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SCHEDULE 2 – THE SERVICES

A. Service Specifications
3.8.15 Wirral with appendices for Warrington  and Liverpool, Finance,  IG and Reporting Requirements
	Service Specification No.
	reference number to be inserted

	Service
	Case Loading Community  Midwifery led service

	Commissioner Lead
	Wirral CCG

	Provider Lead
	TBC

	Period
	1st June, 2016 – 31st March, 2019 (with a 1 year option to extend)

	Date of Review
	Annual Review


	1.
Population Needs

	1.1.
National/local context and evidence base

The Department of Health states that 80% of all pregnant women should have a normal pregnancy and that up to 70% achieve a normal birth (Midwifery 2020 – Delivering expectations: 2010). The report further states that the midwife should be the lead professional for all Low Risk  women and the co-ordinator of care for all other women, reinforcing the importance of the midwifery role. 

As commissioners it is our desire and expectation that all women (and their partners) have a positive birthing experience and that the health and safety of the woman and child remains paramount throughout pregnancy. Home birth is desirable and appropriate where it is safe and appropriate to be undertaken.  Where the known risks go beyond the controls that can be put in place to limit risk to an acceptable level then an alternative setting such as hospital or birthing unit should be sought. As commissioners we will expect midwives to be able to identify clinical & social risk, assess and then respond appropriately. We will expect that there are clear routes for the escalation of concerns and that there are robust and formalised arrangements for the provision of Obstetric Care where indicated as required. 

Low Risk Women

At booking the midwife will make an assessment of the women`s previous medical history (including mental health) and pregnancy history. If the woman does not have a history of any past problems then she will be assessed as Low Risk and be suitable for midwifery led care. This means that it will be suitable for the woman to give birth in one of the following environments:
· Home birth

· Midwifery led birth centre

Risk Assessment1
The midwife should continually risk assess the women`s health and pregnancy continually. At 36 weeks the midwife will assess that the pregnancy remains Low Risk and will discuss with the woman whether they are both happy to proceed.  If so then the woman can give birth under the care of the midwife.
Low Risk Labour1
 A woman will be designated low risk when she goes into labour if she:

· has had an uncomplicated pregnancy

· is between  37 - 42 weeks of pregnancy

· has a BMI of less than 35 at the start of the pregnancy

· is between 16 - 40 years of age

· is not anaemic (iron levels is 9gms or above)

· the baby has developed normally and the head is down

· the membranes rupture and clear liquor is present
· there are contractions present which are strong and regular

If at any point during the pregnancy the midwife has a clinical concern she will discuss with the woman that a medical opinion is required.   If no further intervention is required following consultation then the woman will stay Low Risk, however if further intervention is required, then the woman may need to be transferred to the care of a  consultant and the woman will become High Risk and not suitable for a home delivery .
Case loading midwifery service is a model of care which sees a midwife overseeing and carrying out midwifery care on a one to one basis for an agreed number of women. Case loading midwives work in pairs to improve the continuity of care and offer care during pregnancy, labour and delivery and post natally.

To offer women and their families a choice Wirral CCG (working with other local CCGs) has commissioned a case loading community midwifery led service. The service provides midwifery care which maximises continuity of care through a named midwife, normalisation of the birth process and promotion of breastfeeding as the choice for all women.
The service needs to reflect key recommendations in the new NICE Intrapartum guideline update (2014):

· Commissioners and providers should ensure that all 4 birth settings (home, freestanding midwifery led unit, alongside midwifery led unit, obstetric unit) are available to all women (in the local area or in a neighbouring area). [new 2014] [8] 

· Ensure that there are robust protocols in place for transfer of care between settings (see also recommendations 49 - 53). [new 2014] [12] 

· Providers, senior staff and all healthcare professionals should ensure that in all birth settings there is a culture of respect for each woman as an individual undergoing a significant and emotionally intense life experience, so that the woman is in control, is listened to and is cared for with compassion. [new 2014] [16] 

· Senior staff should demonstrate, through their own words and behaviour, appropriate ways of relating to and talking about women and their birth partner(s), and of talking about birth and the choices to be made when giving birth. [new 2014] [17] 



	2.
Outcomes

	2.1
NHS Outcomes Framework Domains & Indicators
Domain 1

Preventing people from dying prematurely

· Decreasing infant mortality

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

· Improving women’s and their families` experience of maternity services

Domain 5

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

· Admission of full term babies to neonatal care

· Incidence of harm to children due to “failure to monitor”.

2.2
Local defined outcomes

The provision of a Midwifery-led Maternity service which uses a case loading model  will  offer choice to patients  as well as ensuring that the following aspects of the NHS Mandate are upheld:

· Helping people to live longer

· Providing safe care

· Making sure people experience better care

Specific requirements of the NHS Mandate for maternity services include:
· Ensuring every woman has a named midwife who will make sure she has personalised, one to one care throughout pregnancy, childbirth and during the postnatal period, including additional support for those who have a maternal health concern.
· Reducing the incidence and impact of postnatal depression through earlier diagnosis, and better intervention and support. 
Key health outcomes expected from this service:

The provision of a community based case loading midwifery service model to contribute to the following outcomes:
· Improved maternal physical and mental health 
· Improved nutritional status 
· Reduced smoking

· Reduced substance misuse 
· Improved psychological wellbeing 

· Improved pregnancy outcomes
· Low rates of surgical delivery 

· Low rates of postnatal maternal morbidity and mortality 
· Lower rates of perinatal mortality and morbidity 
· Fewer Low Birth Weight infants 
· High rates of breastfeeding initiation and duration 

· Initiation rates at least the England average( 73.9%ChiMat 2012) 
· 6-8 week rates at least the England average 
· Care provided close to patients home and in a high quality child and family friendly environment; 
· High rates of homebirth appropriately reflecting individual choice
· Antenatal and postnatal care provided at a place of choice e.g. Children’s Centres and at home 
· Hospital based deliveries in the highest quality environment 

· Development of a highly skilled workforce 
· Staff who are compliant with NICE guidance
· Staff with high levels of technical competence and skills

· Staff with excellent relational skills 


	3.
Scope

	3.1 Aims and objectives of service

The overall aim of the service is to provide a community case loading midwifery led service which is provides a person centred model of care which significantly improves short and long term health outcomes for women and their infants. Pregnancy and birth must be seen as a normal part of a woman's life, with midwifery care providing a trusting, mutually respectful partnership between the woman, her family and her midwife, based on a combination of competence and compassion.
This service will facilitate choice as recommended by Maternity Matters (2007):

· Choice of how to access maternity care

· Choice of type of maternity care

· Choice of place of birth

· Choice of place for postnatal care.

Objectives:

· Reduce maternal mortality and morbidity

· Reduce Infant mortality and morbidity

· Reduce the unplanned Caesarean section rate

· Reduce unnecessary hospital admissions both ante natally and post natally.
· Increase breastfeeding initiation and continuation rates

· Promote homebirth/normal birth 

· Provide care close to patients home
· Improve maternal emotional health and wellbeing
· Reduce the incidence of postnatal depression

· Reduce smoking during and after pregnancy

· Improve incidence of healthy lifestyle choices

3.2 Service description/care pathway

The service will provide midwifery led case loading model of care which maximises continuity of care, normalisation of the birth process and promotion of breastfeeding as the choice for all women. A named midwife will be allocated to each woman as early in the care pathway as possible, with women having continuing access to advice, support and face to face contact with the named midwife .
The service will offer access to scanning and associated screening and monitoring services in community venues at accessible times.  This service will also provide the Newborn and Infant Physical Screening Examination            (NIPE). 
Women requiring more complex care will transfer to the care of an Obstetrician.
The service will share care with other appropriate professionals, including Obstetricians and General Practitioners, Health Visitors and Safeguarding teams.
There will be robust processes in place to ensure prompt and effective communication between all professionals and partner organisations underpinned by a communications protocol.   This protocol will be shared with the commissioners
For women who have complex needs or are High  Risk  medical opinion should be sought via the local hospital provider (as per the pathway) to  ensure that local protocols are followed  and thereby  improve the safety of the service.
Embed pathway.
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The service will work collaboratively to ensure women’s needs are met.   Where safeguarding concerns are identified either for the woman, her infant or other children and vulnerable adults within the family local safeguarding processes should be implemented. 
The provider must ensure record keeping systems and practice meet Nursing and Midwifery Council standards.
Service model 
The provider must ensure the service uses a case loading midwifery model which is person centred. This will maximise continuity of care for the whole episode. The named midwife will be the Lead Professional for the delivery of maternity care at all times. The named midwife will work closely with key partner agencies, ensuring a ‘seamless’ sharing of care by acting as ‘care navigator’ for the woman and ensuring effective communication with all professionals.
 Location(s) of service delivery
The service must be provided close to home, in high quality child and family friendly environments.  This could include:

· Children’s Centres (breast feeding friendly and be CQC/OFSTED registered as applicable), 
· Family homes,

· Appropriate primary care facilities.
Days/hours of operation
The service will offer continual access (i.e. 24 hours a day; 7 days a week; 365 days a year) to provide telephone advice and support or face to face contact where required.  The ‘clinic’ service element must be available 8am - 8pm, 7 days a week, excluding statutory holidays; telephone advice and support, leading where appropriate to a face to face contact must be provided 24 hours a day, 365 days a year.

Response times for this ‘on call’ service must be less than one hour, unless mutually agreed by the woman and midwife; this means that midwives providing on call must be within less than one hour travelling time from all localities. Quarterly audit of response times must be carried out by the provider in order to evidence the responsiveness of the service both in terms of provision of telephone advice and support, and face to face contact.

Referral criteria and sources
The service is available to all pregnant women registered with a GP in the three named CCGs who are determined to be low risk.  
Referrals will be accepted from:-

· Self-referral 

·  GPs
· health professionals including health visitors and family nurses.
Once a referral is accepted, the woman’s GP must be informed electronically within 2 working days of the referral being accepted.
Referral processes
Referrals can be made in person, via E-referral, NHS secure email or letter,.  
Details of the service including the referral process should be made available to all women.

Any marketing literature must be agreed by the relevant CCG prior to being issued publicly (agreement not to be unreasonably withheld).
GPs and other health professionals must receive communication within 1 working day of any change in referral process. 

Information Governance

The provider must have NHS Information Governance Level 2 accreditation as a minimum standard.
Transfer of care process 
In the event that a woman’s obstetric care is transferred to another maternity provider, either by choice or obstetric need (e.g. a tertiary centre as a result of detection of antenatal fetal anomaly); the provider is to ensure that a copy of all maternity records held by the service are forwarded to the receiving maternity provider within 24 hours (including bank holidays and weekends) via a secure source, compliant with Data protection regulations. This is to ensure accurate, timely information is available at all times to the maternity provider on occasions when the woman’s hand held records are inaccessible. Once a transfer of care has occurred, the woman’s GP and all appropriate professionals involved in providing care to the woman and her family must be informed of the new care provider within 1 working days.

In the event of an emergency transfer in the intra-partum or the immediate post-partum period an appropriate verbal and written handover of care must be provided at the time of transfer. This must follow the guidelines issued by the Nursing and Midwifery Council (2009) on record keeping.

Discharge processes

Discharge will be mutually agreed between the woman and her named midwife, no earlier than 14 days, and no later than six weeks post birth.

 A discharge summary in line with the standard contract format must be forwarded to the GP and Health Visitor within 24 hours of discharge, using secure electronic transfer. In complex cases of discharge, additional telephone or face to face consultation is required within the same timeframe, with the receiving GP or GP Colleague and Health Visitor or Health Visitor colleague.
  
[image: image2.emf]Transfer and 

Discharge from Care Obligations.doc


Response time and prioritisation

Contact will be made with the woman within 48 hours of receipt of an initial referral.
The initial assessment of need and risk will ideally take place before 8 completed weeks of gestation; this will guide the development of a mutually agreed plan of care between the woman and midwife. 
A comprehensive assessment of health and social care needs will take place within 7 days of initial referral, and  be completed before 12  weeks + 6 days of pregnancy.

Telephone advice and support (through a standard ‘local’ charge rate telephone number) must be available 24 hours a day, seven days a week, 365 days a year; 

Self-care, patient and carer information
All women will be provided with their pregnancy care records upon booking which enables information sharing with all appropriate professionals involved in providing care to the woman and her family; duplicate notes will be retained by the named midwife;
Verbal information giving will be supported with written information which is in a form appropriate to a woman’s identified needs; this maybe in electronic format.
All primagravida will receive a copy of the ‘Pregnancy Book’ (DH).
Women will be provided with written information regarding standards of service, and the complaints process at the first contact.
By 30th September 2016, the service must be listed on an electronic referral system, such as the National E-referrals system so that clinicians may make a direct referral and information regarding the service will also be held on the National Patient Choices Website. 

The service will support the empowerment of all women to participate in the management of their pregnancy and childbirth care through shared decision making with their named Midwife.

Where a woman chooses to deviate from national guidance based on her informed preference, written documentation is required to demonstrate that full disclosure of known risks is discussed with her named Midwife (or Buddy) and the woman understands the potential consequences of these choices in terms of personal safety to her and /or her baby.   Legal advice may be required.  A written record of this decision making, including risks and associated consequences is included in the health records and is highlighted, in the event of transfer of care to another Provider. The GP must be informed within 24 hours.
Whole system relationships
See Appendix 1 for Whole system relationships  Liverpool CCG

See Appendix 2 for Whole system relationships  Warrington CCG

Below are Wirral specific requirements. 
The service must work in a highly collaborative way and ensure adherence to and integration with locally agreed pathways, policies and protocols including:

· Local Safeguarding Children’s and adults  Board Policies and Procedures

· Wirral Children’s Partnership Guide to Integrated Working (which includes comprehensive guidance on information sharing).

· Use of Common Assessment Framework and Team Around the Child structures for multi-agency working

· Multi- agency Risk Assessment conference (MARAC) policy and procedure

· Policies and procedures of hospital based maternity services where appropriate

· The Wirral Perinatal Mental Health pathway

· Wirral’s pathway for care of women with substance misuse problems

· Wirral’s Health Visiting service.

· Wirral’s Family Nurse Partnership programme.

· Wirral’s Newborn and Infant Physical Examination (NIPE) programme.

· Wirral’s Newborn Infant Hearing Screening.

· Group antenatal parenting programmes.

· Wirral’s Breastfeeding Peer Support service.
· Children’s Centres outreach and family support services

· Wirral’s Chlamydia screening programme.

· Wirral’s Teenage Pregnancy Strategic Action Plan
The service must work in a collaborative way and ensure adherence to and integration with locally agreed pathways, policies and protocols including for each CCG the following:-
· Local Safeguarding Children’s and Adults Board Policies and Procedures

· Multi- agency Risk Assessment conference (MARAC) policy and procedure

· Policies and procedures of hospital based maternity services where appropriate

· Local Perinatal Mental Health pathway

Case loading community midwifery services cannot, and should not, work in isolation and must work with partners to deliver seamless integrated care pathways that deliver safe and effective care.  Key partners include:
· Other providers of community and hospital based maternity services, including obstetricians who will share care for women with identified medical needs
· GPs

· Health Visitors including the Family Nurse Partnership team
· Children’s Services, specifically Children’s Centres and Children’s Social Care services

· Community and hospital based safeguarding teams
· Perinatal mental health services, 
· Local Supervising Authority
This list is not exhaustive and working with any agencies/partner organisations that meet the needs of women and their families is expected.

Interdependencies and other services
Stakeholders and interdependencies will vary on an individual basis and the interface with the wider maternity team and other universal services cannot be overstated.  Access to and support from universal services should always be sought and relationships developed as specified and as circumstances dictate.

Should the Provider wish to subcontract the provision of all or part of a service (to an NHS or non-NHS provider) the commissioner will be consulted and will have the final decision on any agreements. This will allow discussion between interested parties of whether the service might be provided at the same, or higher quality, and for better value for money by another provider. Subcontracted services will remain the responsibility and be accountable to the Provider and must meet all standards and criteria as s SHAPE  \* MERGEFORMAT et out in this contract. The commissioner will have access to the full range of monitoring material where appropriate. A minimum data set to be agreed with the commissioners within one month of being awarded the contract.
Relevant networks and screening programmes
The service is to have full participation (ie attendance above 80%), and active contribution to discussions, in local maternity networks as appropriate.
The provider must deliver the following screening programmes and provide data for the purpose of monitoring delivery of the programmes such as :

· Antenatal infectious diseases screening
· Downs Syndrome screening

· Fetal anomaly screening;

· Antenatal sickle cell and thalassaemia screening;

· Newborn bloodspot screening

· Newborn and Infant physical examination
The newborn hearing screening programme may be provided by the local NHS maternity provider and collaboration with them is required to ensure universal uptake of the programme.

Staffing / Training/ education/ research activities

The Working Together to Safeguard Children Guidance must be adhered to, with all staff trained appropriately in line with local arrangements outlined by the Local Safeguarding Children’s Board.

Preceptorship must be provided for 12 months as 'a period of transition’ for the newly qualified registrant during which time he or she will be supported by a preceptor, to develop their confidence and experience as an autonomous professional, refine skills, values and behaviours and to continue on their journey of life-long learning’. Similarly more experienced professionals must be offered an appropriate programme of Preceptorship when newly employed by the organisation to ensure a consistency and quality of service for our patients. Preceptorship must be in accordance with NMC guidelines. 
Staffing structures must be in place to ensure induction of new staff and on-going case and clinical supervision of all staff. This must include safeguarding supervision from an appropriately qualified professional at least three monthly, and monthly if the caseload of individual clinician merits it as per safeguarding policy.
The provider must ensure the delivery of a comprehensive annual continuing professional development programme for all staff, ensuring within six months of joining:

· Training  to level 3 in multi-agency safeguarding 
· Training in using effective tools to promote behaviour change

· Record keeping and information governance

· Brief interventions for Smoking Cessation

· Breast feeding initiation

The provider must ensure a minimum of 85% uptake of planned training each year.

The provider must co-operate with research/review activities of the commissioner where there is no additional cost to the provider. Where there are cost implications this should be agreed in advance with the commissioner. The provider should ascertain the view of the commissioner before participating in external research programmes. Regular updates on current research and activity studies should be given via the commissioning monitoring meetings.

The provider must ensure staffing ratios meet best practice guidelines and do not fall below NICE guidance.
All staff must be appropriately qualified and experienced midwives currently registered with the Nursing and Midwifery Council.  All staff will have access as appropriate to a local Supervisor of Midwives. 

Safeguarding 
See Appendix 1 for Safeguarding  Liverpool CCG

See Appendix 2 for Safeguarding  Warrington CCG

Below are Wirral specific requirements. 
· The team will assess and make an appropriate referral to social services if there are any concerns regarding safeguarding children, vulnerable adults, and other family members.

· Team members will contribute to the delivery of multi-agency safeguarding plans as appropriate

· Staffing structures must be in place to ensure induction of new staff and on-going case and clinical supervision of all staff. This must include safeguarding supervision from an appropriately qualified professional. 

Safeguarding training

The provider must ensure the delivery of a comprehensive annual continuing professional development programme for all staff, ensuring within six months of joining:

· Staff attend multi-agency safeguarding training at the appropriate level, for children and adults need to have achieved 95 % of training of all staff. 
Applicable Local Standards
See Appendix 1 for Applicable Local Standards  Liverpool CCG

See Appendix 2 for   Applicable Local Standards  Warrington CCG

The services described are Wirral specific and requirements will vary according to each co –commissioner.
· Wirral Safeguarding Children’s Board Policies and Procedures

· Wirral Children’s Partnership Council’s Guide to Integrated Working (which includes comprehensive guidance on information sharing)

· Wirral Multi –agency Risk Assessment Conference (MARAC) policy and procedure

· Wirral Clinical Commissioning Group (2013) Safeguarding Children and Vulnerable Adults Policy; Incorporating Safeguarding & Mental Capacity Act standards for commissioned services.

Applicable National Standards

· Working Together to Safeguard Children (DE/DH 2010/2013)

· Children Act 1989 & 2004

· National Service Framework for Children, Young People and Maternity Services (DH 2004)

· NICE CG89: When to suspect child maltreatment  (2009/2013) 

3.3 Population covered

All women registered with a GP in the three eligible CCGs are eligible to choose this service ie Wirral, Liverpool and Warrington CCGs.
3.4
Any acceptance and exclusion criteria and thresholds
Women not registered with a GP in the three named CCGs.


	4.
Applicable Service Standards

	4.1
Applicable national standards (e.g. NICE)

The following evidence/publications guide and inform the specification of this service:

· Andrews, S et al.  (2006) ‘A Review of Midwifery Matters’.  Caseload Midwifery.  p.108.

· Audit Commission.  (2010). Giving Children a Healthy Start.  London: Audit Commission.

· Care Quality Commission.  (2010) Maternity services survey 2010.  London: http://www.cqc.org.uk/public/reports-surveys-and-reviews/surveys/maternity-services-survey-2010 

· Department of Health.  (2007a) Review of the Health Inequalities Infant Mortality PSA. Target (2007).

· Department of Health.  (2007b) Maternity Matters: Choice, access and continuity of care in a safe service.  London: DH publicationswww.dh.gov.uk.

· Department of Health.  (2010, March 16).  Maternity and early years: making a good start to family life.  London, UK.
· Department of Health.  (2011, April 7).  Parents’ views on the maternity journey and early parenthood.  London, UK.

· Hatem, M et al (2008) ‘Midwife-led versus other models of care for childbearing women.’ Cochrane Database of Systematic Reviews, 4.

· Health Care Commission (2007). Towards better births: a review of maternity services in England.  London

· Hodnett E.  Pain and women’s satisfaction with the experience of childbirth: a systematic review.  American Journal of Obstetrics and Gynaecology 186, 5 (2002) S160-72

· Hodnett E.  Cochrane review (2002).  Home-like versus conventional institutional settings for birth.  The Cochrane Library; Issue 3.
· Kirkup, W. (2015) Morecambe Bay Investigation. https://www.gov.uk/government/publications

· Marmot, M.  (2010). Fair Society, Healthy Lives.  London: University College London.

· http://www.midwifery2020.org/documents/MW2020_EXEC_SUMMARY_MS_WEB.pdf 

· Mott MacDonald (2010) NHS Wirral Maternity Matters Findings Report : Qualitative Findings Report

· National Childbirth Trust.  (2009) Location, location, location - Making choice of place of birth a reality.  London: NCT http://www.nct.org.uk/sites/default/files/related_documents/PlaceofBirthFINALFORWEBv2.pdf 
· National Institute of Health and Clinical Excellence (2008) Antenatal care: routine care for the healthy pregnant woman. CG 62.
· National Institute of Health and Clinical Excellence (2005). Promotion of breast feeding initiation and duration. www.dh.gov.uk/assetRoot/04/07/16/96/0401696
·  National Institute of Health and Clinical Excellence (2012). Antenatal care. QS 22.

· National Institute of Health and Clinical Excellence (2012). Ectopic pregnancy and miscarriage. CG 154

· National Institute of Health and Clinical Excellence (2008). Maternal and child nutrition. PH11

· National Institute of Health and Clinical Excellence (2008). Diabetes in pregnancy. CG 62

· National Institute of Health and Clinical Excellence (2010). Quitting smoking in pregnancy and following child birth. PH 26

· National Institute of Health and Clinical Excellence (2008). Pregnancy (rhesus negative women) - routine anti-D (review). TA 156 

· National Institute of Health and Clinical Excellence.  (2008). Induction of labour. CG 70

· National Institute of Health and Clinical Excellence.  (2014). Intrapartum care. CG 190
· National Institute of Health and Clinical Excellence (2006). Post natal care. CG 37 

· National Institute of Health and Clinical Excellence (2010). Weight management before, during and after pregnancy. PH 27 

· National Institute of Health and Clinical Excellence (2010). Hypertension in pregnancy. CG 107 

· National Institute of Health and Clinical Excellence (2010). Pregnancy and complex social factors. 2010 

· National Institute of Health and Clinical Excellence (2011). Multiple pregnancy. CG 129 

· National Institute of Health and Clinical Excellence (2012). Antibiotics for early onset neonatal infection. CG 149 

· National Institute of Health and Clinical Excellence (2010).Neonatal jaundice. CG 98

· National Institute of Health and Clinical Excellence (2012). Hepatitis B & C –ways to promote testing. PH 43 
· National Institute of Health and Clinical Excellence (2013). Hypertension in pregnancy. QS35

· National Institute of Health and Clinical Excellence (2014a). Antenatal and postnatal mental health:  clinical management and service guidance. CG 192 
· National Institute of Health and Clinical Excellence (2014b). Intrapartum Care: Care of healthy women and babies during intrapartum care. CG 190
· National Institute of Health and Clinical Excellence (2015). Safe Midwifery Staffing for Maternity Settings. NG4

· NHS Serious Incidents Framework (2015).    http://www.england.nhs.uk/wpcontent/uploads/2015/04/serious-incidnt-framwrk-upd.pdf
· NHS Confederation Research Digest.  (2012) Birthplace in England – new evidence http://www.nhsconfed.org/Publications/Documents/birthplace-england_130612.pdf 
· Right Care: Shared Decision Making: Deciding on diagnostic testing for Down’s Syndrome, Pregnancy after C section.  www.rightcare.nhs.uk
· Sandall, J et al (2009). Midwife-led versus other models of care for childbearing women (Review) published in The Cochrane Library 2009, Issue 4 http://www.thecochranelibrary.com.
·  Kirkup, B.  (2015).  The Report of the Morecambe Bay Investigation.  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessible_v0.1.pdf 

· Sandwell and West Birmingham Hospitals Trust ( 2013) Birth choices for Low Risk Women http://www.swbh.nhs.uk/wp-content/uploads/2012/07/page-order-ML3336-Birth-choices-for-low-risk-women-.pdf

· Thomson et al (2012) A public health perspective of women’s experiences of antenatal care: An exploration of insights from a community consultation.  Midwifery.  ISSN 02666138

· Walsh, D & Downe, S (2004).  ‘Outcomes of free standing, midwife led birth centres: a structured review.’ Birth 31; (3): pp.  222-229

· Wiegers, T.  (2003) Health Policy, Volume 66, Issue 1, pp.  51-59.  www.independentmidwives.org.uk
· World Health Organisation.  (2006) The World Health Report: Working together for Health.  Geneva: WHO.

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

· Cresswell, JL & Stephens, RM.  (2007) Joint Statement No. 2, Home Birth. London: Royal College of Obstetricians and Gynaecologists/Royal College of Midwives.

· Midwifery 2020 Programme.  (2010a) Delivering Expectations work stream.  London: http://www.midwifery2020.org/documents/2020/Core_Role.pdf
· Nursing and Midwifery Council (2004). Nursing and Midwifery Council: Midwives rules and standards.
4.3 Supervision
Midwifery supervision as defined by the Nursing and Midwifery Council (2004) must be provided.
The provider will develop and maintain a supervision policy and ensure that all Nursing/ Midwifery staff access supervision which encompasses safeguarding, management, clinical and restorative supervision.

The supervision should be provided by individuals with the ability to create a learning environment within which the team can develop clinical skills and strategies to support families with complex health and social care needs. This will include experiential and active learning methods.

Training must be undertaken as appropriate in order to support the clinicians undertaking this service  to develop the  clinicians which will support the Perinatal Mental Health service.

Record keeping, data collection systems and information sharing

Providers will ensure that robust systems are in place to meet the legal requirements of the Data Protection Act1998 and the safeguarding of personal data at all times in line with the Caldicott Information Review 2013.
All record keeping systems (manual or electronic) will support adherence to NMC guidance on record keeping.


	5.
Applicable quality requirements and CQUIN goals

	A. Local Quality Requirements 

Insert CMCSU generic quality schedule. Quality and BI developing
CQUIN goals: To be decided once the contract is awarded.


	6.
Location of Provider Premises

	The Provider’s Premises are located at:



	7.
Individual Service User Placement

	Not applicable



	8.
Information / Reporting Requirements

	MIDWIFERY DASHBOARD 

Items in italics are for information purposes and not for performance measurement purposes
 
Area
 
Indicator
Goal/Target
Alert
Activity

 

Total Number of Bookings

 

 

% of bookings that are transfers from other provider during the antenatal period 

 

 

Percentage of patients booked on or before 12+6 weeks gestation

80%

75-79%

Perencentage of patients offered booking within 2 weeks of referral if over 12+6 weeks gestation at referral (within CEMACH guidelines)

100%

95-99%

Number of  teenage parents

 

Number of births

 

 

Homebirths Planned

>3%

1-3%

Home births Achieved

>3%

1-3%

Normal vaginal delivery rate

>=70%

60-69%

Instrumental vaginal delivery rate

10-15%

<10% >15%

Caesarian section (mothers) rate (Wirral patients only)

<=21%

21.1-25%

Planned rate

<=7%

>7-9%

Unplanned rate

<=21%

21.1-25%

Handover to Health Visitors (antenatal) at 28 weeks

 

 

Number of referrals to Health Visitors before 28 weeks

 

 

Number of referrals to FNP

 

 

 

Maternal 

Number of eclampsias(For caseloading  deliveries)  

0

>0 <=2

Morbidity

 

Number of post partum haemorrhages>3000mls =delete

0

>0 <=2

 

Neonatal

Number of meconium aspirations (For caseloading  deliveries)

0

>0 <=2

 

Morbidity

Number of hypoxic encephalopathy(For caseloading  deliveries) 

0

>0 <=2

Risk Management

Risk

Number of massive PPH >2 litres

<=10

>10 <15

Number of shoulder dystocia (For caseloading  deliveries) 

<=6

>6 <10

3rd and 4th degree tear  (For caseloading  deliveries)

<=4%

>4% <7%

Neonates readmitted within 28 days due to feeding problem (For caseloading  deliveries)

<2

>=2 <=3

Apgar score 7 @5 mins  (For caseloading  deliveries)

0

1

Apgar score 4 @1 min (For caseloading  deliveries)

0

1

Number of babies admitted to hospital post-delivery (For caseloading deliveries)

 

 

Number of mothers and babies admitted to hospital intra-partum (For caseloading deliveries)

 

 

Number of Low BirthWeight Babies

 

 

Workforce

Education and safeguarding

Percentage of education, safeguarding and training programme attendances

>=85%

<85% >80%

Substance misuse/alcohol

 

Number of women identified as having alcohol/substance misuse problem

 

 

Number of these already in service with Wirral Drugs/Alcohol Services

 

 

Mental Health

 

Number of women identified with mental health problems

 

 

% of these women whose care follows the perinatal mental health pathway

 

 

Number of these that are new identifications of mental health problems

 

 

Number of these that are pre-existing mental health problems

 

 

Obesity

 

Number of women with BMI over 30 at booking

 

 

Number of women with BMI over 35 at booking

 

 

Smoking

 

% smoking at booking

 

 

% smoking at delivery

<=11%

12-15%

Number offered a referral to specialist smoking cessation services

>=95%

90-94%

Sexual health and contraception

 

% of women advised and provided with contraception of choice at discharge

 

 

Number of women aged 15-24 tested for chlamydia during care episode

 

 

Breastfeeding

 

Breast Feeding Initiation rate (need to review in light of previous year's cquin)

>=70%

60-69%

Women still breastfeeding at 10-14 days

 

 

Number of women initated Breastfeeding who had a homebirth

 

 

Number of women Breastfeeding at 10-14 days who had a homebirth

 

 

Social Factors

 

Number of families with Children in Need plan in place (For One to One deliveries)

 

 

Number of families with a Child Protection Plan in place (For One to One deliveries)

 

 

Number of families with CAF/TAC plan in place (For One to One deliveries)

 

 

Number of families with identified domestic abuse issues (For One to One deliveries)

 

 

Number of referrals made to  MARAC  (For One to One deliveries)

 

 

 

 

Supervisor to midwife ratio

<1:15

>1:15

Feedback

 

Number of complaints received

 

 

Number of thank you letters received

 

 

Complaints responded to within the prescibed timescales

>=95%

90 to 94%

 

 

 

 

 



	9.
Tariff Prices

	This contract will attract the Monitor Payment by Results National Tariff (updated annually). 
The current tariff available is the 15/16 ETO National Tariff.

The tariff is split by the following 3 tables:


[image: image3]
All National Tariffs will have Market Forces Factor (MFF) applied. 
“Organisations should use the relevant MFF payment index in the tariff information spread sheet. Independent sector providers take the MFF of the NHS trust or NHS foundation trust nearest to the location where the care was delivered” (Payment by Results Guidance).

Guidance on how activity is mapped to pathways and what is included within the pathway payment can be found at: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/342522/maternity_payment_pathway_system_supplementary_guidance.pdf
These will be updated to reflect any relevant changes in the 15/16 guidance.


	

	 Appendix 1 Liverpool CCG

Page 6   3.2 Whole system relationships Liverpool CCG
The service must work in a highly collaborative way and ensure adherence to and integration with locally agreed 
pathways, policies and protocols including:

· Local Safeguarding Children’s and Adults Board Policies and Procedures

· The Early Help Assessment Framework and associated toolkit (EHAT) and Team Around the Child 
structures for multi-agency working

· Multi Agency Safeguarding Hub (MASH)

· Multi- agency Risk Assessment conference (MARAC) policy and procedure

· Policies and procedures of hospital based maternity services where appropriate

· Perinatal Mental Health pathways

· Pathways of care for women with substance misuse problems

· Health Visiting service.

· Family Nurse Partnership programme.

· Newborn and Infant Physical Examination (NIPE) programme.

· Newborn Infant Hearing Screening.

· Breastfeeding Peer Support service (Bambis).

· Children’s Centres support services

· Chlamydia screening programme.

· Teenage Pregnancy Services

Case loading community midwifery services cannot, and should not, work in isolation and must work with partners to deliver seamless integrated care pathways that deliver safe and effective care.  
Key partners include:
· Other providers of community and hospital based maternity services, including obstetricians who 
will share care for women with identified medical needs

· GPs

· Health Visitors including the Family Nurse Partnership team

· Children’s Services, specifically Children’s Centres and Children’s Social Care services

· Community and hospital based safeguarding teams

· Perinatal mental health services, 

· Local Supervising Authority

This list is not exhaustive and working with any agencies/partner organisations that meet the needs of women 
and their families is expected.

Page 8    3.2 Safeguarding Liverpool CCG
The services described are Liverpool specific and requirements will vary according to each co –commissioner.
· Safeguarding Children’s Board Policies and Procedures

· Children’s Partnership Council’s Guide to Integrated Working (which includes comprehensive guidance on 
information sharing)

· Multi –agency Risk Assessment Conference (MARAC) policy and procedure

· Clinical Commissioning Group (2013) Safeguarding Children and Vulnerable Adults Policy; Incorporating Safeguarding & Mental Capacity Act standards for commissioned services.

Applicable National Standards

· Working Together to Safeguard Children (DE/DH 2010/2013/2015)
· Children Act 1989 & 2004

· National Service Framework for Children, Young People and Maternity Services (DH 2004)

· NICE CG89: When to suspect child maltreatment  (2009/2013) 
· Intercollegiate Document for Knowledge, Skills and Competencies for Safeguarding Children RCPCH (2015)

· The Munro Review of Child Protection: A Child centres System (Munro 2011)
· RCOG Guidance for maternity services for vulnerable mothers
· The Healthy Child programme (2009)
Page 9    3.2 Applicable Local Standards Liverpool CCG

N/A

	


Appendix 2 Warrington CCG

Page 6    3.2 Whole system relationships  Warrington CCG
The service must work in a highly collaborative way and ensure adherence to and integration with locally agreed pathways, policies and protocols including:

· Local Safeguarding Children’s and Adults Board Policies and Procedures

· The Early Help Assessment Framework and associated toolkit (EHAT), CAF and Team Around the Child structures for multi-agency working

· Multi Agency Safeguarding Hub (MASH) (live Nov 2015)
· Multi- agency Risk Assessment conference (MARAC) policy and procedure

· Policies and procedures of hospital based maternity services where appropriate

· Perinatal Mental Health pathways

· Pathways of care for women with substance misuse problems

· Health Visiting service.

· Family Nurse Partnership programme.

· Newborn and Infant Physical Examination (NIPE) programme.

· Newborn Infant Hearing Screening.

· Breastfeeding Peer Support service.

· Children’s Centres support services

· Chlamydia screening programme.

· Teenage Pregnancy Services

Case loading community midwifery services cannot, and should not, work in isolation and must work with partners to deliver seamless integrated care pathways that deliver safe and effective care.  Key partners include:
· Other providers of community and hospital based maternity services, including obstetricians who will share care for women with identified medical needs

· GPs

· Health Visitors including the Family Nurse Partnership team

· Children’s Services, specifically Children’s Centres and Children’s Social Care services

· Community and hospital based safeguarding teams

· Perinatal mental health services, 

· Local Supervising Authority

This list is not exhaustive and working with any agencies/partner organisations that meet the needs of women and their families is expected.

Page 8     3.2 Safeguarding   Warrington CCG

Page 8     3.2 Safeguarding   Warrington CCG

The services described are Warrington specific and requirements will vary according to each co –commissioner.
· Safeguarding Children’s Board Policies and Procedures

· Children’s Partnership Council’s Guide to Integrated Working (which includes comprehensive guidance on information sharing)

· Multi –agency Risk Assessment Conference (MARAC) policy and procedure

· Clinical Commissioning Group (2013) Safeguarding Children and Vulnerable Adults Policy; Incorporating Safeguarding & Mental Capacity Act standards for commissioned services.

Applicable National Standards

· Working Together to Safeguard Children (DE/DH 2010/2013/2015)
· Children Act 1989 & 2004

· National Service Framework for Children, Young People and Maternity Services (DH 2004)

· NICE CG89: When to suspect child maltreatment  (2009/2013) 
· Intercollegiate Document for Knowledge, Skills and Competencies for Safeguarding Children RCPCH (2015)
· The Munro Review of Child Protection: A Child centres System (Munro 2011)
· RCOG Guidance for maternity services for vulnerable mothers
· The Healthy Child programme (2009)
Page 9      3.2 Applicable Local Standards  Warrington CCG

N/A
� Birth choices for Low Risk Women: Sandwell and West Birmingham Hospitals Trust 2013
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GENERIC POLICY FOR 2014/15 CONTRACTS 

TRANSFER AND DISCHARGE FROM CARE OBLIGATIONS


Part A Transfer of and Discharge from Care Obligations for Acute Services


1. For Acute Services, the Provider shall,comply with the Transfer of and Discharge from Care Obligations set out in this policy, together  with, where appropriate, the Guidance known as “Who Pays? Determining responsibility for payment to providers”.

2. If Transfer of Care involves the transfer of part of the Service User’s Package of Care then the Provider shall comply with (and to the extent that the Commissioners are able, they shall procure that the other relevant providers of care within the Pathway comply with) any relevant and CCG approved Shared Care Protocols and Inter-agency Agreements. 


3. The Provider shall at the time of the Service User’s discharge from the Provider’s Premises give to the Service User in an appropriate format:


3.1 a Discharge Letter; and


3.2 if appropriate, a Form Med 3 (Statement of Fitness for Work or Fit Note).


4. The Provider shall issue the Service User’s Discharge Summary to the Service User’s GP:


4.1 within 24 hours of the Service User’s discharge from the Provider’s Premises by the Delivery Method, where the Service User is discharged by the Provider; and


4.2 at the same time as it issues the Service User’s Discharge Summary to the Service User’s GP in accordance with paragraph 4.1 the Provider shall send a copy of such Discharge Summary to the Service User.


5. The Provider shall not discharge a Service User where discharge would not be in accordance with Good Clinical Practice and Good Health and/or Social Care Practice, and shall use its best efforts to avoid circumstances and discharges likely to lead to emergency readmissions.


6. The Provider shall send to the Service User a copy of each item of correspondence relating to the Provider’s provision of care to the Service User that the Provider sends to the Service User’s GP and/or Referrer, and the Provider shall send such copy correspondence to the Service User at the same time as the Provider sends the original item of correspondence to the Service User’s GP and/or Referrer. 


Part B Transfer of and Discharge from Care Obligations for Mental Health 

and Learning Disability Services

1. For Mental Health and Learning Disability Services the Provider shall comply with this policy.

2. The Provider may discharge a Service User by directing either:


2.1 a Discharge from In-Patient Treatment; or


2.2 a conditional discharge (in respect of a Restricted Patient); or


2.3 a Discharge from Detention; or


2.4 a Transfer of Care, 


(each as defined in Appendix 1 (Definitions and Interpretation) and collectively defined as “Discharge”); or


2.5 a Discharge from Care.


3. When Discharging a Service User the Provider shall comply with;


3.1  (where appropriate) the Guidance known as “Who Pays? Determining responsibility for payment to providers”;


3.2 the 1983 Act Code (including, without limitation, following all procedures specified by or established as a result of the 1983 Act Code); and


3.3 the 1983 Act.


4. The Provider shall not make a Discharge where it would not be in accordance with Good Clinical Practice or Good Health and/or Social Care Practice and the Service User’s human rights, and shall use best efforts to avoid circumstances and any Discharge likely to lead to an emergency re-admission.


5. The Parties acknowledge that the First-tier Tribunal has absolute discretion to:


5.1 review any case of a Service User detained under the 1983 Act pursuant to an application by the Service User or the Service User’s Nearest Relative; and 


5.2 direct the Provider to Discharge a Service User, 


in accordance with the 1983 Act (“Discharge Direction”).


6. The Parties acknowledge that a Discharge Direction will override any conflicting direction from a Responsible Clinician to continue with the detention of a Service User and the Provider is required to abide at all times with a Discharge Direction.


7. In Discharging a Restricted Patient, the Provider must act in accordance with the procedure set out in the 1983 Act.

8. In the case of a Discharge from In-Patient Treatment prior to discharging a Service User the Provider shall prepare and implement a Discharge from In-Patient Treatment Plan in accordance with paragraph 9 and where appropriate in accordance with the CPA.


9. Before a Service User is Discharged from In-Patient Treatment by the Provider back to the GP or other service provider, the Provider shall liaise, as appropriate, with any other service provider within the Pathway and shall then prepare (in compliance with the CPA, where appropriate) a suitably detailed and comprehensive Discharge from In-Patient Treatment plan relating to the Service User’s Discharge from In-Patient Treatment in order to ensure that a consistently high standard of care for the Service User is at all times maintained (the “Discharge from In-Patient Treatment Plan”).


10. In the case of a Discharge from In-Patient Treatment back to the whole or partial care of the GP or other health or social care provider, the Provider shall give to the Service User at the time of such discharge:


10.1 a Discharge Letter; and


10.2 if appropriate, a Form Med 3 (Statement of Fitness for Work or Fit Note).


11. In the case of a Discharge from In-Patient Treatment the Provider shall issue the Service User’s Discharge Summary and a copy of the Service User’s Discharge Letter to the Service User’s GP and to any other provider of health or social care services as required as part of the Service User’s on-going care following the Service User’s Discharge from In-Patient Treatment within the following timescales:


11.1 in the case of the Discharge Summary within 24 hours of the Service User’s Discharge from In-Patient Treatment; and


11.2 in the case of the Discharge Letter, within the timescales specified in the relevant Transfer of and Discharge from Care Protocol.


12. Before a Service User is Discharged from Care by the Provider at the end of a Care Spell back to the GP or other service provider the Provider shall liaise, as appropriate, with any other providers of care within the Pathway and shall then prepare (in compliance with the CPA, where appropriate) a suitably detailed and comprehensive Discharge from Care plan relating to the Service User’s Discharge from Care in order to ensure that a consistently high standard of care for the Service User is at all times maintained (the “Discharge from Care Plan”). 


13. At the completion of a Care Spell the Provider shall adhere to all documentation and communication specified for a Discharge from Care in the relevant Transfer of and Discharge from Care Protocol.


14. In the case of a Transfer of Care, the Provider shall comply with the relevant provisions of the Transfer of and Discharge from Care Protocols set out in this policy together with, where appropriate, the Guidance known as “Who Pays? Determining responsibility for payment to providers”.

15. If a Transfer of Care involves the transfer of part of the Service User’s Package of Care then the Provider shall comply with (and, to the extent that the Commissioners are able, they shall procure that the other relevant providers of care within the Pathway comply with) any relevant Shared Care Protocols and Inter-agency Agreements.

16. The Provider shall send to the Service User (and if appropriate the Legal Guardian of the Service User) a copy of each item of correspondence in an appropriate format relating to the Provider’s provision of care to the Service User that the Provider sends to the Service User’s GP and/or Referrer, and the Provider shall send such copy correspondence to the Service User (and if appropriate the Legal Guardian of the Service User) at the same time as the Provider sends the original item of correspondence to the Service User’s GP and/or Referrer. 


Part C Transfer of and Discharge from Care Obligations for Community Services

1. For Community Services the Provider shall, comply with the Transfer of and Discharge from Care Obligations set out in this policy .   

2. Where required by the relevant Transfer of and Discharge from Care Protocol, the Provider shall at the time of the Service User’s discharge from the Provider’s care issue to the Service User a Discharge Letter.

3. The Provider shall issue the Service User’s Discharge Letter to the Service User’s Referrer within 24 hours of the Service User’s discharge from the Provider’s care, and the Provider shall at the same time as it issues the Service User’s Discharge Letter to the Service User’s Referrer in accordance with this paragraph 3 issue a copy of such Discharge Letter to the Service User.

4. The Provider shall not discharge a Service User where discharge would not be in accordance with Good Clinical Practice or Good Health and Social Care Practice, and shall use best efforts to avoid circumstances and discharges likely to lead to emergency re-admissions or recommencement of care.

5. Prior to the discharge of a Service User to the care of a third party provider, the Provider shall liaise with such third party provider, and with the Service User and any Carer, to prepare an appropriately detailed and comprehensive transfer plan relating to the transfer of the Service User’s care to ensure that a consistently high standard of care for the Service User is at all times maintained (the “Care Transfer Plan”). 

6. The Provider shall not discharge a Service User to the care of a third party provider until the Care Transfer Plan relating to such Service User has been prepared, agreed with the third party provider, and with the Service User and any Carer, and is ready for implementation by the Provider and the third party provider.

7. The Provider shall implement the Care Transfer Plan prepared and agreed in accordance with paragraphs 5 and 6 when discharging a Service User to the care of a third party provider, unless in exceptional circumstances to do so would not be in accordance with Good Clinical Practice or Good Health and Social Care Practice, or would otherwise not be in the best interests of the Service User.

8. If Transfer of Care involves the transfer of part of the Service User’s Package of Care then the Provider shall comply with (and to the extent that the Commissioners are able, they shall procure that the other relevant providers of care within the Pathway comply with) any relevant Shared Care Protocols and Inter-agency Agreements.

9. The Provider shall send to the Service User a copy of each item or correspondence relating to the Provider’s provision of care to the Service User that the Provider sends to the Service User’s GP and/or Referrer, and the Provider shall send such copy correspondence to the Service User at the same time as the Provider sends the original item of correspondence to the Service User’s GP and/or Referrer.

Part D Transfer of and Discharge from Care Obligations for Ambulance Services

1. For Ambulance Services, the Provider shall comply with this policy  

2.
The Provider shall at the time of transfer of a Service User from the Provider’s care to the care of the Destination Facility or the discharge of a Service User from the Provider’s care issue to:


2.1

the Service User, in an appropriate format, those documents (if any) required to be provided to the Service User; and 


2.2
the Destination Facility, those documents (including, without limitation, the relevant Service User Health Record) required to be provided to the Destination Facility. 


3.
The Provider shall not complete the transfer or discharge of a Service User from the Provider’s care where such transfer or discharge would not be in accordance with Good Health and/or Social Care Practice.


Appendix 1

Definitions and Interpretation

Discharge from Care 


Discharge from Care means the completion of a care spell or the cessation of the provision of Services to a Service User in accordance with the 1983 Act Code (other than a Discharge from In-Patient Treatment), whether such Care Spell or Services occurred in an in-patient or out-patient setting.


Discharge from Care Plan 


Discharge from Care Plan has the meaning set out in paragraph 12 of Section C Part 6B (Transfer of and Discharge from Care Obligations for Mental Health and Learning Disability Services).


Discharge from Detention


Discharge from Detention means the release of a Service User who has been detained within a secure or in-patient setting under the 1983 Act, and includes the release of a Service User from supervised community treatment following the expiry of a community treatment order (in all cases, in accordance with the 1983 Act Code).


Discharge from in-Patient Treatment


Discharge from in-Patient Treatment means the discharge of a Service user from an in-patient hospital setting in accordance with the 1983 Act Code (and excludes, for the avoidance of doubt, any temporary discharge of a Service User, such as a discharge for temporary leave).


Discharge from in-Patient Treatment


Discharge from in-Patient Treatment has the meaning set out in paragraph 9 of Section C Part 6B (Transfer of and Discharge from Care Obligations for Mental Health and Learning Disability Services).


Discharge Letter


Discharge Letter means a document issued to the Service User by the senior clinician of a ward or department responsible for the Service User’s treatment for the Service user to use in the event of any query or concern immediately following discharge, containing information about the Service User’s treatment, including without limitation:


i. The Service User’s demographics

ii. The dates of the Service User’s admission and discharge

iii. Details of any clinical procedure undertaken

iv. The name of the Service User’s responsible lead clinician or Consultant at the time of the Service User’s discharge

v. Details of any medication prescribed at the time of discharge

vi. Any other relevant or necessary information or instructions; and


vii. Contact details for the Provider’s facility.


Discharge Summary


Discharge Summary means a summary of information relevant to each Service User to be produced by the Provider, which shall be easily legible and shall without limitation contain:


i. The date of the Service user’s admission by the Provider.


ii. The date of the Service User’s discharge by the Provider.


iii. Details of any Services provided to the Service User, including any operation(s) and diagnostic procedures performed and their outcomes.


iv. A summary of the key, confirmed and tentative diagnosis made during the Service User’s admission and ICD-10 code.


v. Details of any medication prescribed at the time of the Service User’s discharge.


vi. Any adverse reactions or allergies to medications or treatments observed in the Service User during admission.


vii. The name of the responsible Consultant and/or Key Worker at the time of the Service User’s discharge.


viii. Any immediate post-discharge requirements from the primary healthcare team.


ix. Any planned follow-up arrangements.


x. Whether the Service User has any relevant infection, for example MRSA.


xi. The name and position of the person to whom questions about the contents of the Discharge Summary may be addressed, and complete and accurate contact details (including a telephone number) for that person.


xii. Where applicable the Service User’s status under the 1983 Act at the time of the admission, any changes to such status during the admission and such status on discharge where applicable to the provision of mental health and learning disability Services;


and which shall where required be accompanied by a certification of sickness.
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