
Market Position Statement for TCP

1. Background
1.1	Transforming Care Partnerships (TCP) across the West Midlands have formed the West Midlands Commissioning Collaborative, comprising health and social care commissioners from the following areas: Birmingham, Solihull, Sandwell, Dudley, Walsall, Wolverhampton, Coventry, Warwickshire, Worcestershire and Herefordshire.
1.2	The purpose of the group is to work together on common issues that impact on the ability of TCPs to deliver the national plan, ‘Building the Right Support’[footnoteRef:2](BRS)  to develop community services and close inpatient facilities for people with a learning disability and/or autism who display behaviour that challenges, including those with a mental health condition described in the model of care [footnoteRef:3]. [2:  https://www.england.nhs.uk/wp-content/uploads/2015/10/ld-nat-imp-plan-oct15.pdf]  [3:  https://www.england.nhs.uk/wp-content/uploads/2015/10/service-model-291015.pdf] 

1.3	The vision for those people whose needs fall within the definition of Transforming Care and Building the Right Support is that they should have the right to the same opportunities as anyone else, live satisfying and valued lives and be treated with the same dignity and respect. They should have a home within their community, be able to develop and maintain relationships and get the support they need to live a healthy, safe and fulfilling life. 
1.4	Where required, the strategic direction for assessment and treatment is that it is time limited; takes place in the least restrictive setting; is appropriate to need and that rehabilitation and resettlement in the community takes place as soon as possible.
1.5	The model of support and care envisages health and social care, independent and third sector partners working together to deliver a range of support and interventions and is described in the diagram below adapted from BRS.

Increasing Risk & Need

Figure 1. The model of care for patients with learning disabilities and autism adapted from BRS.


2. The focus of this market engagement
2.1	The West Midlands Commissioning Collaborative (WMCC) is looking at the options for procuring services for people with LD or autism who display behaviours that challenge:
· with complex and continuing healthcare and inpatient rehabilitation needs, or
· who are in the criminal justice system who need inpatient rehabilitation, or
· the small number of people who are unable to be supported in the community because currently there is no legal framework to enforce support (often this amounts to continuous supervision) following discharge and where their risks remain high (for example, because of the MM ruling).[footnoteRef:4]  [4:  https://www.supremecourt.uk/cases/uksc-2017-0212.html] 

	These are people who fall within the amber section of the pyramid (above) who, typically, are in or are being considered for placement in locked rehabilitation units.  
2.2 The rationale for this approach is:
· There is a growing need to develop the expertise and range of interventions offered by providers within the region. 
· Services are commissioned across a range of providers in and outside the region.  Ideally the Collaborative would like to be able to ensure as many people as possible are supported close to home and have the opportunity to start to engage with their local community to support timely discharge.
· People who are in a locked rehabilitation unit have a range of different needs and don’t always thrive living alongside each other.
· The lack of availability of effective services means that someone can be placed wherever there is a bed and not necessarily with people who have the same needs. For example, someone with complex challenging behaviour who needs rehabilitation may be in the same place as someone with severe autism.
· The environment where a person is placed may not be conducive to them achieving the goals outlined in their care plan to a timely trajectory towards supported living in the community.
· There is a wide difference in the quality of care and interventions delivered. 
· There is also a wide variation in cost.
· There are no common processes for commissioning these placements.

2.3 The WMCC wants to engage with providers to discuss how to improve the quality of support and care for these client groups.  Below is a description of the service framework and outcomes that the WMCC is seeking to develop. 
2.4 Providers are asked to review the framework and respond to the questions at the end of this document.  Responses will help to inform areas for discussion at the Market Engagement event to be held on the 19th September.  
2.5 The outcome of this dialogue will be a Procurement Options Appraisal paper supported by a specification and outcomes framework for regional commissioners to determine how they will approach procuring services for individuals who require this provision in the future.


3 Service Requirements – common to everyone

3.1 The service should be predicated on the principle that the role of care is to support people to achieve specified outcomes and to return to community life within agreed timescales.  This is to ensure a pathway of progression and movement through to integration in the community rather than indefinite detention and containment.

3.2 It is predicated on the principles of inclusion and citizenship – that all individuals have the right to contribute to as well as receive from their community, the right to lives that grow and develop and the expectation to live responsibly and lawfully.

3.3 The services should be embedded in a culture of enabling people to live as independently as possible replicating community living so that the individual is central to and participates in all activities of daily living as if they were at home: self-care, laundry, grocery shopping and budgeting and meal preparation.

3.4 A speech and language and a sensory processing assessment should happen as soon as someone arrives in the setting and is able to engage with it, with reasonable adjustments made as appropriate.

3.5 The model used for minimising the use of restrictive physical intervention should be entirely based on an individual risk assessment which emphasises individual proactive strategies.  Its application must also reflect the feasibility of using those interventions when the person is back in the community.

3.6 The provider must adopt a person-centred approach to understand what each individual needs and how he/she wants to be supported.

3.7 For those people with significant learning disabilities this will demand the use of models similar to Essential Lifestyle planning to gather sufficient information from direct experience of what describes a good and bad day for a person.

3.8 There should be positive, frequent and proactive use of Section 17 escorted and unescorted leave, where clinically appropriate.

3.9 There should be ongoing and enhanced assessment of the presenting behaviour (including potential mental illness) that is causing concern with a focus on management strategies and positive behaviour support.

3.10 There will be a focus on reintegration/ resettlement of the individual back into the community.

4 Additional Service Requirements  for people with forensic rehabilitation needs

4.1 A clear intervention and treatment pathway to prepare a person for a safe and sustainable discharge to ordinary community living.

4.2 Proactive and constructive engagement and ongoing dialogue with Ministry of Justice (MoJ) Case Managers so they have confidence in the service and are supportive of the intervention and treatment pathway and discharge plans.

4.3 A positive and realistic approach to risk taking and risk managing involving the MoJ.

4.4 Creative use of the section 17 leave to enable the person to build evidence of successful community presence.


5 The Provider Treatment  Plan

5.1 The provider must adopt the principles of Positive Behaviour Support (PBS) a person-centred and values-based multi-component framework for assessing and understanding challenging behaviour using functional assessment. 

5.1.1 The provider(s) will work with each individual and family/carers/advocate as appropriate to develop an accessible, person centred and outcome based treatment plan prior to admission and the service commencing.  

5.1.2 Where a person is moving from any other inpatient setting, the provider(s) will work with current clinicians to ensure learning is transferred to the new treatment plan and the transition is well planned and managed.

5.1.3 The provider(s) will engage a multi-disciplinary team to ensure the treatment plan can be delivered according to specific and individual need. 

5.1.4 The Provider Treatment Plan will clearly determine how individual risk and behaviours will be effectively and positively managed.

5.1.5 Each plan will be regularly reviewed in clinical team meetings, Care Programme Approach (CPA) meetings and Care and Treatment Reviews (CTR) and updated with evidence of outcomes achieved and progress made.

5.1.6 The provider will actively support compliance with TCP Care and Treatment Review policies and facilitate CTRs as indicated in the policy.

5.1.7 In planning for discharge and re-integration in the community, the Provider(s) will ensure that they work closely with key external organisations – community care providers, (Registered Social Landlords (RSL), Care Managers, Department of Work and Pensions (DWP) etc.) - to support resettlement in line with the individual’s support plan.

5.1.8 There is an expectation in meeting this service specification that Providers will ensure the active input of specialist clinicians, i.e. Psychiatry, Psychology, Behavioural Therapists, Speech & Language Therapists and Occupational Therapists.  Depending on individual need, it may be appropriate for other support staff to perform these specialist interventions provided their competence has been assessed and accredited by a skilled and qualified staff member.  

5.1.9 The provider will ensure that individuals have regular physical health checks and medication reviews in line with the approach to stopping over medication of people with a learning disability, autism or both with psychotropic medicines (STOMP).

STOMP is a national project involving many different organisations which are helping to stop the over use of these medicines.  STOMP is about helping people to stay well and have a good quality of life.

Psychotropic medicines affect how the brain works and include medicines for psychosis, depression, anxiety, sleep problems and epilepsy. Sometimes they are also given to people because their behaviour is seen as challenging.

The provider will be expected to regularly complete the STOMP audit and outcomes tools used by the TCP.

5.1.10 It is expected that the culture and practice of the service will explicitly demonstrate a commitment to supporting people to develop skills and strategies to enable them to live successful lives in the community.  It is expected therefore, that while in the service a person’s days will follow the rhythm and routines of daily living – self-care, meal planning, purchasing and preparation, budgeting, laundry and so forth. It is also expected that, where possible, people will be supported to contribute to the local community through voluntary work or to engage in work experience opportunities which will help build skills towards future employment

5.1.11 It is recognised that some people will not be able to carry out these tasks independently but the provider shall ensure the individual is central to developing approaches which work best for them and maximise their control and autonomy. This will be demonstrated by the use of a range of person centred and life planning tools designed to capture the most effective way to support that individual



6 Environmental Considerations

6.1 The design of the right accommodation is a key determinant in getting the support arrangements right and managing risk effectively for individuals.  It is recognised that communal, shared settings are very difficult for many individuals often contributing to conflict and periods of distress.  Providers are expected to demonstrate their recognition of this in the design of services which maximise access to personal spaces which closely replicate ‘ordinary’ living. Providers are expected to take the following into consideration as appropriate to individual needs:

· Creating the right environment that is conducive to the person’s recovery.
· Ensuring the environment is robust and limits potential for self-harm.
· Creating a low arousal environment to minimise individual anxiety.
· Monitoring noise levels to limit intrusive noise. 
· Ensuring the accommodation has a simple and uncluttered layout and a logical flow. 
· Maximising access to personal space – ideally providing self-contained accommodation which eradicates the exposure to communal living  
· Access to open or garden space and personal space.
· The individual’s particular sensory sensitivities are understood.
· The use of aerosol air fresheners should be limited.
· Consistent and controllable room temperatures throughout the Unit.
· Rooms have identified roles/uses/functions with colour or symbols to indicate that use.
· Sensory rooms are available where a need has been identified, to support in reducing anxiety. 
· Consideration of sound proofing.
· Ground floor or ground floor equivalent


6.2 The provider(s) will ensure that the accommodation is equipped with moving and handling equipment and other aids to mobility, and also the full range of available assistive technology to ensure the safety of the individual and staff employed in the service as necessary.

6.3 The provider(s) will take care to assess the suitability of the environment and to take action to reduce presenting risks, e.g., anti-ligature fittings, recessed lighting, key-pad entry.  If the service does include equipment then the provider must operate and maintain it in accordance with guidance, frameworks, requirements, etc.


7  Workforce competencies

7.1	The service should have a broad range of disciplines engaged in service delivery, including as a minimum: 
· Learning disability nursing
· Occupational Therapy (OT) (skilled in therapeutic approaches as well as sensory processing and integration assessment
· Speech and Language Therapy (SALT)
· Behavioural Therapy
· Art and Music Therapy
· Dialectical Behavioural Therapy (DBT)
· Clinical psychology
· Psychiatry
· Social work Positive Behaviour Support (PBS)
· Awareness of community orientated approaches, activity preparing people for discharge from the point of admission

7.2 The provider should employ people with a learning disability and or autism and their families as experts by experiences for specific roles such as peer support or quality checking, and for training/recruiting staff.

7.3 The provider must ensure each person’s access to independent statutory and non-statutory advocacy throughout the duration of an inpatient’s stay, but should not employ those advocates itself.

7.4 The person will have a community based Care Programme Approach (CPA) co-ordinator who will continue to co-ordinate the CPA plan. The provider must work positively and collaboratively with the community based CPA co-ordinator and ensure a discharge facilitator is identified to support from the point of admission onwards. This is a key professional relationship and will demonstrate the mutual commitment to supporting the person to return to the community.


8. Admission criteria, exclusion and thresholds
8.1	Admission to the service should only be considered for:
· Adults (aged 18 or above)
· People displaying uncharacteristic challenging or harmful behaviour of such frequency, severity or duration as to place the person or others at serious risk of harm 
· People whose assessed need indicates a clear requirement for the outcome-focussed intervention provided by this service. 
· People whose Care and Treatment Review (CTR) has determined that continuing detention for a further period of treatment is the appropriate option for them.
· People who have been referred by Responsible Clinicians in Assessment & Treatment Units or by Responsible Clinicians in Low Secure hospitals.
· People who are unable to be discharged because there is no legal framework to support them.

8.2 All referrals for admission must be sanctioned by the responsible commissioner in accordance with the national Admissions Gateway process.

8.3 The service is not intended for people whose needs could better be met in community settings; people in need of respite/short breaks; or those in need of long-term social care accommodation.

8.4 For the avoidance of any doubt, this service is not designed for those people (i) whose difficulties stem from social care service breakdown or (ii) whose discharge from Assessment & Treatment is delayed and overdue. 


9. Expected length of stay

9.1	The provider should deliver the service in a timely and effective manner, aiming to discharge patients back into the community and normal living as quickly as possible and within timeframes specified in Treatment Plans.  The majority of patients should be assessed and treated, and reviewed within a 6 month period.


10. Interdependence with other services/providers

10.1 This service is part of a wider network of both learning disability and generic mental health services and needs to build, develop and maintain effective operational relationships with a range of organisations, including, but not exhaustively:
· Community health services for people with a learning disability and/or autism
· Intensive Community Support and Assertive Outreach Teams
· Adult Social care Directorates of Local Authorities
· LA housing departments
·  RSLs
· Providers of social care and support
· Adult community mental health services
· CAMHS services
· Community nursing and matron services
· Primary Health Care Services
· Forensic Support Services
· Generic and learning disability and/or autism-specific Advocacy Services
· Mental Capacity Act and Deprivation of Liberty Leads
· Ministry of Justice Case Workers
· MAPPA Coordinators



11	Outcomes

	Functions of support
	Outcomes

	Outcomes for the person
	Possible Measures

	
Assessment and Treatment
	The causes of challenging behaviour are understood and a plan developed to address them

The risk of harm to self and others is reduced

People are supported to be involved in the decision making process

People are only in hospital for assessment if they need to be there.
	‘I am getting expert support from people with the right skills and expertise’

‘I am respected and listened to’

‘My health and social care needs are managed in a way that reduces inequality and reflects my choices and wishes’

‘My needs are understood’
‘I understand how the care and support I am getting is responsive to my needs’

‘I maintain supportive relationships with the people who are important to me’
	The person feels supported to manage their own needs

There is evidence of the person’s increased community inclusion and participation.


There is a reduction in the number of safety incidents relating to the person


There is a discharge plan in place within 28 days of admission.

	Rehabilitation
	People are supported to manage their own needs
Lengths of stay for people are minimised

People’s preferences aspirations and desired outcomes are informing the approach to their care

People are involved in decision making processes and empowered by their treatment and care
	‘I am supported to regain my independence’

I am supported to be safe and a part of the community’

‘I am safe’

‘I understand what is happening to me and how care and support is responsive to my needs’
‘During my stay I have been able to do things I enjoy’

‘I maintain supportive relationships with the people who are important to me
	Patient and carers express satisfaction

The date of discharge

	 Reintegration into the community
	Families, other carers and staff have increased confidence and understanding to support individuals

People who use services remain connected to their communities and those who are important to them
	‘I am involved in my discharge planning’

‘I understand what is happening to me and how my care and support is responsive to my needs’

‘My health  and social care needs are managed in a way that reduces inequality and reflects my choices and wishes’
	The number of times this person is re-admitted within 6 months of discharge

Length of stay


Patient and carer express satisfaction



12	Demand
12.1	This is a service designed for a small number of individuals with complex needs. Demand will is expected to incrementally reduce as there is a drive to place as many patients in the community as possible and commissioners are developing more community based options. 

 The table below outlines the number of placements the participating TCPs anticipate they will need from April 2019. The majority of these are already in placements. Within these cohorts there are a very small number of patients who do not have a legal framework in which they can be discharged.

	TCP
	Forensic rehab bed
	Complex continuing health care and rehab beds

	Arden
	6
	3

	Birmingham and Solihull
	5
	1

	Black Country
	6
	14

	Worcestershire
	1
	3

	Total
	18
	21
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Entry Intervention
(de-escalation & management of crises)



Mainstream Provision



Case Management & Prevention of Crises


LD and autism Assessment & Trearment, Independent Hospitals and Mental Health Beds


LD and autism & Treatment, Independent Hospitals and Mental Health Beds


Health & Social Care First Point of Contact, Assessment, Support Planning, Short-Term Interventions and On-Going Support


Primary Care, Acute Care, mental Health, Criminal Justice Services, Drug & Alcohol Services etc.
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