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	Cardinal Square
Nottingham Road
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DE1 3QT

Tel: 01332 888023
	         Request for Quotation	

	
	



Request to Quote: Evaluation of the Learning Disability Assessment and Treatment Unit (ATU)
Reference number: GEMCSU/TRANS/16/386

I am writing to you on behalf of NHS Nottingham City CCG. We currently have a requirement for the evaluation of the Learning Disability Assessment and Treatment Unit (ATU), the details of which are set out in Annex A to this letter.  

If you are interested in quoting for this requirement, please reply by email to Karen.Martin@ardengemcsu.nhs.uk & mark.didcock@ardengemcsu.nhs.uk by 5pm Friday 16th September setting out how your organisation meets the evaluation criteria contained within Annex B of this RFQ.

Your response must be valid for acceptance for 90 days from the deadline for receipt of quotations. Your response constitutes an offer and if the Authority accepts that offer then a legally binding contract will exist between us. 

Respondents accept that the Authority is subject to the Freedom of Information Act and government transparency obligations which may require the Authority to disclose information received from you to third parties.

This letter and your response do not give rise to any contractual obligation or liability unless and until such time as the Authority issues a letter referencing this Request for a Quotation accepting your quotation. The Authority does not make any commitment to purchase and shall have no liability for your costs in responding to this Request for a Quotation.

If you have any queries about this letter or the requirement, please contact Karen Martin/Mark Didcock, Karen.Martin@ardengemcsu.nhs.uk and Mark.Didcock@ardengemcsu.nhs.uk.

If you are unable to meet this requirement or are otherwise not intending to provide a quote, I would be grateful if you could let me know as soon as possible. 

Yours sincerely,

[bookmark: _Ref245180910][bookmark: _Toc245182146][bookmark: _Toc246990285][bookmark: _Toc247685908][bookmark: _Toc250621775][bookmark: _Toc250965806]David Bailey

Annex A – Service Specification
	Service / Programme
	Learning Disability Assessment and Treatment Unit (ATU) Evaluation

	Project Coordinator
	Adele Smith
	Contact for tender enquiries
	Karen Martin

	Period of Evaluation
	Start Date
	October 2016
	End Date
	January 2017



	1. Service / Programme Description

	
1.1 Background

The Learning Disability Assessment and Treatment Unit (ATU)  is commissioned by NHS Nottingham City CCG, the five County CCGs (Newark & Sherwood, Mansfield & Ashfield, Nottingham North East, Nottingham West, and Rushcliffe), and NHS Bassetlaw CCG. 

The ATU is provided by Nottinghamshire Healthcare NHS Foundation Trust and is based at the Orion Unit, Highbury Hospital.  

Nottinghamshire Healthcare NHS Foundation Trust informed commissioners on 10 March 2016 of their intention to temporarily suspend admissions to the ATU. The rationale that was provided was due to the acuity of patients and a high proportion of staff sickness due to injury. The unit started to accept admissions on 15 April 2016.

1.2 Service Description 

The aim of the service is provide an assessment and treatment service for those people with a Learning Disability and associated behaviour that challenges and mental health issues, providing specialist health interventions based on a person centered approach within a multidisciplinary/agency framework.

The clinical team provides a range of specialist health interventions that are based on individual needs identified by a robust assessment process, in partnership with service users, carers, advocates and other agencies.

The ATU has 16 beds and a seclusion and segregation suite. 

The current service specification is attached.

 

The diagram below illustrates how the ATU should function.
[image: ]

 

	2. Purpose of Evaluation

	
2.1 Reason for Evaluation 

To independently evaluate the effectiveness of the service in meeting the current service specification, to highlight any changes or areas that have either positively or negatively impacted on the service and to inform decision making and future developments in relation to ways of working, future team configuration and service delivery. To assess if the fabric of the building is suitable for the admitted patient group, including safety, privacy and dignity.

To assess if the aims and objectives outlined in the service specification are still in-line with best practice guidelines. To make recommendations for an updated service model, if required, following the review.

On behalf of the commissioning organisations and the provider, Nottingham City CCG is looking for a supplier to carry out an evaluation of the ATU.

2.2 Aims of the Evaluation

The evaluation aims to:

· Assess the extent to which the service aims and objectives are being achieved.

· Identify any service issues including (but not limited to) capacity, demand, partnership working and care pathways. 

· Assess the complexity of individuals accessing the service and identify provision required to ensure needs are met. Identify if the acuity of patients being admitted has changed.

· Measure the impact of the service delivery model and whether they work effectively as an ATU.

· Make recommendations around existing and future ways of working, role development and service development. 

In particular the evaluation will focus on :

Safety:
· The number, type and severity of incidents since the unit opened
· Assaults: - to staff and other patients
· Injury and RIDDOR
· No. of safeguarding referrals 
· No. of calls to police

Operational:
· The number, reasons and routes of admission (e.g. placement breakdown)
· The number and reasons for readmission
· Length of stay and DTOCs including how long the person was classed as DTOC and the reason why. 
· Discharge destinations
· Diagnosis

Quality:
· No. of complaints
· Service User and Carer Experience (SUCE) and patient opinion feedback
· Process for implementing recommendations from Care and Treatment Reviews and process for learning from other forms of feedback such as complaints, compliments, service reviews etc  
· Approach to person centred planning
· Service delivery in line with best practice guidance e.g NICE and Transforming Care Plans
· Physical health of service users including annual health checks and use of Health Action Plans / liaison with other professionals as necessary (i.e. Hospital Liaison Nurses, Health Facilitators).
· The use of clear and comprehensive patient-centred care plans that include timeframes and targets, warning signs of deterioration and clear instructions on how to prevent behaviour that challenges in terms of proactive and reactive strategies and how these are understood by supporting staff at the point of delivery  
· Implementation of the Care Programme Approach
· Meaningful activities including physical exercise, access to faith support, and how independent living skills are supported. 
· Use and promotion of advocacy.
· Application of the mental capacity act and involvement of family when the person does not have capacity
· Discharge planning
· Effective use of disciplines in terms of interventions delivered and the timeliness of these

HR:
· Staffing, skill mix and numbers, preparedness and resilience
· Multi-disciplinary working
· Turnover
· Sickness
· PRDs and supervision
· Training, expertise and application of Positive Behavioural Support (including functional analysis)

Therapeutic Interventions:
· Use of restraint and other restrictive practises
· Use of 1:1
· Use of seclusion and segregation
· Review of above policies

Environmental:
· Damage
· Use of rooms for segregation

2.3  Any other relevant information 

The quote must specify a named lead person who will be responsible for delivery of the contract on behalf of the evaluators.  

The evaluator may make no reference to the Commissioner in literature, promotional material or sales presentations without prior written consent from the Commissioner. 

	3. Scope of Evaluation

	
3.1 Methodology

The evaluator is required to set out the most appropriate approach to evaluating the Assessment and Treatment Unit. It is expected that there will be a mixed methods approach including a range of data collection methods for example:

Quantitative data collection:
· Staffing establishment
· Clinical hours
· Cost data
· Activity data

Qualitative data collection:
· Interviews with staff, service users, family/carers, commissioners and stakeholders.
· Observation 
· Anonymised case file audit
· Compliments/complaints
· Policies and procedures

All data provided by the service provider will be in an anonymised format. 
Consent must be obtained from staff, service users, family/carers, commissioners and stakeholders prior to involvement in interviews and observation and all information obtained will be treated as confidential. 
It must not be possible to identify any individuals in the final report and any quotes used will be anonymised.  

3.3 Budget 
£18,500 including VAT (maximum)
A full costing schedule including staffing, non-pay and set up costs must be included in the quote. 

3.4 Additional requirements

The quote must demonstrate how the evaluator will: 

· Ensure the evaluation is methodologically robust
· Conduct the evaluation in accordance with ethical principles and standards of good 
Governance including DBS checks where required for team members  
· Contain a GANTT chart to demonstrate project timelines 
· The evaluation team must contain at least one individual with professional clinical experience of working with adults with learning disabilities 


	4. Timescales

	
4.1 Start and End dates 
The evaluation will commence in October 2016 and will be completed in January 2017

A final report will need to be produced by January 2017

4.2  Reporting

The external evaluation lead should apply vigilance to the project and identify any difficulties which may compromise the work. These should be communicated in a timely manner to the Project Coordinator, whether they have logistical, financial, ethical or any other implications for the conduct of the evaluation.

4.2.1 Interim reports

The evaluator will provide short informal reports by email for the duration of the contract as agreed with the Programme Lead. The report will provide information on the progress of the evaluation i.e. number of completed interviews, completion of milestones etc.

4.2.2 Final report – including executive summary

A full written evaluation report (with executive summary) is required at the end of the evaluation to include the evaluation findings and recommendations. A draft copy must be agreed with the CCG prior to final submission.

4.2.3 Presentation of findings

The evaluator will also be required to present the end of evaluation findings to a group of key stakeholders.

4.2.4 Receipt of copies of data sets

All data collected and the full evaluation report are to be treated as strictly confidential and are the property of the CCG not the evaluator. Full data sets must be transferred to the CCG.







Annex B

Scoring Matrix 

	

	Assessment
	Score
	Interpretation

	Excellent 
	5
	Exceeds the requirement.   Exceptional demonstration by the supplier of the relevant ability, understanding, experience, skills, resource and quality measures required to provide the services.  Response identifies factors that will offer potential added value, with evidence to support the response. 

	Good 
	4
	Satisfies the requirement with minor additional benefits.  Above average demonstration by the supplier of the relevant ability, understanding, experience, skills, resource and quality measures required to provide the services.  Response identifies factors that will offer potential added value, with evidence to support the response. 

	Acceptable 
	3
	Satisfies the requirement.   Demonstration by the supplier of the relevant ability, understanding, experience, skills, resource and quality measures required to provide the services with evidence to support the response. 

	Minor Reservations 
	2
	Satisfies the requirement with minor reservations.   Some minor reservations of the supplier’s relevant ability, understanding, experience, skills, resource and quality measures required to provide the services with little or no evidence to support the response. 

	Serious Reservations 
	1
	Satisfies the requirement with major reservations.  Considerable reservations of the supplier’s relevant ability, understanding, experience, skills, resource and quality measures required to provide the services, with little or no evidence to support the response. 

	Unacceptable 
	0
	Does not meet the requirement.  Does not comply and/or insufficient information provided to demonstrate that the supplier has the ability, understanding, experience, skills, resource and quality measures required to provide the services, with little or no evidence to support the response.














[bookmark: _GoBack]Evaluation Criteria – Proposals will be evaluated on the basis of the evaluation criteria below.  You must respond demonstrating how you meet each of the criteria set out below.  There is space next to each criteria to state/attach your response, although please note if you would prefer to use your own format please do so.


	Conformance Criteria  - These criteria will be evaluated on a Pass/Fail basis   Should your response fail any of these sections your proposal will be excluded from further consideration 
	Please attach your evidence in the space below

	Ability to begin delivery of evaluation as per schedule
	

	Insurance & indemnity cover - minimum level
	

	Evidence of solvency provided relating to previous trading through the presentation of audited accounts
	

	Ability to provide two satisfactory references
	

	Ability to provide DBS disclosures (formally CRB) for staff, where applicable to their role in the evaluation
	




	Criteria
	Please describe how you meet the evaluation criteria within the space below.  Expand as required. 

	Proposed approach including timetable - Includes a clear well-articulated detailed description of the methods, sample size, data collection (including piloting) and analysis to meet the evaluation aims and objectives. 

	

	Previous experience of delivering similar projects.

	

	Skills and experience of consultants including 2 page CVs per team member. One member of the team must demonstrate professional clinical experience of working with adults with LD.

	

	Costs – detailed breakdown of costs and value for money.
	

	
	


			
Explanation of Scoring:

There are 4 questions and each will be scored on the basis of the 0-5 criteria set out above. Any supplier who exceeds the published budget (see contracts finder notification) will be excluded from consideration, as will any supplier who does not meet the conformance criteria set out above.

Following the evaluation of bids the highest scoring bidder will be designated as the preferred supplier and all other bidders notified will be notified.  The Authority does not make any commitment to purchase and shall have no liability for your costs in responding to this Request for a Quotation




Annex C

Terms and Conditions of Contract.
Please note that any Contract arising from this Request for Proposal will be governed by the NHS Terms and Conditions of Contract for the Supply of Services August 2014.
Please note these Terms and Conditions are mandatory and if you are unable to agree you quotation will not receive consideration.
A copy of the Terms and Conditions are available to view at: https://www.gov.uk/government/publications/nhs-standard-terms-and-conditions-of-contract-for-the-purchase-of-goods-and-supply-of-services.
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		Service Specification No.

		1617 2A 03 Learning Disability Assessment and Treatment Unit





		Service

		Learning Disability Assessment and Treatment Unit



		Commissioner Lead

		Charlotte Reading, NHS Nottingham City CCG



		Provider Lead

		Nottinghamshire Healthcare NHS Trust



		Period

		1st April 2016 - 31st March 2017



		Date of Review

		Annually







		1.	Population Needs



			

1.1 	National/local context and evidence base

The Valuing People (2001) White Paper set out the Government’s commitment to improving the life chances of people with learning disabilities, through close partnership working to enable people with learning disabilities to live full and active lives.



Valuing People Now (2009) (and Resource Pack (2009)) retained the principle outlined in Valuing People that people with learning disabilities are people first, and re-emphasised the need for agencies to work together to achieve the best outcomes for people with learning disabilities.



Death by Indifference (2007) detailed six cases that Mencap believed demonstrated institutional discrimination towards people with learning disabilities within the NHS, leading to shortcomings in care received that ultimately resulted in the death of the patients.



Healthcare for all (2008), the report of the Independent Inquiry into Death by Indifference concluded that people with learning disabilities appear to receive less effective care than they are entitled to, with evidence of a significant level of avoidable suffering and a high likelihood that deaths are occurring that could be avoided.  A total of 10 recommendations were made, all of which were accepted by the Department of Health in Valuing People Now.



Six Lives (2009), the report of the Health Ombudsman into the cases highlighted in Death by Indifference highlighted some significant and distressing failures in health and social care services, leading to situations where people with learning disabilities experienced prolonged suffering and inappropriate care.  The report required all NHS and social care organisations to review a) the effectiveness of local systems to enable understanding and planning to meet the needs of people with learning disabilities and b) the capacity and capability of services to meet the complex needs of people with learning disabilities.



Services for people with learning disability and challenging behaviour or mental health needs (The Mansell Report) (revised edition 2007) is an updated version of the guidance originally produced in 1993.  This good practice guidance sets out the actions that should be taken in order to effectively meet the needs of people with challenging behaviour.



Valuing Employment Now (2009) sets out the government’s strategy to improve employment opportunities for people with learning disabilities.



Equal access? A practical guide for the NHS: creating a Single Equality Scheme that includes improving access for people with learning disabilities (2009) is a guide to support the NHS to include people with learning disabilities in their equality schemes, with practical examples of reasonable adjustments to achieve equality of access.



Improving the health and wellbeing of people with learning disabilities (2009) is a World Class Commissioning document that supports commissioners to meet the needs of people with learning disabilities, and ensure they are fulfilling their duty to promote equality.



The Care Quality Commission indicator on Access to healthcare for people with LD for acute and specialist trusts seeks to respond to the recommendations made in the Healthcare for All Inquiry report for providers, specifically around the collection of data and information necessary to allow people with a learning disability to be identified and the arrangements trusts have in place to ensure the views and interests of people with learning disabilities and their carers are included in the planning and development of services.



The National report for commissioning services and support for people with learning disabilities and complex needs joint review (2009) published by The Healthcare Commission, Commission for Social Care Inspection and Mental Health Act Commission looked at nine areas of England to see how well people with learning disabilities and complex needs were being supported by local services. The report of the joint review gives key findings and recommendations, and some examples of good practice.



The Healthcare of People with Learning Disabilities in the East Midlands (2008) informed the regional Next Stage Review and outlined a vision for a systematic approach to the health care of people with learning disabilities, integrated with health and social care services.



All commissioners in NHS East Midlands are required to undertake, in conjunction with service-users, carers and other stakeholders, an annual Performance and Self-assessment Framework to provide a rating across a number of top targets, followed by an action plan.



1.2 Local strategic context



There are no official statistics reporting the number of adults in the UK with a learning disability, and establishing a precise figure is not easy due to the social construct of the condition and its wide spectrum.  However estimates suggest that approximately 2% of the UK adult population have a learning disability (Emerson and Hatton 2004).  The population of people with learning disabilities increased by 53% between 1960 and 1995, due to improved socio-economic conditions, improved intensive neonatal care and increasing survival rates (Cooper et al 2004).  



Table 1 provides the estimated numbers of adults with learning disabilities across the whole of Nottinghamshire, by severity of condition (2009).



Table 1: Estimated numbers of adults with learning disabilities across the whole of Nottinghamshire, by severity of condition (2009).

		

		Nottinghamshire*

		Bassetlaw

		Nottingham City



		All Learning disabilities

		12,584

		2,116

		5,903



		Moderate and severe

		2,603

		439

		1,251



		Profound Multiple Learning Disabilities

		206

		33

		97





*excluding Bassetlaw



Source: Projecting Adult Needs and Service Information (PANSI) and Projecting Older People Population Information (POPPI) and Estimating future numbers of adults with profound multiple learning disabilities in England. Eric Emerson 2009



The true figure in Nottingham may be higher than this due to the higher than average proportion of people from South Asian communities residing in Nottingham, as these communities have a higher prevalence of severe learning disabilities.  



Table 2 provides the number of adults with learning disabilities recorded on GP practice QOF registers, 2006/07 to 2008/09



Table 2: Number of adults with learning disabilities recorded on GP practice QOF registers, 2006/07 to 2008/09

		

		2006/07

		2007/08

		2008/09



		

		Number on QOF register

		18+ age-specific prevalence

		Number on QOF register

		18+ age-specific prevalence

		Number on QOF register

		18+ age-specific prevalence 



		NHS Notts County

		1,835

		0.35%

		1,844

		0.35%

		2,097

		0.40%



		Bassetlaw PCT

		240

		0.28%

		248

		0.28%

		413

		0.47%



		NHS Nott’m City

		1,019

		0.40%

		999

		0.40%

		1,063

		0.42%



		East Midlands

		12,469

		0.35%

		12,603

		0.35%

		14,171

		0.39%



		England

		139,321

		0.33%

		144,909

		0.34%

		160,165

		0.37%





Source: The NHS Information Centre



NHS Nottinghamshire County

There were 2422 people with learning disabilities recorded on GP practices’ QOF registers in 09/10. This is a modest increase from 2,097 recorded in 2008/9.



Bassetlaw PCT 

There were 520 people with learning disabilities recorded on GP practices’ QOF registers in 2009/10. This is an increase from 413 recorded in 2008/09.



Nottingham City

There were 1,239 people with learning disabilities recorded on GP practices’ QOF registers in 2009/10 in NHS Nottingham City.  This is a slight increase from 1,063 recorded in 2008/09.



The increase in numbers on practices’ QOF registers recorded between 2009/10 and 2008/09 could be due to better identification and recording rather than a true increase in prevalence.  



In 2009 the prevalence rate observed in Nottinghamshire County, Bassetlaw and Nottingham is higher than the East Midlands and England rates (0.39% and 0.37% respectively).  There is wide variation however in the rate observed between practices (Figure 1).  



Figure 1: 18+ age-specific prevalence rates of adults with learning disabilities, recorded on GP registers, by practice  2008/09

[image: ]
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Source: NHS Information Centre (2009)



A recent joint NHS Nottingham City, NHS Nottinghamshire County and Bassetlaw PCT Health Needs Assessment for adults with a learning disability reviewed local patterns of health need and service use for adults with learning disabilities known to Adult Social Care and Health (Pridgeon and Little, 2010), with the following findings:



· Adults with learning in Nottinghamshire (including Nottingham City and Bassetlaw) have a shorter life expectancy than the general population.  12.2% of adults with learning disabilities in Nottingham are aged 60 and over, compared with 19.2% of the general population.  14.2% of adults with learning disabilities in Nottinghamshire County are aged 60 and over, compared with 30.3% of the general population and 9.1% of adults with learning disabilities in Bassetlaw are aged 60 and over, compared with 31.1% of the general population.



· A total of 79 deaths of adults aged 18+ were identified between 2004 and 2008 in Nottingham and Nottinghamshire in which learning disabilities was mentioned on the death certificate.  Median age of death was 56, compared to median age of death in the general population of 80.



· Pneumonia was the most common cause of death responsible for 43% of deaths in which learning disabilities was mentioned on the death certificate, with aspiration pneumonia and cardio-respiratory failure the second most common causes of death (10% each).



· In 2006/8 adults with learning disabilities in Nottingham City were 1.9 times more likely to be admitted to secondary care than the general population (448.0 admissions/1000 population compared to 241.2 admissions/1000 population).  In 2006/8 adults with learning disabilities in Nottinghamshire (excluding Bassetlaw) were 1.2 times more likely to be admitted to secondary care than the general population (325.5 admissions/1000 population compared to 279.7 admissions/1000 population). In 2006/8 adults with learning disabilities in Bassetlaw were 1.4 times more likely to be admitted to secondary care than the general population (393.1 admissions/1000 population compared to 293.1 admissions/1000 population). Admission rates are significantly higher for adults with learning disabilities for elective and emergency admissions than the general population, but significantly lower for maternity-related admissions. Adults with learning disabilities are significantly more likely to be admitted for epilepsy, schizophrenia, an oral health condition, a mental health condition, diabetes, a hearing problem than the general population.



· Adults with learning disabilities had significantly higher attendance rates at A&E than the general population. In 2006/8 adults with learning disabilities in Nottingham City were 2.1 times more likely to attend A&E than the general population (343.4 attendances/1000 population compared to 165.0 attendances per 1000 population).  In 2007/08 adults with learning disabilities in Nottinghamshire County were 1.7 times more likely to attend A&E than the general population (343.5 attendances/1000 population compared to 199.1 attendances per 1000 population). In 2007/08 adults with learning disabilities in Bassetlaw were 2 times more likely to attend A&E than the general population (486.3 attendances/1000 population compared to 248.9 attendances per 1000 population). Adults with learning disabilities were significantly more likely to attend A&E for cerebrovascular conditions, contusions/abrasions, gastrointestinal conditions, lacerations or poisoning/overdoses. Adults with learning disabilities were significantly more likely to attend A&E and have their reason for attendance coded as nothing abnormal detected, the diagnosis code left blank or as diagnosis not classifiable than the general population.



· Adults with learning disabilities have significantly higher attendance rates at outpatient clinics than the general population, ranging from 1.4 times higher in NHS Nottinghamshire County and Bassetlaw PCT to 2.2 times higher in NHS Nottingham City. Outpatient attendance rates were significantly higher for adults with learning disabilities in NHS Nottingham City than NHS Nottinghamshire County and Bassetlaw. Adults with learning disabilities had significantly higher attendance rates than the general population for the following specialities: learning disabilities, neurology, audiological medicine, oral surgery, rehabilitation, orthodontics, maxillofacial surgery and mental illness.  Adults with learning disabilities had significantly less attendance rates than the general population for the following specialities: old age psychiatry, obstetrics, clinical oncology, gynaecology, dermatology, rheumatology and general surgery.



· A lower proportion of eligible women with learning disabilities attend breast screening than the general population. This is 64% and 70% respectively for Nottingham City, 67% and 77% respectively for Nottinghamshire County and 65% and 76% respectively for Bassetlaw.  



· Adults aged 60-69 with a learning disability were less likely than the general population to return a bowel cancer screening kit. This is 19% and 46% respectively for Nottingham City, 22% and 55% for Nottinghamshire County and 16% and 56% respectively for Bassetlaw.

Estimates suggest that the prevalence of people with learning disabilities in England will increase over the next few years, driven by 3 main factors (Emerson and Hatton 2004):



· The increase in proportion of younger adults who belong to South Asian communities, as these communities have a higher prevalence of severe learning disabilities



· Increased survival rates among young people with severe and complex disabilities, due to improved medical care



· Increased longevity among adults with learning disabilities, due to improvements in medical care and reduced mortality



For the total population of people with learning disabilities, Nottinghamshire County, Bassetlaw and Nottingham City have similar estimated increases between 2009 and 2030 of approximately 19%, with the largest increase expected in Nottinghamshire County (19.9%)



Table 3: Estimated numbers of adults with learning disabilities and estimated increase in populations between 2009 and 2030

		

		2009

		2015

		2020

		2025

		2030

		Change (2009-30)



		All learning disabilities



		Notts County*

		12,584

		13,347

		13,926

		14,479

		15,087

		19.9%



		Bassetlaw 

		2,116

		2,248

		2,332

		2,419

		2,518

		19.0%



		Nottingham City

		5,903

		6,292

		6,478

		6,717

		7,050

		19.4%



		Moderate and severe learning disabilities



		Notts County*

		2,603

		2,750

		2,866

		2,994

		3,127

		20.1%



		Bassetlaw 

		439

		461

		476

		492

		510

		16.2%



		Nottingham City

		1,251

		1,344

		1,400

		1,472

		1,561

		24.8%



		Profound multiple learning disabilities



		Notts County*

		206

		222

		240

		271

		-

		31.6%**



		Bassetlaw 

		34

		36

		39

		44

		-

		29.4%**



		Nottingham City

		97

		105

		113

		128

		-

		32.0%**





*Excluding Bassetlaw



**Estimated numbers only projected up to 2025 therefore figures represent change over period 2009-2025

Source: Projecting Adult Needs and Service Information (PANSI) and Projecting Older People Population Information (POPPI) and Estimating future numbers of adults with profound multiple learning disabilities in England. Eric Emerson 2009



This data is based on national prevalence rates that are applied to local population projections.  

For people with moderate and severe learning disabilities, the largest increase is predicted to be in Nottingham City (24.8%), with the lowest increase in Bassetlaw (16.2%).



Expected increases are based on an estimate of prevalence of moderate and severe learning disabilities across the national population.  This will produce an over-estimate in local authority areas with a low South Asian community, and an under-estimate in areas with a high South Asian community.  Due to the higher proportion of population from South Asian communities than the national average, Nottingham City may well therefore experience a higher increase than suggested in Table 3.



The largest increase is expected to be seen in adults with profound and multiple learning disabilities, though the increase in numbers are estimated to be small.  Nottinghamshire County, Bassetlaw and Nottingham City have similar estimated increases between 2009 and 2030 of approximately 30% (Table 3).



A higher increase in rates is expected in local authority areas with a younger demographic profile or with a greater proportion of citizens from Pakistani and Bangladeshi communities.  The proportion of the population from ethnic minority communities is also expected to increase in Nottingham. This again may lead to a higher than predicted increase in Nottingham City.



The increases in adult learning disability populations detailed above are not consistent across age bands.  Nationally, very little change is predicted within the 15-49 age groups, but with a marked increase in the 50 and over age groups (Emerson and Hatton 2004).  This will have particular significance for service planning as older adults with learning disabilities are more likely to have greater health needs than both younger adults with learning disabilities and the general population.



This is reflected in the projections for Bassetlaw and Nottinghamshire County, where the largest predicted change will be among those aged 65 and over for the learning disability population as a whole (Figure 2)



Figure 2: % change in the estimated numbers of adults with a learning disability between 2009 and 2030 by age band

[image: ]

[bookmark: OLE_LINK2]Source: Projecting Adult Needs and Service Information (PANSI) and Projecting Older People Population Information (POPPI)
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Within Nottingham City however the largest increases are estimated to be in the 25-44 age groups (CSED 2009) (Figure 3).  The estimate that the modelling data is calculated on is based on projections for the general population of a district.  



As Nottingham’s population is younger than the national average due to a large student population and people migrating out of the city as they get older, this is reflected in the projections.  



However, evidence suggests that people with learning disabilities do not follow a similar migratory pattern out of the city, but in general reside within Nottingham throughout their adult lives (the age profiles of people with learning disabilities known to Adult Social Care and Health show a similar profile across NHS Nottingham City, NHS Nottinghamshire County and Bassetlaw PCT (data not shown)).  Therefore Nottingham City may well have a larger increase in numbers of older adults with learning disabilities by 2025 than projected by the modelling tool.



Figure 3: Percentage change in estimated number of adults with a learning disability and adults with moderate and severe learning disabilities between 2009 and 2025 by age band (Source: CSED, 2009):

    

Transition from children to adult services



Local information from Nottingham City Council Children’s services shows the increase and fluctuation of young people in transition requiring a service over the next 5 years, revealing a peak in 2012 (figure 3).



Autistic Spectrum Disorder

There is projected to be an 18.6% increase in the number of adults aged 18-64 with autistic spectrum disorder in Nottingham and Nottinghamshire (table 2).



Table 2: Estimated numbers of adults aged 18-64 with autistic spectrum disorder and estimated increase in population between 2008 and 2025

		

		2008

		2010

		2015

		2020

		2025

		Change (2008-25)



		Total predicted population

		2,079

		2,231

		2,297

		2,370

		2,465

		18.6%





Source: Baird et al 2006





		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

		X







2.2	Local defined outcomes







		3.	Scope



		

3.1	Aims and objectives of service

To provide an Assessment and Treatment service for those people with a Learning Disability and associated Challenging behaviour and mental health issues, providing specialist health interventions based on a person centred approach within a multidisciplinary/agency framework.



3.2	Service description/care pathway

The service will provide assessment and treatment interventions for those people with a learning disability, associated challenging behaviour and mental health issues.  The service will provide specialist health interventions based on a person centered approach within a multidisciplinary framework.



The clinical team will provide a range of specialist health interventions that are based on individual needs identified by a robust assessment process, in partnership with service users, carers, advocates and other agencies.



3.2.1 Individual and Family and Carer Involvement

The service will ensure that:

· Individuals and family carers are given the opportunities to feed back on the services they receive.

· Individuals who use the service are involved in the planning of their care.

· Individuals who use the service are involved in service development and are engaged in any proposed changes.

· Individuals who use the service can gain accessible information about the service.

· Individuals who use the service have access to advocacy services.

· There are processes in place to learn from complaints and compliments.

· Individuals who use the service have an accessible copy of their care plan.

· Individuals who are detained under the Mental Health Act have been given accessible copies of their rights

· The principles of the Mental Capacity Act are implemented in relation to individual and family carer involvement.



3.2.2 Consent

The service will ensure that:

· There is evidence that the individual using the service is assumed to have the capacity to consent to their care and treatment.

· Where it is indicated that the individual does not have the capacity to consent, a capacity assessment is completed.

· An accessible copy of the Mental Capacity Act is available.

· Individuals are regularly informed of their rights in a format that is accessible to them.

· Where the individual disagrees with their treatment, there is evidence that they are supported to make an appeal against this.

· Where best interest principles are applied there is clear documentation as to how a final decision has been made.

· Best interest meetings involve families, relatives and family carers.

· The full support of an Independent Mental Capacity Advocate (IMCA) has been sought in cases where no relatives are involved.

· When an individual has been detained under the Mental Health Act for more than 3 months, consent to treatment is sought under section 58 of the Mental Health Act and all documentation completed.

· Where restrictive practices are in place for an individual then a full explanation is given.

· There is evidence that the service safeguards against possible Deprivation of Liberty.



3.2.3 Assessment

The service will ensure that:

· Assessments are person centred and include as a minimum standard:

· The individual’s behaviour.

· Mental health needs

· Environmental needs.

· Complex health issues.

· Physical health issues (including pain recognition).

· Risks.

· Individuals using the service and any significant others are involved in the assessment process.

· Assessments are signed and dated and indicate who was involved.

· Assessment includes a focus on the person’s diversity.

· Where indicated, assessment leads to other referrals.

· There is evidence of multidisciplinary involvement in assessment.

· Assessment informs the overall care planning process.

· There is an assessment of safeguarding issues.

· The Care Programme Approach is implemented and operated within the service.



3.2.4 Treatment

The service will ensure that:

· Treatment approaches are personalised and person centred.

· Psychological interventions form an integral part of treatment.

· Treatment includes opportunities for physical exercise.

· Where possible, individuals and family carers are involved in the development of treatment plans.

· Clear timescales are agreed for reviewing treatment.

· Treatment plans provide clear interventions for all to follow.

· Treatment plans support individuals in developing new skills.

· Families and carers are offered advice and training in relation to working with the individual with on-going treatment.

· Treatment does not contain aversive techniques.

· All treatments are evidence based.

· When the need for physical interventions is identified, strategies to maintain the individual’s safety are in place.

· All physical interventions are monitored and recorded.

· Treatment plans identify warning signs that may lead to behaviour/mental health deterioration.

· Treatment is focused on a recovery model.

· There is evidence of that discussion has taken place with the individual wherever possible regarding options about which practice strategy they would prefer if they become challenging.

· The need for physical/mechanical interventions are a last resort and are recorded in the individual treatment plan as a reactive response and are discussed after incidents.

· Treatment offered is described in an accessible format to meet needs of individuals.

· Risk management guidelines are included as appropriate.

· Where medication is as part of the individuals treatment guidelines will be written and be an integral part of the individuals plan.

· There is explicit guidance on the use of ‘as required’ (PRN) medication and this is linked to the treatment plan.

· All staff are competent in the treatments they offer.

· Relapse prevention plans form part of the treatment strategies.

· There are clear action plans for dealing with delayed discharges.

· There is evidence of partnership working with community teams and their involvement in assertive outreach and discharge planning



3.2.5 Risk

The service will ensure that:

· The individual is involved in risk identification and planning.

· Family carers are involved – with the agreement of the individual or identified in their best interest.

· Where possible the individual has signed the risk plan.

· An information sharing agreement has been made with the individual.

· There is evidence of adherence to Multi-Agency Public Protection Arrangements (MAPPA).

· There is multi-disciplinary team involvement in risk identification and planning.

· There is evidence individuals are supported in taking positive risks.

•	Risk Assessments consider 

-	Emotional 

-	Physical

-	Quality of Life issues

-	Ethnic/cultural issues

-	Social

•	Risks are clearly documented

-	Physical health i.e. cardiac abnormalities	

-	Current medication

-	Musculoskeletal abnormalities linked to learning disability syndrome

· Policies and procedures on risk management are available.

· There is evidence to show that using physical /mechanical interventions against risk of not using them are considered and documented.

· Risk plans are reviewed in light of changes or at least every three months.



· There is evidence that the risk assessment has informed any behavioural support plan and the Care Programme Approach.

· There is evidence of changes in risk assessment informing behavioural support plan.

· Accessible format is available for all documentation.

· There is a debrief protocol available

· Counseling support services are available for staff.

· Safeguarding partnerships are in place and are responsive to individual situations.



3.2.6 Leadership and Training

The service will ensure that:

· All individuals have a named nurse.

· All medical staff and registered nurses (and where appropriate healthcare assistants) have mandatory first aid training including CPR training.  This should be regularly updated.

· All new staff, including Bank and Agency have an induction prior to working.

· All staff have person development plans that are linked with the knowledge and skills framework.

· All staff have training in cultural awareness and sensitivity – this includes training to tackle overt and convert racism and institutional racism.

· All staff receive and a performance, development review or appraisal.

· All staff receive regular supervision.

· All staff receive training in the prevention and management of violence and aggression including where appropriate physical interventions.

· All staff undertake annual mandatory training.

· Mandatory training which is specific to Assessment and Treatment services has been identified.

· Staff who supervise student nurses have undertaken mentorship training.

· There is a policy on whistle-blowing.

· There is evidence that all staff have valid CRB checks.

· There is evidence that all staff’s registration (ie: NMC) has been verified.

· Training records exist for all staff.



3.2.7 Restrictive Practices

The service will ensure that:

· An individualised functional assessment or mental state assessment is completed and updated.

· Individual Behaviour Support Plans are available, reviewed and updated.

· Risk plans are completed and reviewed.						

· Individuals benefit from records that demonstrate effective communications which support and inform high quality care.

· Debriefing will be offered to all individuals involved in incidents of serious challenging behaviour. 

· Individuals are supported  by staff who have undertaken  appropriate behavioural training, which includes ongoing updating.	

· Staffs use of restrictive interventions adhere to the organisations policy, benchmark of best practice and mental capacity act guidance.

· Counseling support services are available.

· The organisation has a policy on seclusion and this is adhered to (according to Mental Health Act Commissioners guidance).

· Where there are issues that relate to Safeguarding, these are reported to local teams.

· As required medication (PRN) protocols are available for all individuals

· There are regular reviews of use of as required medication (PRN).

· There is evidence of reducing the use of as required medication (used for behavioural/anti-psychotic purposes).

· Services have a clear documented rationale for the use of restrictive practice relating to each individual.



3.2.8 Care Programme Approach

The service will ensure that:



· Personalised records are available – where required in accessible format.

· The Care Programme Approach or care management process is integrated within the person’s records.

· Care records accommodate the persons diversity needs.

· Care records reflect spirituality, cultural and religious beliefs.

· Care records are available in an accessible format.

· Care records are signed and dated.

· The person has full and complete access to his/her CPA care plan.

· There is evidence of carers/families significant others involvement.

· There is evidence of a minimum of an MDT/CPA/Care Management review every six months.

· There is an identified care co-ordinator.

· Health Action Plans are included in CPA documentation.

· There are clear protocols around sharing information which is accessible.

· Integrated care records record individuals consent.

· All records are securely stored



3.2.9 Meaningful Days 

The service will ensure that:

· It works towards ensuring that people engage in a minimum of 25 hours per week meaningful daily activities

· Where there are restrictions (eg Home office/MHA) these are the least restrictive approaches.

· There are opportunities for one to one conversations.

· There are physical health activities planned or available – there is opportunity for 30 minutes physical exercise daily.

· Flexible visiting hours are in place.

· Links with families and friends are nurtured.

· There is evidence that newspapers, magazines, DVDs and games are available.

· There are daily opportunities to speak with a named nurse or key worker.

· There are a range of therapeutic groups available.

· People are supported to maintain their faith/spirituality – faith festivals are celebrated.

· People are encouraged to share their hobbies and skills.

· There are a range of recreational activities and there is evidence that people have a choice of activities.



3.2.10 The Care Environment

The service will ensure that:



· The environment is clean, tidy and well maintained.

· Where possible individuals have their own bedroom.

· Individuals are involved in the day to day running of the service, where required with support from staff.

· Where possible, individuals have access to a garden.

· There is a covered smoking area for individuals.

· Staff receive training and follow procedures regarding infection control.

· There is sufficient and safe storage for personal belongings.

· Notices and signs are accessible and easy to read.

· Environmental audits are completed and acted upon.

· Sight lines are unimpeded so that people can see what is happening in different parts of the unit.

· There are quiet places for individuals to spend time on their own or receive visitors.

· Individuals have access to a telephone.

· Where possible, furniture and fittings are suitable for the environment and individuals needs and reflect normal furniture within people’s homes.

· There is evidence of PEAT audits being undertaken and actions completed.

· There is access to organisation H&S policies and procedures.

· Where required alarm systems are in place to safeguard all individuals.

· Individuals should have 24 hour access to food and drink that is both nutritionally adequate and culturally acceptable and should be supported to make choices and understand the importance of eating well.



3.2.11 Audit

The service will ensure that:

· Individuals have an involvement in the audit process.

· There are recognised service review and audit tools in use.

· Criteria within tools include as minimum, direct observations about care, environmental, individuals involvement, quality, person centredness, health action planning, risks, and records. 

· Accessible information about audits and service review is available.

· There are action plans developed following audits and reviews and outcomes are shared.

· There is evidence that audit and service review reports and action plans are linked to the organisations governance arrangements.

· There is an on-going process for seeking views from people who use the services, families and carers.

· There is evidence that commissioners are involved in the monitoring of the service.



3.2.12 Referral and Discharge

Referral for admission to an Assessment and Treatment Unit will be made via the Consultant, via the Single Point of Access or via a Community Learning Disability Team.



A formal written response to each referral will be made within ten working days of the receipt of that referral.



Discharge planning will commence on admission. In some instances, discharge plans are made prior to admission. It is expected that the average length of day will be 3-6 months and no one should remain for longer than 18 months.



3.2.13 Care Pathway

[image: ]



3.3	Population covered

Nottingham City PCT, Nottinghamshire County PCT and Bassetlaw PCT.



3.4	Any acceptance and exclusion criteria and thresholds

The service will be accessed by adults who must meet all of the following criteria:

· Reside in one of the following three Primary Care Trust areas, Nottingham City PCT, Nottinghamshire County PCT and Bassetlaw PCT;

· Who have a diagnosis of Learning Disabilities and who require specialist health intervention associated with their learning disabilities;

· The specialist health intervention required can only be provided by specialist health service for people with a learning disability and;

· Whose treatment cannot be delivered in the community and require inpatient care.



Exclusions are as follows: 

· The service will not accept referrals where the primary reason for referral is alcohol or substance misuse related.

· The service will not accept referrals for service users who are homeless and/or require low or medium secure environments.

· The service is not resourced to accept referrals for service users who need more than one to one staffing.



3.5	Interdependence with other services/providers







		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 and CQUIN goals



		

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



5.2 Applicable CQUIN goals (See Schedule 4 Part E)











		6.	Location of Provider Premises



		

The Provider’s Premises are located at:

Assessment and Treatment Unit,

Highbury Hospital,

Highbury Road,

Bulwell,

Nottingham.

 











All learning disabilities

Nottingham City	18-24	25-34	35-44	45-54	55-64	65+	-8.6	22.7	34.200000000000003	11	26.3	14.2	England	18-24	25-34	35-44	45-54	55-64	65+	-8.1	13.4	5.9	-0.2	19.7	38.4	Age band



% change







Moderate and severe learning disabilities

Nottingham City	18-24	25-34	35-44	45-54	55-64	65+	-6.4	37.9	34.4	12.3	25.9	13.7	England	18-24	25-34	35-44	45-54	55-64	65+	-5.5	30	6.1	0.5	19.8	34	Age band



% change
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