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Independent Review of Projects within West Midlands Prisons
Service Specification 
Background / Context
NHS England and NHS Improvement has commissioning responsibility for health care within the Secure Estate (including CYP) and in response to this commissions several services to meet patient need and to be available within the prison setting including:  
· GP services 
· Dentistry services
· Nursing services  
· Mental health services  
· Learning disability (neurodiverse) services  
· Integrated substances misuse services (clinical and psychological) 
· Optometry  
· Therapies  
· Pharmacy and medicines management 
· Public Health services e.g. screening and immunisation programmes, smoking cessation, infectious diseases, sexual health, health promotion and health checks 
In addition to this, pathways are established to ensure access to secondary care  community including  specialist services such as dementia and palliative care.  
Nationally, we know the prison population continues to see a rise in the complexity of health needs, driven largely by the health inequalities experienced, the wider determinants of heath and the increasing numbers of older prisoner. 
For example, we know that: 
· Premature mortality rate for prisoners is 50% higher than the rest of the population 
· People in and out of the criminal justice system are four times more likely to be smokers 
· 15% of prisoners had been homeless immediately prior to custody, compared to a lifetime experience of homelessness of 3.5% in the wider population 
· 42% of men and women in prison and 17.3% on probation suffered from depression, compared to just over 10% of the rest of the population 
(https://www.gov.uk/government/news/new-advice-on-reducing-health-inequalities-in-the-criminal-justice-system)
· It is broadly recognised that many prisoners have the biological characteristics of those who are 10 years older than them
(https://www.parliament.uk/globalassets/documents/commons-committees/Justice/Older-prisoners.pdf)
During the past two years, NHS England and NHS Improvement (West Midlands) Health and Justice Commissioners have been piloting two schemes within two prisons in the region, both exploring ways to deliver care differently within secure and detained settings.


Regional Bed Resource Management
Within the West Midlands prisons, there are a number of prisons who have dedicated cells (“beds”) for patients who require twenty-four-hour healthcare (previously referred to as ‘inpatients units’).  In 2021, NHS England and NHS Improvement (West Midlands) Health and Justice Commissioners implemented a Regional Bed Resource process, bringing together those sites with these beds to form a multi-disciplinary referral pathway, via which patients identified as requiring twenty four hour healthcare could be referred, reviewed and a bed allocated where required.
As the Specialist Care Unit at HMP Stafford opened, the beds within this unit also became part of Regional Resource

1. HMP Stafford Specialist Care Unit
It is broadly recognised that many prisoners have the biological characteristics, and physical health conditions on par with those who are 10 years older.   
We also know that the number of prisoners who are over the age of 50 rose to 12,577 in March 2018 (15% of the whole population).  This brings its own unique set of challenges for this cohort of patients, as whilst (for example) older prisoners report lower levels of drug use, there is likely to be increased reliance on primary care, higher rates of long term conditions, social care needs and disability, and greater need for palliative care provision when compared to younger patients. 
The impact of this has been notable across the West Midlands prisons estate with an increasing number of patients needs exceeding what is currently commissioned and what can be safely managed within the current level of healthcare service provision and available cell accommodation. This is in conjunction with several recommendations made to NHS England and NHS Improvement and Her Majesty’s Prison and Probation Service (HMPPS) from The Prison and Probation Ombudsman (PPO) relating to the need for 24-hour healthcare provision and suitable accommodation to be sought for those with the highest levels of need.
In 2021 NHS England and NHS Improvement and its commissioned healthcare provider, in partnership with HMPPS, commenced a 2-year project to deliver a Specialist Care Unit at HMP Stafford. The aim is to test out  a short-term clinical assessment, reablement and recovery approach to all those who are referred to the dedicated unit.  
The service will comprise of two elements, a bed-based service, and an outreach service. A summary of the key function of each is below: 
The 8 bedded unit (6 Short Term Assessment, 2 Longer Stay beds) accepts referrals from across the West Midlands.  A summary of the bed-based and out-reach functions is below:
	 
	Outreach Service 
	Bed Based Service 
 

	Very severely frail * 
 
	√ 
	√ 

	Living with severe frailty * 
 
	√ 
	√ 

	Frail elderly* who requires additional support following procedure, i.e. requiring remobilisation 
	√ 
	√ 

	Severe Dementia  
Requiring assessment  
 
	√ 
	√ 

	Cognitive Impairment 
Requiring assessment 
	√ 
	√ 

	Palliative Care 
Palliative care is not in itself a reason for referral – advice however may be required 
	√ 
	√ 

	Step down care from hospital 
Assessment and reablement 
 
	 
	√ 

	Assessment and reablement 
 
	√ 
	√ 

	Short term Intervention/care 
e.g. IV therapy, Delirium linked to UTI 
	 
	√ 

	Adult Safeguarding advice 
 
	√ 
	 



The service works in a person-centred and multi-disciplinary context in the management of all patients referred to the service, recognising that this is the most successful way of achieving positive outcomes for patients.  Further details are included in the service specification (Appendix 1)

2. HMP Hewell Alternative Model of Care (including Targeted Care Pathway)
In response to a number of concerns regarding the environment within the HMP Hewell 24/7 healthcare (inpatient) unit NHS England and NHS Improvement, its commissioned service provider and HMPPS agreed to temporarily close the unit and in its place pilot an Alternative Model of Care to support patients who would have previously met the ‘Inpatient’ admission criteria.

Within this model of care, there are pathways for physical and mental health care with dedicated staff supporting patients as required.  The pilot provides individuals with high acuity enhanced support as clinical need dictates, for on average a period of up to 6 weeks (dependent upon need).  This is undertaken outside of a traditional prison healthcare inpatient setting. 

Further details for the new model are included in Appendix 2.
















Independent Review Requirements
[bookmark: _Hlk90399357]NHS England and NHS Improvement (Midlands) wishes to commission an independent review of the services and pathways being piloted at HMP Hewell and HMP Stafford against the expectations set out within the service specifications (as described above and included in appendices).
The aim of the review to is reach an evidence-based conclusion regarding whether
a) The pilot/s have been a success (based on their initial objectives/expectations, both clinical and non-clinical)
b)  Do they represent value for money?
c) For the TCP project – does this represent a suitable alternative to inpatient units that could be replicated in HMPs Birmingham, Dovegate and Brinsford?
By reviewing service data and undertaking patient, staff and stakeholder engagement activities, the review is required to determine:

1. Have patient outcomes (clinical and non-clinical) been met?

2. How effective have the pilot services been? 

3. Stakeholder perspectives of the pilots. This is to include 
· other healthcare providers across the West Midlands
· HMPPS 
· Patients 

4. Do healthcare and prison staff across the West Midlands prisons feel confident in recognising, engaging, and supporting a prisoner who may require these services? 
· Where there are gaps or obstacles what is required and what is the most suitable delivery model (e.g. in-house provision, community in reach or external referral) by establishment? 

5. How has the Regional Resource Bed Management process positively and/or negatively impacted referrals to the SCU?

6. Is information shared between health, social care, and criminal justice partners?  Are information sharing processes embedded? 

7. At HMP Stafford, Oxehealth is being used to assist with monitoring patients, are there any evidential success / benefits of this noted?

8. At HMP Hewell, are there any barriers / enablement issues stopping the service delivering effectively and managing Complex Primary Care on normal location?

For each of the points above the review is required to identify:
· Areas of good practice 
· Gaps and / or obstacles
· Risks
· Possible remedial options 
The review is required to provide a clear conclusion regarding effectiveness, value for money, replicability, and recommendations to help inform future commissioning decisions. 
Methodology
1. A mixed methodology is anticipated as being required, ranging from desk top literature reviews, data collection and analysis (clinical and non-clinical), to staff (health and custodial) and prisoner focus groups and surveys and site visits. 

2. It is required that  West Midlands prison healthcare providers and Prison Governors/Directors identified as stakeholders are included in the project, potentially via questionnaires or on-line surveys. 

3. To understand the full pathway, an agreed number of case studies are required to be undertaken. NHS England and NHS Improvement (Midlands) will facilitate engagement and access to providers across the pathway (health and criminal justice).  These could focus on prisoners who reach the threshold for support from these projects, to understand their journey, if/ how they have been engaged and supported by the services up to that point. 

4. The review must include people with Lived Experience as an active partner in this review. This will include, undertaking of the information gathering element of the project and in testing out recommendations being made in the main report. 

5. Experience. 
The organisation and individuals undertaking the project must have:
a. An understanding of prison healthcare services, policy, and good practice
b. Experience of undertaking clinical service reviews
c. Up to date DBS checks 
d. Appropriate safeguarding training and will always comply with Safeguarding requirements. 
Final Report Requirements

To facilitate discussions with NHS England and NHS Improvement National Health & Justice Team to support evidencing proof of concept, a report for each of the services noted above is required and is to have clearly stipulated and evidenced:

· Generic findings and SMART recommendations, e.g. those common across all/ several sites
· Specific findings and SMART recommendations where these have been identified
· Specific findings and SMART recommendations for those with one or more protected characteristics. 
 
Contracting

The NHS Standard Contract (short form) will be used to commission this service and raise a Purchase Order 
NHS England » Shorter-form NHS Standard Contract 2021/22 (Particulars, Service Conditions, General Conditions)

Timescales and Cost

Providers are asked to provide an outline timetable to complete this review along with the costs, as part of the bid (see bid template).  Work is to commence from 1 July 2022 with final reports due beginning of December 2022

Costs will be broken into ¼ and paid at the beginning, at two agreed review mid points and upon receipt of the agreed final report. 



Appendix 1 – HMP Stafford SCU Service Specification


Appendix 2 – HMP Hewell Alternative Model of Care Proposal
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		[bookmark: _Toc61531959]EXECUTIVE SUMMARY

This service specification describes the requirement for a Specialist Care Unit to be provided at HMP Stafford and accompanying outreach service to be provided across West Midlands prisons. 

In summary the key requirements of this service are: 

· Provision of a specialist in-reach palliative and reablement care service to patients.

· The service model must include the provision of specialist advice and support to wider healthcare teams, and assistance in complex clinical decision making.

· The service integrates effectively with prison healthcare providers and establishes pathways to support seamless patient care (to include Social Care, Secondary Care and Acute Hospitals).









		[bookmark: _Toc61531960]1.	Population Needs



			

[bookmark: _Toc61531961]	Background/Context



NHS England and Improvement has commissioning responsibility for health care services within the Secure Estate (including CYP) and in response to this commissions several healthcare services to meet patient need and to be available within the prison setting including; 



•	GP services

•	Dentistry services 

•	Nursing services 

•	Mental health services 

•	Learning disability services 

•	Integrated substances use services (clinical and psychological)

•	Optometry 

•	Therapies 

•	Pharmacy and medicines management

•	Public Health services e.g. screening and immunisation programmes, smoking cessation and health checks



In addition to this pathways are established to ensure access to acute and secondary care services, and to other specialist services such as dementia and palliative care. 

Nationally, we know the prison population continues to see a rise in the complexity of health needs, driven largely by the health inequalities experienced and the increasing numbers of older prisoner. For example, we know that:



· mortality rate for prisoners is 50% higher than the rest of the population

· people in and out of the criminal justice system are four times more likely to be smokers

· 15% of prisoners had been homeless immediately prior to custody, compared to a lifetime experience of homelessness of 3.5% in the wider population

· 42% of men and women in prison and 17.3% on probation suffered from depression, compared to just over 10% of the rest of the population

It is broadly recognised that many prisoners have the biological characteristics, and physical health conditions on par with those who are 10 years older them.  

We also know that the number of prisoners who are over the age of 50 rose to 12,577 in March 2018. This brings its own unique set of challenges for this cohort of patients, as whilst (for example) older prisoners report lower levels of drug use, there is likely to be increased reliance on primary care, higher rates of long term conditions, social care needs and disability, and greater need for palliative care provision when compared to younger patients.



The impact of this has been notable across the West Midlands prisons estate with an increasing number of patients needs exceeding what is currently commissioned and what can be safely managed within the current level of healthcare service provision and available cell accommodation. This is in conjunction with several recommendations made to NHS England and Improvement and HMPPS from The Prison and Probation Ombudsman (PPO) relating to the need for 24-hour healthcare provision and suitable accommodation to be sought for those the highest levels of need. 





		[bookmark: _Toc61531962]2.	Outcomes



		

2.1	NHS Outcomes Framework Domains & Indicators



		Domain 1

		Preventing people from dying prematurely

		x



		Domain 3

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

		x



		Domain 4

		Ensuring people have a positive experience of care

		x



		Domain 5

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

		x









[bookmark: _Toc61531963]2.2	Locally defined outcomes

· Improved Quality of care for patients (Quality = Safety, Experience, Efficiency)

· Hospital avoidance leading to, Reduction in Escorts & Bed Watches 

· Prolonged independence for patients

· Opportunities for  reablement, short term therapy intervention, assessment, specialist information advice and guidance
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[bookmark: _Toc61531965]3.1 Service Vision

The service vision is to adopt a short-term clinical assessment, reablement and recovery approach to all those who are referred. There is a requirement wherever possible to reduce avoidable hospital admissions for those accessing both the bed-based service and those offered advice and support from the outreach service. 



The service should improve clinical health needs and functional ability of those referred to the service, and maximise independence as far as possible; recognising that the best possible outcome for those referred is often a return to their original establishment and that being able to be accommodated (and have healthcare needs met) across a wide section of the ‘mainstream’ prison estate will help with a patients wider rehabilitation and sentence planning requirements. 



The service should work in a person-centred and multi-disciplinary context in the management of all patients referred to the service, recognising that this is the most successful way of achieving positive outcomes for patients. 



[bookmark: _Toc61531966]3.2	Aims and objectives of service



The service will have the following aims: 



· Deliver care directly to individual patients with the most complex needs who are referred and accommodated within the bed-based unit 

· Deliver care that is person-centred and focuses maximising independence and improving clinical health needs

· Provide clinical leadership; acting in a consultative capacity to those who need advice on patients with complex health needs

· Deliver care indirectly providing clinical support, advice and constructing a robust care plan for those accessing the outreach service



The objectives of the service are to provide people in prisons who meet the referral criteria with access to timely and sometimes repeated and/or ongoing expert assessment, advice and care, based on the best levels of evidence available. 



Social Care Needs and Safeguarding



Any patient deemed to be in need of social care support and/or safeguarding must be referred to the appropriate Local Authority and/or prison Governor/Safeguarding Lead. 



It is a requirement that all staff engaged in this service have and maintain appropriate safeguarding training in accordance with intercollegiate guidance.  



Patients must not be admitted solely based on their requirement for social care.  There must be a primary clinical need identified prior to admission. 





[bookmark: _Toc61531967]3.3	Admission Criteria 

The bed-based service will be available to those in West Midlands prisons that meet the following acceptance criteria: 



· Male 

· Convicted of a current Sexual Offence (sentenced) with at least 6 weeks remaining on sentence.

· Category C (or Cat B if risk assessed to Cat C)

· Age over 50 (consideration will be given to those aged under 50 at the discretion of the Multi-disciplinary Team, dependent on clinical need, and in consultation with H&J Commissioners and HMPPS team at HMP Stafford) 

The outreach service will be available to those in West Midlands prisons that meet the following acceptance criteria: 

· Male/Female

· Convicted of any Offence (sentenced) with at least 6 weeks remaining on sentence.

· Category A, B, C and D

· Age over 50 (consideration will be given to those aged under 50 at the discretion of the MDT, dependent on clinical need, and in consultation with H&J Commissioners and HMPPS team at HMP Stafford)



The admission criteria will be reviewed against service activity on a regular basis to ensure this remains reflective of the current need and demand. 



[bookmark: _Toc61531968]3.4 Referrals and Access 

Referrals 



Referrals must be made by a prison healthcare team only and must be made on an identified service referral form. 



All referrals must be acknowledged (in writing) to the referrer as being received within three (3) working days. 



A multi-disciplinary meeting must be scheduled weekly to discuss referrals to the service and a decision made to accept/not accept to the bed-based or outreach service. The decision must be communicated clearly to the referrer within three (3) working days of the MDT meeting, and a clear rationale offered where acceptance thresholds have not been met.



Referrals to the bed-based service need to be carefully managed as capacity is limited. As a minimum consideration must be given to the following before acceptance:

· What is the outcome required?

· Could this be provided without admission to the unit?

· If patient has Dementia, would a change of location prove distressing and confusing

· Outpatient/hospital appointments, should not be compromised by admission to the unit

Access



The bed-based service will be available as a 24 hour a day, 7 days per week provision based at HMP Stafford. 



Provision of the outreach service needs to be flexible in meeting the needs across the region and each individual prison regime. It is likely that working hours will be between the hours of 9am to 5pm, Monday to Friday.  



The proposed service pathway, referral and assessment documents are detailed in appendix 1

              



[bookmark: _Toc61531969]3.5	Service description



The service will comprise of two elements, a bed-based service, and an outreach service. A summary of the key function of each is below:





		

		Outreach Service

		Bed Based Service





		Very severely frail *



		√

		√



		Living with severe frailty *



		√

		√



		Frail elderly* who requires additional support following procedure, i.e. requiring remobilisation

		√

		√



		Severe Dementia 

Requiring assessment 



		√

		√



		Cognitive Impairment

Requiring assessment

		√

		√



		Palliative Care

Palliative care is not in itself a reason for referral – advice however may be required

		√

		√



		Step down care from hospital

Assessment and reablement



		

		√



		Assessment and reablement



		√

		√



		Short term Intervention/care

e.g. IV therapy, Delirium linked to UTI

		

		√



		Adult Safeguarding advice



		√

		







* Frailty – Older persons with medical, nutritional, cognitive, emotional, or activity impairments.  These deficits may limit their ability to live independently and predispose them to illnesses and the side effects of treatment.  Frailty is assessed utilising the Clinical Frailty Scale (see Toolkit for general practice in supporting older people living with frailty)







Bed Based Service



1. Short Term Assessment beds (6 beds)

These are short term beds where stays would be anticipated to be between 6 – 8 weeks.  The sending establishment (prison and healthcare) must engage in the assessment process and development of a care plan for return.  Where possible it is an expectation that the sending prison would hold the bed for the prisoner’s return.  It is important that a dependency on the bed-based service is not created, and consequently timely access for other patients blocked.  The aim should always be a return to the referring establishment with an increased independence, and we would expect full engagement from the prison to achieve this outcome. 



2. Longer stay beds (2 beds)

These are beds which will be utilised for patients who would be on long term escorts outside of the prison estate, but who cannot be safely cared for on a wing.  The capacity is limited and admission to these beds must be carefully managed.





Outreach Service



The service will be available to provide expert advice and support to healthcare teams where patients may not meet the criteria for admission to the bed-based service and/or where a transfer may not be in a patients’ best interests and/or where there are no immediate beds available.   The service will undertake an appropriate clinical assessment and formulate a personalised care plan that can then be led by the healthcare team on site. The aim will be to enable the patient to be cared for within their current location. 



Where deemed clinically appropriate, consideration should be given to remote consultations (e.g., telehealth) to enable smarter ways of working and reduce travel time that could be allocated to more clinical care. 





[bookmark: _Toc61531970]3.5	Interdependence with other services/providers

HMPPS – There is a significant requirement to work with operational prison colleagues at HMP Stafford to ensure the service is enabled to be delivered safely and effectively. Operational prison colleagues must be represented in any forum that requires decision-making about the development, delivery and evaluation of the service. 



Secondary and Acute Care – There is a requirement to develop robust pathways and relationships with Secondary Care Services and Local Acute Trusts to ensure timely access to secondary services and continuity of care for those admitted for emergency care. 



Prison Healthcare Teams - There is a requirement for robust communication pathways with other healthcare teams across the West Midlands. This must include proactive communication about the service offer, and referral pathways. Information sharing between healthcare services will be paramount and must be considered in the overall service delivery model. 



Inpatient Units – There are established inpatient units across the West Midlands that accommodate patients with a 24hour nursing need – both physical health and mental health. There is a requirement to liaise regularly with these units to ensure patients are correctly located across the Region. There is an ongoing review of the current inpatient provision and a Specialist Care Unit lead will need to be aware of and have active involvement in this process. 



Social Care   - There will be a significant requirement of working across social care teams within the Region ensuring information is shared appropriately to aid in admission and discharge planning from the bed-based service. Social care representatives (where appropriate) would be an important member of the multi-disciplinary care planning processes for individual patients. 











		4. [bookmark: _Toc61531971]Service Requirements 



		

4.1 [bookmark: _Toc61531972]Workforce 

The service must have a suitably skilled and competent workforce to deliver the service as described. Staff must have appropriate professional registrations as required by their respective professionals (e.g., NMC, GMC, HCPC).  



The current agreed service model is detailed in appendix 2.



Safer recruitment principles should be followed including an Enhanced DBS check and a prison vetting clearance will be required for all staff. 



All staff must be appropriately inducted to deliver the required services and within a prison setting. A copy of the proposed 3 week staff induction is shown in appendix 2. 



There must be robust clinical leadership arrangements in place to ensure that the service is well-led and has a focus on clinical governance. 



All staff must have access to ongoing supervision and wellbeing support, if required. 



       



[bookmark: _Toc61531973]4.3	Performance/Activity Reporting

Performance and Activity will be collected and reported to Commissioners on a monthly basis (until Month 6) and then quarterly thereafter.  The format of reporting to Commissioners will be developed and reviewed during 2021. As a minimum during the early stages of mobilisation, the Provider will be expected to report to Commissioners: 



· Number of referrals to the service

· Where the referral was received from

· Primary reason for the referral

· Outcome of the referral

· Number of accepted/declined referrals 

· Number of referrals allocated to bed-based/outreach service

· Response times from receipt of referral to assessment 

· Workforce numbers and absences 

· Numbers of patients currently working towards/achieving outcomes (in that month)

· Numbers of patients discharged (in that month)

· Any information relating to patient and stakeholder experience

· Any other concerns/challenges in delivering the service



Individual patient outcomes will be collected and monitored to ensure the service is achieving positive outcomes for patients and that they make progress. This will be collected using the agreed a range of Outcome Monitoring Tools, individual to each patient. Progress against documented care plan outcomes will also be recorded and reported to Commissioners.  These will be reported to Commissioners on a quarterly basis.  



A SCU tracker; for logging and tracking patient referrals and showing progression through the service is detailed in appendix 3.



Other areas for Outcome Measuring include:

· Patient and Family

· Clinical outcomes, including physiotherapy and occupational therapy

· Process Measures

· Resource Use measures

· System wide measure

The associated documents, in their final version, will be added to the appendix once they have been finalised.



[bookmark: _Toc61531974]4.4 Service User Experience 

To continually improve service provision the service will implement a range of appropriate Service User and wider stakeholder engagement processes. The outcomes must be reported to the Commissioners (as a minimum annually) along with remedial action plans, where required.   



[bookmark: _Toc61531975]4.5 Additional Service Requirements

The service must have appropriate escalation processes in place for when there are challenges experienced in relation to both clinical and operational aspects of service delivery. For example:



It is expected that where there are differences of opinion on clinical need (between the referrer and the Specialist Care Unit that identified Clinical Leads meet to resolve the issues. If still unresolved, this should be escalated to Clinical Directors from both parties to discuss and agree a solution. 



Admission to the Specialist care Unit will primarily be a clinical decision, as is a remission to the referring establishment.  It is expected that operational colleagues will have early engagement in the admission and remission planning process; to ensure that there are no overriding security concerns relating to transfer, or other non-clinical reasons that would prevent admission/remission. Where there are continued operational concerns that are preventing admission/remission, these must be escalated to HMPPS to seek a resolution. 





[bookmark: _Toc61531976]4.6 Information Governance and Sharing 

Clinical information will be recorded on to the healthcare electronic recording system, SYSTM1.  



The service will be expected to have and maintain appropriate information governance procedures, and develop information sharing arrangements between relevant parties to ensure there are no barriers to exchanging information and providing good continuity of care.  Patient confidentiality is of upmost importance, as is the need for the service to be able to share risk and security concerns with other healthcare and prison teams. 





		[bookmark: _Toc61531977]5.	Location 



		The bed-based service will be located at HMP Stafford and whilst the outreach service will be peripatetic in nature and cover West Midlands prisons the Specialist Care Unit would be the usual base for this team. 
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APPENDIX 3 – ACTIVITY/PERFORMANCE MONITORING
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Admission Data to existing “inpatient” unit:

During the 10-month period of May 2019 to February 2020, 95 patients were admitted to the Prison Inpatient  unit. 



Of the 27 patients admitted by prison colleagues 21 (78%) were to access the gate cells for constant supervision under the ACCT process and 6 (22%) were inappropriate admissions such as for security reasons.



Physical Health: Of the 18 patients admitted to the unit for Physical health reasons, 11 (61%) were new receptions arriving at the prison with complex needs. On review of the 18 patient’s healthcare needs, it is considered that 15 (83%) could have been managed on main residential units with enhanced wrap around care, utilising the Multi Professional Complex Case Clinic as a virtual clinic. The remaining 3 (17%) would have required an Inpatient setting. The main resource required to provide wrap around care was increased clinical monitoring and recording of observations and dressing changes.

Mental Health: Of the 50 patients admitted to the unit between May-19 and Feb-20 for mental health, 21 (42%) were transferred to a Medium or High secure hospital for assessment and/or treatment under the mental health act.  Therefore 29 (58%) were either assessed and rejected for a hospital admission or following a period of assessment and possible medication regime, all were able to return to the residential units.  It is this patient cohort who must receive an alternative model of care in place of the previous Inpatient facility.

[image: ]

Proposal

The inpatient provision was used to support people with significant mental health problems and associated risk. We propose a new model incorporating a targeted care team and mental health support wing. Whilst either could be done in isolation, these two models would work best in conjunction.

Mental Health Targeted Care Pathway

We propose using the mental health resource from the inpatient unit to provide dedicated support for those patients in high levels of need including those awaiting transfer to hospital. 

This team will deliver intensive interventions and consistency in working with the prison staff to support these individuals. It would have the added benefit of allowing the main mental health team to continue to focus on longer term care which often is lost as they shift focus to managing crisis. Once stabilised, the patient can move from the Targeted Care team with a longer term care plan to be supported by the main team. 

This team could also focus on facilitating transfers and maintaining contact with receiving hospitals and the MOJ to improve the efficiency of that process. 

Mental Health Support Wing 	

We have learned from the positive outcomes of cohorting in the recent response to the COVID-19 pandemic, along with successes from the existing Substance Misuse House Block. The model carries many aspects of ‘Home Treatment’ as seen in the community.

Patients with significant mental health needs will be offered the opportunity to locate onto the identified wing. These patients would include those under the care of the Targeted Care team but could also include people with longer term needs who would benefit from enhanced input. 

The key to ‘home treatment’ is to facilitate recovery and transition back to ‘normal life’. In prison this would mean supporting people in a wing environment with the same expectations as a standard wing. This avoids the potential inpatient / hospital care can have of de-skilling people and potentially increasing risk due to the huge change of moving from an inpatient unit to a standard wing. 

There are significant advantages to co-locating people with mental health needs in a single area both for the prison and healthcare, though we recognise there are some pitfalls to be avoided. 

Benefits:

· Able to focus training for prison staff

· Building skills and experience of prison staff

· Increased ease of co-working between prison and mental health services

· Improved enablement with provision for groups / appointments on wing

· Building a team of peer supporters

· Consistency of approach 

Additional operational input will be required from HMPPS. It would be crucial that prison staff are supported in this area as potentially it will be challenging. There will need to be a close working and leadership structure in place to ensure both prison and healthcare are working together collaboratively.

There will also need to be a “step-up” factor to the unit. From data collated and historical knowledge, there are a percentage of patients requiring ‘gate sectioning’ at the point of their release date due to a lack of services and/or bed availability in the community. With the enhanced wrap around care and established Multi Professionals Complex Case Clinic (MPCCC) process, it’s hoped such patients will be identified at the earliest opportunity so safe and effective care can continue through the gate.  

The wing will operate on similar lines to a ‘standard’ wing with people being required to work / attend education or therapy groups. It will be easier to plan appropriate activities and gradually reintegrate people using this model. 

It will be advantageous to provide all staff working on the unit, including prison staff with mental health and personality disorder training, to enhance the joint working. It is thought that elements of the Secure Stairs approach utilised in HMYOI Werrington could be adopted providing the ability to have multi professional input. 

It is intended that the Targeted Care team will work in conjunction with the Mental Health planned care team to enable wrap around support. Though as previously discussed the ability to have a dedicated spur within a busy Category B prison may be a challenge.



A task and finish group with members from Practice Plus Group and Inclusion met over several weeks and agreed the Targeted Care Pathway below.





Physical Health 

From the data collection and a theoretical clinical review of individual cases, it is believed that 83% of those patients admitted to the inpatient unit for a physical health reason could have been nursed on normal location. 

From experience, it tends to be environmental issues that become a barrier when attempts are made to nurse patients on normal location, therefore partnership working is essential to get over the following barriers:

1. Access to patients 24 hours a day when needed

2. Cells that can accommodate hospital beds

3. Electrical capacity to facilitate equipment such as an airflow mattress 

4. Cells that have wheelchair access

5. The potential requirement to have oxygen cylinders in cell  

Arguably the above could come under the social care umbrella, but to ensure safe and effective nursing delivery these enabling challenges would need to be overcome.  

Traditional “in-patient” GP rounds would not be able to be facilitated when patients are located throughout the prison. Our proposal therefore is to enhance the current MPCCC process which is embedded within Hewell, incorporating the ‘virtual ward’ concept.  The ‘virtual ward’ concept is unique in that as well as discussing the patients’ medical issues, an enhanced MDT including social workers, nurses and therapists bring in wider issues and everything is discussed from medical needs and social care packages to equipment needed to enable care delivery.  A care coordinated approach is required when dealing with a multi-disciplinary service with patients who are located across the establishment.

 It often alleviates pressure on GPs who do not need to spend time liaising with social care services or trying to organize other services in short appointments. If confidentiality hurdles are overcome, it would be beneficial to have a member of the prison on the MDT.  Any problem set to impact on the health of the patient is then dealt with by the most appropriate member of the team. Practically patients will be referred into the virtual ward caseload within SystmOne and discussed weekly (could be more frequent if needed) at the Virtual ward round meeting. Outcomes from this will be clearly documented within SystmOne and clear care plans devised. Due to the enhanced levels of technology now seen in prisons following the covid-19 pandemic, professionals can now attend virtually. 

Palliative care:  Patients that are palliative care have previously been nursed within the existing inpatient unit with the enhanced support of their Local Hospice, Primrose. Dying well wherever you are and whatever your background or circumstances are fundamental aspects of human dignity. As part of a compassionate humane society, we need to do everything we can to make sure that people who are facing their last months, weeks and days of life receive the best possible palliative and end of life care. Those who care for them, including their peers, staff and others important to them are around them, equally deserve this consideration and support.

It remains a contentious position that anyone should experience a planned death in prison. However, for some individuals compassionate release to alternative premises in which they can end their life is either not possible or unwanted and therefore there is a requirement that those individuals who do have a planned death in a custodial setting experience the highest standards of care.

In the community close friends and family are key and central to the individuals care yet in the prison environment are often forgotten or their role misunderstood when planning end of life care. Also, the support for close ones is key to the holistic care of the individual. Many of the people in prisons who are coming to the end of their life have been in prison for a number of years and are surrounded by staff and fellow prisoners with whom they are comfortable. The staff may well have been a consistent presence in their lives during their period of custody and their peers are their friends and support.

It is for these reasons that the Dying Well in Custody Charter came into fruition. The Charter mirrors the Ambitions for Palliative and End of Life Care and provides a framework for establishments to act, help and support all staff who are involved in the care of an individual preparing to die, many of whom will not have experienced supporting an individual in their planned death. It is essential that the framework is embedded at HMP Hewell, joint partnership work will be needed to succeed.  

This framework provides a set of standards sitting underneath 6 statements of Ambition which place the individual at the centre of the care being planned and delivered.

The Ambitions and Standards in the Dying Well in Custody Charter ensure that care is coordinated across the establishment and supports all staff being able to achieve a level of competence and confidence in delivering professional care to these individuals with dignity and calm.

End of life care is enormously important for the individual being cared for as it is for their friends, families and carers. It is the last thing that can be done for a living person and it is critical that it is done well. This Dying Well in Custody Charter enables those involved in caring for individuals to manage this event with compassion, inclusivity and ensures that there is dignity in the death irrespective of their place of death.

The West Midlands region has demonstrated some excellent examples of patients being nursed within their cell at the end of their life, and have been commended during external reviews. Expertise, knowledge and skills can be drawn upon to assist clinicians at HMP Hewell to implement the Dying Well in Custody Charter. 

Social Care:

From reviewing the admission data, it is clear that there have been several examples where the patient had overlapping needs of health and social care. There would be no increase in care needs but there may be social care needs exposed that have previously been met arguably by healthcare workers in the inpatient unit.   Therefore new assessments and enhanced packages of care may be required, prison colleagues will need to ensure that this is communicated with Worcester County Council so that they understand the potential increase in referrals generated.   
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Introduction:

Following the recent temporary closure of the inpatient services at HMP Hewell, the Practice Plus Group have invited Inclusion services to develop and deliver in partnership an enhanced service to individuals who require targeted care due to an acute episode of mental ill health. 



The service will be provided in partnership with Practice Plus partners and our integrated mental health and substance misuse team as part of a 6-month pilot programme.



Intention

It is intended that individuals who would have been previously supported and treated within the inpatient unit will receive an enhanced service to meet targeted care needs in any location within the prison.  



This enhanced service should not be viewed as a like for like replacement for the previous in-patient service but an enhanced offering which will meet some of the requirement that the in-patient service used to meet.  What we are proposing is a very targeted resource with very specific activities which we believe will be beneficial to those patients with the highest acuity. 



Due to this being a pilot we are keen to use this as a mechanism for understanding if any additional needs are flagged and plans given to how these are met beyond the six-month pilot if identified.  



A previously submitted service delivery model by Inclusion/MPFT illustrate one proposal for meeting the needs previously met within HMP Hewell via the in-patient unit using a community urgent care intervention model as the basis for this team.  At this time this model is not achievable due to financial constraints hence our revised submission.



The Targeted Care service is anticipated to be delivered flexibly between 8am to 6pm, seven days per week.  



Targeted care criteria



· Individuals who are experiencing acute illness, significant risk to themselves or others and are currently not responsive to their treatment plan and require a targeted level of intervention. This may include psychosis, a severe depressive episode, mania or acute psychosis due to substance intoxication which impacts on an individual’s capacity, insight and ability to keep themselves and others safe. 



· Individuals who are under the care of the Mental Health Team.











Delivery Model

The Targeted Care Model will be provided by an additional staffing compliment comprising of Band 6 Nurses (RMN) and additional Psychiatry input. The model will be available 7 days a week flexibly between 8am – 6pm (75 total hours/week). 



This additional resource will provide:



2 x FTE Band 6 Nurses (RMN)

Cover will be split over the 7-day week with expected coverage to be 3 days of 2 x Nurses and 4 days of 1 x Nurse.



· To work alongside the care coordinator in planning and implementing care interventions to support recovery.

· To support enhanced provision face to face when safe to do so, as part of planned care by care coordinator to individuals on the Mental Health caseload.

· To review presentation and liaise with wing staff with regard to any concerns and care and risk plan accordingly.

· To liaise with the care coordinator and wider team in planning interventions to support occupation of time, ADL skills and further assessments.

· To liaise with the wider establishment in providing interventions to support the individual e.g. chaplaincy and listening services.

· To monitor medication concordance, side effects and efficacy.

· To provide information on medication and side effects to individuals and the wider multi-disciplinary team where applicable.

· To provide updates to the psychiatrist and to attend reviews where possible.

· To attend the MPCCC to provide updates to the core team and healthcare.

· To attend ACCT/constant watch reviews.

· To provide updates on mental state, functioning and risk to the receiving hospitals gate keepers/specialist commissioners.

· To facilitate visiting professionals' assessments. 

· To play an integral role in ensuring care plans are reflective of presentation/need and risk assessments are reviewed as required.

· Develop crisis plans with individual.

· To promote engagement.

· To liaise with primary care with regard to physical health monitoring and tests. 

· Risk management will be dynamic and fluid supporting with care delivery that maintains dignity.

· To advocate for the individual where required.











1 x PA of a Psychiatrist





· To engage with ACCT reviews and MDT meeting. 

· To provide targeted care assessments and reviews.

· To be contactable for targeted advice and consultation outside of visiting sessions.

· To liaise with receiving hospitals and gate keepers to expedited transfer.

· To support the step-down decision from targeted care.

· To engage with multi professional meetings, supporting and liaising with complex care pathways including MAPPA.

· To increase confidence and awareness of Mental Health and Wellbeing across the establishment.



Time frame 



Individuals being treated by the targeted care provision will typically receive enhanced support as clinical need dictates. We anticipate on average this will be for a period of up to 6 weeks albeit dependent upon need before being stepped down from targeted care. It is acknowledged that individuals waiting secure hospital transfer may require an extended period of support due to delays in secure hospital transfers over the recommended 28-day period. 



Targeted care exit criteria



Individuals who have received a period of support from the targeted care provision and are experiencing less intense and distressing symptoms and demonstrate an improved insight. This may also include individuals who have commenced with medication and are concordant. These individuals will have the ability to engage with interventions.



Targeted Service Provision Scope



· For those who have been assessed by the integrated Mental Health team.

· Individuals assessed as requiring Targeted support via the care coordinator.

· Referrals are received via the current single point of access. 

· To work collaboratively within the ACCT and constant watch process to identify those requiring observations and clinical constant watch. Provision of resourcing to undertake constant watch and observations will not be resources within this work.

· Capacity of the targeted support element of the service will be managed and determined by the Team Manager based on the presenting clinical need.

· This resource will be dedicated for Mental Health provision working in collaboration with the Primary Care Team to meet the holistic needs of the patient.



Desired Benefits of Targeted Care Service



To support a Targeted care provision to those with high acuity and provide enhanced care packages to support early intervention and thus improve recovery time scales.



Beyond the six-month pilot to understand the need met by the enhanced model and also any unmet need to inform longer term arrangements for supporting those experiencing acute illness. 



To enable the service to deliver appropriate quality care with the assurance that a targeted care provision is in place to manage those with acute mental ill health and high risk.



To provide a robust mechanism in managing risk collaboratively.



To have a targeted provision of care that is supervised and coordinated by the core mental health team.



Clinical Outcome measures

We will use the Clinical Outcome Measures as defined in the Service Specification – Integrated Mental Health Service for Prisons in England (2019). We will closely monitor the transfer speed to hospital and the impact this has on the establishment.



Additionally, this will be supported by the Service User feedback questionnaire.



Auditing



· Identify the accountable Practice Plus Lead for the pilot alongside a nominated lead for MPFT.

· Impact of the delivery on hospital transfers 

· Identify and jointly agree the pilot measurements. 

· Develop a specific risk register for the pilot.

· Incident report gaps in service provision (systemic unmet need reporting).

· Review service outcomes monthly through a minuted meeting. 



Review and Evaluation

There will be a mid-point evaluation undertaken (due February 2021) alongside monthly Partnership meetings to ensure effectiveness of the targeted work.



A formal review will be undertaken post the completion of the pilot.
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