Appendix D – The Local Transforming Care Partnership

Young people and adults with a learning disability and/or autism who display behaviour that challenges, including those with a mental health condition, form an extremely diverse group.   Individuals with varying levels of learning disability can also have many different sensory or physical impairments and present quite different kinds of challenges.  To be more specific, the Humber Transforming Care Partnership addresses the needs of: people with autism spectrum disorders, mild or borderline learning disability who have been diagnosed as mentally unwell or with a personality disorder, people who enter the criminal justice system and people with a profound learning disability, epilepsy and other physical health problems who can self-harm or injure others. 

Behaviours which challenge are the product of individual and environmental factors interacting together.  Individual factors are the characteristics people bring with them, i.e. the severity of their learning disability, the presence of additional sensory or motor disabilities, mental health issues, autism, communication difficulties and their personal history of relationships and experiences.  Environmental factors are the characteristics of services – the number, training and experience of staff, how they work with the people they serve and with each other, the quality of the material environment, the opportunities it presents to the person, and the values and commitment of the provider.

Where individuals within the Transforming Care group are cared for in environments which do not respond well to their needs, challenging behaviour is likely to develop and then to remain for the person.  For many individuals who we consider to have complex needs, their experience of support has been inconsistent and inadequate in meeting their needs. They have histories of being rejected by services, multiple placements and hospital admissions further negatively compounding their behavioural and psychological requirements.

To enable successful development of services that are able to sustainably support people to live independently in the community with complex needs the Humber Transforming Care Partnership expect the following core values demonstrated by providers:
· Treat each person as an individual by offering a personalised service
· Empower people to build and  maintain confidence and positive self-esteem
· Support people with the same respect you would want for yourself or a member of your family
· Enable people to maintain the maximum possible level of independence, choice and control
· Listen and support people to express their needs and wants 
· The provider should adhere to the Dignity Standards by ensuring they adhere to best practice updates from www.dignityincare.org.uk and actively promote dignity.
· Dignity audits such as a self-assessment should be completed and best practice updates must be cascaded to all provider staff members. 
· Have zero tolerance for all forms of abuse 
· Respect people’s right  to privacy
· Ensure people feel able to complain without fear of retribution
· Engage with family members and informal carers as care partners
· Act to alleviate people’s loneliness and isolation.


General principles of care 

Safeguarding
The Humber Transforming Care Partnership sees the safety and security of all service users as a paramount concern and will not tolerate neglect or abuse. To fully comply with this priority Providers must develop their own Safeguarding policies and reporting procedures that align with Making Safeguarding Personal, and update the same with any subsequent local and national best practice recommendations. Subsequently, providers are required to develop, maintain and regularly update staff manuals/handbooks detailing safeguarding procedures (including all matters set out at Care Act Statutory Guidance 14.44 and 14.168), and ensure their dissemination amongst staff. 

Mental Capacity and Deprivation of Liberty Safeguards
The provider must take account of the Mental Capacity Act (2005) and its underpinning principles.   The Act provides the legal framework for acting and making decisions on behalf of individuals who lack the mental capacity to make particular decisions for themselves.  Everyone working with or caring for an adult who may lack capacity to make specific decisions must comply with this Act when making decisions or acting for that person, when the person lacks the capacity to make a particular decision for themselves.   This rule applies whether the decisions are life changing events or everyday matters.

Restraint
A policy on restraint must also be implemented and must be in line with the current Care Quality Commission Best Practice guidelines. 

Communication and Advocacy
To enable the service user to take a full role in managing their own care it is important that all efforts be made to ensure that they can communicate their needs and preferences effectively, and that there is clear communication between them that involves all people within their cycle of support.  Advocacy will be provided for people living within their own tenancy/property and within residential support settings. 

The voice of the person 
Advocacy or similar representation should be offered to everyone who needs it. The provider can request an advocate is allocated to work with an individual through the person’s care practitioner or Lead Professional. The use of the ‘Key Worker Role’ who could be a parent or carer (if the person wants this), will also help to make the planning and transition process more person focussed

Support is coordinated between services
The Transforming Care Partnership envisages all providers of health and social care to work together in the best interest of the individual.  Partner agencies will work together to co-ordinate care and problems solve to reduce and prevent crisis. There should be a shared understanding amongst professionals, the individual and their families about the roles of all of the people involved in the care plan
When individuals with additional needs require support from more than one agency or service a ‘Lead Professional’ should be nominated. This named person should have a duty to be accountable for information sharing with other agencies and a further duty and accountability for calling timely and responsive transitions meetings 

Information for people and their carers
The individual and their families should have access to information about the services available to help support them, such as work experience, further education options, travel, and housing 
There should be accessible information, which is inclusive of peoples’ personalised communication needs (such as, audio video, assistive technologies, board maker), for people and families that clearly shows what support they are entitled to in the transition period, how they can access it and that covers all options that are available to them

Clear Language
There should be a common and agreed frame of reference for language used within the transitions process

Equipment
Arrangements for the provision of necessary equipment must be organised by the support provider 


Multi-agency working arrangements
This multi-agency description is based on the notion that providers of all kinds, and the various statutory agencies involved in the Humber TCP, need to collaborate ‘in the field’, developing shared practices, rather than seeking to synchronise more formal things like organisational structures, policies and procedures or management.  

Below we set out our expectations and standards for what we mean by successful multi-agency working.  

Providers working together to provide care and support

Our most fundamental aim is to create a culture amongst a diverse range of provider organisations that is able to comprehensively support people with a high level of complex needs in a community setting, where some people have historical issues with the Ministry of Justice.  The success of multi-agency working, in this context, is when people receiving services, or their family members and advocates, communicate things like the ‘I’ statements[footnoteRef:1] below in relation to three subject areas:  [1:  Taken from ‘Making it Real for people with complex mental health problems TLAP August 2014.  ] 


· How I expect people to behave with me
· How I wish to be supported, and 
· What is important to me and how this is used in the decisions about my life

How I expect people to behave with me: 
· Staff  who support  me bring optimism to my care and treatment, so that I can be optimistic that care will be effective
· Professionals across all services listen to me and do not make assumptions about me. 
· Staff who support me are highly trained to understand complex learning disability and mental health conditions and able to help me as a whole person. 
· Staff support me to be involved in decisions at the right time. Staff respond flexibly and change the way they work as my needs change. 
· If I do not have capacity to make decisions about my care and treatment, any advance statements or decisions I have made will be respected. 
· Staff and providers take me seriously and trust my judgement when I say a crisis is approaching. This is so that I am supported to get help fast and efficiently. 
· As far as possible, people who see me in a crisis follow my wishes and any plan I have previously agreed. 
· As far as possible, I see the same staff members during a crisis. 
· I am supported to develop a plan for how I wish to be treated if I experience a crisis in future

How I wish to be supported:
· I can access support services without waiting for a medical referral. 
· I have rapid access, within a guaranteed time, to recognised talking therapies. 
· I have a choice of talking therapy so that I can find one appropriate to me. 
· When I need urgent help to avoid a crisis I, and people close to me, know who to contact at any time. 
· I am able to access a personal budget for my support needs on an equal basis to people with physical health problems: for example, to help my recovery or to stay well. 
· I am provided with peer support: contact with people with their own experience of mental health problems or learning disabilities, and of using mental health and or learning disability services. 
· Peer support is equally valued alongside professional and clinical support. 
· Peer support is available at any point in my fluctuating health – in a crisis, during recovery, and when I am managing being well. 
· I am confident that the services I may use have been designed in partnership with people who have relevant lived experience. 
· Wherever possible, there are people with their own experience of using services who are employed or otherwise used in the services that support me. 
· My mental and physical health needs are met together. 
· When I need medicines, their potential effects — including how they may react with each other — are assessed and explained. 
· Where I raise my physical health concerns, in any setting, they are taken seriously and acted on.
·  If I am in hospital, staff on the wards can help with my mental as well as physical health needs.
· If I raise complaints or concerns about a service these are taken seriously and acted upon, and I am told what has happened in response.

What’s important to me: 
· I feel safe. 
· I have a place I can call my home, not just ‘accommodation’. 
· I am not stigmatised by services and professionals as a result of my health symptoms or my cultural or ethnic background.
· I have support to help me access benefits, housing and other services I might need. 
· My strengths, skills and talents are recognised and valued. 
· I am treated as a person, not just according to my behaviour. My behaviour is seen in the light of communication and expression, not just as a clinical problem.
· My personal goals are recognised by support services. They understand the importance to me of having friends, meaningful activities and close relationships. 
· I choose who to consider the people ‘close to me’, who can support me in achieving mental wellbeing. 
· I am able to see or talk to friends, family, carers or other people I say are ‘close to me’ at any time. 
· I can determine different levels of information sharing about me with my friends, family, carers and people close to me. 
· I am confident that, if I need care or treatment, timely arrangements are made to look after any people or animals that depend on me.

Humber TCP will monitor the quality of the multi-agency working arrangements between providers by checking the extent to which the ‘I’ statements above are achieved for people in the programme.    Specifically we expect to see evidence of the following:


I. Aligning objectives – The ‘I’ statements are used to provide the overarching aim for differing organisations to focus on.
II. Cooperating organisations are clear and transparent about their individual issues and challenges in realising the I statements for an individual
III. Where a joint care and support plan is in place  we expect to see how different organisations will cooperate to support the achievement of the I statements
IV. There should be a review date for any agreed collaborative arrangements at whatever level
V. The mutual benefit of collaboration with another organisation is clearly stated
VI. There should be clear internal governance for each collaborating  organisation 
VII. Collaborative issues between providers and the statutory sector should be dealt with in the following way:
· Raising clearly defined issues with the relevant worker in a minuted meeting
· Escalating this to the designated service manager for resolution if it is not resolved at stage 1
· If stage 2 has not resolved the problem, raising a formal complaint to the relevant Council / CCG Complaints Manager and simultaneously Contacting the Humber TCP lead for the relevant statutory authority.
· If issues still remain, contact should be made directly to the Humber TCP chair

Multi-agency working between providers and the statutory sector

Once again Humber TCP expects the ‘I’ statements function as the focus for joint working practices. But there are some specific commitments made as part of this TCP framework:

Humber Teaching Foundation Trust will:
· Establish early contact with providers through the pen picture arrangements, this will as far as possible be 3-6 months ahead of any discharge date
· Support providers to use the knowledge and expertise of Humber Foundation Trust staff regarding the care and support of individuals whilst at Townend Court or other units including in events of crisis escalation
· Provision of 24/7 community support 8am-8pm with attending on-call service overnight, if needed, from Townend Court including weekends and bank holidays

Process
· It is expected that most individuals with complex support needs or behaviours of concern will be known to the Humber Learning Disability Service and will normally have input from the CTLD or the Continuum Team (Enhanced Intensive Support Team). If the service provider notices early warning signs of deterioration in the individual’s presentation, or they are aware that a known trigger or stressor is imminent, it is expected that they liaise with the professionals involved from the Humber Learning Disability Service. 
· If the input being provided by the CTLD/Continuum (Enhanced Intensive Support Team) is not leading to a reduction in distress or those supporting the individual are concerned about an escalation of risk and/or distress, the case worker, social worker or clinician from Humber Foundation Trust or the Local Authority can bring the case to the Complex Case Discussion Meeting. 
· The Complex Case Discussion Meeting is the forum in which case workers and clinicians can present cases where they have become aware that there are indicators of increasing levels of risk of admission. Early intervention is paramount and key to preventing admissions, therefore clinicians are to be encouraged to bring cases for discussion at the first indicators of escalating risk rather than waiting until a crisis emerges.
· Where a service provider is concerned about a change or decline in one of their service user’s presentation, they must contact the Humber Foundation Trust Learning Disability Service to discuss the issues with the allocated workers, or make a referral if the individual is not presently open to the teams. 
· The CTLD or Continuum (Enhanced Intensive Support Team) worker will consider if a re-assessment or change to the current care plans would be sufficient to reduce the identified risks. 
· If the changes to the care plans do not lead to a reduction in distress or those supporting the individual are concerned about an escalation of risk and/or distress, the case worker, social worker or clinician from Humber Foundation Trust or the Local Authority can bring the case to the Complex Case Discussion Meeting.

Purpose of the Complex Case Meeting
The aim of the meeting is to provide a space for reflection on the case, and to agree a set of direct actions to help manage the situation, reduce distress and risk for the individual, and reduce the risk of placement breakdown or admission to hospital. 

Actions from the meeting might include referral to or an increase of support from Continuum (Enhanced Intensive Support Team), further assessment from Continuum of the function of the behaviour, a review of medication from the Psychiatrist, short term increases of support from the Local Authority, assessment by the inpatient service for consideration of the appropriateness of an admission, or recommendation for a Care and Treatment Review (CTR). 

Complex Case Meeting
The Complex Case Meeting works to the principles of least restrictive and least disruptive for the individual. All attempts will be made to provide support into an individual’s normal place of residence.  

The case worker/clinician/social worker who brings the case to the meeting holds responsibility for providing feedback to the service provider and other professionals involved.

The core membership of the group includes representation from Continuum (Enhanced Intensive Support Service), the inpatient service at Townend Court, the Local Authority, and the local CCG.

The meeting takes place on a weekly basis.

Providers on the framework:
· Care and support providers are given a detailed background of the individuals including historical risks in the form of incidents with dates and if these individuals are MAPPA, eligible 
· Staff are recruited on this basis to meet the specialist requirements and workforce plans for developmental are put in place with providers through an ongoing training and development programme
· Care and support providers have floating / bank staff that are known to the individual they may support in instances of annual leave, sickness etc. with the same and /or right level of skill sets
· Care and support providers to involve the individual in the recruitment of their care staff in order to build a positive relationship.
· Before crisis arises engage with Continuum / HFT well before mental health conditions and behaviours cause damage to tenancies and relationships such that a community placement might fail
· Be able to flex their own support without returning to commissioners for permissions should crisis situations be looming 
· Be responsible for taking a lead in multi-agency arrangements, such as arranging MAPPA involvement, and case conferences for people when they are necessary, i.e. taking the initiative and not waiting for statutory services to step in 
· Escalate issues appropriately should multi-agency arrangements necessary to achieve the I statements not be adhered to or effective
· Positively manage risk and refer to professionals when working with risk
· Play their role in delivering a suitable Community DoLs process that is effective
· Respect and cooperate with the ‘brokerage’ function of Hull City Council, and work with the principle that support and care providers are different to accommodation providers, and be prepared to work flexibly with different and ‘new’ organisations.
· Providers will be expected to properly train staff and to cooperate with each other across the Humber TCP to share and develop appropriate training opportunities.

Humber TCP statutory partners: 
· Address escalated issues fairly and in a timely fashion, in a way that supports achievement of the I statements
· Create and enable access to suitable training for providers and the statutory sector as training needs are identified, to collate and plan for these in advance as far as possible
· Facilitate payments in a suitably timely and efficient manner
· Review working practices as necessary and in response to individual,  provider or statutory body request
· Work with MAPPA to support providers in delivering appropriate care and support to providers, and escalate difficulties providers feel unable address in isolation
· Ensure escalated issues are swiftly and decisively dealt with
· There is a known lack of available emergency respite or alternative accommodation (safe place) for people with learning disability or autism experiencing a crisis, which is leading to unnecessary admissions or near admissions to Townend Court.  The Humber TCP continues to seek to develop safe place options for people in crisis, without admission to an assessment and treatment unit.  
· Where a care provider fails to meet its obligations the housing provider must have alternative methods of supporting the individual rather than displacing them to another property Support link to community forensic teams especially when individuals have been discharged from secure settings

Transforming Care MAPPA pathway:
	During admission
· Full assessment and formulation of risk, and need, with associated treatment plan including estimated detailed timescales for completion. To be done collaboratively with patient where possible. Structured empirically-based risk assessments where to be used as applicable, e.g, RSVP/ SARN/ SARA etc. HCR20v3 to be completed in line with CQUIN, and all patients to have further risk assessment of wider risks – e.g. START or FACE. Risk assessment to be reviewed dynamically
· Referrals to appropriate agencies and programmes (internal and external) to service to meet needs identified in treatment plan
· Collaboratively develop Life Star (or Spectrum Star) and associated action plans
· Development of Reducing Restrictive Interventions plan and Positive Behavioural Support Plans
· Safety planning
· Work to address offence-related risk, within empirically evidenced frameworks, using appropriate treatment outcome measures
· Work to address psychological, occupational, physiological and sociological needs in accordance with treatment plan. 
· Monitor progress through CPA & CTR process and regular review of psychometrics and risk assessments, amending treatment plans as appropriate. 
· All MAPPA offenders should be identified by mental health services, including private and independent section providers, within 3 days of sentence, admission or transfer to hospital through a criminal justice route. A formal notification to the relevant MAPPA coordinator for the local area of the patient's home address should be made, using the MAPPA I.
· Provision of meaningful activity taking into account the individuals holistic needs and person centred approach 
· Discharge planning at earliest opportunity, accounting for patients’ wishes

	At point of being considered approaching discharge
· Review and update risk assessments; scenario planning to identify outstanding needs to be met at discharge and identify most appropriate services. 
· Patient to identify preferences for future living arrangements and work with case manager through CTR and CPA
· Identify ongoing treatment needs and ways in which these will be met, including specific teams. 
· Identify all agencies involved and liaise with them – MAPPA, PPU, Ministry of Justice, National Probation Service, Victims Team, Advocates, solicitors, courts, probation, education
· Build professional and community support networks for person to step out into 
· Spec Comm case manager involve  CCG case manager in planning for discharge
· Community care coordinator identified
· Inpatient discharge coordinator identified
· Lead for family communication identified
· Lead to consider victim safety plans
· Lead to make necessary referrals to Children Social Care, and Vulnerable Adults. 
· For all TC patients which have been identified as MAPPA Eligible, a MAPPA referral form should be completed and forwarded to the Local MAPPA Co-ordinator at least 6 months prior to discharge.
· Under the Domestic Violence Crime and Victims Act 2004, a qualifying victim is entitled to know whenever discharge is being considered either by the Secretary of State, the Tribunal (restricted patients), the Responsible Care co-ordinator/MDT, or hospital managers (unrestricted patients).

	Planning for discharge
· For all TC patients which have been identified as MAPPA Eligible, a MAPPA referral form should be completed and forwarded to the Local MAPPA Co-ordinator at last 6 months prior to discharge.
· Identification of appropriate services/ accommodation 
· Once accommodation is identified, accommodation to be risk assessed in conjunction with safeguarding agencies, PPUs, Fire and Rescue Service
· Recruitment of appropriate staff to support patient in community if required
· Formalise referrals to relevant agencies
· Lead to consider victim safety plans
· Lead to make necessary referrals to Children Social Care, and Vulnerable Adults
· Invite relevant agencies to work  with current service to develop relationship with patient
· Development of relapse prevention plan with patient
· Further development of patient’s relationship with community team and relevant agencies
· Patient to lead formulation and relapse prevention plan meeting with receiving services to communicate needs and preferences, with support from psychologist
· Legal framework applied: Mental Capacity Act; Best Interests; Ministry of Justice; Court of Protection; Mental Health Act
· Patient to visit new accommodation for familiarisation visits if helpful/ applicable
· Contingency plans in place

	· Consideration of funding mechanism: Personal Budget / PHB offered if appropriate
· Request and Confirmation of funding 

	· Provider mobilisation: adaptations to property, staff recruitment if required 
· Property risk assessed in terms of fire prevention, locality to victims and schools  
· Patient to visit new accommodation for familiarisation visits if helpful/ applicable
· Referring team to liaise with receiving team regarding requirements for input during transition in to new accommodation, consideration of training needs of receiving team tailored to individual patient needs and risks
· [bookmark: _GoBack]Ongoing liaison with MAPPA and other agencies ie: PPU, Victims Team, Safeguarding etc.

	· MoJ. approval sought

	· Finalisation of care package
· Transition arrangements in place
· Tenancy arrangements in place

	Discharge
· Discharging team to remain involved for familiarisation during transition if agreed helpful/ appropriate
· 7-day follow-up 
· Support and training to other agencies providing day to day support to this group
· Consultancy and advice to system partners
· In-reach support to ensure safe and timely discharge

	Post discharge
· Forensic risk assessment and management of risk in the community to ensure public safety and safety of the individual
· Delivery of offence-specific therapeutic interventions (e.g. to prevent sexual/violent offences)
· Case management of the most complex cases
· If subject to MAPPA Level 2 and 3 Management, the Panel will review and co-ordinate the management of risk.  
· Good links maintained with Criminal Justice System
· Increased use of adapted MH treatment requirement orders 
· Direct and urgent support in crisis
· Completion of Part 4 of the Form I when the MAPPA offender is no longer subject to MAPPA management 




