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    ‘Outstanding care, transforming lives

Our Vision

‘Outstanding care, transforming lives’

Our vision is to provide care that is outstanding in its quality, transforming the lives of individuals and families every day. Our communities will have total confidence in our services, our staff feel a strong sense of belonging and satisfaction, and our partners be proud to work purposefully with us.

Our purpose is:

For individuals and families  

· to work together, building on strengths, to improve mental health and wellbeing, 

For our staff

· to value everyone individually, promote wellbeing, support involvement and encourage personal development and leadership

For our teams

· to support their role in the delivery of best value, innovation and excellence in local and trustwide services 

Our values underpin everything we do:

· promoting dignity, respect and compassion

· demonstrating openness, honesty and integrity

· building on individual strengths

· tackling stigma, promoting inclusion and valuing diversity

· listening, learning, and continuously improving to deliver quality and value
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Report to:           
Community Wellbeing and Older People’s Policy and

                                 Scrutiny Committee, Essex County Council 

From:                  
Andrew Geldard, Chief Executive, 

                                 North Essex Partnership NHS Foundation Trust

Subject:              
Follow-up to Annual Report 2008/09 on the Section 75
                                 Partnership Arrangement between Essex County Council
                                (ECC) and the North Essex Partnership NHS Foundation
                                Trust (NEPFT)

Date:                       10 June 2010
Introduction

The eighth annual report on the Partnership Arrangements in North Essex was presented to Committee on 12 November 2009. Further to the discussions and questions at Committee it was agreed that:
“1. The trust report back to Committee with detail on its action plan to address the high number of people being admitted into residential care and how effective it has been;

 2. The trust report back on the progress with the Self Directed Support pilot and the evidence collected at this stage;

 3. The trust supply information on how many adults with mental health problems had been children from a looked after background;
 4. The Committee receive an update on progress with carer’s assessments;

 5. The trust report back on the number of advocacy referrals at a later date.”
Anticipated benefits of partnership

The desired outcomes for integrated health and social care services have been reported previously and in summary include:

· Easier/ simpler access for service users, carers and referrers

· Service models which focus on the whole person in the context in which they live and offer greater choice

· Better continuity of care through improved recruitment and retention of multi-disciplinary staff and coordination of staff development

· Social care engaging in the culture of evidence-based learning so as to inform both practice and service development

· Strong commitment to citizenship, good mental health, recovery and positive engagement  with the wider community agenda.

Performance 2009/10 
Over the last year the trust successfully focused on continuing to improve the experience of people who use our services including their family and carers, including improving our physical environments for both staff and service users, whilst better engaging our staff and clinicians in leading change, and expanding on the excellent services we currently provide. These achievements were externally validated through positive feedback from the 2009 national Annual Patient Survey and the award of double excellent (Quality of Services and Use of Resources) by the Care Quality Commission in the 2009 Annual Healthcheck. This was followed by substantial improvements in staff satisfaction demonstrated by good staff scores in the annual Staff Survey. We maintained our planned Financial Risk rating of ‘4’ with Monitor and were able to spend £10.8 million on improvements to our estate and infrastructure including the opening of our new £13m Crystal Centre for older adult services in Mid Essex.

Response to questions from Committee
1.  Admissions to residential care

At the time of writing this report we have 180 adults of working age and 261 older adults in residential/ nursing home care in North East Essex.  All are now up-to-date with CPA (Care Programme Approach) six-monthly reviews. We continue to work hard to ensure that all service users in residential/ nursing home placements receive a timely and appropriate review under the Care Programme Approach.

Since November 2009, when we integrated the management of previously separate Colchester and Tendring services under one management structure, we appointed a part-time Residential Care Team manager and brought together a small team of staff to undertake the role of residential care reviewers and ensure reviews are recovery focused and up-to-date.  This recognises the high number of residential/ nursing homes in north-east Essex and therefore the inevitable concentration of Essex adults who require placements within the area.
We have identified five key areas of action on which we continue to work:

A. All care planning based on Recovery model.

Each and every care package proposal is now being scrutinised by team managers prior to submission to Care Planning Boards both to ensure the recovery philosophy is upheld and to quality assure the documentation. In addition Key Events will be clearly logged for any Care Planing Board submission to give a historical view of service user experience and outcomes eg. failed/ broken down housing and other support interventions.
B. Consistency of Care Planning Board

To achieve consistency of approach across the Care Planning Boards in West, Mid and North East Essex, we have successfully appointed to a re-engineered post of Care Planning Board manager. The ECC Care Purchasing budgets are not managed directly by the trust and it is the responsibility of the ECC MH Commissioner to authorise funding against care packages/ placements approved by the Care Planning Board manager.
C. Quality of review
Improved guidance and use of a reviewing tool/ proforma is being implemented to improve the quality of recovery focused reviews and ensure lessons learned from the work of ECC and the trust on Adult Safeguarding issues are embedded within review processes

D. Regular review
As will be clear from the revised reviewing arrangements and our  performance on ensuring reviews every six months we have strengthened our systems for ensuring reviews are recovery focused and regular. 
      E.  Improved systems for entry to / exit from Care Planning Boards
Team managers across the trust will have a running log of all care packages within their teams and any changes will be notified directly to the Care Planning Board manager. The Residential Care Team manager will advise local team managers of any changes to residential/ nursing home care plans ensuring the trust and ECC have up-to-date and accurate records including funding implications.

2.  Progress of the Self Directed Support Pilot

This pilot, operating in all three main geographical Areas of the trust (West, Mid and North-East Essex) commenced on schedule in January 2010 with 16 staff completing 2 days training. Following completion of the training the project team has been formed, this group reports to an SDS steering group which is already established. 
The project team first met on 25th February and now meet at monthly intervals. There is a great deal of enthusiasm and commitment apparent within the project team.  

The pilot in Mid Essex will also be working in conjunction with the Commissioning Manager for NHS Mid Essex to enable incorporation of a small pilot for personal health budgets. NHS Mid Essex have secured £10,000 which is to be used to meet personal health care needs in innovative ways. A process has been agreed for the assessment of a personal health budget and is designed as a parallel process to that in operation for SDS.  This work was carried out in consultation with Chelmsford CMHT and project staff in this CMHT will assess for personal health budgets in addition to social care personal budgets.   
To ensure security of service user information, all practitioners within the project have been set up with an NHS.net secure e-mail account to enable relevant documentation to be sent safely by e-mail to Essex County Council and this  system is working well.

The first two assessments have been presented to the Confirmation and Validation Board and have indicative budgets and are awaiting support plans. A brief outline of the cases is as follows:

· A 52 year old woman with a long history of schizophrenia and emotionally unstable personality disorder. She has recently been discharged following a 6 year period of detention under the Mental Health Act in hospital. Identified needs-to improve her life skills and social inclusion via use of a personal assistant.

· A 23 year old woman with depression/anxiety complicated by epilepsy.  She lives with her parents who are her carers and is socially isolated, very dependent on her family. Identified needs were improved social inclusion, community involvement and to reduce pressure on her family via use of a personal assistant.
The Pilot Project staff are meeting regularly with practitioners participating in the pilot to encourage identification of service users who would like to take part in the project and who would be eligible for a personal budget. Support and assistance is available to practitioners at every stage of the process.   As a result, further cases are currently being considered for self-directed support by project staff and these include: 
· A 26 year old woman suffering bi-polar disorder.  She has recently been in hospital under section 3 of the Mental Health Act.   She lives alone and has been socially isolated due to lack of confidence and low self esteem. She requires support to enable her to plan for her recovery to include accessing community facilities to enable her to feel more socially included and develop a fulfilling life.  

· A 35 year old man who suffers from schizophrenia and epilepsy.  He lives alone and requires support in all areas of his life to sustain himself in the community and has a history of non-compliance with medication and is on a community treatment order.  He has low self esteem and is socially isolated, feels unable to go out on his own and requires support to develop a recovery plan to help him engage constructively in the community.  He also requires support with daily living to keep his accommodation to an acceptable level of cleanliness and help with shopping, diet and cooking.  

· A 29 year old man who lives with his parents and has been known to the mental health services for 9 years and suffers with depression. Support has been requested by his mother who is his carer and issues are around the service user wishing to access more activities in the community.  
These examples will go through the Resource Allocation System (RAS) process in the near future and demonstrate the importance of social inclusion to recovery in mental health.  We hope the pilot project will highlight that the increased use of personal budgets can help more service users to achieve this and also provide an effective alternative to more restrictive models of care, which also recognises the choices and aspirations of service users and improves their quality of life.   The pilot project will be formally evaluated and this work will be led by Anglia Ruskin University. 

3. Adults with mental health problems from a Children Looked After 

The trust does not record previously Looked After Child status on its electronic recording system and is therefore unable to supply information on how many adults with mental health problems had been children from a Looked After background. The recording of this status electronically for children and adolescents is currently part of a data improvement plan. 
4. Carers
NI135        Carers receiving a specific carers service or advice/information following assessment or review as a % of clients receiving community based social services during the year
	2009-10
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Percentage receiving a service
	4.1%
	11.7%
	17.4%
	25.7%


Although there is no longer a formal national target for carers assessments, the trust has continued to improve performance on completed assessments as agreed with Essex County Council and exceeded its own numerical target for the year (1325 assessments) by 114. Performance is monitored closely by the trust board. 

This performance is also clearly demonstrated in the NI135 indicator on carers receiving services, advice and information, post assessment.  The quarter 4 position 25.7% represents a huge 23.9% improvement against quarter 4 performance in 2008-09 (1.8%). The 2009-10 target was 28%.
Heather Harris, Carer Support Manager and Wendy Hall, Trustwide Carer Support Worker (who make up the core Trust Carer Support Team) have continued to provide team- based training for Trust staff who work in a care co-ordination/ carer information role within adult Community Mental Health Teams across the Trust covering Carer Assessment good practice, legal and professional responsibility, outcomes, resources and recording issues.   This team has made significant progress on NI135 by providing advice and support for carers both by telephone and face to face contact with carers but also via text and email response to carer enquiries. Teams have responded well to ongoing reminders, training and support to help  them improve service  assessments and outcomes for carers and this emphasis in the Trust is reflected in the data above.  
This service also offers information to Trust staff supporting carers, statutory partners and voluntary organisations and has developed excellent links with carers groups.   
The team routinely deals with very complex enquiries from carers and staff and this often involves them in partnership working with ECC carer teams and other agencies, eg if there is a young carer, older adult mental health caring responsibility, mental health/physical health needs in the carer, other specialist need such as severe hearing impairment, physical disability etc in the service user, often assessing and supporting multiple service user and carer need within one family.  An information/signposting service is provided to carers and staff offering relevant need related and geographically specific service information.   Support and information is offered to Trust staff who may have mental health caring responsibilities themselves.    In addition to this, 1.5 fixed term (12 month) Carer Support Worker posts in Colchester and Tendring (originally funded through Carers Grant) have assisted greatly in the continued improvement in performance for completed carers assessment and service/advice as an outcome of the assessment.   
The following cases give examples of some of the support provided to carers in north Essex by trust services.  
1.     The team were contacted by a service user's mother aged 80 with hearing and other health problems who had been caring for her son who has bi-polar disorder, & who lives with her. She felt very socially isolated due to her disabilities and caring commitments.   Her son is also carer for her, which was affecting his mental health.   The main needs were for her to have a break from her caring role and to access a social group to reduce her social isolation, and for her son to have a carers assessment in his own right.   The carers team investigated what social groups were available in her area and arranged for her to have a carers assessment.  They contacted a local carers service to make a referral for an outreach worker to visit her and facilitated an application for attendance allowance.  The mother obtained this, improving her financial situation and enabling her to get a taxi to and from a lunch club twice a week, providing a much needed break from her caring commitments.   The outcome of her son’s carers assessment included arrangements for his mother ' s medication  to be delivered via the local pharmacy  and a referral was made to help the aged service in order to assist his mother with her grocery shopping once a week, reducing the caring commitments for her son. 
 2.    The team received a call from a mother supporting her daughter who had drug and alcohol problems which had created tensions and who felt she was unable to sustain her caring role and relationship if her daughter continued to live with her.   The carers team enabled the carer to discuss the problems in detail and then worked through these with the daughter's care co-ordinator.   This resulted in a referral for the daughter to a housing association for people with a drug and alcohol problems and she has now moved into her own accommodation, improving both her independence and preserving her relationship with her mother.    
 3.    A lady contacted the team who had been supporting her husband with early onset dementia. Her husband ' s symptoms had deteriorated and she wanted information about local day care services  to help support her husband, as she wanted to  be able to continue working.   The main identified need was for her husband to access day care.   Through discussion with the carer and her husband’s consultant psychiatrist, the carers team arranged for a referral to be made to the local Community Mental Health Team in order for him to access day care.   He now attends a local day centre three times a week and this has enabled the carer to continue working and share the care arrangements in a way which has met both service user and carer need.    
5.  Formal Advocacy Referrals

Independent Mental Health Advocates (IMHAs)
At the time of writing this report, the information available on 2009/10 referrals to IMHA providers identified around 200 IMHA referrals across the trust. 

Independent Mental Capacity Advocates (IMCAs)

In 2009/10 the trust conducted 255 MCA2 assessments (Mental Capacity Act Assessments for significant decisions) of which 48 required an IMCA.
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