and integrating physical health 

3. Improving the quality of life for people with mental health problems 

The provider will be performance managed on the noted service areas on a monthly basis;

· Reduction to the level of delay transfer of care for forensic patients by 30% based on the annual rate for 2016/17
 - monthly reporting.

· Support patients to reduce the current level of forensic recidivism rates by 10% based on the annual reported rate for 2016/17

· 100% of service users accepted by the service will have formulated case management plan in place and agreed on the date of admission to the project.  

· 100% service users have a basic understanding of their care plan, relapse prevention plans and risk management. 

· 100% of service user with a formulated case management plan will have defined considerations made in regards to; risk as noted in the HCR 20 and /or significant harm to others and self in respect to the diagnosed mental disorder, specialist interventions, educational and skills development, substance misuse, carers and families. 

· 100% of service users will have incorporated in their management plans clear crisis contingency plans and evidence based strategies for reducing risk. 

· 100% of care plans will have formulated consideration made in respect to both health and social care needs assessment taking into account leisure, vocational, educational, spiritual and future independent housing needs.

· 100% of service users files will contain recorded evidence of being informed of the agreed mechanism and criteria for recall to local hospital and/or acute inpatient care  and potential ‘step-up’ to a secure setting due to increased risk.

· 100% of service users will be made aware, as part of their acceptance to the service, the circumstances in which information may be shared with other agencies and the principles that inform this sharing.  The service user will be given the opportunity whenever possible, to discuss the process in advance of the information being shared.

· 100% of patients with reported concerns about medication compliance will have evidence based strategies in place to support the service users with working cooperatively with clinicians, on an ongoing basis, to achieve independent medication management.     

· 100% of staff working in the service will have a training program in place which takes into account the professional competencies for the management of forensic patients in the community.

· 100% of the staff directly responsible for supporting service users will have a training plan in place, which is reviewed on an annual basis, to ensure staff maintain and develop appropriate skills in line with their continuing professional development.     

· 100% of staff will be audited against standards for continuing professional development, supervision and training – including equality and diversity, safeguarding adults and children Level 1&2, information governance, dignity and respect in work, health and safety and fire safety.      

· 100% of service users will have the opportunity for real involvement in the forensic service in respect to clinical governance and in service development and improvement.

· 100% service users will have access to advocacy services.

· 100% of service users will be given the opportunity to be involved in the planning, development and implementation of the community forensic service and this work would underpin the wider operational policy for service and carers inclusion. 

· There are weekly multidisciplinary team meetings with different professionals, (e.g. Care coordinators, psychologist, occupational therapist and substance misuse worker) to maintain a clear understanding of the service user group.

· There are monthly MDT meetings which include a broader range of professionals such as NHSE case managers, criminal justice professionals, forensic psychiatrist, probation, primary care, housing and other professionals.     



	3. Scope

	3.1
Aims and Objectives of Service
The aim of the service is to provide a range of community step-down services for people that have been discharged from forensic and/or secure care. This cohort of service users may have enduring mental health needs and ongoing issues with comorbid substance misuse and non-compliance. They may also have an ASD diagnosis and / or exhibit behavior that challenges.   

The service objective is to work collaboratively with a range of professionals to provide a rehabilitation environment that supports the service user with safely transitioning through the different levels of care. The service is responsive to the changing needs of the users, enabling them to move towards recovery, while assisting them to manage their health needs and achieve future independence.

The service will provide a tiered range of community provision to manage the different level of treatment needs, which will ensure;  

· Relapse and re-admission is kept to a minimum
· Independence, recovery and social inclusion are promoted wherever possible.
· Improved quality of life through the improvement of social and emotional functioning and material and physical well-being are achieved for all service users.
3.2
Service description/care pathway

The service model will include the following range of services;  
· A named worker, who will designated at the point of acceptance to the service. The case manager will be responsible for coordinating care for the individual service user in collaborative with the range of professionals.  
· A single multi-agency assessment and risk management tool that is used across the service tiers and reflects the short and long-term objectives and proposed outcome for the individual service user.  

· There are clear policies and procedures about the expectations and ethos of the service and prospective referrals are informed when consideration is being given to accept referral to this service and agree to work within this framework prior to their formal admission to the project.

· The service has informed prospective referrals of the organizational policy for managing violence and aggression and non-compliance with professionals and the how this may impact on their future ability to remain in the project.      

· An established relationship with primary care services, which will facilitate regular access to an physical health assessment and appropriate treatment and advice from community services
· A comprehensive management plan which incorporates multi-disciplinary and multi-agency care that will support patients with achieving their objectives and if considered necessary, people are ‘stepped-up’ into acute care if this is required, for a short period. 
· The provider will engage service users that are accepted to the project in time-limited interventions which support individuals with achieving outcomes against the areas identified in their care plan and moving towards independent living.
· The provider will engage service users with NICE approved interventions to build their l resilience and gain an understanding about their individual diagnosis and how this impacts on their emotional and physical well-being.
· The provider to work with patients with ASD and/or behavior that challenges to gain an understanding of their diagnosis and to develop an positive behavior support plans that will promote change and move towards a greater degree of independence.
· The service to work in collaboration with the lead mental health provider and for both organisations to reciprocal specialist training between both organizations around the management of complex patients and to jointly agree a joint training plan.   
· There are appropriate protocols for testing and monitoring the use of illicit drugs and alcohol in the community. 
· The services to build strong links with substance misuse services and work closely to motivate and engage patients that are non-compliant with addressing their harmful substance misuse. 
· The service to work in collaboration with substance misuse services and other professionals to support service users with understanding the impact from using illicit substances and ‘legal highs’ and how this may affect their mental health and well-being. 
· There are a range of ‘in-house’ professionals with a skill-mix to support service users with understanding and managing their complex needs. E.g. case managers, social worker, psychology, occupational therapist and housing workers   

· The service to undertake safeguarding training and promote awareness to service users, across the tiered projects, about vulnerable groups and the importance of treating peers with dignity and respect. 

· The service to provide a range of evidence based interventions aimed at maintaining and improving social networks and social inclusion within the local community.
· Developing a joint recovery-programme with the service-user’s to engage with educational, therapeutic, vocational and social activities that is consistent with a recovery model e.g. recovery star.
· The service to have in place individual relapse prevention plans that identify early warning signs that are shared with the relevant primary and secondary care professionals
· To ensure that the service user and their family/carers are aware of the named care coordinator and who to contact for support in the event of a crisis.
· The service to develop effective joint working with inpatient services and the community recovery and rehabilitation teams.
· The  provider will work to with individual service users around the development and implementation of evidence based psychological therapies and family interventions as recommended by NICE guidelines
· The service provides 24 hours a day, 7 days a week cover – inclusive of out of hours service for low-support provision. 
Referral processes

· All referral to this service are managed from a jointly agreed from single assessment process covering all tiered service pathways

· The referral will be managed through a central hub pathway.   

Discharge process
The service user will be considered “ready for discharge” when:

· The service user and the multi-disciplinary team (MDT) have agreed that the optimum level of functioning has been achieved and that the service user no longer requires the specified tiered service and can be transition through to the next stage of the forensic community treatment pathway.
· The service care plan and the CPA objectives / outcomes have been achieved within the agreed periods and the service user understands and is fully aware of their progress and the process of change and is fully involved in the next stage of the process.
· The service provider and wider MDT are in joint agreement about the transition from the tiered service to the next stage of the recovery process
· The MDT may agree that the service transition is phased and /or continued support is provided by the referring team to support a safe and effective move-on. 
3.3
Population covered
The service is for people aged 18 to 65 with who are accepted on the forensic caseload and/or have a significant history of criminal behavior, which is linked to their mental illness and/ or there is a diagnosis of ASD / challenging behavior, which is linked to contact with the criminal justice system.   People over the age of 65 may be accepted to the service if they were under the care of the adult forensic mental health services prior to their 65th birthday.
Referrals are taken of clients who have difficulty in achieving and or maintaining activities of daily living, reaching and or sustaining their potential due to enduring mental illness; clients who may have a degree of poor symptom control including negative symptoms, complex needs and or difficulty with engaging with services and may have co-morbid disorders including borderline learning disability, ASD, behavior that challenges, a history of substance misuse and neurotic disorders which limit activities for living and independence.
Clients will have significant deficits in activities for living and require treatment within an inpatient setting and have the capacity to benefit from the rehabilitation process within a defined period of 6 months – 2 years.

Specialist tiered service will be provided to vulnerable groups such as;

· Women

· Young people – 18-25 years old

· Learning disability / behavior that challenges  

Geographical population served
This service is provided primarily for service users registered with a GP from Croydon CCG. Funding for patients accessing this service will be charged according to the rules detailed in the “Who Pays’ guidance August 2016 version.
3.4
Any acceptance and exclusion criteria and thresholds
Clients who display or have a recent history of significant serious risk events will not be admitted to the units until a period of stability has been achieved. Significant risk events will include assaulting others, Fire setting, Offending behaviour / Forensic history, Suicidal or self-harming behaviours and frequent absconding.  Service Users with a history of a co-existing substance misuse problem will be admitted providing this is not to the detriment of other service users and their own mental health is not adversely affected to the point of resulting in any of the above behaviours. Clients with a primary diagnosis of substance misuse or personality disorder or a primary learning disability are not accepted in this service.  
3.5
Interdependence with other services/providers

· GP Primary Care Services

· South London & Maudsley Foundation Trust (SLaM)

· Criminal Justice Service 

· Multi-Agency Public Protection Arrangement ~(MAPPA) 

· Probation Services

· Mental Health Social Care

· Community Mental Health Team

· Learning Disability Team

· Community Occupational Therapist 

· Consultant Psychologist

· Consultant Psychiatrist

· Consultant Forensic Psychiatrist

· NHSE Case Manager

· SWL Collaborative

· Housing Services

· Substance Misuse Teams - DAAT 



	4. Applicable Service Standards

	4.1
Applicable national standards (eg NICE)
4.2
Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 
4.3
Applicable local standards



	5. Applicable Quality Requirements & CQUIN Goals

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

2. Applicable CQUIN goals (See Schedule 4 Part E)


	6. Location of Provider Premises

	The Provider’s Premises are located at:
TBC


� Transforming Care - model service specifications: 6th January 2017, NHS England.  


� The reported measure will be based on the criteria agreed between the CCG and provider accepting referrals for admission to service.   The national RTT policy will be used as guidance for the formulation of this measure.  





