


APPENDIX A

SECTION B PART 1 - SERVICE SPECIFICATIONS


	Service Specification No.
	V7– December 2015

	Service
	Community Nursing/Therapies Southport and Formby

	Commissioner Lead
	

	Provider Lead
	

	Period
	

	Date of Review
	



	Population Needs

	
National/local context and evidence base

The number of people in Britain aged over 85 increased from 416,000 in 1971 to over 1.1 million in 2009, and is expected to reach 2.6 million in 2021. It is worth noting, however, that increasing life expectancy has been accompanied by increasing healthy life expectancy, although the length of unhealthy life has increased overall – in other words, length of healthy life has not increased as much as total length of life. Analysis of the drivers of cost pressures facing the NHS over the coming years suggests the growth in demand for care because of long term conditions is at least equal to, if not more than, the pressure from a growing and ageing population in and of itself. And on top of this pressure from the growth in demand, there will be funding pressures too from the rising costs of providing healthcare, such as costs of drugs and technology.

Older people use health and care services heavily. People over 65 consult general practitioners (GPs) generally five times more than the average for the population. They account for 62% of total bed days in hospitals in England, 68% of emergency bed days, and 80% of deaths in hospital .

The average age of people in hospital is over 80. More than three quarters of people receiving care in registered residential and nursing accommodation in England funded by councils are aged 65 and over, with 43% aged 85 and over. Four of five people receiving community based home-care services are aged 65 or over.

The number of people aged 65 and over in England with care needs, such as, washing and dressing, has been projected to growfrom2.5 million in 2010 to 4.1 million in 2030 .

In common with other areas of the country, the changes in the population demographics are impacting on the demand for health and social care support. Locally, although the population size is remaining stable, the proportion of the population aged over 75 years of age is predicted to increase significantly in the coming years, and causing a subsequent increase demand on the available resources. 

Already the increased number of elderly patients within the localities is manifested within the care home sector.  The combined population of West Lancashire and Southport & Formby is 225,000; in West Lancashire, Southport and Formby there is one care home bed for 69 people as opposed to a national figure of one bed to 150 people. 

In Southport and Formby we know:
· Our population is ageing. In 2011 there were estimated to be more than 26,000 residents aged 65+ and this is expected to increase by as much as 10% within the next five years, and there are 22,100 residents aged under 18 in Southport and Formby – roughly equal to the number of over 67 year olds. 
· Our diversity. In recent years, there have been growing communities of international workers in and around Southport.  Whilst no definitive figures exist, sources indicate there could be as many as 2,000 international workers, 300 school age children and 600 partners/other family members.
· Our life expectancy. Life expectancy is similar to the national average at 78.1 years for males and 82.4 for females (2011 estimates).  However, there are differences in life expectancy within the Consortia of over 7 years for both sexes.  
· In terms of deprivation, the least deprived areas cover large parts of Formby, areas in Hillside and a pocket in Churchtown.  The   most deprived areas cover Southport town centre, Blowick and pockets in Ainsdale and Kew.  

The Sefton JSNA is attached for consideration of more detail

In addition to the increased demand arising from changes to the demographic profile of populations, trend analysis shows how changes in policy, behaviour and patient choice is driving up the use of urgent care and hospital services. A report by the National Audit Office in 2013 analysed the trends in emergency admissions and concluded the following:
· The increase in emergency admissions over the last 15 years has come almost entirely from patients being admitted from major accident and emergency (A&E) departments who have a short hospital stay once admitted. Over the last 15 years, short stay (less than two days) admissions have increased by 124%, whereas long-stay (two days or longer) admissions have only increased by 14%.
· More patients who are attending major A&E departments are now being admitted. In 2012-13, over a quarter of all patients attending major A&E departments were admitted to hospital, up from 19% in 2003-04. This increase accounts for three-quarters of the rise in emergency admissions through major A&E departments, while an increase in the number of people attending major A&E departments accounts for the remaining quarter.
· The causes of the increase in emergency admissions include systemic issues, policy changes, changing medical practices, demographic changes and the fact that A&E departments are under increasing pressure. 

The effective management of the flow of patients through the health system is at the heart of reducing unnecessary emergency admissions and managing those patients who are admitted. For example:
· Primary, community and social care can reduce admissions through improving management of long-term conditions 
· Ambulance services can reduce conveyance rates to accident and emergency (A&E) departments, for example by conveying patients to a wider range of care destinations including community services 
· Hospitals can reduce emergency admissions by ensuring prompt initial senior clinical assessment, prompt access to diagnostics and specialist medical opinion; and
· Once admitted, hospitals working with community and social care services can ensure that patients stay no longer than is necessary and are discharged promptly.

Our ultimate aim is to improve the outcomes and experiences of individuals and communities through the delivery of cost effective, integrated seamless care, support and treatment. To achieve this we will work together, effectively engaging individuals, communities and our stakeholders to transform our local health and care services to:
· Better co-ordinate, plan and deliver more personalised care and support to people living with long-term conditions and the frail elderly, in order to improve their quality of life and health outcomes
· Develop local community services to offer better access to care and support across the 7 day week. 
· Support the optimal delivery of elective care; utilising community support, where appropriate, to ensure individuals stay in hospital is minimised.
· Design an urgent care system that delivers integrated services outside of hospital for people whose physical or mental health need for urgent care can be met by responsive advice, support and treatment closer to home
· Ensure that end to end integrated care pathways in and out of hospital run smoothly, ensuring evidence based care is consistently and equitably delivered to all individuals and communities in support of seamless care and the best patient experience possible.
· Empower communities and offer greater choice to individuals, by providing transparent information about the range and quality of health and care services available
· Keep Sefton residents well for longer in our communities, reduce inequalities and put greater emphasis on prevention of ill health and the mobilisation of community and personal assets to support self-care

This service specification should be linked to other services for example:
· Public Health
· Workforce Planning
· Community adult health services
· Cancer
· Learning Disabilities
· Dementia
· Continuing Care
· Urgent and emergency care
· Primary care
· Mental Health


	Outcomes

	
NHS Outcomes Framework Domains & Indicators	

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	



Local defined outcomes

National guidance suggests that selected hospital services should be moved from an acute setting into the community, this includes delivering care closer to home, reducing hospital admissions and re-admissions, reducing average length of stay (LOS), increasing patient choice and satisfaction, addressing the health needs of an ageing population, early intervention and disease prevention strategies.

Southport and Formby CCG has identified three main priorities:
· Frail Elderly: To support the frail elderly, with long term conditions, to optimise self-care based in the community or home setting, while preventing unnecessary and unplanned admission to hospital. 
· Unplanned Care: To support patients of all ages to manage their healthcare needs at home or in the community setting, while preventing unnecessary and unplanned admission to hospital. 
· Primary Care Transformation: To support the healthcare needs of the population through enhanced primary and community care services, supporting self-care and enabling appropriate intervention at home or in the community and preventing unnecessary and unplanned admission to hospital. 

While these three strategic priorities are aligned with the major health needs and issues for the population of Sefton, there is recognition that other significant areas also need to be addressed within the strategic and operational plans

For those approaching the end of life; all care should be provided in usual place of residence, or preferred place of care as far as possible, thereby ensuring meeting people’ s wishes and preferences, preferred place of care and supporting families to cope before and after the death. Place of care and death data and attention to death in usual place of residence (UPR) is a Key Performance Indicator for EOL care. It focuses on place of death, namely 'usual place of residence', as a proxy marker for quality. It is based on death registration information collected by the Office for National Statistics (ONS). The indicator is produced quarterly on a rolling 12-month basis for all primary care organisations in England.


	Scope

	
Aims and objectives of service

The ultimate purpose of community nursing and therapy teams is to work collaboratively in providing safe and effective holistic care to people in or near their home, (e.g. treatment rooms) enabling people to make choices, self-manage, maintain control over their quality of life and be cared for in their usual place of residence (UPR) or preferred place of care (PPC) where possible for both planned care and unplanned care episodes. 

The Framework for Commissioning Community Nursing advises of eight components of care:



Service description

[image: ]

Referrals will be made via a single responsive point of access, (locality focused) by which referrers will only be required to make one contact either by telephone email etc. depending on service model. 

Services will be developed and based around existing 4 primary care localities and natural geographies with a multidisciplinary team approach.  These teams will need to work with specialist services – both community and hospital based to offer patients a much more complete and less fragmented service. 

The approach will require locality based community teams with a shared set of skills and will include some staff with more specialist knowledge to ensure the adult population of Southport and Formby are provided with a community service that provides:
· All aspects of nursing and therapy care for patients with acute and chronic illness
· Teaching self-care procedures to enable patients to manage their own health needs
· Preventing health complications associated with immobility, disability or existing illness
· Palliative and terminal care
· Integrated Care with other health and social care providers
· offering 24/7 services as standard and include working in an integrated fashion with both generic and specialist teams supported by & fully integrated with consultant led inpatient and outpatient specialist services 
· Working with mental health services to promote equal access to care and to ensure that the care of people identified with dementia is undertaken in unison with specialist dementia services.
· Working to meet the physical needs of patients with mental health and dementia at all stages of those respective models
· Psychological support/supervision will be in place to support patients, families, carers and staff
· Staff delivering services must receive mandatory training and be compliant with the Mental Capacity Act
· Services will use  locally agreed nursing care plan for the dying patient
· Promote the development and recording of Advance Care Planning using locally agreed documentation
· (including DNACPR) (see model below) have an understanding of the development of and implications of a DNACPR statement.

Prescribing or prescribing recommendations will be in line with local and national guidance supported by the Commissioner. The provider will have antimicrobial stewardship programme (https://www.nice.org.uk/guidance/ng15)

The service needs to provide a rapid response to avoid admission and be fully integrated to expedite discharge of patients from hospital utilizing a holistic approach to patient care. There is a requirement that all services will work cohesively to ensure the patients care is seamless and of a high quality thus facilitating timely and safe management at home and discharge from hospital. Services working in an integrated approach include: Mental Health, Social Care, Specialist Palliative and End of Life Service, Voluntary Services, Urgent Care Team, NWAS and any other relevant services deemed necessary to support the patient and their families/carer’s 
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Teams 

Case Management 

Case management is central for the management of people with long term conditions and traditionally the roll of community matrons.

In this type of case management, community nurse leaders will:
· Use data to actively seek out patients who will benefit
· Combine high level assessment of physical, mental health, dementia and social care needs
· Review medication and prescribe medicines via independent and
· Provide clinical care and health promoting interventions
· Co-ordinate inputs from all other agencies, ensuring all needs are met
· Teach and educate patients and their carers about warning signs of complications or crisis
· Provide information so patients and families can make choices about current and future care needs
· Are highly visible to patients and their families and carers, and are seen by them as being in charge of their care
· Are seen by colleagues across all agencies as having the key role for patients with very high intensity needs.

The principle of this particular model of case management is that there is one person who acts as both provider and procurer of care and takes responsibility for ensuring all health and social care needs are met, so that the patient's condition stays as stable as possible and wellbeing is increased. While community nurse leaders will focus on patients with very intensive needs, other patients with long term conditions may continue to receive active case management from a range of professionals, like physiotherapists and occupational therapists, whose skills best suit their needs. 

Case management will:
· Help to prevent unnecessary admissions to hospital
· Reduce length of stay of necessary hospital admissions
· Improve outcomes for patients
· Integrate all elements of care
· Improve patients' ability to function and their quality of life
· Help patients and their families plan for the future
· Promote and support integrated care across all pathways based on need
· Increase choice for patients
· Enable patients to remain in their homes and communities
· Improve end of life care

End of Life Co-coordination

· The role of the End of Life Coordinator will be responsible for the coordination of palliative and EOL care 24/7 across all localities and will include, but not exclusively: 
· Liaison between generalist and specialist teams 
· Be the first contact for the Discharge Planning teams
· Point of contact for palliative and EOL patients in the secondary care, tertiary care setting including AED
· Support integrated working with the Urgent Care teams for admissions avoidance
· Work closely with Continuing Health Care teams to ensure effective management of fast track referrals for expedient implementation 
· Provide co-ordination of education for specialist and generalist health care professionals and health care assistants 

3.3.3 	Palliative Care 

People who face progressive life-limiting illness and co-existing comorbidities, as well as those important to them, require different levels of health and social care at different points in their illness. Apart from care and treatment that is specific to their underlying condition(s), they are likely to have end of life (EOL) and specialist palliative care (SPC) needs that are often referred to as ‘end of life care’, especially as they approach the last year(s) of their lives. Throughout the trajectory of their illness, sometimes episodically, sometimes for prolonged periods, they may require expert assessment, advice, care and support from professionals who specialise in palliative care. These professional should work as part of multi professional teams, providing the service directly to the person and those important to them and/or supporting others to do so. 

Specialist level palliative care services are therefore an integral part of resourcing care for these people and are delivered through a range of providers with the specialist resources to provide the required services, including services for the homeless, those in prison and people within mental health care settings.  Many aspects of provision will require cross-organisational collaboration and cooperation to achieve the services in a way that is effective, efficient, sustainable and supports ongoing quality improvement.

Input from SPC services to the care of a person must be based on the needs of the person and not the illness they have. They work with the person to develop a plan of care tailored to the person, including where the care is delivered.  This plan is regularly reviewed according to the changing needs of the person to ensure that care is provided by the most appropriate health or social care professional and this may be facilitated through shared services agreements.  The main components of specialist level palliative care provision for the person include, but are not limited to:
· the assessment and management of physical, psychological, social and spiritual symptoms to mitigate distress,
· analysis of complex clinical decisions-making problems where medical and personal interests are finely balanced by applying relevant ethical and legal reasoning alongside clinical assessment
· provide care and support to those important to the person receiving care, including bereavement care

A specialist level palliative care service is usually provided in three main ways:
I.	Specialist level palliative care liaison work to support the person's care by their usual caring team: in hospital, in the community and at some day care facilities, a specialist assessment will lead to recommendations for care that will be carried out by the usual caring team. The person's needs should be reviewed at an MDT meeting constituted to consider all specialist-level aspects of their care on a regular basis, as determined by their needs, and also by a contribution from a palliative care specialist into care review and planning meetings held by the caring team. 
II.	Specialist level in-patient palliative care: this may be in beds in a palliative care unit in hospital or hospice, or may be delivered in the person's usual place of residence in some rural localities. The person's needs are assessed and their care is planned and delivered by medical, nursing and other care staff who specialise in palliative care.  Arrangements should be in place for specialist support to the wider care team 24/7. The service should have access to all essential specialists to constitute a specialist palliative care team.
III.	Specialist level out-patient services: people may have their needs assessed and their care planned by palliative care specialists working in Out Patient clinics or Day Centres in a variety of settings. Specialist level palliative care out-patient clinics and therapies may be provided by clinicians specialising in palliative care that include medical, nursing, AHP, and psychological or spiritual support interventions, or complex social support issues, according to the needs of the person, people important to them and their carers.

Many staff currently working within a specialist level palliative care service hold joint NHS and voluntary sector contracts, or SLAs, which cover services in the community, residential facilities, hospices and acute hospitals simultaneously.  Formal arrangements should be in place so that they are able to come together to provide a holistic service to a person with specialist level palliative care needs following referral and assessment.

The SPC services also have a lead role in developing and contributing to the delivery of education, training and continuing professional development regarding best practice in palliative and end of life care to the generalist workforce.  It is also important that the evidence base for best practice is maintained through their contribution to Clinical Research Networks and National Audits by participating in a rolling programme of evaluation using validated patient and colleague-centred outcome measures.  

Funding for specialist level palliative care services comes from both the NHS and voluntary sectors through charitable funds, and the flexible cross organisational nature of these arrangements must be considered and formalised locally.

The underpinning evidence base for this specification includes:
· National End of Life Care Strategy (2008)
· NICE Quality Standard for End of Life Care for Adults (Nov 2011/2015)
· One Chance to Get it Right: Improving people’s experience of care in last few days and hours of life (June 2014). Leadership Alliance for the Care of Dying People
· Ambitions for Palliative and End of Life Care: A national framework for local action 2015- 2020 (2015)

It is important that where EOL and SPC services are working well in an integrated fashion and across boundaries, care should be taken not to de-stabilise and disintegrate seamless services.

Place of death data and attention to death in usual place of residence (UPR) is a Key Performance Indicator for EOL care. It focuses on place of death, namely 'usual place of residence', as a proxy marker for quality. It is based on death registration information collected by the Office for National Statistics (ONS). The indicator is produced quarterly on a rolling 12-month basis for all primary care organisations in England.

Please refer to:
http://www.dc.nihr.ac.uk/__data/assets/file/0005/157037/Better-endings-FINAL-DH-single-page.pdf

0. Community Nursing

Community nurses will include:
· Qualified nurses with a graduate level education and specialist practitioner qualification recordable with the Nursing and Midwifery Council who participate in the re-validation process
· Non-qualified nurses with relevant training and NVQ as required

By community nursing teams, we mean:
‘A team led by a senior qualified nurse supported by registered nurses, health care assistants and support staff.’

By community nursing services, we mean:
‘Care provided in a variety of community settings including care homes by community nursing teams including a wide range of care, for example, supporting patients with long-term conditions in their own homes and providing complex palliative care.’

Comprehensive high quality community nursing services have the potential to reduce use of hospital sector and residential social care.

Community nursing work remains both preventive and supportive. It can also be highly technical, risk-taking, intensive and practical. The nature of the work is unpredictable and changeable; it requires community nurses to be responsive, flexible and adaptable. There are inherent contradictions: community nursing is autonomous, but highly dependent on its networks and contacts; it is responsive to demand, but has to be proactive in managing both long-term and short-term patient pathways.

Community nursing should be seen as a body of specialist knowledge and practical skills that can contribute to many of these pathways – particularly acute care in the home, care of long term conditions and palliative care – as part of an integrated service designed around patient needs.

The patients that community nurses care for will be categorised by the nature of their needs: regular; short-term (which may mean very intensive support); limited involvement (assessment only); phlebotomy only; or additional – including those who attend clinics, need annual flu jabs, or receive proactive ‘outreach’ services. 

The three main elements of the community nurse role, respondents to the Queen Nursing Institute and British Journal of Community Nursing survey (QNI/BJC)  offered these summaries:
1. ‘Holistic assessment of patients and their families
2. Enabling complex care to be organised and provided at home
3. Working with patients, multi-disciplinary team and families to provide unique care for individuals.’ 

And: 
1. ‘Managing complex healthcare within patients’ own home
2. Liaising with many different services.’

Community Nurse skills should include:
· Clinical skills: holistic assessment and holistic care; wound care; palliative care; ability to cope with a range of illnesses; managing complex healthcare within the home; prescribing
· Management skills: delivery of care based on expressed need; ability to work autonomously; managing diversity; being flexible and adapting to changing situations; caseload management and care co-ordination (or, as a survey respondent summarised: ‘communication, organisation, observation’)
· Leadership skills: clinical leadership; providing education to staff and patients: 
· Strategic skills: knowledge of the local community, need and current services; being the patient’s advocate. 

Community Nurses will work with specialist nurses in areas such as wound care, continence, palliative care and specific long term conditions who visit patients at home.

Treatment room nursing care provision: 

No national service model or definition currently exists for Treatment Room Services, evident by the wide range of service models and interventions in existence. However, in accessing information about a wide range of similar services they can be defined as:

‘Nursing services providing an agreed range of core clinical interventions in a local clinical setting to non-housebound patients, typically these can include practical hands on treatments and interventions such as injections, leg ulcer management, wound management, dressings and specimen collection’.

This would seem a reasonable definition to use in considering treatment room models.
The commissioner would welcome proposed development of treatment room services to include an element of minor injury care and extended hours of provision. 

Admission Avoidance and Transition from Hospital Scheme (Community Intermediate Care, discharge planning and emergency response teams)

The Community Intermediate Care service will be a multi-disciplinary team (a combined team of professionals from the awarded community services provider, Sefton Council, Mersey Care and Community, voluntary and faith), which provides both in-reach or ‘pull’ approach to hospital discharges and acts as an admission avoidance scheme for patients with frailty who may need additional support to remain at their normal place of residence, where appropriate the service will also deliver a proactive approach to optimising health to delay the impact of frailty.

Closely aligned to other out of hours and nursing community services, the Community Intermediate Care service will support delivery of a 24/7 urgent response to patients and carers in a health or social care crisis to avoid an acute admission and to deliver care closer to home.

The Community Intermediate Care service will also act as a single point of access for all community rehabilitation referrals to ensure that patients are treated by the right service at the right time, stabilising patient need / risk and transferring patients to other community rehabilitation services when appropriate to ensure optimal outcomes for patient rehabilitation.

The full specification for this service is the “Admission Avoidance and Transition from Hospital Scheme Service Specification”.

Community Adult Rehabilitation Service

The purpose of the Community Adult Rehabilitation Service is to provide therapeutic assessment, diagnosis treatment, advice, equipment and support to adults with a wide range of conditions to promote maximum recovery and independence or to maintain deteriorating conditions as long as possible. The service also provides practical advice and support to patients’ families and carers.

The service will be delivered by therapists with sufficient neurological rehabilitation knowledge to provide specialist assessment, treatment, advice and support where appropriate, for patients who have had a stroke or present with a neurological condition. This service follows discharge from the stroke unit or neurological unit as part of an organised, supported discharge and longer term support to ensure seamless transfer into the community. This is provided at sufficient intensity, according to individual patients’ needs. This service is also provided to neurological patients within the community who require re-assessment, treatment, further rehabilitation, advice and support.

As part of a multidisciplinary team, the Speech and Language Therapists within this team will provide support to adults with acquired communication and/or swallowing problems caused by neurological conditions (e.g. stroke, multiple sclerosis, parkinson’s disease, motor neurone disease).

Community therapists will support Sefton council in assessment of clients requesting Blue Badge parking permits. 

The full specification for this service is the “Community Adult Rehabilitation Service Specification”.

Palliative Care

Specialist palliative care is defined as the active total care of patients with progressive, far advanced disease and limited prognosis, and their families and carers, by a multi-professional team who have undergone recognized specialist palliative care training. It provides physical, psychological, social and spiritual support, and will involve practitioners with a broad mix of skills, including medical and nursing, social work, pastoral/spiritual care, physiotherapy, occupational therapy, pharmacy and related specialities.
(National Council for Hospice and Specialist Palliative Care Services 2000)

Patients admitted for specialist palliative care intervention and support should be admitted under the care of a Consultant in Palliative Medicine who is on the specialist register for palliative medicine and who is an active member of the specialist palliative care MDT. In addition to the named principal clinical management by a Consultant in Palliative Medicine patients should have access to specialist palliative care support through the specialist multi professional team.
(MCCN Palliative Care Strategy 2007-2010)

Phlebotomy

The purpose of the Community Phlebotomy service is to support the delivery of primary and community based services. Community phlebotomy is delivered in two defined areas: community based services for ambulant patients and domiciliary phlebotomy for those who cannot access community based services. The most appropriate staff model should be used to deliver this service based on competency and skills. 

Tissue Viability

The Tissue Viability Service aims to assist in the maintenance of healthy, intact skin. Skin may be prone to damage for many different reasons including pressure ulcers, leg ulcers, burns, surgical wounds and varying skin conditions. The Tissue Viability Service assist in providing clinical information and treatments relating to the maintenance of skin and wound healing and will provide specialist and evidence based tissue viability advice regarding management and treatment of all patients treated in any setting with problematic or complex tissue viability needs. The role also includes teaching and demonstrating and maintaining specialist wound healing equipment as required.

The service is mainly for healthcare and allied professionals working in both the NHS and private agencies such as nursing homes, to access information and request assessment by the Service. It is anticipated that there will be the need for flexibility for home visits and attend care homes and clinics such as treatment room services. 

The working hours of the service will be determined by the need of the population and agreed by the commissioner and provider.  

Diabetes Specialist Nursing 

The community diabetes specialist nurses will provide a comprehensive high quality integrated community based specialist nurse led service for adult patients with diabetes, and to support families and carers of patients with diabetes, in accordance with NICE guidelines.
They will deliver specialist Community Diabetes Clinics within Southport and Formby providing early access to interdependent specialties within the family of cardiovascular disease to reduce the risk of complications associated with diabetes.
Community diabetes specialist nurses will provide timely and accessible expertise to evidence based clinical therapy and education to enable patients to achieve greater levels of self-care and self-management including improved access to essential specialist intervention for the hard to reach population.
The community diabetes specialist nurses will provide timely and accessible support to health professionals who will deliver better patient care, through improved relationships and education with general practice.










Services Provided

Community Nurses should provide/oversee but not exclusively:
· Advice and Support
· Phlebotomy
· Injection
· Wound Care including treatment room provision and leg ulcer care
· Monitoring/Screening
· Continence management
· Pain Control
· Pressure area care
· Administration of medicines
· Bowel care
· Peg feeding
· Equipment
· General nursing care
· Skin Care
· Prescribing
· Urinary catheterisation
· End of Life care
· Cancer chemotherapy
· Medication reviews
· Risk assessment
· Inter-agency referral
· Education
· Management and treatment of lymphoedema 
· immunisation’s and vaccinations (e.g. flu Pneumovax and Shingles)
· Safeguarding of adults in Care homes
· Care of leg ulcers
· Review  of patients with CHC funded care
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Population covered

Aged 16+ and registered with a Southport and Formby GP practice.

Southport and Formby CCG-map
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Any acceptance and exclusion criteria and thresholds

Referrals for adults aged 16+ registered with a North GP Practice and meeting the criteria should be accepted by the appropriate provider.

Referrals for under 16 years should be signposted to appropriate services.

Referrals not meeting the criteria will always be signposted to the appropriate services

Interdependence with other services/providers

· Care Homes
· Local Authority
· Macmillan
· IM&T Mersey
· Primary Care
· Secondary Care
· Tertiary Care
· Community Voluntary Services
· Out of Hours Services
· Ambulance Transport Providers
· Mental Health and Dementia Specialist nursing teams aligned with secondary providers
· Equipment Services
· Continuing Health Care 
· Urgent Care Teams
· TRANSFORM 
· Queenscourt Hospice
· Pharmacists Support
· Bereavement support services
· Other agencies 
· Public Health providers of services for individuals with long term conditions
· Other appropriate organisations


	Applicable Service Standards

	
Applicable national standards (e.g. NICE)
· Framework for Commissioning Community Nursing – NHS England Oct 2015
· Ambitions for End of Life Care 2015-2020
· Actions for EOL Care 2014-16
· Guide for Commissioning End of Life Care for Adults -NICE December 2011
· The Code - Nursing & Midwifery Council, March 2015
· Health & Care Professions Council (HPCP) Standards of Proficiency
· Speech & Language Therapists (2014)
· Physiotherapy (2013)
· Occupational Therapists (2013)
· National Service Framework for Long Term Conditions – Gov UK, 2005
· The NHS Improvement Plan - 2004

Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 
· Community Nursing Transforming Health Care – Royal College of Nursing 2014
· Community Services, How they can transform care – The Kings Fund 
· Shaping Sefton – S&F CCG 2015
· 2020 Vision – Focusing on the Future of Community Working – The Queens National Institute
· Delivering End of Life Care in the Community – The Kings Fund 2013
· Care in local Communities – A new vision and model for community nursing DOH 2013
· Community Nursing – harnessing the potential – Royal College of Nursing, 2013
· Making every Contact Count
· Getting Serious about prevention – enabling people to stay out of Hospital – The National Council for Palliative Care, October 2015
· Professional Standards for Occupational Therapy Practice (2011)
· Code of Ethics and Professional Conduct for Occupational Therapists (2015)
· Royal College of Speech and Language Therapists Professional Standards (2014)
· Quality Assurance Standards for Physiotherapy Service Delivery (2012)

Applicable local standards

Information Recording and IM&T Requirements

Referrals into the service should be processed electronically.  To facilitate this, providers must be Choose & Book compliant, or working towards compliance.  Initial appointments must be directly or indirectly bookable through Choose & Book. 

Across North Mersey the main strategic system in use across primary and community care is EMIS Web.  The EMIS Web clinical system facilitates the capture of clinical interactions (e.g. caseload management, clinical assessment, patient consultation and care planning), clinical decision making at the point of care for primary care GP clinicians and a variety of community based services whilst also enabling full integration of Multi-disciplinary Teams (MDTs).

The iLINKS information sharing framework has been designed and developed to provide a structured framework to facilitate information sharing, ranging from basic demographics and summary information sharing, through to access for practitioners to view full electronic health and social care records.  The model is based upon roles and service profiles of practitioners, with specified roles and services having access to a defined set of information based on need and risk.  All providers of health and social care across the North Mersey region must sign up to and deliver all principles set out in the North Mersey Information Sharing Framework.

A messaging hub (Medical Interoperable Gateway) is in use across the Health Economy and it is expected that where relevant, this is used for standardised clinical documents to be sent in a timely manner.

The provider must ensure that they comply with the Good Practice Guidelines for Electronic Health Records and that they have all the necessary systems and processes in place to comply with all NHS information governance requirements. 

Providers must ensure that the storage of medical records and information which is relevant to treatment and on-going care is passed between all parties in accordance with Caldicott Principles (1997, 2003) and the Data Protection Act (1998). 

In addition the provider should also:
· Ensure that service provider activity, performance data and clinical audit will be extracted electronically from the clinical system
· Ensure that all members of staff are adequately trained in the use of the relevant information systems.
· Have robust business continuity with regard to their IM&T systems to ensure that services are not affected and to safeguard information. 
· Ensure that patient records are transferable in the case of the provider ceasing to provide NHS services or in the case of the patient changing to another provider. This preferably should be done electronically

Safeguarding

This service is expected to provide safeguarding of adults in care homes. Spec attached. 




Equality & Diversity

· To collect and act upon/analyse patient experience data and seek views from relevant protected and vulnerable groups and need to demonstrate how this supports service improvements.  This could form part of the eq5d contract monitoring KPI and could form part of the role of EPEG – Jan 2016.
· To be cognisant of their statutory duties to involve, consult and meet the relevant Equality Duties if the provider proposes further changes to service delivery.  The commissioner will need to be notified of changes and have assurances that changes to delivery are done in line with these statutory requirements.  The equality Assessment needs to form part of the future discussions when changes to care models are discussed between providers and commissioners – Post April 2016.





	[bookmark: _Toc447720892][bookmark: _Toc448230516]Managing Risk

	
The provider will carry risk for the defined delivery of service provision within the financial agreement for the service-line as outlined in this specification.

This includes but is not exclusive to the following:

· Staffing provision and complement of adequately trained and available staff
· Clinical risk of negligence and harm including provision of sufficient indemnity
· Adequate mandatory and specialist training, upkeep and development of necessary skills for both improvement and service delivery
· Communication 
· Overhead support costs
· Information technology & equipment
· Information governance
· Safeguarding
· Staff support
· Estates management 

The provider will escalate risks, active issues and incidents regarding this service in a timely manner to the commissioner for aspects of service delivery that may impact on:

1. Equity
2. Efficiency
3. Effectiveness
4. Timeliness
5. Safety
6. Person-centered care

Risks should be graded in the standard approach (e.g. 5x5 / likelihood x impact). 
Incidents should be graded regarding standard reporting  (e.g. potential harm/ actual harm, severity scale negligible, minor, moderate, severe, catastrophic).

Serious incidents must be reported in line with the CCG quality policy for reporting serious incidents. This includes the definition, determining if an event is a serious incident, timely reporting serious incidents, comprehensive investigation and system improvement as a part of the learning process.


	Applicable quality requirements and CQUIN goals

	Applicable Quality Requirements (See Schedule 4A-D)

Applicable CQUIN goals (See Schedule 4E)

Outcomes/KPI 
· Person centred nursing framework
[image: ]

Providing holistic care – Consistent delivery of nursing care against identified need. (method: patient survey and documentation review/interviewing staff)
Professionally competent – The patient’s confidence in the knowledge and skills of the nurse. (method: patient stories and surveys)
Feeling of wellbeing – The patient's sense of safety. (method: patient stories and surveys)
Shared decision making – The patient’s involvement in decisions made about his/her care. (method: patient stories and surveys)
Engagement – Time spent with the patient. (method: patient stories and surveys and observation)
Working with patients beliefs and values – Respect for the patient’s preference and choice.  (method: patient stories and surveys)
Support of patients to care for themselves, where appropriate.  (method: patient stories and surveys and observation)
Knowing what is important to the patient. Method: stories, survey and documentation review/interviewing staff)
Referral criteria – The percentage of referrals received by the service meeting the criteria
Response time following referral – the percentage of patients who are seen within the following urgency categories –
Urgent ( within 2 hours)
Routine (within 24 hours)
District Nursing Team contact details – The percentage of new patients on the caseload who have clear documented contact details for their district nursing team at first contact.
GP notification of admission to team caseload – The percentage of referring practitioners who are informed that the patient has been admitted onto district nursing caseload within 48 hours of contact or assessment .
Holistic assessment completed by second visit – The percentage of new patients on the caseload who receive a holistic assessment on or following the second visit.  Carer and next of kin to be documented(all exceptions to be documented with clinical rationale) 
Full nursing assessment –The percentage of patients on the caseload with a full nursing assessment in place.
Patient, carer and family involvement in care plan development –The  percentage of patients who reported they were involved in the development and agreement  of their care plan.
Expected date of discharge from caseload – The percentage of patients who are given an estimated date of discharge upon admission to the caseload.
Care manager contact details – The percentage of patients requiring a case manager, who have their name and contact details of their case manager within a week of the first visit.
Documented case management plan – The percentage of patients on the district nursing case load with a long term condition  (where the DN is the case manager)  that have a clearly documented case management plan within one week of assessment.
Up to date care plans in place – The percentage of patients who have a relevant up to date care plan in place (assessments or clinical reviews underpinning any required changes should be reflected in the care plan and subject to audit)
Self-management and escalation information – The percentages of patients on the case load given self-management  and escalation information in support of their treatment of condition.
Clinical Review – The percentage of patients who are subject to a clinical review with the care plan updated accordingly (C11)
Evaluation date recorded – The percentage of patients who have an evaluation date planned, updated and any changes formally documented.
Equipment ordered – The percentage of patients who are assessed and identified  as requiring appropriate equipment who are prescribed within locally agreed timescales:
Urgent ( within 2 hours)
Routine (within 24 hours)
Drug and dressing bundle – Percentage of patients who have the appropriate drugs and dressing bundles as per their care plan.
Unmet needs identified – The percentage of patients whose identified needs are actioned within a locally agreed timeframe and removal combined with assessment (CN05/06)
Appropriate skill mix deployment – The percentage of patients who receive their care from the most appropriate member of the DN team, reflecting complexity and specialist skills required.
Preferred Priorities of care (PPC) – Percentage of patients who die in accordance with the PPC.
Venous leg ulcer healing rates – The percentage of venous leg ulcers fully healed within 12 weeks of assessment.
Doppler assessment – Percentage of patient with a venous leg ulcer who had a Doppler assessment.
Completion of PREM questionnaire – Percentage of patients who were offered the opportunity to complete a PREM at the point of discharge.
Self-management – The percentage of patients who reported they are confident  in managing their own condition at the point of discharge.
Onward referrals to other services – The percentage of patients discharged to other statutory services.
Patients involvement in decision making and treatment planning – Percentage of patient surveyed who indicated they have been actively involved in decision making during their episode of care.
Patients reporting an EQ-5D improvement -  The percentage of patients who reported an improvement in score between assessment and discharge in their condition using the EQ-5D questionnaire.
Achievement of wound care standard -  The percentage of patients where wound care goals were achieved during their episode of care.
Adherence to expected date of discharge (EDoD) – the percentage of patients discharged within three days of the documented EDoD. 
Delayed discharge from the case load – The percentage of patients whose discharge from the caseload was delayed.
Timely provision of discharge summary – The percentage of patients to have a discharge summary sent back to their GP within two weeks of date of discharge from a caseload.
Signposting to third sector provision post-discharge – The percentage of patients who had evidence of sign positing to third sector partners for ongoing care or additional care.
Evidence of steps taken to establish the extent to which the service provides fair access, and steps taken to improve this.

Evidence of effective efforts on maximising the person’s comfort and wellbeing using established validated outcome measures, e.g. the Integrated Palliative Outcome Scale (IPOS).  

Extent to which the service provider engages with the local systems to share information that supports better coordination of care, e.g. through participation in Electronic Palliative Care Coordinating Systems (EPaCCS) or equivalent, where these exist locally

Evidence of education and training, other staff support measures and appraisal systems for own staff, and contribution to the education and training of generalist end of life care teams in the locality

Evidence of measures that the service has taken, or plans to take, in relation to community engagement and understanding of palliative and end of life care.



	Location of Provider Premises

	
The Provider’s Premises are located within, and operating from the Southport and Formby Area


	Individual Service User Placement

	





Appendix 1

The Principles of nursing practice tell us what patients, colleagues, families and carers can
expect from nursing. Nursing is provided by nursing staff, including ward managers (in hospitals) or team leaders (in the community), specialist nurses, community nurses, health visitors, health care assistants or student nurses.

Principle A: nurses and nursing staff treat everyone in their care with dignity and humanity – they understand their individual needs, show compassion and sensitivity, and provide care in a way that respects all people equally.

Principle B: nurses and nursing staff take responsibility for the care they provide and answer for their own judgments and actions – they carry out these actions in a way that is agreed with their patients, and the families and carers of their patients, and in a way that meets the requirements of their professional bodies and the law.

Principle C: nurses and nursing staff manage risk, are vigilant about risk, and help to keep everyone safe in the places where they receive health care.

Principle D: nurses and nursing staff provide and promote care that puts people at the centre, and involves patients, service users, their families and their carers in decisions to help them make informed choices about their treatment and care.

Principle E: nurses and nursing staff are at the heart of the communication process they assess, record and report on treatment and care, handle information sensitively and confidentially, deal with complaints effectively, and are conscientious in reporting the things they are concerned about.

Principle F: nurses and nursing staff have up to- date knowledge and skills, and use these with intelligence, insight and understanding in line with the needs of each individual in their care.

Principle G: nurses and nursing staff work closely with their own team and with other professionals, making sure patients’ care and treatment is co-ordinated, is of a high standard, and has the best possible outcome for the patient.

Appendix A – Principles of nursing practice

Principle H: nurses and nursing staff lead by example, develop themselves and other staff, and influence the way care is given in a manner that is open and responds to individual needs.

For further information on the Principles of nursing practice please visit the RCN website:
www.rcn.org.uk/ 
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A. [bookmark: _Toc343591382]Service Specifications





Mandatory headings 1 – 4: mandatory but detail for local determination and agreement

Optional headings 5-7: optional to use, detail for local determination and agreement.



All subheadings for local determination and agreement



		Service Specification No.

		



		Service

		



		Commissioner Lead

		



		Provider Lead

		



		Period

		



		Date of Review

		







		1.	Population Needs



		

1.1 	National/local context and evidence base



1.2 It remains the responsibility of every NHS funded organisation and each individual healthcare professional working in the NHS to ensure that the principles and duties of safeguarding children  and adults are holistically, consistently and conscientiously applied.



1.3 All NHS organisations need to ensure that there is sufficient capacity in place to fulfill their statutory duties and should regularly review their arrangements to assure themselves that they are working effectively. 



1.4 Responsibilities for safeguarding children and adults are enshrined in legislation. Statutory, non-statutory, best practice guidance and the policies and procedures of the Sefton LSCB and SAB must be followed and can be found in Section 4.



1.5 The service will be expected to comply with the Safeguarding Children & Adults Quality Schedule / Safeguarding Key Performance indicators that sit within the Quality Schedule of the Provider Health Organisation.



1.6 The provider health organisation of the specified service will be required to ensure the service complies with Section 11 Children Act (2004).









		  



		

2.1	NHS Outcomes Framework Domains & Indicators



		Domain 1

		Preventing people from dying prematurely

		√



		Domain 2

		Enhancing quality of life for people with long-term conditions

		



		Domain 3

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

		



		Domain 4

		Ensuring people have a positive experience of care

		√



		Domain 5

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

		√







2.2	Local defined outcomes



To ensure that safeguarding is an integral part of the governance and audit arrangements for the organisation.



To ensure that staff are competent and confident in carrying out their roles and responsibilities for safeguarding children and adults at risk



Staff are offered training which meets the competencies identified in Safeguarding Children and Young People: Roles and responsibilities for healthcare staff 2014 and Looked after children: Knowledge, skills and competences of health care staff 2015; and Bournemouth Competencies 2010.



Staff are offered supervision to support and optimise positive outcomes for children, young people and adults at risk of abuse



To meet their duty to promote the health of children and young people who are looked after by the local authority. 



[bookmark: _GoBack]To comply with and contribute to Sefton Local Safeguarding Children Board and Sefton Adult Board processes and procedures.



To comply with local arrangements for multi agency partnership working and information sharing including domestic abuse, CDOP and MAPPA.



To ensure that there is compliance with local arrangements for Serious Case Reviews, Critical Case reviews and the Learning and Improvement Framework.



		3.	Scope



		

3.1	Aims and objectives of service





3.2	Service description/care pathway





3.3	Population covered





3.4	Any acceptance and exclusion criteria and thresholds





3.5	Interdependence with other services/providers







		4.	Applicable Service Standards



		

The following statutory, non-statutory, best practice guidance and the policies and procedures of the Sefton LSCB and SAB need to be taken into account:

Statutory Guidance:

a) Department for Constitutional Affairs (2007) Mental Capacity Act 2005: Code of Practice. London: TSO

b) Department of Health (2000) Framework for the Assessment of Children in Need and their Families.  London: HMSO

c) Department of Health (2014) Care Act. Care and Support Statutory Guidance

d) DfE/DH (2015) Promoting the health and welfare of looked-after children. Statutory guidance for local authorities, clinical commissioning groups and NHS England. https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/378482/Promoting_the_health_of_looked-after_children_statutory_guidance_consult....pdf

e) HM Government (2007) Statutory guidance on making arrangements to safeguard and promote the welfare of children under Section 11 of the Children Act 2004.  DCSF Publications

f) HM Government (2008) Safeguarding children in whom illness is fabricated or induced.  DCSF Publications

g) HM Government (2009) The Right to Choose: multi-agency statutory guidance for dealing with forced marriage.  Forced Marriage Unit: London

h) HM Government (2010) Working Together to Safeguard Children.  Nottingham: DCSF Publications

i) HM Government (2015) What to do if you’re worried a child is being abused.  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419604/What_to_do_if_you_re_worried_a_child_is_being_abused.pdf

j) Ministry of Justice (2008) Deprivation of Liberty Safeguards Code of Practice to supplement Mental Capacity Act 2005.  London: TSO

k) Home Office (2012) protecting the UK against terrorism.  www.gov.uk/government/policies/protecting-the-uk-against-terrorism

	Care Quality Commission (2009) Essential Standards of Quality and Safety

n)  	HM Gov (2015) Revised Prevent Duty Guidance: for England and Wales https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/445977/3799_Revised_Prevent_Duty_Guidance__England_Wales_V2-Interactive.pdf 

o) 	Home Office (2015) Mandatory Reporting of female Genital Mutilation – procedural information

10.2 Non-Statutory Guidance:

a) Children’s Workforce Development Council (March 2010) Early identification, assessment of needs and intervention.  The Common Assessment Framework for Children and Young People: A practitioner’s guide.  CWDC

b) Department of Health (June 2012) The Functions of Clinical Commissioning Groups (updated to reflect the final Health and Social Care Act 2012)

c) Department of Health (March 2011) Adult Safeguarding: The Role of Health Services

d) Department of Health (May 2011) Statement of Government Policy on Adult Safeguarding

e) HM Government (2015) What to do if you’re worried a child is being abused.  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419604/What_to_do_if_you_re_worried_a_child_is_being_abused.pdf

f) HM Government (2015) Information Sharing: Advice for practitioners providing safeguarding services to children, young people, parents and carers

	https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419628/Information_sharing_advice_safeguarding_practitioners.pdf

g) Law Commission (May 2011) Adult Social Care Report

h) www.justice.gov.uk/lawcommission/publications/1460.htm

i) Royal College of Paediatrics and Child Health et al (2014) Safeguarding Children and Young People: Roles and Competences for Health Care Staff.  Intercollegiate Document 

j) NICE (2013) The health and wellbeing of looked-after children and young people http://www.nice.org.uk/guidance/qs31  

k) NICE (2015) Looked-after children and young people http://www.nice.org.uk/guidance/ph28  

l) RCPCH (2015) Looked after children: knowledge, skills and competence of health care staff http://www.rcpch.ac.uk/improving-child-health/child-protection/looked-after-children-lac/looked-after-children-lac



10.3 Best Practice Guidance:

a) Department of Health (2004) National Service Framework for Children, Young People and Maternity Services Standard 5 (plus including relevant elements that aren’t contained in Core Standard 5)

b) Department of Health (2009) Responding to domestic abuse: a handbook for health professionals

c) Ending violence against women and girls.  March 2014.  www.gov.uk/government/policies/ending-violence-against-women-and-girls-in-the-uk

d) Department of Health (2010) Clinical governance and adult safeguarding: an integrated approach.  Department of Health

e) HM Government (2009) Multi-agency practice guidelines: Handling cases of Forced Marriage.  Forced Marriage Unit: London

f) National Institute for Health and Clinical Excellence (2009) When to suspect child maltreatment.  NICE Clinical Guideline 89

g) Department of Health (2006) Mental Capacity Act Best Practice Tool.  Gateway reference: 6703







		5.	Applicable quality requirements and CQUIN goals



		

5.1 Applicable Quality Requirements (See Schedule 4A-D)



5.2 Applicable CQUIN goals (See Schedule 4E)







		6.	Location of Provider Premises



		

The Provider’s Premises are located at:







		7.	Individual Service User Placement



		
















SCHEDULE 2 – THE SERVICES



A1.	Specialised Services – Derogations from National Service Specifications





		Insert text locally or state Not Applicable
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B. [bookmark: _Toc343591383]Indicative Activity Plan





		Insert text locally or state Not Applicable
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C. [bookmark: _Toc343591384]Activity Planning Assumptions





		Insert text locally or state Not Applicable
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(DRAFT) 


Equality Analysis Assessment Report. NHS Southport and Formby CCG – community Services review 

What is an Equality Analysis?


An equality analysis is the ongoing process by which Officers  assess potential risk in relation to compiling with the Equality Act 2010,  so when taking decisions, the key decision makers do so in the full knowledge of the CCGs statutory Public Sector Equality Duty under the Equality Act 2010 and duties  as an Employer under the Act. 


The primary function of this pre-assessment is to assist Southport and formby CCG to identify early in the process any equality implications that may need further review, consultation, and development and help make an open and transparent process of consultation and evidence gathering and evaluation.


In order to meet equality legislation we have to consider the issues of: 


1. Eliminating discrimination, harassment and victimization


2. Advancing equality of opportunity


3. Fostering good relations between different groups and people


And the consequential subsections of (2 ), (3 a), (3b), (3c),(4), (5a), (5b), (6),(7)


Scope of the Analysis


Southport and formby CCG has reached a point where by the services that are being delivered seem to no longer meet the needs of the local or have not become cost effective to deliver in the same way as before.


As such the service will be reviewed with the following objects in mind: 1


1) Cost – increasing demand and the current way services are delivered are creating budget shortfalls the methodology and costings of services has to be reviewed. 


2) Change in demographics, people is living longer and our community is getting older and due to high levels of deprivation people are developing complex and costly needs.  This has driven a need for commissioners tom review services to see if there are more  cost efficient ways of delivering services in a more focused format using better technology medical procedures/processes.

3) Medical advances mean less people have to go or stay in hospitals for routine treatment, where complex and specialist treatments /care is needed this can be delivered in service closer to home and more efficient effective and integrated manner 


4) Call from the public for more home based and community services.(Big Chats and on going involvement of stakeholders) 

5) The need to review and procure Community Services is required for contractual reasons 

This initial scoping analysis will do 3 things: 


1. Identify within the services under review any potential equality implication – these will be reported to the CCG and other key partners. 


2. Identify particular protected characteristics that are at play in the process and develop a robust method of: 


a) Consulting, Involving, engaging and informing


b) Ensure that their views are recorded and reported back to the decision makers within the CCG and partner organisations

c) To help develop a consultation process that analyses  views from interested parties and different protected characteristics


d) Ascertain whether the individual changes in the services are changes in Thresholds or Criteria 


e) Ascertain whether score/weighting will need to be used for evaluation of options.  

3. Time table process in order to develop a final Equality Analysis Report in line with Statutory Instrument 2011 2260 (specific duties)


Meeting the Duties. 


It’s vital that Southport and Formby CCG has due regard to the  PSED when considering their decision, it  is helpful here, within the context of the legitimate aims, to consider how these duties may or may not have relevance:


		PSED

		Lay definition

		Active or In-Active

		Note



		Eliminate discrimination

		Identifying areas which may treat one group less favorably than another group when providing a service,  


Typically comes from ‘complaints’, ‘grievances’, anecdotal evidence’, statistical and demographical analysis. 

		Active:


Whole scale changes to services could present barriers that distort access to treatments and services. 

Redesign of service has to clearly indicate changes in criteria or thresholds that could affect a protected characteristic over and beyond the needs of another within the parameters of that service provision. 

		Warning :Current timescale and milestones in relation to Community Services may need to be reviewed in light of changes to criteria’s and thresholds as formal consultation may need to take place on new proposals and models of care, prior to approval of specifications 



		Advance equality of opportunity

		‘Life’s chances’ – advancing opportunity is essential creating conditions which most people take for granted and yet others, because of their protected characteristics may be treated less favorable or excluded .

		Active. 


Any reduction or removal of services could in fact affect ‘life’s chances’. 


This aspect will be explored rigorously – clearly noting what things are changing to , from what and why.

		Warning/ Risk: care needs to be taken to ensure that ‘Advancing opportunity is identified and where there may be conditions which are limiting this, that the decision makers are fully aware and a legitimate rational is put forward if this duty is over ridden.



		Fostering good relations between different people

		Working with different people and communities to increase inclusivity and mutual understanding of who gets what and why. 

		Active


As part of Southport and formby redevelopment and Transformation ongoing work, meeting communities interest and network with different communities, interest groups and patients.  

		A clear stakeholder analysis needs to be undertaken listing types of consultation methodology that needs to be used. 

Final results need to be collated /analyzed and provided to decision makers in advance for their consideration. 





Please note that the timelines outlined below have been based on the assumption of a restricted tender and procurement process.  If a competitive dialogue tender process is adopted then these timelines will be subject to change 


Further actions/Items Identified:

		Activities needed before final Equality Report

		 Time line

		Responsibility

		Status 



		Ensure Public Sector Equality Duty and Duties to involve and consult are embedded into the community services programme plans 

		August – September 

		CCG 

		



		Identify Key Officers designing new models of care: 


Brief them on need to Identify and Understand Equality Implications

		 End of August 2015

		CCG 

		



		Initial Pre Equality Assessment (this document)  to review models of care that are changing or being updated 


Ensure services lines are assessed against reduction in services, significant change criteria and threshold changes 

Ensure 1 to 1 assessments meetings take place with service line leads 




		September – December 


Please see Embedded document 

		Lead commissioners CCG 

		Please note leads have been instructed during one to one sessions  inform senior leads and E&D lead of any further proposed changes that impact on patients 





		Ensure equality implications are addressed in the service line specifications or in the main specification document 

		Oct – Dec 2015

		Please see Embedded document Please see Embedded document Please see Embedded document

CCG programme leads 

		Master Excel template to be viewed by specification sub group and change specifications accordingly and if relevant 

Furthermore The Equality Assessment needs to be shared with Future Provider to support improved access and outcomes 



		Develop stakeholder analysis across models of care 

		October – Dec 2015 

		Engagement & communication Commissioning leads 

		Communication and engagement plans and sub group 



		Develop consultation (if necessary) and  engagement  methodology and messages

		October – January 2016

		Consultation lead with support

		



		Keep in view Employer Responsibilities to employees in managing change.

		August – on going 

		Transformation  lead/ incumbent providers and other key stakeholders 

		Action for CCG re potential TUPE etc. 



		Identify consultation due to significant change and or reduction in services 

		

		CCG and CSU 

		Please note that No proposals currently require Formal Consultation 8/12/15



		Roll out general public and interested parties engagement /consultation (if necessary)/ involvement 

		October to January 2016

		CCG 

		



		Analysis evidence from engagement and review and ensure issues addressed and mitigated by in main specification document 

		December February  2016 

		CCG 

		Take place post general review survey 



		Write final equality analysis report with recommendations for Decision makers deliberation

		January- February 2016

		CCG 

		





Impact barriers and service specifications can are contained within the embedded document 

Embed Excel 
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Have the Equality Duties been me 


1. Is there evidence that the Public Sector Equality Duties will be met?


(a) Eliminate discrimination. – 


Programme leads and service line leads have met with E&D lead and  risk assessed their specific area against a list of questions including  assurances on meeting the PSED in the excel table below/ embedded.     The assessment has identified that the key changes across all service areas contained within the review are limited and minimal in relation to potential discriminatory impact on patients and communities.  Key areas of change have been mainly centred on management of pathways such as ensuring single points of access and assessments which will not impact patient s negatively but aim to improve consistency and management of the service

The development of the programme was cognisant of threshold and criteria issues that have the potential to indirectly discriminate against the protected characteristics, specifically those associated with Race, Disability, Age and Sex.   Changes to services are not creating ‘criterion, provision and practice’ that may possibly be to the determent of particular patients.


Where changes have been identified that do have the potential of creating ‘criterion, provision and practice’ that may possibly be to the determent of particular patients, fall outside the current community services review.  For example commissioner ideas on any qualified providers Re foot care due to financial constraints and the better use of resources will need a separate Equality Impact Assessment process when these services are due for review.

Also lack of robust patient experience data from the current provider and service and the potential disconnect between specification changes and the contract process  has been mitigated in the recommendation section below – ensuring robust patient experience data is collected across protected characteristics and supports the proposed outcome based monitoring and commissioning approach. 

(b) Advance equality of opportunity


 In developing the revised services, attention has been given to ensure commissioners and providers are testing if proposed changes will impact on patients.  Desk top research and information from the CCGS Equality Delivery Systems Assessment have been noted and included in the impact and protected characteristics Excel template.  Spec leads have been informed to look at the research and make the decision whether it needs to referenced in actual service specification.  Furthermore the Equality assessment needs to form part of on going discussions post procurement between Commissioners and the new Provider to ensure that needs of protected characteristics are discussed and form part of improved service delivery in the future 

The service providers need to provide evidence that their staff are competent and can understand and can work with these equality dynamics. 


(c) Foster good relations between different protected characteristics- 


The review of community services has ensured that general engagement has taken place with patients, communities and the public via Big Chats and engagement activity including an online borough wide survey.   This work has been logged and captured in engagement mapping document, specification lead e mails, and within the EIA excel document (embedded document).   Further communications in relation to the review have been conducted in the January /February 2016 period.

Recommendations 

Inclusion in revised specification 

Need to ensure that the main/ standard specification for Community Services requires the provider to collect and act upon/ analyse patient experience data and seek views from relevant protected and vulnerable groups and  need to demonstrate how this support service improvements.  This could form part of the eq5d contract monitoring KPI and could form part of the role of EPEG- Jan 2016

· Need to ensure that the main/ standard specification for Community Services requires the providers to be cognizant of their statutory duties to involve, consult and meet the relevant Equality Duties if  the provider proposes further changes to service delivery.   The commissioner will need to be notified of changes and have  assurances that changes to delivery are done in line with these statutory requirements.  The equality Assessment needs to form part of future discussions when changes to care models are discussed between providers and commissioners – January 2016

· For the CCG to ensure future Blueprints and commissioning priorities are cognisant of their statutory requirements to involve, consult, meet equality duties  and these factors must form part of the future PMO approach for the CCG to make robust evidential commissioning decisions .- April 2016

· Issues identified across protected characteristics will need to be reviewed by each service line/ programme lead and included if necessary and appropriate in the revised specification.  This report and template will be saved in a shared drive and this needs to be an instruction form the specification development group. Dec 2015- jan 2016

· Procurement evaluation is cognisant of compliance with PSED and Specific Duties – Dec 2015

· Accessible information standard implementation and delivery is monitored in line with 2016/17 quality contract schedule attached in Appendix 1


· Specific duties and Equality Delivery Systems 2 assessment delivery is monitored in line with 2016/17 quality contract schedule attached in Appendix 1


· Robust Translation and Interpretation systems in place and monitored by future provider in line with the 2016/17 quality contract schedule  Appendix 1 


· patients being reviewed and looking at outcome orientated performance - did people get better and self management


· Ensure materials re education and self managing treatments is understood by specific communities 

· Reasonable Adjustment are in place and understood by the future provider (procurement) 

· Develop communication strategy post procurement to support mobilization and transition to  any new provider including any potential changes.  This would include for example a travel strategy for those using the services, as if service relocates due the procurement exercise recommendations

· Ensure service users continually engaged in development of services by commissioners and provider

· Ensure service provider (terms within contract) understand their duties under PSED and can demonstrate compliance in line with Quality contract schedule (appendix 1)


Appendix 1

		Quality requirements 

		threshold

		Method of Measure

		Consequence of breach 



		Continued implementation of   SMART statutory Equality Objective plan, in line with Equality Act 2010 Specific Duties




		80% delivery against agreed milestones 

		A annual report (at Q 1 the end of Quarter 4) against delivery of the plan including evidence of progress and evidence that refreshed plans have been approved by the appropriate Board or committee.

		Subject to General Condition 9 (Contract Management)



		Full implementation of the Accessible Information Standard in line with NHS England guidance 

		100% implementation and delivery against the standard 

		Evidence of implementation by Q2 in line with national guidance 

		Subject to General Condition 9 (Contract Management)



		Equality Delivery Systems 2- completion of EDS 2 assessment within agreed timescales 

		100% completion of the assessments and development of action plan 

		assessment process and resulting action plan involves Healthwatch and other expert patients and community representation across protected characteristics by the end of Quarter 4 

		Subject to General Condition 9 (Contract Management)



		Compliance with Equality Act 2010 Specific duties  

		100% compliance with specific duties 

		Evidence in the public domain (website) of an annual E&D report, Including workforce data, Workforce Race Equality Standard , Translation and interpretation usage  , EDS 2 grade status and other relevant equality related information by the end of Q1 and Q4 




		Subject to General Condition 9 (Contract Management)



		Any relevant redesign of services, Including changes that impact on patients made via the cost Improvement Programmes (CIP),   evidence that the Public Sector Equality Duty has been considered and acted upon 

		100% compliance 

		Evidence of  robust equality report (EIA)  and evidence that 


findings have been considered by decision makers prior to making a  decision to change End of Quarter 2 and Quarter 4 

		Subject to General Condition 9 (Contract Management)



		Informing the CCG of equality related  barriers that exist as a result of other commissioning organisations  - including commissioners (CCG and NHS England )

		100%

		Production of a brief annual report of   equality related issues and barriers communities and patients face which responsibility of commissioners, including CCGs and or NHS England  at the end of Q2 and evidence that this has been discussed at the appropriate committee 

		Subject to General Condition 9 (Contract Management)



		Reasonable Adjustment KPI to be developed 

		

		

		





South Sefton


									Overall Specification 
need more qualitative feedback 


						Outline/Describe Service			Describe the proposed change to patients (what currently happens) and what are  proposed ideas of new care model 			involvement of patients and groups who 			Reasons for the change			Relevant Impact on protected groups			Mitigation			PSED			Overall Risk RAG

Green - low
			Next Steps

			to be completed by spec leads 





			Adult OT			Occupational therapy provides and assessment  and support to people whose health prevents them from doing the activities that matter to them, such as undertaking day to day activities, setting goals , making changes to the physical environment  or using equipment  

			Limited change for patients 

The service aims to be more responsive to the needs of Patients  and improve performance management indicators 

current service is falling short in relation to meeting performance  indicators, especially around  responsiveness  to assessments and delivery of products and new specification aims to address this by being more explicit rin the specification and care model 

			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 
			Future changes to services needs to be done in conjunction with local disability groups and networks 			Met 
Eliminate 
Advance


			Adult Physiotherapy			The service aims to provide specialist assessment of patients with a wide range of joint and muscular related problems in a range of venues to provide local care to patients.

This includes an assessment to identify the cause of the problem and to implement an agreed care programme with patients.
			Limited change for patients 

improving performance management of the service 			BIG chats , little chats,  EPEG 			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			Community Equipment			Providers of Heath and Social Care equipment to the community.
The service provides equipment, enabling safe discharge from hospitals and promoting independence and mobility in a person's home environment.
The Community Equipment Service is a working partnership between LA, commisioner  and Provider 
			Limited change for patients 

The service aims to be more responsive to the needs of Patients  and improve performance management indicators 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			Community Matrons			Community Matrons are experienced, skilled nurses who are equipped in case management for patients who suffer with complex long term conditions and currently have a very high intensity use of health care. With special intensive help, these patients are able to remain at home longer and to have more choice about their health care.			Limited change for patients 

The service aims to be more responsive to the needs of Patients  and improve performance management indicators 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			Sefton Rehab at Home			The Orthopaedic Rehabilitation At Home Team aims to help adults achieve independence through intensive, short term therapy interventions, delivered in the home.			improving performance management of the service 

Limited change for patients 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			Discharge Planning/ 			see below Community intermediate Care team below 			improving performance management of the service 

Limited change for patients 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			IV Therapy- Terry 			The Intravenous (IV) Therapy service provides a wide range of intravenous therapies across Liverpool and Sefton to patients’ in their own homes or in clinics.			improving performance management of the service 

Limited change for patients 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			UCD (Sefton) Terry			Unplanned Care Direct (UCD) is a Nurse led call centre responsible for finding alternatives to hospital admission and A&E attendances.			improving performance management of the service 

Limited change for patients 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			ICSD			see intermeidate care belwo 

specialises in Intermadiate care dfor dementai patuinets

recently ward 34 received  poor CQC inspection
			improving performance management of the service 

 change for patients inreation to care model and threashold change _ relocation of service 

			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16

CQC report 			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients  specifically with dementia specifically around dignity and respect 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 

ensure Strong reasonable adjustment are delivered and monitored through the Quality Contract Schedule 			PSED engaged  and met


			Intermediate Care Ward						improving performance management of the service 

Limited change for patients 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			improve management and performance management of the service 			Disability - understanding reasonable adjustments and needs of patients 
Race- Language and Cultural requirement s
Age - increased usage of service users aligned with age and getting older 
Sex - male and female 			additional inclusion of specification that future changes to care model are done in line with statutory duties 			PSED engaged  and met


			Discharge Planning/ Community Intermediate Care Team (CICT)


4/11/15- Mel Wright 			providing community intermediate care for primarily older citizens and people with LTC (Disability) 
currently services do not meet needs appropriately and separate referrals are required to access treatments for multiple pathology.  Also assessments take place in hospitals, which is not clinically the most appropriate place to recover/ receive treatment. Adopting step up and step down approach .
new management structure in place 
			change is decisions re long term care will not be made in a hospital environment.  For example currently social worker assessment  take place at bedside - Now it will be at home where evidence suggests is a more clinically appropriate and socially appropriate setting 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			Evidence suggests that this has benefit .  Commitment to more money  and enhancing services 			frail elderly LTC , Disability, Age (18 plus ), Race BME communities 

			monitoring to be put in place  on outcomes 

specification  to include monitoring on uptake of service across sex, age, disability and Race 

specification inclusive of needs of Dementia patients 			PSED engaged  and met						incorporate specification changes outlined in mitigation 


alert CCG if further changes that impact on patients 


			Community Urgent Care Team (CRT)			urgenat service 
Urgent care is a category of walk-in clinic focused on the delivery of ambulatory care in a dedicated medical facility outside of a traditional emergency room. Urgent care centers primarily treat injuries or illnesses requiring immediate care, but not serious enough to require an ER visit			improving performance management of the service 

Limited change for patients 

need to improve care following CQC inspection 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16												PSED engaged  and met


			Continence- urology and stoma care			Stoma Care.  For people who have had a serious  disease and require a pouch/bag. 			improve per			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			evidence identified gaps in current service provision.			older citizens and disability, sex 			improved monitoring see strategic spc document and EA recommendations			PSED engaged  and met


			Adult Diabetics									BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16												PSED engaged  and met


			Adult Safeguarding			making sure the CCG discharge their statutory and non statutory requirements 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Safeguarding  equality and diversity plan   currently being undertaken - voice of the child 			ensure links to local community groups and networks 			PSED engaged  and met


			Community Respiratory			3 elements- 
1. emergency care in community (bridge between community and acute provision)   
2. act right service.  P's get identified in A&E and referred and treated without requiring a bed
3. optimisation team (not acute or ill but need day to day management) .  Links with LTC needed 			same services in the community but delivered in a more joined up way addressing multiple pathology, with the intention of sustained LTC services and expertise and more proactive care.  

Less likely that p's will attend multiple appointments but are treated more holistically in local community 			BIG chats , little chats,  EPEG 

issue raised and actioned as part of South Sefton Equality Delivery Systems  submission 2015/16			gaps identified and are being addressed in care models 			sex,Race, LGB, Disability, Age 			clear gaps being addressed in new care model.  Limited change for patients and clear improvements in service delivery 			PSED engaged  and met						further changes need to notify andy 


			children's ADHD 
sefton wide 			 post diagnosis  specialist nurse service to support families with ADHD 


			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			Big Chats and little Chats 
currently working on improving pathways with new pathways with successful bidder 			ensure pathway work we look doing  
Disability LD 
- will check whether significance sex- prevalence with Boys 
Race - language 
Age- children's service 
			ensure links to local community groups and networks 			PSED engaged  and met


			children - LAC			supporting Health needs of LAC 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			 LAC do have links in with Making  A .Difference  and other LA representation 			LAC children have worse health outcomes 			Specify that successful bidder links in with :LA reps including the Making a Difference group 			PSED engaged  and met


			children's diabetes service 			providing community  clinic based service for diagnostics  and support for type 1 and type 2 diabetes 			limited change for p's 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			diabetes within BME - higher prevalence https://www.diabetes.org.uk/In_Your_Area/Scotland/campaigning_media/Diabetes_UK_Scotland_Publications/Focus-on-Diabetes/
 Children with diabetes national context
Children with Diabetes face barriers in relation to  lunchtime insulin provision, discrimination in relation to school trips and extra curricular activities and a range of general care issues such as teachers being made aware, a private room being available, treatment during a hypo and children not being permitted to eat in class			ensure links to local community groups and networks 			PSED engaged  and met


			children's out of school service 			school nurse sing service for children out of school exclusion other emotional behaviours, home schooled  and travelling population 			limited change for p's 
No change to the service and looking at improving performance management outcomes 			No Change 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Gypsey and traveller community - engagement 
disability- behaviours 			ensure links to local community groups and networks 			PSED engaged  and met


			paediatric audiology  			supporting people with audiology  and early issue of hearing loss 			limited change for p's 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			sex preverlance between biys and girls 
disability-http://www.ndcs.org.uk/help_us/campaigns/our_current_campaigns/northern_ireland/age_discrimination.html
Race- language and culture - use of Bilingual Volunteers project to support access to services 			ensure links to local community groups and networks 			PSED engaged  and met


			paediatric continence 			support and treatment for enuresis 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Disability -There is evidence that children with physical disabilities and learning difficulties have a higher incidence of continence problems, either due to an associated disorder of the bladder/bowel, or to their mobility or intellectual impairment 
http://www.eric.org.uk/assets/Bedwetting/PCF-Commissioning-Guidance-for-NICE-11-August-2014-Final.pdf			ensure links to local community groups and networks 			PSED engaged  and met


			safeguarding 			
making sure the CCG discharge their statutory and non statutory requirements 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Safeguarding  equality and diversity plan   currently being undertaken - voice of the child 			ensure links to local community groups and networks 			PSED engaged  and met


			speech therapy - 			recently reviewed 
effective service for pre and school aged children who have a variety of 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Race - http://www.rcslt.org/members/publications/publications2/linguistic_minorities
sex boys and girls 

BME- national research indicates that patients from BME communities are marginalised in health care and due to their cultural and language needs often experience poor access and outcomes around mental health services   
• There is a current gap in knowledge around BME population in St Helens, the current projections around population growth are small and there is still a Need to determine further issues that impact on BME communities and mental health. 
• Children for whom English is a second language demonstrate lower levels of communication skills when starting school.
 once the contract is in place and potentially there is scope for some cross work with the new BME CDW project and specification development. Monitoring of BME once the contract is awarded and the number of children using the service for whom English is their second language.

Boys-national research indicates that boys have a higher incidence of speech, language and communication needs as well as a higher incidence of autism; 2:1 ratio

Action: training for universal workers to aid early identification and assessment.

Summer months births- children born in the summer months have delayed language skills when starting school

Age – language and communication skills at the age of 5 is a good indication of a child’s communication level at 16 and can influence their educational attainment, behaviour, school attendance and mental wellbeing.
- The impact of limited communication, speech and language has an impact on life chances; it could lead to youth offending, poor educational attainment, employability and mental health issues.

Action: training for universal workers to aid early identification and assessment; specification will address this.


Disability – higher proportion of children with a speech, language and communication needs with children with learning disabilities, autism and special needs. A high proportion of children with mental health issues also have a speech, language and communication need.  This is all detailed in the needs assessment.
			ensure links to local community groups and networks 			PSED engaged  and met


			in school health 			deliver universal and targeted service to children and young people within school across sefton 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			race - langauage and culture 
disability 			ensure links to local community groups and networks 			PSED engaged  and met


			Actrite			early supported discharge service and the aim is to identify Patients  when they go to A&E - tActrite service aim to  prevent A &E  admission or reduce their length of stay - by providing the most= clinically appropriate treatment at home and ensuring  Patients  who can be safely manged at home 

delivered in S/O hospital and Aintree 

8 to 8 mon to Friday 

			Limited change for patients 

merge the acrtrite team in to the urgent care team ( so more efficient way of working and enable  improved cross working amongst the teams and greater expertise to manage patients in the most clinically appropriate way.  Referrals will be managed using a single point of access 

			gaps been identified , such as one  referral route  and improved patient care via the integration into the Urgent care team 
			limited patient experience data 			sex
race- language and cultural issue 
disability- 
age 
			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED engaged  and met


			Single Point of Contact- 			The service will encourage access to a range of community based services and will enable P's to be treated in a timely manner, closer to home

the SPA aims to resolve and improve current practise which is  XXX			Limited change to P's 

development of a management structure to improve integrated care especially for patients with long term and chronic conditions 			Management of integrated care and the Kings Fund 

gaps identified in current referral system need improving 			limited patient experience data 			ensure accessible information standard is tested in quality contract schedule and Reasonable adjustments are in place for disabled community 

Race - language and culture 

Sex- carering responsibilities are taken into account

age- 						PSED engaged and met 


			Intermediate Care Ward			providing community intermediate care for primarily older citizens and people with LTC (Disability) 
currently services do not meet needs appropriately and separate referrals are required to access treatments for multiple pathology.  Also assessments take place in hospitals, which is not clinically the most appropriate place to recover/ receive treatment. Adopting step up and step down approach .
new management structure in place 
			change is decisions re long term care will not be made in a hospital environment.  For example currently social worker assessment  take place at bedside - Now it will be at home where evidence suggests is a more clinically appropriate and socially appropriate setting 						Evidence suggests that this has benefit .  Commitment to more money  and enhancing services 			frail elderly LTC , Disability, Age (18 plus ), Race BME communities 

			monitoring to be put in place  on outcomes 

specification  to include monitoring on uptake of service across sex, age, disability and Race 

specification inclusive of needs of Dementia patients 			Advance Equality of opportunity -

Adopting step up and step down approach 

PSED met 						incorporate specification changes outlined in mitigation 


alert CCG if further changes that impact on patients 


			Discharge Planning/ Community Intermediate Care Team (CICT)


4/11/15- Mel Wright 			providing community intermediate care for primarily older citizens and people with LTC (Disability) 
currently services do not meet needs appropriately and separate referrals are required to access treatments for multiple pathology.  Also assessments take place in hospitals, which is not clinically the most appropriate place to recover/ receive treatment. Adopting step up and step down approach .
new management structure in place 
			change is decisions re long term care will not be made in a hospital environment.  For example currently social worker assessment  take place at bedside - Now it will be at home where evidence suggests is a more clinically appropriate and socially appropriate setting 						Evidence suggests that this has benefit .  Commitment to more money  and enhancing services 			frail elderly LTC , Disability, Age (18 plus ), Race BME communities 

			monitoring to be put in place  on outcomes 

specification  to include monitoring on uptake of service across sex, age, disability and Race 

specification inclusive of needs of Dementia patients 			Advance Equality of opportunity -

Adopting step up and step down approach 

PSED met 						incorporate specification changes outlined in mitigation 


alert CCG if further changes that impact on patients 


			Community Urgent Care Team (CRT)


			Continence			provides clinical assessment treatment advice support an provision of products with urological and bowl problems.

Services is provided in nursing homes, hospital and numerous other settings 			Limited change for patients 

The service aims to be more responsive to the needs of Patients 

current service is falling short in relation to meeting performance  indicators, especially around  responsiveness  to assessments and delivery of products and new specification aims to address this by being more explicit rin the specification and care model 

patients being reviewed and looking at outcome orientated performance - did people get better and self management 			identified performance gaps are being addresses in specification and more parity across gaps 

care homes are responsible for purchase of products and  roles and responsibilities are clearer across community and provider services 			currently   seeking Patient experience and level of involvement form the Provider 			sex- ensure service has links and are able to signpost to   support groups  ( serious impact on life chance and quality of life) 

 race, - desk top research undertaken does not identify prevalence and difference around race - but language and cultural competency are important evidence 

disability- protected under the act (see sex above).  also ensuring specialist 

Learning disability - high prevalence but symptoms can be treated - http://www.nursingtimes.net/roles/childrens-nurses/addressing-continence-in-children-with-disabilities/5075875.fullarticle


 age			ensuring links with continence and   dementia are contained within  the future service model  the specification 

need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED engaged and met 						seeking further info from the provider 


			Continence- urology and stoma care			Stoma Care.  For people who have had a serious  disease and require a pouch/bag. 			Patients who fitted with Stoma prior to 2010 did not revive an annual review.  Now this will be a requirements so enhanced provision aimed at improving outcomes in addition more expert advice and guidance for GPs 						evidence identified gaps in current service provision.			older citizens and disability, sex 						PSED engaged  and met


			Adult Diabetics																					PSED engaged  and met


			Palliative Care			integrated service for Palliative P's Care service across Community services  and Hospice and Hospital.

Nurses  provide general Palliative care and Specialist  Pall care services P's who present more complex cases w
Consult Led (and works across service above) 

			Limited change to P's 

Changes to  set up include End of life team 
element of DN who focus on End of life 
ensure expert advice is matched to the appropriate needs of the Pat

telemedicine - prevent unnecessary hospital admission- and enable s p to have immediate expert advice and triage service 			address issues 			patient experience used to inform and address gaps 

involvement and strategy developed during 2013/.14 previous review and doc recorded 			age- appropriate services are offered 


 sex, - 

religion and belief,- appropriate processes in place and networks to religious networks 

 Race, - language and cultural understanding and monitoring in place 

disability,- protected by disability and understanding needs of Learning Disabled  and people with dementia 

transgender- ensuring cultural appropriate services and understanding are in place across LGBT 

, Sexual Orientation - ensuring wishes of partner are adhered to - see rai			previous review and end of life e strategy subject to Equality analysis  2013/14			PSED engaged  and met


			Podiatry			Specification out of date 

delivery of the service currently is ………………………………………………………………..			Limited changes to patients 

Improve management of current service and update specification 			subject to clinical input and consultation 			No input specifically to this area 			Age, Race, disability, sex

Please note : Risk identified with Any Preferred Provider APPand low level podiatry service and foot care which is not part of this specification and review will need a full Equality impact assessment and  potential consultation as change will impact of patients 			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 

			PSED engaged  and met			 prosed changes  will have a limited impact on patients a

Any qualified provider Re foot care and low level podiatry are not part of the Community Services review and will be dealt with operationally and run along Blue print priority work 


			Community Treatment Rooms			combining low level urgent care & rolling extended hours to provide more options and choice to patients and improving education and skills with district nursing and low level urgent care 			limited impact p's - improving management and skill set and greater access to care for patients and more options for treatment closer to home 			closing gaps in management and developing better cross understanding across DN and low urgent care 						
LTC Disability, - patients who have long terms conditions
sex,
age,- more likely to acquire LTC with age 
race - language and cultural barriers need to be met 
religion and belief- needs to be cognisant of patients religion and beliefs						PSED engaged  and met


			Tissue Viability			combining low level urgent care & rolling extended hours to provide more options and choice to patients and improving education and skills with district nursing and low level urgent care 			limited impact p's - improving management and skill set and greater access to care for patients and more options for treatment closer to home 			closing gaps in management and developing better cross understanding across DN and low urgent care 			BIG Chats care closer to home 									Met 



			GP Call Handling			as above 			as above 			as above 			as above 									Met 



			District Nursing (OOH) 			as above 			as above 			as above 			as above 									Met 



			CERT			as above 			as above 			as above 			as above 									Met 



			District Nursing inc Treatment Rooms			as above 			as above 			as above 			as above 									Met 



			Leg Ulcer and 			as above 			as above 			as above 			as above 									Met 



			Phlebotomy			as above 			as above 			as above 			as above 									Met 



			IV THERAPY (SEFTON)			as above 			as above 			as above 			as above 									Met 































































Southport & Formby


			Southport and Formby Community Services Pre Equality Impact Assessment 


			Source Specification			Outline/Describe Service			Describe the proposed change to patients (what currently happens)			Reasons for the change			involvement of patients and groups / stakeholders 

Patient experience in of used 
what 
evidence says etc. 			Relevant Impact on protected groups			Mitigation			PSED			Overall Risk RAG			Next Steps			to be completed by Specification leads 


			Nutrition and dietetic service- Jane Uglow and Rob Caudwell			Manages the Nutritional  needs with a range of acute patients  and LTC patients 

this service supports people with LTC  and has a key focus on supporting Patients who have    difficulty feeding  

different Referral  processes- including from  secondary  care 

short and long term interventions

currently delivered from 14 GP practise and  support 5 other practise via Southport wellbeing and Ainsdale Clinic			Limited change for patients identified 

potential that Threshold changes due to relocation ( currently delivered from 14 GP practise and  support 5 other practise via Southport health & Wellbeing Centre  and Ainsdale

Relocation subject to clinical consultation and business case 

There will be  efficiency changes 




 			Efficiency changes need to ensure service is improved  and  process gaps are addressed 

			Not at this stage 


requested  Patient experience data  from Incumbent provider.  But not reviewed the information as yet 

			LTC Disability, - patients who have long terms conditions
sex,
age,- more likely to acquire LTC with age 
race - language and cultural barriers need to be met 
religion and belief- needs to be cognisant of patients religion and beliefs			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 

ensure nutritional providers aware of cultural and religious beliefs 

ensure specification leads view column F to consider whether issues need inclusion in specification 

			PSED engaged 			

still need agreement on relocation of service If service outlets reduce would this have an impact on flow of P's 

assurance Pat experience data requested and Involvement 			Notify of any further change 

work with other Programme leads/ Locality leads to involve Patients ' and other stakeholders via work with  LTC 

asked for P experience data and review data to support specification and care model changes

ensure  providers are aware of cultural and religious beliefs that impact on nutrition if relevant  


			Podiatry- Sarah- and rob Caudwell			Specification out of date 

delivery of the service currently is ………………………………………………………………..			Limited changes to patients 

Improve management of current service and update specification 			subject to clinical input and consultation 			No input specifically to this area 			Age, Race, disability, sex

Please note : Risk identified with Any Preferred Provider APPand low level podiatry service and foot care which is not part of this specification and review will need a full Equality impact assessment and  potential consultation as change will impact of patients 			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 

ensure specification leads view column F to consider whether issues need inclusion in specification 

			PSED engaged 			 prosed changes  will have a limited impact on patients a

Any qualified provider Re foot care and low level podiatry are not part of the Community Services review and will be dealt with operationally and run along Blue print priority work 


			Blue Badge- Jamie and Neil Watson Sefton council			Blue Badge service is provides assessments to determine eligibility for people with primarily mobility problems, ensuring the applications meet the Department of Transport criteria

the service also acts a s a information and signposting service and works in close partnership with the Local Authority 

(CCG commissioned OT under Therapies 

Assessment and administration 

												Disability 
Race
			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 

Disability - Robust Reasonable Adjustments needs to be in place, including the needs to carry out assessments at accessible locations, and appointments are accessible and advocacy services are offered and used if requested 

directory od services is up to date 

Race- language culture and monitoring 
			PSED met 			limited impact on P's

no evidence of satisfaction P, experience addressed in specification 


			Chronic pain- Terry Hill and Doug Callow			  90% orthopaedic (Bones) patients .  Currently different referral points and gaps in service delivery

receives referrals from MCAS who triage / Stroke/MSK. 			Limited change to patients 

Gaps have been identified  and intending that referrals go to MCAS for triage and assessments to ensure  consistency .

intention to enhance the service within the community direct GP referral service in a more appropriate way and that beater meets need			Limited change for P's 
community pain consultant to manage service and cohort of P's  Limited change for patients.  Triage may reduce inappropriate treatments such as secondary care and surgery .  No changes to criteria or thresholds.  No delay in services 			patients 's involved via pain management network and group 

P experience data used by Provider to support care model development 

			disability - pain has a direct impact on carrying out day to day activities 
race - language and cultural factors
Substantial pain prevalence is as high as 40% in community populations. There is consistent evidence that racial/ethnic minority individuals are overrepresented among those who experience such pain and whose pain management is inadequate
sex- Prevalence rates of most musculoskeletal pain conditions are higher among women than men. Reasons for these prevalence disparities likely include sex differences in basic pain mechanisms and gender differences in psychosocial factors. http://www.ncbi.nlm.nih.gov/pubmed/21210309
age http://www.webmd.com/pain-management/treating-pain-elderly
evidence suggests that older citizens less likely to seek treatments for pain 
			statements around E&D 

need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			currently PSED met 			limited change for Patients 

involvement and evidence used 			informed |Terry to notify if there are any further changes that could impact on patients 


			Falls- Anne Lucy, Moira Mcguinness Angela Curran, Emily ball			current service is stand alone.  No prevention and looks at P's who have fallen  and referred by secondary, G'sP DN, any health professionals
 
Referrals are made into other services but these are not followed up .

Local quality contract -GPs to develop list of people who are at risk of falls to support and enhance the service 

			Limited change to patients 

Please note: unintended consequence of council austerity - Healthier lifestyles service which provides self help and exercises had been decommissioned by the Local Authority 

aim is to have community nursing a as opposed to DNursing and that the service 
is managed under one team to look at prevention, education to clinicians so service is 
more streamlined, working form improved  info data and intelligence on  P's so a more targeted service .

Higher quality service 

			address gaps 
prevent improved management 
avoid duplication 
increase [prevention element 
single point of access 			Moria will be meeting with the Formby Hub before December 2015

clinical consultation - on going 

frail and elderly groups incl: managers from care homes has taken place 

Patient experience information has been used to inform and address specification development 

all information is recorded 


			Age older citizens frail elderly care homes

age / disability EDS 2 assessments engagement raised concerns re support after Falls service support is stopped commissioner and Age Concern to discuss further - December 2015			gaps addressed

unintended consequence of council austerity - Healthier lifestyles 

is an issue and commissioner exploring opportunity to continue to fund the service to support Falls agenda

need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 

			currently PSED met

unintended consequence of council austerity - Healthier lifestyles 			limited impact on P's

storing evidence on Involvement of groups and stakeholders 			stakeholder activity  to be completed 

Andy send Age Concern info 


			Community adult rehab- Sharon and Jamie and Emily ball			Jamie to contact with update 															need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 


			Lymphedema- Sharon and Stuart ?			
Provided by St Catherine's in West lanc's and provide clinics in Southport H&W centre

condition were P's retain fluid usually legs and  lymph glands also as a result of surgery 


monitor and supports on going interventions (intensive at the start) 

			Limited change to patients 

intention is to open this service up beyond cancer P's for those who require intensive treatment (beyond IFR).  Investing monies via the IFR could be used to enhance the service 

also to develop a educational programme to upskill D nurses to be  able to carry out the lower level treatments 

Enhancing and improving the service against needs of P's 

			addressing gaps in service 

improved efficiency 

expertise aligned to P needs			

no relevant support groups 

Patients and other stakeholders 

limited change for P

EPEG and com team 

			cancer- disability

age , disability and sex- evidence suggests the condition can lead to social isolation - ensure new service has links to 3rd sector organisations 

Sex  (Women) 

race - some evidence suggests racial disparities 			need for further involvement of groups  via EPEG 

need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 						Public involvement limited 			any thing changes inform Andy 


			Community HF – Sharon and stuart

Community Heart Failure service.			Specification was designed in 2007 

since the service market place has changed with Urgent care services and teams 

key aim is to service and support P's with reduced Cardiac function and require monitoring and case management 

currently delivered by team of specialist nurses and cardiac nurses 

no Special Interest in cardiology  (5 years) since 2010 





 			Lim ited change for P's 

focus of the revised  service is to ensure the most complex P who are at risk of admission are dealt with by the most appropriate clinician 

still awaiting conversations with Providers and staff on changes to care model 

aim is to ensure Specification and care model in connected to other areas including:  Urgent care teams, HF service in South Sefton (larger service with greater capacity) to provide services in S&F 

			market place around this service has changed after the specification and care model was developed and care models need to reflect |Urgent care service in S&F and SS CCG areas

			Not at this stage 


requested  Patient experience data  from Incumbent provider.  But not reviewed the information as yet 

could be addressed via wider engagement processes  EPEG etc.

			sex,- differ enation in men and women 

age-next 25 years against the backdrop of an ageing population and improvements in medications to treat symptoms means services should be able to have the capacity to deal with demand - specifically in north (high older population and south  due to lifestyle and deprivation

disability- unable to carry out day to day activities -covered under disability 

sensory impairment and Learning disability - 

Race -  BME - higher rates of cardio issues 

ensure provider			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 

need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED engaged 			limited impact on P's

storing evidence on Involvement of groups and stakeholders 			assurance Patient experience data requested analysed and Involvement of wider groups on CCG intentions to improve service 


			Community Diabetes- Terry (+/- Sharon)and Doug			outdated specification 

market place changed since spec development 

in practise the service operates like a comprehensive MDT 

led by GPSI in north (S&F) 


			Lim ited change for P's 

joint clinics for patients to access where expertise can be shared  in the best interests of the patient 

improvement management of services 

consultant led service 

different location and treatments being delivered at PC level 

educational programme to be rolled out to improve current practise 			care closer  to home 

more efficiency  and better management of the p flow 			robust involvement stakeholders

discussed PPG's across north and south of the borough

health and social care Group 

SPAC

citizen Forums 


all this information is recorded 

care home event Oct 2015 

end of lide CQC Hard to reach initiative 

			age- age appropriate services and information 
older citizens more likely to acquire disability 
sex - clear evidence linking lifestyle and deprivation 
disability- other disabilities and impairments are services and treated as well as diabetes only 
 race -  With diabetes, people from minority ethnic communities are up to six times more likely to develop the condition than white people
 			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 


			Urgent care SPA- Jamie and Rob Caudwell			urgent care team 															need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 


			Continence and urology-			provides clinical assessment treatment advice support an provision of products with urological and bowl problems.

Services is provided in nursing homes, hospital and numerous other settings 			Limited change for patients 

The service aims to be more responsive to the needs of Patients 

current service is falling short in relation to meeting performance  indicators, especially around  responsiveness  to assessments and delivery of products and new specification aims to address this by being more explicit rin the specification and care model 

patients being reviewed and looking at outcome orientated performance - did people get better and self management 			identified performance gaps are being addresses in specification and more parity across gaps 

care homes are responsible for purchase of products and  roles and responsibilities are clearer across community and provider services 			currently   seeking Patient experience and level of involvement form the Provider 			sex

 race, 

disability

 age			ensuring links with continence and   dementia are contained within  the future service model  the specification 

need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED met 						seeking further info from the provider 


			Stoma- Jenny K and Niall Leonard ( check activity for SFCCG, cost =97409)			Stoma Care.  For people who have had a serious  disease and require a pouch/bag. 			Patients who fitted with Stoma prior to 2010 did not revive an annual review.  Now this will be a requirements so enhanced provision aimed at improving outcomes in addition more expert advice and guidance for GPs 			evidence identified gaps in current service provision.						older citizens and 
disability, - supporting people with a learning difficulty 
sex 
Race - language and cultural understanding 			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED met 


			Respiratory service- Jenny and Kati			3 elements- 
1. emergency care in community (bridge between community and acute provision)   
2. act right service.  P's get identified in A&E and referred and treated without requiring a bed
3. optimisation team (not acute or ill but need day to day management) .  Links with LTC needed 			same services in the community but delivered in a more joined up way addressing multiple pathology, with the intention of sustained LTC services and expertise and more proactive care.  

Less likely that p's will attend multiple appointments but are treated more holistically in local community 						gaps identified and are being addressed in care models 			sex,
Race,- language 
 LGBT - evidence indicates that LGBT community has higher rates of smoking 
Disability- learning disabled people , people with mental health
, Age - be able to determine between.  Older people more prone to respiratory issue 			clear gaps being addressed in new care model.  Limited change for patients and clear improvements in service delivery 


need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 
			PSED engaged and met

						further changes need to notify andy 


			Actrite- Jenny and Kati			early supported discharge service and the aim is to identify Patients  when they go to A&E - tActrite service aim to  prevent A &E  admission or reduce their length of stay - by providing the most= clinically appropriate treatment at home and ensuring  Patients  who can be safely manged at home 

delivered in S/O hospital and Aintree 

8 to 8 mon to Friday 

			Limited change for patients 

merge the acrtrite team in to the urgent care team ( so more efficient way of working and enable  improved cross working amongst the teams and greater expertise to manage patients in the most clinically appropriate way.  Referrals will be managed using a single point of access 

			gaps been identified , such as one  referral route  and improved patient care via the integration into the Urgent care team 
			limited patient experience data 			sex
race- language and cultural issue 
disability- 
age 
			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED engaged and met




			Continence- Ali and Niall leonard




			provides clinical assessment treatment advice support an provision of products with urological and bowl problems.

Services is provided in nursing homes, hospital and numerous other settings 			Limited change for patients 

The service aims to be more responsive to the needs of Patients 

current service is falling short in relation to meeting performance  indicators, especially around  responsiveness  to assessments and delivery of products and new specification aims to address this by being more explicit rin the specification and care model 

patients being reviewed and looking at outcome orientated performance - did people get better and self management 			identified performance gaps are being addresses in specification and more parity across gaps 

care homes are responsible for purchase of products and  roles and responsibilities are clearer across community and provider services 			currently   seeking Patient experience and level of involvement form the Provider 			sex- ensure service has links and are able to signpost to   support groups  ( serious impact on life chance and quality of life) 

 race, - desk top research undertaken does not identify preverlarnce and difference around race - but language and cultural competency are important evidence 

disability- protected under the act (see sex above).  also ensuring specialist 

Learning disability - high prevalence but symptoms can be treated - http://www.nursingtimes.net/roles/childrens-nurses/addressing-continence-in-children-with-disabilities/5075875.fullarticle


 age			ensuring links with continence and   dementia are contained within  the future service model  the specification 

need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED engaged and met 						seeking further info from the provider 


			Clinical health Psychology- Geraldine ( Gordon?) Hilal, Sarah 			Sarah to meet clinicians on  24th  Nov- still no update 
Sarah to inform Andy re outcome of meeting 												see 			need  standard specification to ensure patient experience data from protected and vulnerable groups supports outcome based contract monitoring 			PSED engaged			further info required 24/11/15


			Intermediate care- Mel			providing community intermediate care for primarily older citizens and people with LTC (Disability) 
currently services do not meet needs appropriately and separate referrals are required to access treatments for multiple pathology.  Also assessments take place in hospitals, which is not clinically the most appropriate place to recover/ receive treatment. Adopting step up and step down approach .
new management structure in place 
			
limited change to P's
change is decisions re long term care will not be made in a hospital environment.  For example currently social worker assessment  take place at bedside - Now it will be at home where evidence suggests is a more clinically appropriate and socially appropriate setting 						Evidence suggests that this has benefit .  Commitment to more money  and enhancing services 			frail elderly LTC , - 

Disability, Age (18 plus ),

 Race BME communities - language  and cultural issues 

			monitoring to be put in place  on outcomes 

specification  to include monitoring on uptake of service across sex, age, disability and Race 

specification inclusive of needs of Dementia patients 			Advance Equality of opportunity -

Adopting step up and step down approach 

PSED met 						incorporate specification changes outlined in mitigation 


alert CCG if further changes that impact on patients 


			Discharge planning- Mel			providing community intermediate care for primarily older citizens and people with LTC (Disability) 
currently services do not meet needs appropriately and separate referrals are required to access treatments for multiple pathology.  Also assessments take place in hospitals, which is not clinically the most appropriate place to recover/ receive treatment. Adopting step up and step down approach .
new management structure in place 
			
limited change to P's
change is decisions re long term care will not be made in a hospital environment.  For example currently social worker assessment  take place at bedside - Now it will be at home where evidence suggests is a more clinically appropriate and socially appropriate setting 						Evidence suggests that this has benefit .  Commitment to more money  and enhancing services 			 ,
 Disability- dementia patients and carers are involved in planning 

Reasonable adjustments are in place 

age  - ensuing dignity and respect 

 Age (18 plus ),

 Race BME communities - language and cultural need s captured and adhered to 

robust monitoring 

			monitoring to be put in place  on outcomes 

specification  to include monitoring on uptake of service across sex, age, disability and Race 

specification inclusive of needs of Dementia patients 			Advance Equality of opportunity -

Adopting step up and step down approach 

PSED met 						incorporate specification changes outlined in mitigation 


alert CCG if further changes that impact on patients 


			Single Point of access			The service will encourage access to a range of community based services and will enable P's to be treated in a timely manner, closer to home

the SPA aims to resolve and improve current practise which is  XXX			Limited change to P's 

development of a management structure to improve integrated care especially for patients with long term and chronic conditions 			Management of integrated care and the Kings Fund 

gaps identified in current referral system need improving 			limited patient experience data 			ensure accessible information standard is tested in quality contract schedule and Reasonable adjustments are in place for disabled community 

Race - language and culture 

Sex- carering responsibilities are taken into account

age- 						PSED engaged and met 


			End of Life and  Palliative  care 			integrated service for Palliative P's Care service across Community services  and Hospice and Hospital.

Nurses  provide general Palliative care and Specialist  Pall care services P's who present more complex cases w
Consult Led (and works across service above) 

			Limited change to P's 

Changes to  set up include End of life team 
element of DN who focus on End of life 
ensure expert advice is matched to the appropriate needs of the Pat

telemedicine - prevent unnecessary hospital admission- and enable s p to have immediate expert advice and triage service 			address issues 			patient experience used to inform and address gaps 

involvement and strategy developed during 2013/.14 previous review and doc recorded 			age- appropriate services are offered 


 sex, - 

religion and belief,- appropriate processes in place and networks to religious networks 

 Race, - language and cultural understanding and monitoring in place 

disability,- protected by disability and understanding needs of Learning Disabled  and people with dementia 

transgender- ensuring cultural appropriate services and understanding are in place across LGBT 

, Sexual Orientation - ensuring wishes of partner are adhered to - see rai			previous review and end of life e strategy subject to Equality analysis  2013/14			PSED engaged  and met


			Community Treatment Rooms			combining low level urgent care & rolling extended hours to provide more options and choice to patients and improving education and skills with district nursing and low level urgent care 			limited impact p's - improving management and skill set and greater access to care for patients and more options for treatment closer to home 			closing gaps in management and developing better cross understanding across DN and low urgent care 						
14th December meeting Billie and Moira
LTC Disability, - patients who have long terms conditions
sex,
age,- more likely to acquire LTC with age 
race - language and cultural barriers need to be met 
religion and belief- needs to be cognisant of patients religion and beliefs


			Tissue Viability			combining low level urgent care & rolling extended hours to provide more options and choice to patients and improving education and skills with district nursing and low level urgent care 			limited impact p's - improving management and skill set and greater access to care for patients and more options for treatment closer to home 			closing gaps in management and developing better cross understanding across DN and low urgent care 			BIG Chats care closer to home 			N/A						limited 


			GP Call Handling			as above 			as above 			as above 			as above 			N/A			N/A			limited 


			District Nursing (OOH) 			as above 			as above 			as above 			as above 			N/A			N/A			limited 


			CERT			as above 			as above 			as above 			as above 			N/A			N/A			limited 


			District Nursing inc Treatment Rooms			as above 			as above 			as above 			as above 			N/A			N/A			limited 


			Leg Ulcer and 			as above 			as above 			as above 			as above 			N/A			N/A			limited 


			Phlebotomy			as above 			as above 			as above 			as above 			N/A			N/A			limited 


			IV THERAPY (SEFTON)			as above 			as above 			as above 			as above 			N/A			N/A			limited 


			children's ADHD 
sefton wide 			 post diagnosis  specialist nurse service to support families with ADHD 


			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			Big Chats and little Chats 
currently working on improving pathways with new pathways with successful bidder 			ensure pathway work we look doing  
Disability LD 
- will check whether significance sex- prevalence with Boys 
Race - language 
Age- children's service 
			ensure links to local community groups and networks 			PSED engaged and met 


			children - LAC			supporting Health needs of LAC 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			 LAC do have links in with Making  A .Difference  and other LA representation 			LAC children have worse health outcomes 			Specify that successful bidder links in with :LA reps including the Making a Difference group 			PSED engaged and met 


			children's diabetes service 			providing community  clinic based service for diagnostics  and support for type 1 and type 2 diabetes 			limited change for p's 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			diabetes within BME - higher prevalence https://www.diabetes.org.uk/In_Your_Area/Scotland/campaigning_media/Diabetes_UK_Scotland_Publications/Focus-on-Diabetes/
 Children with diabetes national context
Children with Diabetes face barriers in relation to  lunchtime insulin provision, discrimination in relation to school trips and extra curricular activities and a range of general care issues such as teachers being made aware, a private room being available, treatment during a hypo and children not being permitted to eat in class			ensure links to local community groups and networks 			PSED engaged and met 


			children's out of school service 			school nurse sing service for children out of school exclusion other emotional behaviours, home schooled  and travelling population 			limited change for p's 
No change to the service and looking at improving performance management outcomes 			No Change 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Gypsey and traveller community - engagement 
disability- behaviours 			ensure links to local community groups and networks 			PSED engaged and met 


			paediatric audiology  			supporting people with audiology  and early issue of hearing loss 			limited change for p's 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			sex preverlance between biys and girls 
disability-http://www.ndcs.org.uk/help_us/campaigns/our_current_campaigns/northern_ireland/age_discrimination.html
Race- language and culture - use of Bilingual Volunteers project to support access to services 			ensure links to local community groups and networks 			PSED engaged and met 


			paediatric continence 			support and treatment for enuresis 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Disability -There is evidence that children with physical disabilities and learning difficulties have a higher incidence of continence problems, either due to an associated disorder of the bladder/bowel, or to their mobility or intellectual impairment 
http://www.eric.org.uk/assets/Bedwetting/PCF-Commissioning-Guidance-for-NICE-11-August-2014-Final.pdf			ensure links to local community groups and networks 			PSED engaged and met 


			safeguarding 			
making sure the CCG discharge their statutory and non statutory requirements 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Safeguarding  equality and diversity plan   currently being undertaken - voice of the child 			ensure links to local community groups and networks 			PSED engaged and met 


			speech therapy - 			recently reviewed 
effective service for pre and school aged children who have a variety of 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			Race - http://www.rcslt.org/members/publications/publications2/linguistic_minorities
sex boys and girls 

BME- national research indicates that patients from BME communities are marginalised in health care and due to their cultural and language needs often experience poor access and outcomes around mental health services   
• There is a current gap in knowledge around BME population in St Helens, the current projections around population growth are small and there is still a Need to determine further issues that impact on BME communities and mental health. 
• Children for whom English is a second language demonstrate lower levels of communication skills when starting school.
 once the contract is in place and potentially there is scope for some cross work with the new BME CDW project and specification development. Monitoring of BME once the contract is awarded and the number of children using the service for whom English is their second language.

Boys-national research indicates that boys have a higher incidence of speech, language and communication needs as well as a higher incidence of autism; 2:1 ratio

Action: training for universal workers to aid early identification and assessment.

Summer months births- children born in the summer months have delayed language skills when starting school

Age – language and communication skills at the age of 5 is a good indication of a child’s communication level at 16 and can influence their educational attainment, behaviour, school attendance and mental wellbeing.
- The impact of limited communication, speech and language has an impact on life chances; it could lead to youth offending, poor educational attainment, employability and mental health issues.

Action: training for universal workers to aid early identification and assessment; specification will address this.


Disability – higher proportion of children with a speech, language and communication needs with children with learning disabilities, autism and special needs. A high proportion of children with mental health issues also have a speech, language and communication need.  This is all detailed in the needs assessment.
			ensure links to local community groups and networks 			PSED engaged and met 


			in school health 			deliver universal and targeted service to children and young people within school across sefton 			limited change to patients 
No change to the service and looking at improving performance management outcomes 			close gap in performance management 			ensure discussions with successful provider  and linkage with appropriate groups and networks			race - langauage and culture 
disability 			ensure links to local community groups and networks 			PSED engaged and met 
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igure 1: KPls mapped to person-centred nursing framework (adapted from McCance et al., 2012)
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