	Part 1 (Open to the public)
	ITEM NO. 




REPORT OF THE LEAD MEMBER FOR LEAD MEMBER FOR ADULT SOCIAL SERVICES 



TO THE CABINET MEETING


ON 25TH FEBRUARY, 2007


TITLE : Section 31 Agreement, intermediate care  


RECOMMENDATIONS :

The Cabinet is asked to approve this agreement, which will become effective from 1st April 2007.


EXECUTIVE SUMMARY :

The City Council, the PCT Board and other health partners are committed to working together to improve the heath and well-being of Salford people. There are numerous examples of partnership arrangements where health and social care have been integrated, including the use of the partnership arrangements under Section 31 of the Health Act, 1999, which allows the pooling of resources between the health service and local authorities in order to achieve more integrated and efficient services.

Intermediate care is a key service area for older people who need intensive support in order to maintain their independence, either as an alternative to going into hospital or long-term care, or to assist recovery after a period of significant illness and an admission to hospital. It has crucial strategic importance in maintaining the correct balance between hospital based and community based services.

During the last year, there have intensive discussions involving all key partners in the commissioning and the delivery of intermediate care and the attached agreement is the culmination of that work.


BACKGROUND DOCUMENTS :

(Available for public inspection)

White Paper: Our Care, Our Health, Our Say 


ASSESSMENT OF RISK:

Low

	


SOURCE OF FUNDING:

Pooled budgets with PCT

	


COMMENTS OF THE STRATEGIC DIRECTOR OF CUSTOMER AND SUPPORT SERVICES (or his representative):

1. LEGAL IMPLICATIONS




Provided by :No. Recommendation is using Health Act, 2000, which has been used for pooling resources with the PCT in other service areas

2. FINANCIAL IMPLICATIONS



Provided by :Yes

3. ICT STEERING GROUP IMPLICATIONS


Provided by:Not applicable

PROPERTY (if applicable):

Not applicable

HUMAN RESOURCES (if applicable):

Not applicable

	


CONTACT OFFICER :

Tom McDonald


WARD(S) TO WHICH REPORT RELATE(S):

ALL WARDS


KEY COUNCIL POLICIES:

Health; 


DETAILS (Continued Overleaf)

Salford Partnership Board for Older People - Partnership Agreement for the commissioning and provision of Intermediate Services (Section 31)

· Parties to the Agreement

The Salford Partnership Board for Older People commissioned and subsequently approved this Agreement for the management and provision of Intermediate Services across Salford.

Partners in the Agreement are:

· Bolton, Salford and Trafford Mental Health NHS Trust.

· Salford City Council, Community Health and Social Care Directorate.

· Salford City Council, Community Housing Directorate.

· Salford Primary Care Trust.

· Salford Royal Hospitals NHS Trust.

Signatures:

Beverley Humphries, Chief Executive, Bolton, Salford and Trafford Mental Health NHS Trust

Mike Burrows, Chief Executive, Salford Primary Care Trust

David Dalton, Chief Executive, Salford Royal Foundation NHS Trust

Bob Osborne, Deputy Director, Salford City Council Housing Directorate

Anne Williams, Strategic Director, Salford City Council Community Health and Social Care Directorate

Date of Agreement:

Salford Intermediate Services

Service coverage

This Agreement covers services within the definition of intermediate care where either the PCT or the local authority has a statutory responsibility, for either residents of Salford or people on Salford GP lists (in the expectation that any necessary additional charging mechanisms for people using the service but not the responsibility of Salford PCT or Salford City Council should also be put in place).  The intermediate services covered by the Agreement will be provided in a range of settings, including peoples own homes, and provide for a:

· Time-limited intervention;

· Responding to episodes of need;

· Within a rehabilitative culture and designed to prevent untimely hospitalisation or entry to long-term care.

The services included in the arrangement are contained in the following table.  More detail about these services is contained in Appendix 1.  

	Service
	Budget

	
	PCT

	CHSC

	Rapid response

	726,450
	37,000

	Transfer of care liaison team
	253,679

	37,000

	Supported discharge team
	681,407
	

	Community rehab team
	
	

	The Limes – 9 IC beds and 4 assessment beds
	190,000
	356,000

	SHIFT (Transfer of care ward
) 
	167,000

	

	Transitional beds
	
	

	Swinton Hall – 18 step-down beds
	513,000
	

	Independent Sector – 29 beds @ Hartley Green
	480,000

	

	COPD (CAST) team
	102,276
	

	Intensive home support service

	
	2,633,000

	Furnished tenancies
	
	18,000

	TOTAL
	3,113,812
	3,081,000

	BST badged clinician
	SLA with BSTMH

	Salaried GP (1 wte) & Clinical Director
	SLA with PCT

	Community geriatrician (2 sessions)
	SLA with SRFT


Service Level Agreements do not fall within the management responsibility of the Section 31 service but do represent ‘access rights’ to the level of resource and for the functions described in Appendix 4. 

Future developments or inclusions in the Agreement

Partners recognise that the agreement will need to be reviewed regularly to ensure that  the commissioning, funding, management and delivery of Intermediate Services is robust and takes account of new policy and practice opportunities.  Whilst the agreement builds on existing joint work in this service area, partners accept the need for an ongoing development plan to support the implementation of the agreement to ensure that outstanding or emerging issues are addressed.

In the first full year of operation, partners will identify arrangements to;

· Further develop service, functional and inter-professional governance issues, including identifying the pathways and the approach to risk assessment;

· Agree the competency framework for the whole system including integrating current work;

· Further develop any performance monitoring and information sharing necessary to effectively manage the service;

· Work with Housing to identify the role and contribution of housing services and capacity that can be effectively included or linked with the  intermediate service;

· Identify and clarify the role of the specialist mental health resource in Intermediate Services in line with the implementation of the recent review of these services;

· Ensure agreements are in place to secure the ongoing provision of appropriate diagnostic capacity to the intermediate service.

· Support the achievement of the acute hospital capacity plan which is predicated on the need to have access to available and appropriate intermediate and transitional care services, in the context of the White Paper “Our health, our care, our say” and practice-based commissioning.

· Develop appropriate contractual arrangements including the exploration of tariffs that incentivise the performance of the service leading to continuous improvement.

· At the end of the first full year of operation a full review will be undertaken of the service

Commissioner and Provider functions

This agreement recognises the distinction between the commissioning of intermediate care services and the delivery of those services and, in doing so, recognises the consequent different responsibilities and accountabilities. Therefore, it is agreed that the local authority will take lead responsibility for the commissioning of the service and the PCT for delivery of the service.  In agreeing these respective lead responsibilities, there is acknowledgement that there are both commissioning and delivery responsibilities within each organisation.

The key responsibilities of the lead commissioner will be to ensure that there is a commissioning strategy and that a contract is in place for the delivery of the service. The lead commissioner will carry out these responsibilities on behalf of the Older People’s Partnership Board and will provide regular reports to the Board on performance and contract monitoring.
The expectation of the lead agency for delivery is to ensure that appropriate arrangements are in place to optimise the ability of the service to deliver the outcomes as defined in the commissioning strategy and its core objectives as identified in the agreement. This will include responsibility for the management of all staff working in the service, including the Head of Service, and responsibility for managing the budget and meeting the agreed performance indicators. Other partners will ensure that there is appropriate support for the lead delivery agency in carrying out these functions and, in particular, partners will assist the Head of Service in ensuring that there is access to appropriate support to enable professional development of all staff through a named person in each partner organisation.  

In agreeing these arrangements at this time, the partners are aware that there may be further changes necessary in the future in order to meet the challenges and opportunities presented by the White Paper, “Our Health, our care, our say” and practice based commissioning.  Therefore, all partners agree that these arrangements will be kept under review. 

Management arrangements

The lead organisation for delivery will also provide managerial and supervisory arrangements for the Head of Intermediate Services, which will be a single appointment heading the overall service.  Details of the management structure below the Head of Service will be agreed by partners, working with the Head of Service. In developing the managerial and operational arrangements, all partners are committed to ensuring an effective interface with existing services and other emerging, joint services.  

Partners expect the Head of Intermediate Services to ensure there is:

· Leadership and accountability through clear operational management arrangements;

· A performance managed service, enabling access to an agreed level of service;

· A high quality user, patient and carer experience.

· Delivery of the outcomes specified in the Intermediate Care Commissioning Specification (see Appendix 2);

· The ongoing modernisation of the service as appropriate;

· An effectice system of clinical governance in place 

· A well managed workforce which is characterised by arrangements to:

· Recruit and retain an effective workforce through an efficient HR framework including training and attendance management;

· Provide effective supervision and clear reporting arrangements;

· Harness and optimises the contribution of the professionals within the service by offering opportunities for personal and professional development;

· Management of Health and Safety issues.

Whist the Agreement confirms the creation of a single management structure it is not intended to change the individual terms and conditions of staff, although reporting and supervisory arrangements will be streamlined and the Head of Intermediate Services will provide operational management to staff within the service.

No member of staff will be expected to directly report to more than one manager.  The expectation is that these management structures, supplemented by appropriate professional development support, will be the channel through which problems including those relating to individual staff performance will be handled.  In those instances where performance still remains a concern after remedial action has been taken through the management line then the matter will be discussed with and resolved by the employing agency.  By entering into the Agreement partners accept that The Head of Intermediate Services assumes responsibility for deploying staff in order to deliver the specified requirements of the service.  Partners will not therefore be able to “repatriate” staff at times of pressure or shortages elsewhere except in exceptional circumstances through discussion with the Head of Intermediate Services.  Similarly, the intermediate services will be required to manage their own staffing pressures as far as is practical.

As part of the service development agenda, the future workforce requirements will be discussed and agreed and this may have implications for new appointments and any new posts identified.

· The Agreement

Period

The Agreement will be in place from 1st April 2007. The Agreement will be subject to annual reviews with regard to:

· Changes to the range, quantity and nature of the services included within the service;

· Commissioning and delivery arrangements that may need to be considered in the light of changes in national policy and local operational arrangements;

· Performance against expected targets and anticipated impact across the system.

Flexibilities being used

Strategic Commissioning decisions regarding the service will be made by the Older People’s Partnership Board.  This Agreement uses the following flexibilities:

1. Pooled fund between partners.

2. Integrated provision through the designation of a lead agency for delivery.

3. Lead Commissioning within the framework of the Agreement and directed by the overall strategic commissioning decisions made by the Partnership Board.

Statutory Provisions

All partners have established the agreement based on the provisions set out in Sections 26, 27, 29, 30 and 31 of the Health Act 1999, and in accordance with the requirements of the NHS Bodies and Local Authorities Partnership Agreements Regulations 2000 Statutory Instrument No. 617.

The partners have jointly consulted all parties which they feel could be affected by these arrangements in accordance with paragraph 4 (2) of the Regulations.
Consultation process

This Agreement has been developed following a wide ranging ‘consultation’ process with local stakeholders including several ‘focus group’ discussions with service users, citizens, senior managers and practitioners in the service and a broad-based stakeholder workshop in December 2005.  The process has been over-seen by a Steering Group with representatives from each of the interested parties.  It has reported progress in the development of the Agreement to the Older People’s Partnership Board.

Pooled commissioning budget

A single pooled budget will be created by the partners on the date this agreement comes into force.

The pooled budget will be utilised solely for the purposes associated with commissioning the services set out in Appendix 1.

The Head of Service will manage the service that will be established under a contract let by the Older People’s Partnership Board and managed by the local authority, as the lead agency for commissioning. 

The pooled budget will be operated in accordance with the Standing Orders, Financial Regulations and Scheme of Delegation laid down by the Salford City Council, as the lead commissioner.

The costs associated with provision of the services is as at section 2.1 (with more detail in Appendix 1).  Any additional types of costs must be agreed by all parties.

The operation of the pool budget will be subject to internal audit reviews as determined by the audit and risk management team of the City Council.

The City Council will prepare accounts for the Partnership’s pool budget by the agreed date each year.  The accounts will be subject to review by the external auditor of the City Council regardless of which partner instigated the transactions.   

The partners agree to ensure that all information needed to effectively attract and utilise resources will be made available to the Head of Service.  Any dispute over the appropriateness of information will be resolved by the Partnership Board.

Governance arrangements 

The responsibilities of each part of the structure are as follows:

· The Older People’s Partnership Board will be responsible for the overall commissioning strategy and the review of performance;

· The local authority, as the lead commissioner, would be responsible, through the Joint Executive Commissioning Forum, for ensuring the detail of the agreement is adhered to and the development agenda, performance expectations etc are considered on a regular basis;

· The PCT, as lead delivery partner, will undertake responsibilities as laid out in section 2.3 of this Agreement;

· The PCT will be accountable for ensuring that robust clinical governance processes underpin all services within the agreement.
Throughout this process it is envisaged that there will be, as far as is possible, a single business planning and performance process and framework.

Disputes

In the event of any major dispute arising it will be referred to the Older People’s Partnership Board in an attempt to resolve it.  If that fails all partners will refer the matter to an independent party to be agreed jointly by the Chief Executives of the partners to this agreement.

Termination

The Agreement can be terminated only on 31st March with a minimum of 12 months notice unless a shorter period is agreed by all parties.

· Values, objectives and performance expectations

Values underpinning the agreement

The Agreement has been developed on the basis that the following set of values will be upheld within the service:

· To encourage innovative and service user focussed services designed through pooled resources to increase operational flexibility, and which reflect service user’s cross-boundary needs rather than the constraints of funding located in different silo’s;

· To facilitate integrated decision making through the bringing together of resources that reflect the breadth of needs that service users have;

· To strengthen partnerships through the pooled arrangements;

· To improve understanding across services as to the purpose to which funds are put in service delivery and hence to minimise duplication and achieve shared outcomes.

· To maximise the effectiveness and impact of resources in order to deliver the highest quality patient and user experience.

Objectives for the Agreement

The objectives for the Agreement have been agreed as:

· To clarify and protect the current investment levels, building understanding of deficits and gaps in current profiles;

· To ensure that there is an adequate, accessible and balanced service capacity in hospital, intermediate/transitional care, primary care, home care and long term care settings.   

· To make visible the level of expenditure committed to this range of provision with similar functions in order to facilitate the development of a service specification and performance and outcomes framework;

· To provide a ‘futures’ basis for workforce planning, appropriate skills mix and flexibility in recruitment to reflect need;

· To provide the basis for rationalising and formalising management arrangements for inclusion in the agreement, enabling a pro-active approach to resource utilisation, value for money, including, where appropriate, harmonisation of HR processes;

· To provide an identity for a range of services with similar functions with appropriate infrastructure support;

· To enable the development of a governance approach to inter-professional, multi-functional working.

· To provide a framework for continuous improvement in service and, most importantly, for improved outcomes and experiences by patients, users and their families.

Through these objectives it is expected that local partners will be in a better position to:

· Build up community capability and capacity to ensure robust responses to need that can be met in community settings as opposed to hospitalisation; this range of functions and services are part of mainstream community capacity integrated through effective management and processes with primary and community healthcare;

· Understand the interdependence that the availability of service provision in one setting has upon another and thereby enable the most effective and efficient provision of care.  
· To develop ways of working in the intermediate tier that compliments and dovetails with emerging models of active case management and integrated health and social teams.

· Promote the development of an appropriate range of health, social care and housing services which emphasise support at home in line with the objectives of the well-being strategy;

· Further the continuing debate about the relationships of mental/physical ill health in older people and its implications for the integration of other service elements;

· Integrate the provision of housing and appropriate support functions to maintain people in the community.

Performance expectations

Partners are committed to improving the productivity and efficient use of all facilities and capacity - as this directly relates to the agreed capacity plan and size of the hospital.  This includes ensuring access from the hospital to an agreed level of appropriate and effective intermediate/transitional care services and ensuring effective and timely assessment and transfer arrangements from hospital when patients are medically stable.

The Intermediate Service currently uses its own module of the hospital EPR system to log all referrals to the service.  This is a rich source of data from which key performance data can be derived.  In addition, however, the service uses the comwise system to log activity for community health staff groups (not patient specific but required for PCT performance reporting) and accesses CareFirst for cases where social workers are involved and ISIS when mental health or psychology input is required.

In recent years ensuring consistency of reporting has proved a challenge with limited resource and changing expectations.  Partners now wish to move towards an increasingly integrated performance framework that reflects the range of services now envisaged within this Agreement.  A baseline of activity and performance is therefore being identified from which future performance expectations can be agreed between partners prior to the formal start date for the new arrangements.

New systems and practices will need to be introduced and managed.  The “system” will need to “pull” patients out of hospital into intermediate care services.  Patients in hospital will need to be assessed sooner and transfers organised at the time when a patient is medically stable.  Current assessments, rehabilitation and preparation for  transfer, as appropriate, will need to be undertaken in future in an intermediate/transitional care setting, after transfer from hospital takes place, rather than in hospital as currently occurs. 

It will need to be recognised within the new service that different levels of information and reporting will be required, namely:

· Statutory performance expectations will still need to be reported;

· A joint agreement for a performance framework reflecting key priorities within a relatively stable set of service performance expectations and reporting needs to be developed.  The basis of this is set out in Appendix 3.

· The capacity within the service, or through an SLA with an appropriate Information Services provider, needs to be identified to enable interrogation of data sources for more ad hoc or operational performance questions.

The development of shared information systems that support these requirements, as well as delivering on the performance and activity reporting systems themselves, has been identified as one of the ongoing development tasks.  

Partners are however clear that they need a shared outcomes framework together with agreed capacity efficiency indicators and are committed to using these as the basis for refining their joint performance framework.  Partners are committed to improving outcomes for older people and their carers through the delivery of intermediate services which:

· Promote independence, wellbeing and social inclusion;

· Offer an informed choice in how and where care is delivered;

· Reduce duplication in assessment and information collection;

· Operate within an explicit shared risk framework;

· Provide person centred care through joined up packages of care;

· Reduce delays in transfers of care by instituting safe and timely discharge arrangements;

· Prevent unnecessary admissions to hospital by offering appropriate crisis support and easier access to diagnostic facilities;

· Reduce direct admissions to nursing and residential care;

· Do not stigmatise older people or their carers and are particularly sensitive to the needs of traditionally marginalised groups including older people with mental health needs and those from black and ethnic minority groups;

· Recognise the particular needs of carers and work with carers to continue their caring role when this is their wish;

· Provide value for money.

The integrated performance framework will need to ensure that Partners can assess how far they are delivering these outcomes for older people.  In addition Partners have a number of targets which are set nationally and to which intermediate services will contribute.  Data will be supplied where appropriate by the service in order that the assessment of progress against these national targets can be monitored.

The intermediate service performance assessment framework will bring together both quantitative and qualitative data and it will be a key role of the Head of Service to interrogate and analyse the data in order to assess the performance of the service.  In addition to any regular reporting to partner organisations there will be a formal six monthly performance report to be made to the Older Persons Partnership Board.  In addition a reference group of older people and their carers will be established in order to inform the further development of methods for collecting and analysing qualitative data and to work alongside the service to ensure that the service is user and carer centred.  The Head of Service will link into the Well-being Strategy implementation process to access the views of the service users and carers.  The service will randomly select referrals and support the Well-being Strategy group to ascertain service user views, which will be reported to Partnership Board. 

The service has its own dedicated performance information post who will facilitate effective performance monitoring, and in addition the PCT will provide support to the performance agenda as part of their hosting arrangements.  

The initial base-lining exercise and ongoing performance reporting will focus on three key areas:

· Outcomes for individuals;

· Efficient use of resources;

· Impact on the whole system.

The initial performance framework agreed by the parties to this agreement is attached as Appendix 3.  It is recognised that this will require further development led by the Head of Service but represents a baseline from which to work.

Further papers to support this Agreement follow as appendices:

1. Intermediate services included in the Agreement.

2. Commissioning Specification.

3. Performance Framework.

4. Service Level Agreements.

Appendix 1:  Intermediate services included in the Agreement

	Service name, current budget holder and management line
	Main purpose and focus of service
	Brief description of staff covered by budget in next column
	2005/06 pay budget

	Rapid response 

HOOP/ IC Manager

Team Leader 

Including IV Therapy Team


	To assess and implement treatment and support care packages for people in crisis to maintain people at home, prevent unnecessary admission to hospital/long term care.  Referrals from any health or social care professional.

To provide input/support to:

Falls Clinic, COPD Team at the weekend, The Limes, Short term I.V’s & Swinton Hall.

Will respond within 2 hours and can support a client for up to two weeks.
	Recharges to PCT from Social Services and SRFT.  From the 1st April 2005 therapy staff have been employed by the PCT.
	£655,149 plus £71,301 for IV team & £24,000 LA funding.

	Transfer of care liaison team

HOOP/ICS Manager

Team Leader
	To ensure a smooth and timely transfer of care.  To ensure effective use of acute beds, to encourage discharge planning on admission and appropriate referrals to enhance timely assessments.  To monitor delayed discharges and to work within the multi-disciplinary team across the acute and community trust, linking in with Social Services.  The team also co-ordinate Marie Curie /overnight sitting service and the Enteral Feeding service.  The team ‘case manages’ clients know to District Nurses through their hospital stay.
	1 Team Manager employed by the Acute Trust

6 Clinical Staff employed by PCT

2 A&C employed by PCT

2 Social Workers (vacancies at present)

Supported by AHP employed by PCT


	£253,679

This budget only covers 8 PCT staff and one overnight care worker plus £37,000 from LA

	Supported discharge team (formerly EPICS and Orthopaedic outreach) 
	Pro actively identify patients within SRFT to enable early supported discharge from hospital. Screen, assess and implement rehabilitation programmes for patients being discharged from SRFT and other outlying hospitals.

The Supported Discharge Team (when it was EPICS) supported the Pre-Op clinic and we believe they have been asked to do this role again.
	Recharges to PCT from Social Services and SRFT employed physio’s and OT’s including rotational OT and Physio Recharges for Psychology, dietetics, SALT.  

Lyn Jones budget lines identify 1 Grade B Psychologist, 5.2 Grade A Psychologist, 2 asst Psychologist & 1.8 A&C = £341,379 (part of opposite?)
	£681,407

	Community rehab team (formerly EPICS and Domiciliary Physio)

HOOP/ ICS Manager

Team Leader
	To screen, assess and implement rehabilitation programmes for patients within their own home (including residential and nursing homes) to enable and maintain individuals within their own environment.  Thus preventing premature admission to long term care.  Can support for up to 12 weeks.
	Recharges to PCT from Social Services and SRFT employed physios and OTs including rotational OT and Physio Recharges for Psychology, dietetics, SALT.

1 F/T social worker
	Included in above figure

	The Limes (LA)

HOOPS/  ICS Manager, 
	13 IC beds within a 30 bedded residential unit.

To screen, assess and implement rehabilitation programmes for patients requiring a supportive environment within a residential setting (must be medically stable).  To provide assessments, to determine future needs for individuals.  Provide respite care.

Can have a length of stay of up to 6 weeks.  Medical support provided if necessary from salaried GP or contracted General Practice.
	Recharges to PCT from Social Services and SRFT employed physios and OTs including rotational OT and Physio Recharges for Psychology, dietetics, SALT.

Social services residential care and support staff.

The Limes is Supported by Rapid Response nurses

1 F/T social worker
	The Limes £190k each PCT and LA plus £174k LA funding for the assessment beds = £554k

	Transitional beds

Asst Director(CHSC)
	To provide access to short term care beds for people awaiting a finial care plan – either care within their own home or a care.
	Funded by CHSC
	To be confirmed

	SHIFT development monies.
	The use of this money will enhance the intermediate service with a view to reduce and eliminate the need for the Acute Transitional Care Ward.
	SHIFT development money.
	£167,000 yr 1

£100,000 yr 2

	IC NH beds (Swinton Hall – 18 beds)

HOOP/ICS Manager


	18 bedded step down unit for IC.  Patient’s who are medically stable who require a nursing home environment, with clear defined goals and treatment plan including rehabilitation and discharge (typically 2-3 weeks).  These patients are in for a defined period.  Can be an alternative or a step down from hospital.  Medical support from salaried GP or contracted General Practice.
	PCT SLA for bed contract


	£513k

	Independent sector 29 beds @ Hartley Green
	Additional staff budget being negotiated.
	
	£480,000

	COPD (CAST)

HOOP/IC Manager


	To reduce length of stay for COPD patients, who have been admitted to Salford Royal.  The team receive referrals and case find patients who are in the EAU/A&E to prevent unnecessary hospital admission.  They provide follow up care at home.  They link closely with RR/TOCLT and the Evening District Nursing Service
	1 band 7 nurse

1 band 6 nurse

1 band 6 physiotherapist
	£102,276

	Intensive Home Support Service (CHSC)

Asst Director (CHSC)

Principal Manager (Older people)

Team manager (Janet Senior )
	To provide  short term support (up to 6 weeks ) to encourage people to regain their skills and their confidence with a view to  enabling them  to remain at home.

We also work with Service users to determine their longer term home care needs and how they can be appropriately met.
	5 managers

11 Senior Home carers 

 Home support staff (c120)

2 P/T social workers 
	£2,633,000

	MH resources associated with IC – badged clinician.
	To provide appropriate response and links with Mental Health services to support these needs amongst Intermediate Service clients.
	To be covered by SLA
	

	Furnished Tenancies (Housing)
	Four flats for emergency short term placement.
	Supported by the intensive Home Support Service.
	£18,000

	Salaried GP (1wte)
	To support the Intermediate Services on a sessional basis as required.
	To be covered by SLA
	

	Community Geriatrician
	To support the Intermediate Services on a sessional basis as required.
	To be covered by SLA
	


Appendix 2:  Commissioning Specification

Commissioning Service Specification for Intermediate SERVICES

Main Service area: Unscheduled and Long term Condition Management

1
Introduction

1.1 The Audit Commission concluded in 1997 that there was too little investment in preventative and rehabilitation services, leading to unplanned admissions of older people to hospital and, in turn, premature admissions to residential care. They recommended breaking into this vicious circle through investment in prevention and rehabilitation. 

1.2 The National Bed Inquiry found that significant numbers of older people stayed in acute hospital bed longer than was necessary or desirable and demonstrated overwhelming support for ‘care closer to home’.

1.3 “The Way to Go Home” (Audit Commission) outlined the need to develop a range of rehabilitation services across the whole system to help people regain optimum levels of independence and to return home.

1.4 Intermediate Care guidance was issued in 2001 to develop a new range of acute and rehabilitation services to bridge the gap between hospital and primary care as outlined in the NHS Plan.

1.5 The SHIFT Programme has been developed to include a hospital PFI redevelopment which has been sized in terms of required hospital beds on the basis of an adequate and accessible intermediate/transitional care service at an agreed capacity level.

1.6 Intermediate care, whilst a service for all adults, is primarily a service for older people, with the majority of admissions being of people over 75 and more than half of people over 85.
 The NSF for older people recognised intermediate care as a key service for older people.

1.7 In Salford, as with the rest of country, intermediate care has developed over several years, responding to emerging challenges and initiatives. This paper is an attempt to step back and articulate:

· What is intermediate care and the different service elements within it. 

· How does it interface with the wider system of health and social care?

· What are the outcomes that we expect?

· What is the future direction of intermediate care services?

1.7 
This paper does not address commissioning of intermediate care services for people with severe mental health problems. That is being addressed as part of the response to the recent review of mental health services for older people. 

2
Context

2.1 
There are a number of developments taking place which will impact upon the future development and service model for intermediate care:

· The roll-out of Practice Based Commissioning (PBC), which will transfer resources, over time, to enable primary care to commission services on behalf of patients.

· The White Paper, Our health, our care, our say,  which widens opportunity for people to access Direct Payments for their social care and promotes further integration of health and social care services.  In Salford, we are committed to service integration and are already embarked upon the establishment of integrated health and social care teams who will primarily serve the needs of older people.

· The agreed capacity requirements of the acute hospital is predicated on an assessed capacity of intermediate/transitional care services being available.  

· The foundation status of Salford Royal Hospital Trust (SRFT).

· The desire of Government to see more services moved from hospital to more community based settings, - “pull services out of acute hospitals and into the community” - as only recently articulated by the Secretary of State for Health.

2.2 Commissioning plans for the future of intermediate care must, as far as possible, anticipate the effect of these changes. 

3
What is intermediate care?

3.1 The aim of intermediate care is to provide integrated services to promote faster recovery from illness, prevent acute hospital admissions, support timely discharge and maximise independent living.

3.2 The NSF standard for intermediate care is:


Older people will have access to a range of new intermediate care services at home or in designated settings, to promote their independence by providing enhanced services from the NHS and Councils to prevent unnecessary hospital admission and effective rehabilitation services to enable early discharge from hospital and to prevent premature or unnecessary admission to long-term residential care. 

It should focus on three key points in the pathway of care:

· responding to or averting a crisis

· active rehabilitation following acute hospital stay

· where long term care is being considered.

3.3 Thus, intermediate care is a range of services that bridge the gap between primary and hospital care. In order to develop thinking further, therefore, it is helpful to think of intermediate care services within the wider context of an intermediate tier. Intermediate care is not necessarily a standard set of services but can be any service that achieves the aims of intermediate care.

4 
Intermediate care as part of a bigger system

4.1
In effect Intermediate Care is a function of services within a wider system. The inter-dependency with other elements in that system needs to be established if Intermediate Care is to be successful. Thus intermediate care should form an integrated part of a seamless continuum of services linking health promotion, preventative services, primary care, community health services, social care, support for carers and acute hospital care. 

4.2
As services develop, for example, as integrated health and social care teams roll out in the City, they will have the same overriding goals as intermediate care - maximising independence and preventing admissions to acute hospital or residential care – and it will be necessary to constantly monitor evolving and changing roles and functions in order to ensure that we are providing efficient services and achieving the best outcomes for users, patients and carers.

5 
The outcomes of intermediate care 

5.1 The PCT and Social Services, as co-commissioners, must be clear about the purpose of Intermediate Care and the outcomes sought.  It is important to start from the position that Intermediate Care is not an extension to and alternative to Acute Hospital Care.  Although it is recognised that there is currently an extended/inappropriate use of the hospital’s beds when a patient is medically stable and capable of being transferred from hospital to an alternative setting for onward assessment and/or rehabilitation. Intermediate/transitional care services will enable patients to be safely transferred from hospital at an earlier time.  

5.2 We are now clearer about intermediate care’s long term impact on the individuals who access these services.  In evaluating impact on the users and carers of the new approaches to care, it is essential to use qualitative as well as quantitative analysis.  Dependency, quality of life and clinical outcomes are now beginning to be measured but these do not in themselves enable evaluation of outcomes for people.  Outcomes for people are much better understood from qualitative data and Intermediate care is still short of significant research in these areas.  Nonetheless, it is possible to describe some outcomes for intermediate care and because of its location as part of a whole system, outcomes that it would also share with other services.

5.3 Specific outcomes for intermediate care include:

· Provision of care at home to prevent admission to hospital or residential care, when it is safe to do so.

· Maximisation of independence after intensive therapeutic input, including an earlier transfer from hospital, enabling fewer hospital beds to be provided.

· Prevention of premature, long-term placement in residential care.

· Seamless working between professionals and confidence of secondary care managers and clinicians in alternative solutions to traditional approaches for post-acute care or avoidable admissions.

· Effective working relationships with the wider health and social care system to ensure appropriate level of ongoing support.

· Good user, patient and carer feedback on the quality of their experiences.

5.4 Other outcomes would be shared with other services:

· Enabling as many people as possible to live successfully at home.

· Access to services at home where they will meet need but also access to hospital care when that it is what is needed.

· A person-centred approach that offers choice and options and links with the wider citizenship agenda for older people, which recognises the right to privacy and to make one’s own decisions.

· Interventions that are perceived by older people and their carers as beneficial, within a service which seeks to record those perceptions systematically and to learn from them.

· Good inter-professional and multi-disciplinary working based on increasingly sophisticated understanding of complementary professions and the unique skills of its members in supporting the healthcare and well being of individuals

· Culture and practice change through greater user engagement and more holistic views of need and response

· Support that recognises the community and support networks of an individual and that works with these in order to effect successful rehabilitation.

· Preparing for the new plural and contestable market for the provision of Community based services. Changing the terminology of care management away from care and management to reflect a more service user led approach, and facilitated journey management through a complex system is what is required
. Both the Better Government for Older People work and Ian Philips, the National Director for Older People, expressed views which reinforce that the biggest challenge we face is complexity and the apparent lack of its management.

5.2 An Effective Intermediate Care Service needs, therefore,  

· Effective screening. Identification of appropriate service users, meeting pre-agreed thresholds for admission/ discharge to and from services with ability to acquire and analyse available information through a multi-disciplinary process.

· Appropriate assessment of individuals screened as appropriate for services to agree goals and objectives and a suitable care plan, based upon a single assessment process.  This will enable the transfer of the patient when they are medically stable eg assessment and rehabilitation processes should be undertaken sooner and out of the hospital setting.

· Allocation of appropriate services – either through direct placement into current PCT/Social Services capacity or commissioning from another provider.

· Review and “case management” through the intermediate tier (or a new role in co-ordination of care within an interdisciplinary team) to ensure goals are met and appropriate follow-on care arranged.

· Follow-through case management or co-ordination, supporting effective transition to longer term arrangements and ensure review of outcomes to feed back into service and process development. The Single Assessment Process will be in place and is key to the pathway effectiveness, with access to expertise to inform the most appropriate decision making at the best time to ensure the right care is commissioned in the right place at the right time.
· A consistent approach to evaluation of outcomes, with user/carer perceptions as central. There is an opportunity to build on learning from peer evaluation of user perceptions of intermediate care as Salford is currently actively involved in innovative research conducted by Glasgow University.
6
Salford Commissioning Framework

6.1 The PCT and LA/CHSC must identify the above service components and complete the capacity modelling for each strand of the service within the SHIFT service redesign process.  It is essential that the various workstreams in SHIFT begin to relate to a coherent model for the delivery of health and social care services across the City that identifies the connections and interdependence between services so that there is a comprehensive approach to meeting the needs of older people and not simply a range of initiatives.

6.2 It is critical that these services manage people’s lives and support their independence.  The key relationships are therefore with Family Health Services and community based nursing, therapy and social care.  At present these are best served by provision through the PCT and Social Services. 

6.3 The future holds the prospect of greater diversity for these services with more voluntary and independent providers and individuals and their carers identifying or even providing their own ‘package of care’ in this market.

6.4 As intermediate care develops as part of a whole system where different services interlink and impact upon each other, we will need to develop a more sophisticated approach to understanding those inter-relationships, the opportunity costs that derive from adopting one approach rather than another and the best ways to achieve the outcomes that patients, users and their carers would want. 

7
Description of what we want to achieve in Salford 

7.1 
The following describes the service components that we wish to achieve in Salford
7.2 
Managing Crises in the Community and at Home
An important element of admission avoidance would be early access to assessment and crisis support in the community. In Salford this is supported through:

· Rapid response community teams working extended hours who are able to access appropriate support for home care, urgent respite or hospital at home. 

· We also have disease specific community support teams; e.g. COPD and Home IV therapy services. 

· Access to General Practitioners with a Specialist Interest in Intermediate Care supports the access process to Intermediate Care and from the acute side.

Ongoing redesign of current day hospital services at Ladywell to increase access to diagnostic and specialist input will strengthen capacity to manage crises in the community and at home. 

7.3 
Managing Crises at the Hospital A&E Department
Early assessment of patients in Medical Admission Units or Accident & Emergency departments by rapid Response nurses or therapists. To identify patients clinically suitable for home care with community team support or specialist intermediate placement Intermediate Care rehabilitation facility.

7.4 
Managing Transfer of Care/Post-Acute Phase 

The key theme is a model of care with clear pathways to ensure early assessment and management of (mostly but not exclusively) older people on acute wards. This would involve streaming into the patient management pathways above as the acute episode is complete. 

The major change will be to organise the assessment earlier and to enable the transfer of patients from the hospital when they are medically stable rather than the current status of “safe to transfer”, concluded on the basis of medical stability together with various assessments of health and/or social care need and the availability of appropriate alternative provision.  The important principle would be timely access to intermediate care facilities in:

· Beds for assessment of ongoing health and social care needs

· ‘Step Down’ Recuperation beds; e.g. patients post MI or pneumonia where full functional recovery is anticipated. 

· Rehabilitation beds; e.g. post surgical hip fracture patient, or where mobility has improved but daily living skills need further occupational therapy support and future care needs require assessment.

· Transitional beds; e.g. patients where care home placement or package of care requires co-ordination and planning. {or further time needed to complete a full assessment}

· Home care; for patients with ongoing rehabilitation needs able to return home including by Palliative Care Team therapy services, nursing inputs

· Falls coordinator assessment pathway for recurrent Accident and Emergency attenders. 

· Carer support: to support carer in new situation, including support for carers own needs
7.5 Community equipment Services and housing based support

To create a supportive living environments.-Including the advancement in telecare and links to tele-medicine.

8
Local Capacity and Future Demand 

8.1 The present service capacity
 is:

	Service Component
	Capacity
	Entry Criteria
	Discharge Criteria

	Rapid Response Team
	Rapid Response endeavour to remain on Green status to enable prompt timely assessment.  

Would review caseload in an order to increase capacity on demand. 

	Client’s/Patient’s with an acute health/social care crisis in their own home or of any of the acute assessment units.  

To prevent unnecessary admission to hospital, residential or nursing care.

Referrals must have been by any qualified health or social care professional within the last 24 hours.

Response for assessment should be within a 2 hour period. 


	Will support for up to two weeks.

Refer to generic community services as appropriate on discharge.

	Swinton Hall rehab/ recovery
	18 beds in an Intermediate Care unit within a Nursing Home
	Patient’s/client’s with a mild acute illness, that may not be suitable for Rapid Response.

Will accept patient’s to prevent unnecessary hospital admission and facilitate early discharge from hospital.

Referrals as for Rapid Response.

Medical support from salaried G.Ps
	Will admit for up to 2-3 weeks with a projected discharge plan

	The Limes Intensive Rehab
	9 beds 
	Client’/patient’s who predominantly physical rehabilitation needs. 

Must be medically stable.

Medical support from salaried G.P.s

Nursing support from generic  District Nursing.

Referrals as for Rapid Response or by any member of the MDT
	Will admit for up to 6 weeks with a projected discharge plan

	Community Rehab
	16
	Client’s/patient’s with complex health needs in their own home following a referral from non-inpatient hospital location.

Referrals can also be made from any health or social care professional
	Will support for up to 12 weeks and discharge to generic community services if appropriate.

Will provide a maintenance plan on discharge.

Will extend support if necessary on individual assessment

	Supported Discharge
	16
	Client’s/patient’s with rehabilitation needs following discharge from an in-patient hospital location
	Up to 6 weeks will extend if necessary on individual assessment.

	Transfer of Care Liaison Team
	Multi-disciplinary service. 16
	In patient’s who have been identified as having nursing needs on transfer.

In patient’s who are known to the district nursing service.

In patient’s who require nursing equipment on transfer.

In patient’s who have complex health needs and interface with the wider mult-disciplinary team.

Patient’s clients who are considered a delayed discharge
	The team will keep patient’s on their case load during their hospital stay.

Will refer onto generic community services on discharge.



	CAST Team
	16

	Patient’s experiencing exacerbation of COPD.

Patient’s and carers agree to discharge with support from the team.

Patient’s must be able to maintain their safety.

Existing care package must be reinstated in preparation for discharge (or suitable package initiated)

Referrals from EMAU, L3a,Acute medical wards and ECDU.
	Discharge when stable and back to baseline refer to appropriate service if necessary on discharge.

	IV Therapy team
	16
	To prevent hospital admissions with acute infections. (Short term).

Chronic infections (Long term)
	Short term up to 7 days

Long term up to 6 weeks

	Intermediate home care service 
	16
	Short term support to enable people to regain their independence.
	Discharge up to 6 weeks when appropriate degree of independence achieved.


8.3
It is important to understand that the size of the SRFT has been determined on the basis of supplying available and accessible intermediate care capacity.  Further work is required to determine the future capacity need for intermediate care.   The most recent information, based on a point prevalence study at Salford Royal Hospital Trust two years ago, estimated that a further 75 beds and 78 beds equivalents would be required. This has not been reviewed to take into account changing and inter-related roles that will impact upon demand within a whole system.  This work needs to be undertaken urgently.

9
Performance management regime

9.1 It is important to construct a performance management regime which incentivises performance which will meet the objectives of the strategy.

9.2 At the present time, there is no single basket of indicators agreed collectively by the PCT, Social Services and SRFT which provides a whole data set to monitor performance across the whole economy.

9.3 A lot of information is collated but it is not routinely monitored or analysed to inform operational activity or commissioning plans.

9.4 Data is collated by the Local Authority which measures activity but which does not include PCT activity.  The PCT collates data from intermediate care services, which contribute to LDP targets on reducing emergency admissions and reducing the number of days spent in acute hospital, but does not collect and analyse systematically other data on intermediate care.

9.5  It is incumbent on the PCT and City Council as co-commissioners of these services to ensure we maximise the potential of the service.  This includes establishing methodologies for the following:

Cost Effectiveness: We must show the relative cost for the provision of Intermediate Care service components in a format that allows comparison with alternative approaches.  To date this comparison is unsophisticated and (for e.g.) includes assessing the cost of an intermediate care ‘stay’ compared to an acute stay.  It is important though to demonstrate effective and efficient use of facilities.

We are bound to the relative costs of these alternatives in our LDP planning processes but this equation must be expanded to show the longer term economic impact of the service compared to direct acute – then discharge options.  At this stage we are only able to estimate this impact but the commissioning framework must firm up the rigour of this.  A formulaic approach to this will estimate the number of averted or delayed residential or nursing home placements costed over an expected time 

We must cost the whole pathway to ensure we do not unduly increase the length of involvement.

· Service Efficiency: We must maximise the operating capacity of our existing and planned services. This entails agreement of vacancy rates for the ‘bed-based’ services and the establishment of meaningful lengths of stay for different conditions / situations. To make this work effectively we will have to devise bandings of  ‘stays’ adjusted to reflect: Clinical status of patient including age banding, co-morbidity indices, home social circumstances. This will give these services more chance to be assessed in a way comparable with acute provision (for which very sophisticated ‘iso-resource’ benchmarking indicators have been developed over the past 2 decades.

9.5 
For the home based services or rapid response team we need to be clear about expected capacity for each element of these services. We should be able to define contact and support periods and intensity levels for different cohorts of patients to build a performance assessment framework.


For patients in hospital at the post acute phase we need to develop arrangements which improve the speed of assessment and which enable the earlier transfer of patients when they are medical stable rather than the later stage of “safe for transfer”.

9.6
A major weakness of current arrangements is the lack of data that accurately measures both outputs and outcomes of the service. We must acknowledge that work is still needed in this area.  A project plan needs to be developed as soon as possible.

10 
Future developments

10.1
Intermediate care will remain a critical element in maximising independence and reducing unnecessary admissions to hospital and residential care and managing critical episodes in the community.

10.2 Additional capacity is being created with a further 28 beds being available in two new voluntary organisation homes from autumn 2006.  Further work needs to be done to identify the appropriate amount of therapy and social care input to support these additional places.  

10.3 A further review of intermediate care capacity needs to be undertaken to confirm the capacity required to enable there to be a balanced supply of out-of-hospital services consistent with the size of the Acute Hospital.

10.4 Further work is required to identify the additional amount of therapy input required in the service, which might include consideration of whether reconfiguration of services from the hospital to the community is required.

10.5 As services evolve, consideration needs to be given to whether certain aspects of service, e.g. rapid response, could be more effectively delivered as a city-wide service or devolved to localities.

10.6 A section 31 agreement to be completed by April 2007, will provide a sound basis for future joint planning and maximising the use of resources.

10.7 As a matter of urgency, a robust performance management system needs to be built into existing service operation.

10.8 Future capacity planning will require the impact of an extensive active case management approach and more integrated approaches to the management of long-term conditions to be taken into account.  Any system must work in active partnership with primary care teams.

10.9 A greater degree of integration with and access to mental health services in recognition of the prevalence of mental issues in later life and particularly among those people with long-term conditions.

10.10 Greater strategic consideration of the use of telecare to support the aims of intermediate care.

10.11 An ongoing training programme to ensure that the multi-disciplinary workforce have common core skills, including recognition of mental health needs.

10.12 A robust joint commissioning system to ensure that practice based commissioners are facilitated in giving due weight to meeting the needs of people growing older, in particular by support to locally based intermediate care services. 

10.13 Further exploration of diversity in provision at a local level and consideration of appropriate governance arrangements.

Appendix 3:  Framework for Performance Management

1
Summary

1.1 The integrated performance framework will ensure that Partners can assess how far they are delivering outcomes for people through effective and efficient services for partners.  In addition Partners have a number of targets which are set nationally and to which intermediate services will contribute.  Data will be supplied where appropriate by the service in order that the assessment of progress against these national, as well as locally agreed targets can be monitored.

1.2 The commissioner sets the performance framework and the Older People’s Partnership Board will monitor progress against the targets set.

1.3 The intermediate service performance assessment framework will bring together both quantitative and qualitative data and it will be a key role of the Head of Service to interrogate and analyse the data in order to assess the performance of the service.  

1.4 It is essential that effective performance management of the system is achieved in order to ensure that there is a balanced supply of capacity across the hospital, intermediate care, primary care, home care and long term care settings  In particular, the size and efficient use of the hospital is predicated on the availability and supply of adequate and appropriate intermediate care services.

1.5 Partners involved in the delivery of the services will ensure that there are appropriate arrangements for the routine monitoring together of the performance of the service and its impact upon the whole system. Six monthly performance reports will be made to the Older Persons Partnership Board In addition a reference group of older people and their carers will be established in order to inform the further development of methods for collecting and analysing qualitative data and to work alongside the service to ensure that the service is user and carer centred.

1.6 The Intermediate Head of Service will link into the Well-being Strategy implementation process to access the views of the service users and carers.  The service will randomly select referrals and support the Well-being Strategy group to ascertain service user views, which will be reported to Partnership Board.

1.5
The host agency needs to be able to provide support to the performance agenda as part of their hosting.  The initial base-lining exercise and ongoing performance reporting will be developed on the basis of the following indicators.  It is important to consider performance indicators for all partners within the agreement, to enable a “balanced score”’ approach to improvements in the management of patient flow: 

· Referral data;

· Movement through the system, use of step up/step down;

· Delays and reasons for these delays in entering the intermediate service;

· Delays and reasons for these delays in transfer of care from the Acute Trust 

· Occupancy and/or capacity utilisation across the service;

· Length of stay;  

· Destination on discharge;

· Re-referrals to IC;

· Delayed Discharge/sit rep for DOH;

· Response Times;

· Significant Events/Complaints;

· Re admissions to Intermediate Care;
1.6
The performance framework will also include data on the impact of the service on related services including:

· Long term care including residential, nursing home and continuing care placements;

· Domiciliary packages;

· Admission to hospital and Acute bed usage;

· Housing support services.
The way in which these are developed will be reflected in the performance expectations agreed between partners once the base-lining exercise has been completed.
2
Next steps

2.1 Describe what is the baseline for ‘performance and agree a target’ e.g.  

Referral Data

· Snap shot  data of total case load

· Total referrals accepted

· Measure % from Hospital and Community 

Bed/Case load Occupancy

· Measure total no of occupied bed days over month divide by the number of   admissions  over the same period, this will give an average of Length of Stay

· Measure the delays better or worse give reasons 

· Total no of people on waiting lists

PPI involvement

· Link into the Link age/well-being strategy reps and views

· Randomly select patients/carers send questionnaires, telephone interviews

· Link into each organisations PPI team for support and ethical issues

· Ensure regular audit cycle

2.2 Describe the 10/12 key performance indicators; what will be required to report back to the board.  Possibly have a couple floating or some exceptional reporting.

2.3
Suggested table for presentation (see over)

	Month/Quarterly 
	April 
	
	
	
	
	
	
	
	

	Referral Data
	Accepted
	Route acute 
	Route Community
	Sign-posted
	
	
	
	
	

	Efficiency
	Swinton Hall
	Hartley green
	The Limes
	Rapid Response
	Supported Discharge
	Community Rehab
	White Meadows
	CAST
	IV Therapy

	Total no of referrals
	
	
	
	
	
	
	
	
	

	Admissions
	
	
	
	
	
	
	
	
	

	Response times targets met
	
	
	
	
	
	
	
	
	

	Step up
	
	
	
	
	
	
	
	
	

	Step down
	
	
	
	
	
	
	
	
	

	Waiting lists (active)
	
	
	
	
	
	
	
	
	

	Waiting lists (inactive)
	
	
	
	
	
	
	
	
	

	Transfers/transport 
	
	
	
	
	
	
	
	
	

	Average Length of Stay
	
	
	
	
	
	
	
	
	

	Predicted Length of Stay
	
	
	
	
	
	
	
	
	

	Delays in Transfer
	
	
	
	
	
	
	
	
	

	Reasons for delays
	
	
	
	
	
	
	
	
	


	Outcomes
	
	
	
	
	
	
	
	
	

	Significant events
	
	
	
	
	
	
	
	
	

	Complaints
	
	
	
	
	
	
	
	
	

	Thank you’s
	
	
	
	
	
	
	
	
	

	PPI/ Audit

Questionnaires
	
	
	
	
	
	
	
	
	

	Destination on Discharge
	Nursing Care
	Residential Care
	Domiciliary Package
	 Re- admission to Acute
	Housing Support Service
	Out of Area
	Community Services
	Readmissions to IC
	Independent at home


	Impact on wider system
	Acute trust
	Social Service 
	Intermediate Care
	Occupational Therapy
	Physiotherapy
	Mental Health 
	
	
	

	Acute delays (medically stable) – bed days
	
	
	
	
	
	
	
	
	

	Sitrep (safe to transfer) – bed days
	
	
	
	
	
	
	
	
	

	Intermediate Care delays 
	Acute Trust
	Social Service
	Equipment
	Mental Health
	Out of Area Transfers/Health
	
	
	
	

	Bed days
	
	
	
	
	
	
	
	
	


Appendix 4:  Service Level Agreements for specialist input

Service Level Agreement with SRFT for access to the Consultant Geriatrician capacity

The Salford Royal Hospitals NHS Trust (SRFT) are in the process of recruiting a Geriatrician within whose work plan are four sessions for community work.  It is envisaged that these sessions will not be included in SRFT overheads and tariff costs to the PCT.

The Head of Intermediate Services will have a resource equivalent to 2 sessions of this Geriatricians time with which they will negotiate and agree specific input and support to the Intermediate Service.  The functions that this will provide include:

· Provision of rapid access to specialist opinion and diagnostics at the COTE day hospital;

· Provision of rapid access to phone advice;

· Provision of domiciliary visits as appropriate following clinical discussion;

· Provision of training within the Intermediate Care service.

SRFT will retain responsibility for the employment, clinical management and support for the Consultant Geriatrician and will not withdraw or unreasonably with-hold access to this function at any time within the 2 sessions being paid for.

Service Level Agreement with the PCT for general medical cover & Clinical Director role

1 General Medical Cover

Salford Primary Care Trust currently provides GP input and support to the Intermediate Service.  It is agreed that the Head of Intermediate Services will have a resource to negotiate the equivalent of two full time equivalent of this support.  (should be part of SLA not separate – Mike B)

The functions that this support will provide include:

Clinical duties:

· Day to day care including;

· Working as part of the nursing and therapy teams

· Initiation where necessary of appropriate clinical investigation

· Initiation where necessary of referral for specialist opinion

· Ongoing review of discharge plan

· Regular liaison with Consultant Geriatrician.

· Review and prescribing of medication (either new or repeat).

· In hours emergency care:

· Via practice emergency cover arrangements

· Out of Hours care:

· Via PCT OOH service

Non clinical management

· Regular liaison with management team

· Contribution to development of clinical policy and procedures; including

· Nutrition

· Tissue viability

· Cardiopulmonary resuscitation

· Infection control

· Cognitive and behavioural disturbance

· Continence

· Falls

· Rehabilitation

· End of life management 

The Primary Care Trust will retain responsibility for the provision, clinical management and support for the GP(s) supporting the Intermediate Service and will not withdraw or unreasonably withhold access to this function at any time within the capacity identified above.

· Clinical Director for Intermediate Care

The Clinical Director for Intermediate Care within the PCT (3 sessions suggest 1 commissioning session, 2 provision sessions) includes both commissioning and Clinical Director roles.  The Clinical Director role for Intermediate Care will provide the Head of Intermediate Services with the following:

· Clinical Governance;

· Partnership between SRFT and the Section 31 service;

· Clinical Service Development.

� Includes cross-charges to LA, details contained in Appendix 1.


� Including IV Therapy Team


� Includes a band 7 post from SRFT


� It is anticipated that the Section 31 service will lead to a reduction in the need for transitional beds in SRFT.  The SHIFT investment represents expected savings in tariff payments from this process.  Any closure or re-use of the current Transitional Care Ward will then be subject to SRFT internal decisions.  


� £167,000 in year 1 (2006/07) and £100,000 in year 2 (2007/08).


� A business case is being made to cover additional resources required for staffing.


� This service will also be accessed by the long term care teams and OPMH teams.


� This table reflects the full list of services included and has been cross-references with that in Appendix 3 to ensure it is comprehensive.  It therefore represents the ‘master’ list underpinning the Agreement.


� This specification has been reproduced here as being helpful as a basis for future strategic commissioning discussions.  Some elements have been superseded or enhanced by work undertaken to develop the Section 31 Agreement, including the list of services covered.


� Coming of Age: Audit Commission 1997.


� An evaluation of intermediate care services, Institute of Health Sciences and Public Health Research, Leeds University (2005)


� Speech by Patricia Hewitt to NHS Alliance, Harrogate, 11th November 2005


� NSF, Older People, Standard 3


� Nuffield Institute for Health: Developing the Intermediate Tier:


2004





� Material in this table has been used to supplement that in Appendix 1 of this Section 31 Agreement which now supersedes it as a description of service coverage.


� These services contribute to 78 bed equivalents, as agreed under the SHIFT programme.





