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VERSION 6 – 2nd March 2007

Tameside and Glossop 

Mental Health Joint Commissioning Strategy

PARTNERSHIP, SOCIAL INCLUSION AND RECOVERY

“…the essence of recovery lies not in the removal of mental health problems but in recovering a meaningful and valued life. 

Recovery does not require that a person’s symptoms disappear – this may not be possible or desirable and social inclusion is not contingent on changing people to render them ‘normal’. 

The primary goal must be a society in which all disabled people – both those with physical impairments and those with mental health problems – can participate fully as equal citizens 

 The challenge we face is to enable people with recurring or on-going cognitive and emotional difficulties to become valued members of their communities and have access to the same opportunities as non-disabled people.” 

(Repper and Perkins 2003) 
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FOREWORD

Good Mental Health is every bit as important to the way we live our lives as good physical health.  

Mental Health influences how we think, feel, communicate and understand; without good mental health it is hard for us to achieve our full potential.

It can be a vicious circle.  If we have poor mental health it can be hard or impossible to take part in day-to-day life.  And if we can’t take part, we become excluded and isolated which make our mental health problems worse.

It is therefore important that we look at ways of changing and improving the way we promote positive mental health and meet the needs of people with mental health problems.  It is essential that greater emphasis is given to housing, employment, social inclusion, access to benefits, education and leisure time, all of which make a significant contribution to our mental health.

The aim must be to develop a new style of service which puts people who use services at the centre of service delivery.

A driver for change has been the publication of the Government’s National Service Framework (NSF) for Mental Health (1999) – a statement of expectation of what a good mental health service should look like, wherever you live in England and Wales.

The NSF sets seven standards for services so that wherever people live, they should be able to receive the same quality of treatment, care and support.  This Tameside and Glossop strategy will mean that services will meet these standards.  The change will take some time but it will bring about a fundamental change for the better in services for people with a mental health problem.

……………….

Chief Executive

Tameside and Glossop Primary Care NHS Trust

Executive Director Social Care and Health

Tameside MBC

Director of Social Services

Derbyshire County Council

1. INTRODUCTION

One in four people will have a mental health issue, and one in six people will have a diagnosable mental health problem at any given time in the UK.  The majority experience a ‘common mental health condition’ such as depression or anxiety.  About one in one hundred has a ‘severe mental health condition’ such as schizophrenia or bipolar disorder (manic depression).  Nearly a third of GP consultations are related to mental health problems (Social Exclusion Unit 2004), and some 91% of people with a mental health condition are treated entirely in primary care.

The Partnership between Tameside and Glossop Primary Care Trust, Tameside Metropolitan Borough, Derbyshire County Council, Derbyshire Mental Health Services Trust (which manages the social care operational services at Glossop Mental Health Project on behalf of Derbyshire CC), Pennine Care NHS Trust, Independent and Voluntary Sector organisations along with Service Users and Carers has recognised the need to produce this Joint Mental Health Strategy.

The Joint Commissioning Strategy recognises the role of commissioning and the need for a whole systems approach in delivering mental health services to people of working age (18-64) with mental health problems and their carers in Tameside and Glossop.  A whole system approach to commissioning means:

· Services are designed to be responsive to the needs of service users and carers.

· Stakeholders accept their interdependency and that action by any one of them may affect the whole system.

· There is shared agreement amongst all stakeholders regarding the vision, principles, approach to service delivery, management of performance and review processes.

· Those using the services do not experience gaps or duplication.

· Relationships and Partnerships are enhanced.

The Organisations that form this Partnership in Tameside and Glossop are actively working together to improve people’s mental wellbeing. This strategy compliments these initiatives but also provides a framework to identify and deliver evidence-based interventions for and with people with identified mental health problems encountering periods of distress, disability and uncertainty.

The Partnership is determined to improve not only mental health services but also the promotion and maintenance of mental health and wellbeing through health promotion services and preventative initiatives. It will seek to eradicate or minimise the impact of health inequalities, and to widen the local mental health debate. 

Understanding the needs of all people in Tameside and Glossop with mental health needs requires a multi agency approach and naturally calls for a process of dialogue underpinned by understanding, learning and collaborative planning. This can only be achieved with the increased involvement of the general public, service users, carers and professionals, and through a partnership approach to service delivery. 

The strategy is integrationist based on Partnership and collaboration.  It reinforces users and carers’ participation and requires improved outcomes for black and ethnic minority groups, and seeks to reduce social exclusion of those with mental health difficulties. 

2.  RATIONALE

2.1   Commissioning Principles

At a meeting in early 2006 of Senior Officers of Tameside and Glossop Primary Care NHS Trust, Tameside Metropolitan Borough Council, Derbyshire County Council and Pennine Care NHS Trust (the local Mental Health Trust), the following key commissioning principles were agreed as the cornerstone of any Mental Health Commissioning Strategy developed for the people of the Tameside and Glossop Area:

· Increased focus on a “needs led” rather than “diagnosis led” approach to service users and carers which embraces and promotes the recovery model, and therefore greater individual control and choice.

· Promoting people living at home/maintaining independence/community living.

· Increased focus and priority on the needs of carers.

· Support for a ‘whole systems approach’, integrating primary care, social, voluntary and specialist mental health services to provide community-based care that makes sense to service users and carers. 

· Agreed care pathways from Primary through to Tertiary Care (with clear agreements at the points of interface for transfer between the different levels within the pathway). The care pathway will include defined standards that can be expected ay each point of the pathway  (including configuration and use of beds).

· Reduction of Health Inequalities – aim for significant improvements in mental and physical health over the coming years with an increased emphasis on the promotion of well-being/wellness (as opposed to the reduction of Mental Ill Health).

· Develop and maintain close partnership working between all organisations involved in commissioning and delivering mental health services. 

· Provide an increasing range of services, where appropriate, in primary care and community settings that are close to people’s homes, are easily accessible and equitable.

· Service users should be treated at the earliest point in the system appropriate to their identified needs.

· Invest, whenever possible, in primary and social care prevention schemes to help people stay well and to align inputs with overall strategies for community well-being that are devised and delivered through local partnership activity. This will include the development of a whole range of alternatives including self-help, web-based packages, new technologies etc.

· Involve service users and carers at all stages of planning and implementing services.

· Develop services which promote social inclusion for people with mental health problems and support the mainstreaming of social inclusion across all health & social care services.

· Develop services in response to the needs of the local population, including the needs of black and minority ethnic service users and promote the equality agenda, whilst working to national targets and priorities and according to the latest evidence available.

· Commission services that represent best quality and value, including utilising Regional/cross conurbation commissioning opportunities 

2.2   Purpose 

A pre-requisite of the Modernisation Agenda and Service Development Agenda is to shape the Health and Social Care market, and in so doing provide effective and efficient services in line with service user and carer needs.

Decisions on service configuration, service response and resource deployment have been based largely on general information and feelings within the service about gaps and pressures within the Mental Health Service, and confirmation following discussion at the LIT. There has more recently been movement to an understanding of the need for evidence based planning and commissioning of services by Commissioners, evidenced recently with the Primary Care Mental Health Service developments, but this has some way to go.  The commissioning strategy should work towards a greater understanding of service user and carer need, the pattern of unmet need and the current configuration of services, and in so doing lead to better co-ordinated Health and Social Care Services.

The purpose of this strategy is therefore to provide a clear guide to the intentions for the Adult Mental Health Service in Tameside and Glossop.  

It is also important to recognise that this strategy is about more than the commissioning of services, it includes major cultural shifts embracing Recovery, Hope and Optimism.  This will therefore include changes to processes, vision, philosophy, and organisational structure that together impact upon the delivery of services.

 
2.3   Values 

The following statement of values will serve to summarise the value base underpinning this strategy:

· Mental Health services seek to assist and support service users to recover their mental health and to lead the lives they choose. 

· Recognise that mental ill-health can impair opportunities in society and we will try to prevent the loss of employment, relationships and skills and to help service users recover their roles in society. 

· Provide appropriate and timely services, in a manner that respects preferences, choices and beliefs.

· Aim to provide effective services that involve service users and their carers in a meaningful way through staff who are respectful and optimistic, and who encourage service users to grow beyond the limitations imposed by their experiences. 

· Success will be measured by user and carer evaluation.

This recovery concept challenges the assumption that recovery demands the absolute removal of an illness; an assumption that invariably leads to maintenance policies and social exclusion. In contrast authentic recovery puts the individual in the driving seat of their life. Recovery is an active and ongoing process by which people take responsibility for their life, and develop strategies to cope with the symptoms, stigma and discrimination they experience – whilst also pursuing their dreams and aspirations. 

2.4   Scope
The present scope of this strategy intentionally focuses on adults with mental health difficulties aged 18-65 in Tameside and Glossop whilst acknowledging links with other services such as older people, and children and adolescents.  

Commissioners are mindful that this strategy should link positively with the Joint Commissioning Strategy for Older People, and in particular develops a close link/representation with the Older Peoples NSF Standard 7 (Mental Health) Sub Group.

In addition, it is accepted that in exceptional and specifically agreed circumstances, young people from the age of 16 can be provided with clinical and/or social care.  It is therefore essential that the Child and Adolescent Mental Health Service is seen as integral to Adult Mental Health Services and that an effective, seamless and transitional service is provided for what are often complex mental health needs of vulnerable young people.  Again, Commissioners will ensure that the CAMHS strategy links closely with the content of this Joint Commissioning Strategy.

3.  DRIVERS FOR CHANGE 
3.1 Key Concepts:


Recovery 

The notion of recovery is a critical feature that all involved in the commissioning, delivery and management of mental health services need to be familiar with and hold as a central ideology of this agenda. Modern mental health services will have at the core a focus on recovery, optimism and hope for those being supported by, and in receipt of treatments, interventions and care. This principle is at the heart of recent health and social care policy directives and emphasised in key guidance documents. Given this position, it is incumbent on all involved in the provision and commissioning of such services to look beyond the established and traditional models that have shaped delivery over recent decades. Furthermore, the decade ahead will see the challenge of developing partnerships which reflect the spectrum of new health and social care approaches and which embed new models into the mainstream of provision.
In 2004 Roberts and Wolfson identified the key features of recovery based services as follows: 

(i) Promoting Self Management

(ii) Responsive Provision

(iii) Expert “User”

(iv) Valuing Ethnicity and Diversity

(v) Workforce Competency

(vi) Access, choice and opportunity

     Social Inclusion 

Social exclusion happens when people suffer from a series of problems such as unemployment, discrimination, poor skills, low incomes, poor housing, high crime, ill health and family breakdown. People with mental health needs often find that they suffer from a combination of these problems. 

In order to reverse this process, to include rather than exclude, it is necessary to develop services which will help people with mental health needs to live, work, study and follow leisure pursuits alongside their fellow citizens.

An important part of this process is making sure that, whenever possible, people with mental health needs get the help, advice or opportunities they are seeking from mainstream services. By mainstream we mean those services that other members of the public use. We need to make sure, for example, that housing services, public transport and information centres are geared up to working with people with mental health needs just as they would with any other member of the public.  

There may be also times when separation is desirable or necessary – when, for example, someone needs time and space to recover their confidence, or to get over a crisis. It is for this reason that we need dedicated mental health services. However, if we are not going to exclude people from society, we must always ensure that such services are focused on helping people recover and return to their community as soon as possible.

In addition to providing appropriate services it is also necessary to tackle the stigma and discrimination associated with mental health problems, so that people are not deterred from seeking help for themselves or for others when it is needed, and so that those who do have problems are not marginalized or excluded.

3.2 Key Policy and Guidance Documents

· The Mental Health National Service Framework (1999)

Historically the prevailing models within mainstream mental health services were seen as being paternalistic and heavily reliant on disease and illness models to explain and support treatments and interventions. Too often these models led to an inevitable skewing of investment toward hospital and residential services that were characterised and defined by a culture of maintenance within service systems for service users resulting in limited choice.  Publication of the Government’s National Service Framework (NSF) for mental health has been a real driving force for change.  It provided a statement of expectation of what a good mental health service should look like.

The core standards within the NSF are as follows:

Standard One - Mental Health Promotion – to ensure health and social care services promote mental health and reduce discrimination and social exclusion associated with mental health problems 

Standards Two and Three – Primary Care and Access to Services – to deliver better primary mental health care, and to ensure consistent advice and help for people with mental health needs, including primary care services for individuals with severe mental health problems.

Standards Four and Five – Effective Services for People with Severe Mental Health Problems – to ensure that each person with severe mental health problems receives the range of mental health services they need; that crises are anticipated or prevented where possible; ensure prompt and effective help if a crisis does occur, and timely access to an appropriate and safe mental health place or hospital bed, as close to home as possible.

Standard Six – Caring about Carers – to ensure health and social care assess the needs of carers who provide regular and substantial care for those with severe mental health problems and provide care to meet their needs.

Standard Seven – Preventing Suicide – to ensure that health and social care services play their full part in reducing the suicide rate by at least one fifth by 2010. 

The above set of standards emphasise the crucial aspects of local solutions matched to national standards, the development of the mental health workforce and partnerships across health and social care organisations. 

·  ‘Our Health, Our Care, Our Say’ (2005) 

This White Paper covers all aspects of care that people need in the community, and focuses on providing services closer to people’s homes or workplaces, bringing health and social care services together, meeting people’s needs at different stages of their lives, using new technologies, helping people to help themselves and involving people in shaping local services.

The key proposals in this document are:

(i) wider use of direct payments and the piloting of individual budgets to stimulate the development of modern services delivered in the way people want;

(ii) greater focus on preventative services to allow for early targeted interventions, and the use of the Local Authority Well-Being agenda to ensure greater social inclusion and improved quality of life; 

(iii) a strong strategic and leadership role for local government, working in partnership with other agencies, particularly the NHS, to ensure a wide range of effective and well-targeted provision, which meets the needs of our diverse communities; and 

(iv) encouraging the development of new and exciting models of service delivery and harnessing technology to deliver the right outcomes for adult social care. 

· Mental Health Bill 2006 (Review of the Mental Health Act 1983) 

Among other changes to the current law, the proposed legislation would introduce powers to enforce psychiatric treatment in the community rather than only in hospital.  The legislation will require that individuals subject to compulsory treatment orders in the community receive adequate standards of care. As it stands the Bill would have major workforce implications for both Health and Social Care bodies. 

· The Mental Capacity Act (2005) –

This Act provides for people who do not have decision-making capacity and has significant overlaps with the Mental Health Bill that will need to be considered by services.
· Modernising Mental Health Services

Amongst other issues this highlights the need for:
i. Patients, service users and their carers are to play an active role in the process of treatment and care
ii. Help to be provided where necessary to help people with mental health problems gain access to employment, education and housing services.
· Mental Health And Social Exclusion – Social Exclusion Report

This report offers an eight-point summary of the issues around social exclusion and mental health and sets out a 27 point action plan under six key headings:

i. Stigma and discrimination – a sustained programme to challenge negative attitudes and promote awareness of people’s rights

ii. The role of health and social care in tackling social exclusion – implementing evidence-based practice in vocational services and enabling reintegration into the community 

iii. Employment – giving people with mental health problems a real chance of sustained paid work reflecting their skills and experience

iv. Supporting families and community participation – enabling people to lead fulfilling lives the way they choose

v. Getting the basics right – access to decent homes, financial advice and transport

vi. Making it happen – clear arrangements for leading this programme and maintaining momentum.
· Delivering Race Equality in Mental Health Care; an Action Plan for Reform Inside and Outside Services

This report is based on three ‘building blocks:’ 

i. More appropriate and responsive services – achieved through action to develop organisations and the workforce, to improve clinical services and to improve services for specific groups, such as older people, asylum seekers and refugees, and children; 

ii. Community engagement – delivered through healthier communities and by action to engage communities in planning services, supported by 500 new Community Development Workers; and 

iii. Better information – from improved monitoring of ethnicity, better dissemination of information and good practice, and improved knowledge about effective services. This will include a new regular census of mental health patients.

· The Policy Implementation Guide (DOH) 2000

· The Ten High Impact Changes – Making them Relevant For Mental Health (NHS) 2005

· Supporting People Guide to Accommodation and Support for People with Mental Health Problems (ODPM) 2005
The strategy has to be mindful of the impact such legislation and policy directives will have on the commissioning and delivery of services.

4.  LOCAL DEMOGRAPHY

4.1 Tameside

Tameside is located on the eastern edge of Greater Manchester. It comprises the nine towns of Ashton-under-Lyne, Audenshaw, Denton, Droylsden, Dukinfield, Hyde, Longdendale, Mossley and Stalybridge. Ashton-under-Lyne is the largest town and the administrative centre of the borough. 

The 2001 Census shows that the resident population of Tameside is 213,045; this represents a 2.3% decrease (a reduction of some 7,790 from the population of 220,835 people) since 1991. 49% of the population are male and 51% are female. 7.1% of the population is aged over 75. The Office of National Statistics predicts that by 2010, there will be 33,900 people aged 65+ in Tameside.

Minority ethnic groups represent 5.4% of the population. The main ethnic groups are Indian (1.5%), Pakistani (1.2%) and Bangladeshi (1.2%).  These groups reside mainly in the Ashton and Hyde areas of Tameside. 

The 2001 Census shows that 61.5% of the working age population (i.e. people aged 16-74) are employed. 3.3% of the population are unemployed, of these 17% are aged over 50 years and 8% have never worked.  In August 2000 there were 2,505 Jobseeker Allowance claimants in Tameside and 17,545 Income Support Claimants. 

The Indices of Deprivation 2004 introduced the use of Super Output Areas (SOA) as the sub-district in place of wards. There are 32,482 SOAs nationally and 141 SOAs in Tameside.  There are 10 SOAs in Tameside that fall into the worst 5% nationally and 7 SOAs that fall into the worst 10% (but not worst 5%) nationally. Tameside’s most deprived SOA is in Hattersley and ranks 404th in the country. 
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Value

 

Total number of people

213043  



Detailed breakdown
(5 year age bands)


  

Males

103347  

  

Females

109696  

  

Aged 0 to 15

45569  

  

Aged 16 to 64

135649  

  

Aged 65 and over

31825  

 

 

Value

E&W avg

Eng & Wal

Rank/376

Regional
Rank/43

Percentage change since 1991

-2.3%

2.5%

331

31
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	Ethnic Group (all people)
Value

E&W avg

Eng & Wal
Rank/376

Regional
Rank/43

White

94.6%

91.3%

275

31

   Largest minority ethnic group(s)

Indian (1.5%)
Pakistani (1.2%)
Bangladeshi (1.2%)

 

Place of birth (all people)
Value

E&W avg

Eng & Wal
Rank/376

Regional
Rank/43

Born in UK

95.2%

91.1%

186

29

Born elsewhere in EU (inc Rep Ireland)

1.4%

2.3%

240

17

Born outside EU

3.4%

6.6%

165

12

 

Religion (all people)
Value

E&W avg

Eng & Wal
Rank/376

Regional
Rank/43

Christian

75.5%

71.7%

185

33

Buddhist

0.1%

0.3%

270

22

Hindu

1.4%

1.1%

44

3

Jewish

0.0%

0.5%

316

29

Muslim

2.5%

3.0%

72

13

Sikh

0.0%

0.6%

298

29

Other

0.2%

0.3%

300

13

No religion

12.1%

14.8%

282

9

Religion not stated

8.1%

7.7%

85

7
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4.2 Glossop

Need Text from John Harvey

5. OVERVIEW OF MENTAL HEALTH NEEDS IN TAMESIDE AND GLOSSOP

(See Appendix I)

5.1 Mental Health Needs 

Different wards in Tameside have widely differing levels of need for the treatment of serious mental disorder. This reflects the relative deprivation of some wards such as Hattersley, Gamesley and Ashton St Peters. The link between deprivation and the likelihood of mental disorder is well evidenced. This suggests that particular efforts should be made to ensure that mental health services are easy to access for all local residents and particularly well signposted and accessible in the most disadvantaged areas. The dispersed nature of the communities in Tameside and Glossop, the nine original towns with Glossop attached form the northern edge of High Peak, makes this a challenge to make sure services are provided and accessed equitably.

5.2 Numbers of people experiencing mental health problems

Tameside and Glossop residents are more likely than other people in the rest of England or the North West to have mental health problems, such as depression or anxiety. The survey this is based on did not include mental health problems that involve psychosis, such as schizophrenia and bi- polar disorder. In the rest of England or the North West about one in seven people experience these kinds of mental health problems whereas in Tameside and Glossop the figure is one in five. This would suggest that more resources need to be allocated to supporting people with mental health problems in this area than elsewhere.

	Disorder category 

 
	Tameside and Glossop (estimate)

	Neurotic symptoms 
	35 164

	Neurotic disorders (all)
	31 828

	Personality disorder 
	6 899

	Probable psychotic disorder 
	941 

	Substance misuse – alcohol dependence 
	13 954

	Substance misuse – drug dependence 
	7 683


5.3
Numbers of people from Black and Minority Ethnic Groups experiencing mental health problems 

‘Asian/Asian British’ make up the largest ethnic group in Tameside and Glossop representing 3.5% of the population. The ‘South Asian’ ethnic group is expected to have higher rates of neurotic disorder and lower rates of psychotic disorder and drug / alcohol dependence compared to ‘White’ ethnic group. 
	Disorder category 


	Estimated psychiatric morbidity for ‘South Asian’ ethnic group in Tameside and Glossop



	Mixed anxiety & depressive disorder
	551

	Generalised anxiety disorder
	231

	Depressive Episode
	204

	All Phobias
	105

	Obsessive Compulsive Disorder
	220

	Panic Disorder
	0

	Any neurotic disorder
	1 057


5.4
Numbers of people experiencing Eating Disorders 

	Estimated prevalence of eating disorders in Tameside and Glossop


	Anorexia Nervosa

	Bulimia Nervosa

	Community
	57
	233

	Primary Care
	25
	26

	Mental Health Care Outpatient and Inpatient 
	20
	13


5.5
Suicide Rates

Death attributed directly to mental ill health is classified as ‘suicide’. However, it is commonly anticipated that a proportion of deaths classified as ‘injury undetermined’ can also be attributable to deliberate self-harm. 

In 2002-2004 period Tameside rate has been 9.03 per 100,000 population, which is above the national figure of 8.69.  Tameside rate has been increasing since 2002.
6. SERVICE PROVISION OVERVIEW

(See Appendix II). 
6.1 Day Services: Services with a Focus on Social Inclusion 

In order to redesign and modernise mental health day services local partner agencies commissioned RETHINK, the largest mental health charity in the UK to map and review our existing services and to consult and involve our service users and carers and then make strategic recommendations for service development. These are some of the key recommendations we are in the process of adopting and implementing:

· Adopt a Recovery model, planning process, and documentation. Use this model to identify Recovery pathways and as the basis of establishing outcome measures, service monitoring, evaluation and audit.

· Develop a whole systems approach to day and community care coordination, based around Recovery planning, such that CMHTs, STR workers, bridge builders, development workers, and so on work in concert to provide support pathways in a consistent manner.

· Identify premises to commission an open access shop-front mental health well-being centre. The role and function of this centre will depend on funds available. It may be primarily a sign-posting and information centre with little in the way of additional facilities, or it may have training or meeting rooms, an internet café with a training kitchen, etc.

· Investigate the commissioning of a ‘BAND’ style service of inter-connected, activity - focused drop-ins with a view to the development of service user led services.

For details of our services listed below, as they are currently configured, please see appendix II.

(i) West Villa Day Centre
(ii) Tameside and Glossop Association of Mind
(iii) Arts Therapies

(iv) Employment Services
· Tameside: Headstart – Routes to Work

· Glossop: 

(v) Welfare Rights Services

· Tameside: 

· Glossop: 
(vi) Making a Difference
(vii) Off the Record

(viii) Counselling in Tameside
(ix) Counselling in Glossop.

(x) Groundwork
(xi) Creative Support
(xii) Direct Payments Support Team

· Tameside 

· Glossop
(xiii) Glossop Mental Health Project
(xiv) Education Services

6.2 Community Services: Services Providing Specialist Mental Health Support In Community Settings

Pennine Care NHS Trust, as part of their bid for Foundation Trust Membership are implementing a Service Development Strategy across their entire area of provision. This will improve current community mental health service configuration in Tameside and Glossop. The key service drivers for this strategy are as follows:

· Improve access and crisis models

· Support primary care mental health services

· Explore treatment models for specific conditions

· Implement strategy for Older People

· Introduce complex case management

· Care coordinate only the most complex

· Develop caseload management

· Review psychological services

For details of our services listed below, as they are currently configured, please see appendix II.

(i) Primary Care Mental Health Services 

(ii) Crisis Service

(iii) Outpatient Services

(iv) Community Mental Health Service

(v) Early Intervention Team 
(vi) Community Rehabilitation Service

(vii) Assertive Outreach 

(viii) Clinical Psychology 

(ix) Specialist Services

· Approved Social Work Service

· Tameside
· Glossop
· Criminal Justice Liaison Service (formerly MDO Service)

6.3 Accommodation Services

All partner agencies in Tameside and Glossop are working on a Mental Health Accommodation Strategy Tameside for 2007 -2011. To date the following key themes have emerged:

· Review needed on move on accommodation from supported housing schemes and access to the housing resister through Accent Housing. 

· Better liaison between Housing and Social Care and Health needed when tenancies are jeopardized.

· Review of accommodation required for adults with alcohol and drug dependency

· Longer term sheltered accommodation for vulnerable adults under the age of 55.

· The local authority should consider the development of Residential Accommodation in Tameside.  

· The Health Authority should consider the development of 24-hour nursing care provision in Tameside. 

· All rented accommodation should comply with the Disability Discrimination Act 2005 requiring reasonable adjustment to be made to properties.

· Review respite care needs.

· Emergency accommodation/night shelters in Tameside for young people and adults.

· Review of accommodation in supported accommodation for couples or families.

Systems needed to improve the interface between health, housing and Social Care services. 

For details of our services listed below, as they are currently configured, please see appendix II.

(i) 24 Hour Supported Accommodation (Intensive Rehabilitation) 

(ii) General Supported Accommodation 

(iii) Small Group Homes 

(iv) Outreach or ‘Floating Support’ Services 

(v) Supporting People 
(vi) Residential and Nursing Home Care

· Tameside

· Glossop
6.4   Inpatient Services 

· Pennine Care to supply Text 
6.5 Services for Children and Young People

(See CAMHS STRATEGY)

6.6 Services for Older People

The local strategy for mental health services for older people aims to ensure the maximum quality of life and independence for vulnerable older adults. This will be achieved by working in partnership across agencies and through using a whole systems approach.

We will be taking the following steps:

· Reviewing the functions currently sited within secondary care settings to see if they may be better positioned within primary care.

· Reviewing access to secondary care services

· Developing intermediate care

· Reviewing respite care

· Increasing access to talking therapies.

See local strategy paper: “Towards the integration of mental health care for older adults: ideas for today and tomorrow”

6.7 Services for Carers

We are about to adopt a Mental Health Carers Strategy for Tameside and Glossop across all partner agencies. Our vision for developing mental health carer services within a partnership framework can be expressed as follows:

“To ensure that carers; families and friends of service users are respected, active partners in the planning and delivery of mental health services. All local mental health services will work in partnership to ensure equity of service access, provision and outcomes for carers.”

These are the principles behind this vision:

· Partnership Working

· Respecting Diversity 

· The Principles Underlying The “Recovery Approach”: Professionals, Service Users And Carers Working Together To Maximise Individual Well Being.


· Prevention and Early Intervention 

· Valuing Carer Involvement

· Coordination and Integration

7. STRATEGIC DIRECTION

7.1
The Recovery Approach

The overarching aim of this strategy must be to universally embrace Recovery, Optimism and Hope as the focus for moving mental health support forward in Tameside and Glossop. Section 5.2.4 has already outlined what a recovery based approach should include, but to summarise recovery is what people experience themselves as they become empowered to manage their mental illness and/or substance misuse in a manner that allows them to achieve a meaningful life and a positive sense of belonging in their community. 
Recovery represents both the possibility of improvement in a person’s condition and/or experience, and the importance of the person assuming an active and responsible role in minimising the disruptive and destructive impact of the event, illness or circumstances on their life. Even though a person may continue to have troubling experiences they can be said to be recovering or in recovery to the degree that they have been able to shift their positioning and behaviour to the task of rebuilding their life despite or within the limitations imposed by their experiences. In addition to being hopeful and assuming an active role, recovery in this way finally involves restoring or developing a positive and meaningful sense of identity. 

The core principles for a recovery-oriented system:

· Focus on people rather than services 

· Monitor outcomes rather than performance 
· Emphasise strengths rather than deficits or dysfunction 

· Educate people who provide services and the public to combat stigma 

· Foster collaboration as an alternative to coercion 

· Promote autonomy and decrease reliance on professionals 

A recovery-oriented system of support is an integrated network which spans 

· hospital and community-based services 

· secure, acute and non-acute levels of care 

· active clinical treatment and rehabilitative interventions, and 

· self-help and peer-run services and supports that the NHS and Local Authorities fund, facilitate, or foster

In delivering this strategy all partners must sign up, embrace and actively deliver against this central philosophy.

It is important that embracing a recovery and social inclusion approach to services should be done without devaluing, or inappropriately disinvesting from, the provision of long term support for those who need it.

In order to demonstrate the focus on recovery based provision both commissioners and providers (this needs to include those delivering support, care and intervention) will need to establish a dialogue that determines the features and contributions toward aspects of recovery and be able to demonstrate such a focus within the competencies for its workforce and the outcomes realised through the delivery of support, intervention and treatment.  Such outcomes will need to include subjective and self evaluated accounts of how an individual has learned to accommodate mental distress into his/her life as a result of, or in consequence to, utilising mental health services.  Indeed the very nature of recovery is a personal experience, one that may be facilitated by mental health professionals or practitioners but one which can not be done to, or for others – at the very least those working within mental health services need to be clear as to their contributions to this journey. Commissioners will be looking for clear examples of how to embed the recovery approach into everyday practice:  such as incorporating prompts into care plans or service delivery plans, or delivering group work with a recovery focus.

There needs to be an acceptance that the path of recovery is not linear and that in attempting to re-establish a new and valued sense of integrity and purpose progress may falter and stall.

7.2
Mental Health and Social Inclusion

This strategy embraces the idea that support for reintegration into the community is an integral part of the work of effective mental health services. Evidence suggests that early access to mental health services regardless of age, ethnicity, gender or social status may reduce the risk of problems becoming more intractable. 

In Tameside and Glossop we fully endorse the vision outlined in Mental Health and Social Exclusion – Social Exclusion Unit Report ( OPDM 2004, p.6))

“Our vision is of a future where people with mental health problems have the same opportunities to work and participate in the community as any other citizen. This will mean:

● Communities accepting that people with mental health problems are equal;

● People receiving the support they need before they reach crisis point;

● People having genuine choices and a real say about what they do and the support they receive in order to fulfil their potential;

● People keeping their jobs longer and returning to employment faster, with real opportunities for career progression;

● Recognition of the fundamental importance of people’s relationships, family and caring responsibilities, a decent home, and participation in social and leisure activities; and

● Health and social care services working in close partnership with employment and community services, with fair access regardless of ethnicity, gender, age or sexuality.” 
As this strategy suggests we have already made progress with the steps for Social and Health Care Agencies proposed in the 2004 Report:

● Adopting a modernized vocational services which reflect evidence-based practice and provide a choice of services to meet diverse needs;

● Ensuring access to an employment adviser and social support for everyone with severe mental health problems;

● Redesigning mental health day services to promote social inclusion;

● Improving access to vocational and social support in primary care;

● Strengthening training on social inclusion for health and social care professionals;

● Taking measures to tackle inequalities in access to health services
● Working more closely with the criminal justice system, including strengthened police training on mental health issues.

7.3 Outcome Based Targets
It is clearly important that we connect our vision for commissioning, based in Recovery and Social Inclusion, to targets by which we can measure our progress. A consultation document from the Commission for Social Care, A New Outcomes Framework for Performance Assessment of Adult Social Care 2006-07, offers a helpful structure for our strategy. 

The proposed CSCI framework is based on the seven social care outcomes, ‘Independence, Well-Being and Choice’, that are now part of the White Paper, Our Health, Our Care, Our Say. The framework is built around the seven outcomes in the White Paper plus two additional measures on leadership and commissioning and use of resources.

The proposed targets are person rather than service centred and are based in a social rather than a medical perspective. As a result they represent a necessary challenge to more traditional approaches to commissioning mental health services. 
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Target 1 - Improved Health
· Enjoying good physical and mental health (including protection from abuse and exploitation). 

· Access to appropriate treatment and support in managing long-term conditions independently. 

· There are opportunities for physical activity.

Services promote and facilitate the health and emotional well-being of people who use the services.

	Target: 1 -  Improved Health
	Outcome Measure
	Reference

	1.1)  To improve physical health through nutrition, healthy eating and exercise.

To ensure that people with mental health problems have regular “well-person” check-ups and that the value of exercise, smoking cessation and healthy diet on physical health is reinforced
	GPs evidence the conduct of annual physical health checks for all patients on their practice Severe Mental Illness register


	See Healthcare Commission/Commission for Social Care Inspection

Joint Improvement Review of Specialist Community Mental Health Services

Action 

Action Plan Item 5.3



	1.2)  To review and develop a multi-agency Mental Health Promotion Strategy for all ages
	Review of Mental Health Promotion Strategy completed and revised action plan agreed
	

	1.3)  To reduce smoking among people in contact with mental health services


	· Baseline needs analysis conducted

· Evidence of access to smoking cessation interventions
	

	1.4)  To develop more localised resource centres


	· Level of need established

· Link with other primary care developments investigated

· Centres developed
	


Target 2 - Improved Quality Of Life
· Access to leisure, social activities and life-long learning and to universal, public and commercial services. 

· Security at home, access to transport and confidence in safety outside the home.

Services promote independence, and support people to live a fulfilled life making the most of their capacity and potential.

	Target 2 : Improved Quality of Life
	Outcome measure
	Reference

	2.1) To provide a variety of supported accommodation
	· Review and audit of accommodation needs and gaps completed

· New specifications for reconfiguring housing and support services developed
	

	2.2)  To increase community safety and to reduce the fear of crime
	· Links with Tameside and Glossop Crime and Safety Partnership established

· Existing work plan reviewed and the needs of people with mental health problems highlighted
	

	2.3) To strengthen services in the voluntary sector


	· Voluntary sector lead for forum Identified

· Working arrangements with forum established
	See

HCC Action Plan Item 8.0

	2.4) To increase the equality of access to socially inclusive daytime opportunities across Tameside and Glossop
	Action plan from of Day Service Review developed and implemented
	

	2.5) To develop the Support, Time and Recovery Service
	18 STaR workers appointed by December 2006
	


Target 3 - Making A Positive Contribution
Maintaining involvement in local activities and being involved in policy development and decision-making. 

Councils ensure that people who use their services are encouraged to participate fully in their community and that their contribution is valued equally with other people. 

	Target 3: Making a positive contribution
	Outcome measure
	Reference

	3.1)  To Increase self esteem and self worth through a sense of belonging and increased opportunity


	Community presence and participation of people with mental health problems promoted
	

	3.2)  To increase user led services


	Current user-led and self-support initiatives strengthened and develop
	

	3.3)  To develop advocacy services
	· Need for advocacy service in relation to Mental Health Act and Mental Capacity Act scoped

· Local plan to meet need developed
	


Target 4 -  Exercise of Choice and Control
· Through maximum independence and access to information. 

· Being able to choose and control services and helped to manage risk in personal life. 

People who use services, and their carers, have access to choice and control of good quality services, which are responsive to individual needs and preferences.

	Target 4; Exercise of choice and control
	Outcome measure
	Reference

	4.1) To reduce the suicide rate in Tameside and Glossop
	Audit of strategy and action plan completed
	

	4.2) To increase support to carers
	Carers Strategy includes an integrated approach to delivering carer support.
	

	4.3) To reduce waiting times for psychological services
	· Local needs assessment Conduct

· Service specification reviewed

· Primary care links strengthened

· Waiting times reduced
	

	4.4) To Improve access to mental health services by development of full booking system of appointments
	Action plan for achieving full booking implemented
	

	4.5) To remove age barriers between services
	Transition protocols reviewed


	

	4.6) To increase single sex provision
	Single sex inpatient provision reviewed
	

	4.7) To increase services for people with learning disabilities and mental health needs
	· Current provision audited

· Protocols for working across MH and LDS reviewed

· Lead person/group to implement identified
	

	4.8) Monitor and respond to long-term medication side effects
	Level of patient information available Improved
	

	4.9) To improve information about promoting good mental health and services
	· Format and delivery of on-line Directory with Tameside and Glossop Mind reviewed and regular timescale for updates agreed

· Directory widely and regularly publicised
	


	4.10) Further development of choice in service provision
	
	HCC Action Plan Item 6.0

	· To promote uptake of Direct Payments
	· 20 new people on direct payments by 2007/08. 

· 30 new people on direct payments by 2008/09
	HCC Action Plan Item 6.1

	· To promote use of Individual Budgets


	· The number of people accessing individual budgets Increased.

· Qualitative outcome measures recorded.
	HCC Action Plan Item 6.2

	· To commission specific BME mental health services
	Choice options increased.
	HCC Action Plan Item 6.3

	· To review current “in control” pilots and implement as appropriate
	Process Pathway achieved.
	HCC Action Plan Item 6.4

	4.11) To further develop strategy for involvement of the Voluntary Sector (T3SC)
	
	HCC Action Plan Item 8.0

	· To develop clarity around stakeholders
	· Improved choice of service options.  

· Evidenced strategic commissioning activity with Voluntary Sector.
	HCC Action Plan Item 8.1

	4.12) To review and develop Mental Health information:


	
	HCC Action Plan Item 10.0

	· To develop Public Information about mental well being and mental health services
	Communication Strategy and Action Plan “signed off”.


	HCC Action Plan Item 10.0

	· To develop user and carer information about mental well being and mental health services


	Standards to be ‘signed off’ by Interface / LIT


	HCC Action Plan Item 10.0

	· To develop Staff information, about mental well being and mental health services including access to interpreting services
	Standards to be ‘signed off’ by Interface / LIT
	HCC Action Plan Item 10.0


Target 5 - Freedom from Discrimination or Harassment

 Equality of access to services for all who need them.  

Those who need social care have equal access to services without hindrance from discrimination or prejudice; people feel safe and are safeguarded from harm. 
	Target 5:  Freedom from Discrimination or Harassment
	Outcome measure
	Reference

	5.1) To reduce stigma and discrimination
	· Number of people accessing services at the earliest opportunity whilst reducing stigma increased

· Anti-discriminatory practice further developed
	

	5.2) To increase access to services for BME communities and underserved groups


	· Target of 3 Community Development Workers in post by December 2006 achieved

· BME strategy and action plan develop and implemented and agreed

Access of BME groups to community services, e.g. home treatment, psychotherapy audited
	

	5.3) To ensure the workforce is representative of the people using the service
	
	


Target 6 -  Economic Well-Being

Access to income and resources sufficient for a good diet, accommodation and participation in family and community life. Ability to meet costs arising from specific c individual needs.
People are not disadvantaged financially and have access to economic opportunity and appropriate resources to achieve this. 

	Target 6: Economic Well Being 
	Outcome measure
	Reference

	6.1) To increase economic well- being through education, employment and benefit take up
	· Routes to Work and related employment services meet targets

· Employment strategy implementation

· Service specification for employment support produced

· Clear pathways and protocols with education providers developed

· Clear links across the service with Welfare Benefits Service developed
	

	6.2) To increase the work opportunities for mental health service users and their carers (including in health and social care)
	Agreed vocational targets developed
	

	6.3) To develop links to Social Enterprise and the Council’s “Well-Being” agenda
	· Improved choice of service options.  

· Evidenced strategic commissioning activity with Voluntary Sector.

· Identified linkage to commissioning for well-being.
	HCC Action Plan Item 8.2


Target 7 -  Personal Dignity And Respect
Not being subject to abuse. Keeping clean and comfortable. Enjoying a clean and orderly environment. There is availability of appropriate personal care.

Adult Social Care provides confidential and secure services, which respects the individual and preserves people’s dignity.

	Target 7 : Personal Dignity and Respect
	Outcome measure
	Reference

	7.1) Increase the profile of mental health needs by improving working arrangements between Health, Social Care and the Police.
	Effective links developed
	


Target 8 - Leadership
A Council with Adult Social Services responsibility (CASSR) will provide a key professional role for staff working in Adult Social Care services. They will also have a key role in assuring accountability of services to local communities through consultation with local people and in particular people who use services.

	Target 8: Leadership
	Outcome measure
	Reference

	8.1)  To develop the workforce


	Progress on workforce strategy and implementation reviewed
	

	8.2) To extend engagement and involvement with services users and carers in planning, delivery and monitoring of services – especially from BME communities who are currently under-represented


	· New user/carer led structures and services developed

· A more stable funding base for effective user/carer initiatives developed

· Training and support plan for service users to enable effective participation developed

Acute inpatient services user and carer involvement to forum strengthened
	

	8.3) To agree a user and carer involvement strategy across all Mental Health Services
	
	HCC Action Plan Item 3.0

	· To develop of a range of involvement initiatives


	· Role specified.

· Joint Commissioning Group membership revised.
	HCC Action Plan Item 3.1

	(i)Commissioning
	Programme and methods of involvement set out.
	HCC Action Plan Item 3.1

	(ii)Service Provision
	Programme of reviews completed.
	HCC Action Plan Item 3.1

	(iii)Service Review
	Wide range of methods of involving service users and carers
	HCC Action Plan Item 3.1

	· Review of current carer involvement initiatives and development of a more co-ordinated approach
	
	HCC Action Plan Item 3.2

	· Improvements to assessment and support for carers
	Increased number of Carers Assessments
	HCC Action Plan Item 3.3


Target 9. Commissioning and Use of Resources
Adult Social Care leaders commission and deliver services to clear standards of both quality and cost, by the most effective, economic and efficient means available and so demonstrate value for money.
	Target 9: Commissioning and Use of Resources
	Outcome measure
	Reference

	9.1) To agree a Mental Health Service Model; to include primary through to secondary Mental Health care
	
	HCC Action Plan Item 1.0

	· To agree eligibility for all services within agreed service model. 


	· Effective whole system working

· Effective access to services

· Best use of available resources

· Clarity of services for staff and users / carers
	HCC Action Plan Item 1.1

	· To agree Care Pathways for all services within agreed service model.
	· Effective whole system working

· Effective access to services

· Best use of available resources

· Clarity of services for staff and users / carers

· A commissioning pathway through MH services supported by contracts for commissioned care
	HCC Action Plan Item 1.2

	· To review Out of Hours services including:

(i) LA Out of Hours Team

(ii) Helpline support

(iii) Weekend/ public holiday support
	All out of hours services will form an integrated service and will be easily accessible.
	HCC Action Plan Item 1.3

	9.2) To develop a Joint Commissioning Service across the Local Authority and the  Primary Care Trust 


	
	HCC Action Plan Item 2.0

	· To develop a “Whole Systems” model in relation to depression


	The supply of information that will inform the future commissioning process.


	HCC Action Plan Item 2.1

	· To agree a Joint Commissioning Strategy
	A three year commissioning strategy in place
	HCC Action Plan Item 2.2

	· To develop Social Inclusion work including review of involvement of Occupational Therapists
	Increased social inclusion options for service users.
	HCC Action Plan Item 2.3

	9.3) To review the Local Implementation Team including:
	
	HCC Action Plan Item 4.0

	· Function and purpose of the LIT
	Terms of Reference distributed
	HCC Action Plan Item 4.1

	· Structure and involvement of the LIT
	Document ‘signed off’ by stakeholders.
	HCC Action Plan Item 4.2

	· Accountability and Governance of the LIT
	Structure and reporting process signed off.
	HCC Action Plan Item 4.3

	9.4) To facilitate the ongoing development of ICT systems to allow access to information
	An integrated mental health electronic health record implemented
	HCC Action Plan Item 9.0

	9.5)  To implement and audit the new Care Programme Approach system


	· Evidence of coherent record keeping 
· Evidence of Improved physical health of mental health service users
	HCC Action Plan Item 5.0



	· Audit all case files within the integrated Mental Health Service 
	
	

	· Review the structure of case files and implement the findings 
	
	

	· Ensure Physical Health checks


	
	

	9.6 )  Development of protocol for service interfaces, specifically:

Physical and sensory disabilities and adult mental health
	
	HCC Action Plan Item 7.0



	9.7)  To integrate working between Primary Care and all other Health and Social Care services
	· Primary Care Mental Health Team fully staffed

· Primary Care Mental Health Strategy implemented
	

	9.8) To increase response and access to people in acute mental health crisis
	· Service reconfiguration plans in relation to crisis services developed and implemented

· Single point of access and agreed care pathway promoted and in operation

· Duty and out-of-hours service optimised
	

	9.9)   To increase access and capacity of early intervention services for young people in the first episode of psychosis
	· Achieve further investment in early intervention services.

· Review current caseloads and service operation

· Re-design services (if required) to provide services to target number of ??? individuals
	

	9.10)  To achieve full capacity for the Assertive Outreach Service
	· Current caseload and service operation reviewed

· Services re-designed to meet national target of ???  on caseload
	

	9.11) To develop Mental Health input in Local Strategic Partnerships
	Profile of mental health issues with Board raised and cross-representation from LIT
	


8. RESOURCES

FINANCIAL MAPPING INFORMATION – AUTUMN REVIEW 2006

INFORMATION SECTION TO BE PROVIDED BY PCT (L. FARR)

Glossop

Where the services in Glossop are different from the rest of Tameside, as they are for most aspects of social care, this information is included in the appropriate sections of this document.  The financial mapping data offers an opportunity to look at the overall pattern and compare Glossop’s financial input into mental health with that of Tameside MBC. This could be done section by section, and then overall. A similar exercise within Derbyshire could then show the position of Glossop relative to the rest of the county, and establish whether Glossop is getting its fair share from Derbyshire agencies, as well as whether Tameside and Glossop is getting a fair level of input from Derbyshire. This could be done not only in relation to secondary care services, but also for contributions to sub-CPA threshold cases, primary care, FACS eligible service users, etc. So, we should aim to have some data and a summary that says something like the following:

Derbyshire’s overall financial contribution to mental health services in Glossop is, pro rata to population, (equivalent to/slightly below/slightly above that of TMBC).  The distribution of the investment is such that spending is relatively high on some service areas (identify them) and relatively low on others (identify them). 

(Add comments, interpretation, and any proposals to reduce any of these differences.)

There might also be some benefit in having a sentence or two somewhere in section 10, evaluation and review, about the importance of collecting and analysing performance and outcomes data so that Glossop can be compared to the rest of Tameside for all those service areas where there are likely to be significant variations.

INVESTMENT STRATEGY

Consider suggestion made in recent internal commissioners meeting that we need a section on investment strategy, to cover primary/secondary, and DCC commitments relative to TMBC etc, as well as other issues.

9.  RISK ANALYSIS

There are a number of risks that may prevent Commissioners from delivering this strategy:

· Availability of funding

· Relationships between all identified partners

· Concept of financial recovery/savings versus service change and development – these should be seen potentially as one and the same thing

· Service Access Issues (Continuing Care Funding, Primary/Secondary Interface etc)

THESE POINTS REQUIRE FURTHER DISCUSSION AND AGREEMENT

10. EVALUATION AND REVIEW

There is a wide range of systems in place for the collection of data, ranging from Service User feedback, formal quarterly contract monitoring to Government returns.  Given the issues around Glossop, it is important that wherever possible data is collected that quantifies any differences in services that exist between Glossop and Tameside areas.

10.1 Consultation and Service User Involvement

The White Paper requires services to involve the people they serve in the design and choice of services provided.  Services are required to consult with Service Users, their carers, representative groups and the general public when planning investment intentions and developing improvement agendas.

The Government, through Joint Review, local Best Value and Performance Review and Performance Assessment Frameworks monitor the process used to meet these requirements.


The Mental Health Service has ensured that Service Users and their Carers have been involved in the design, delivery and monitoring of services for some years.  Although much excellent work has and still continues to take place in the area of User and Carer involvement, it is now the task of the service to build on these examples of good practice and to develop a strategic approach that fulfils the Government’s objectives.

Currently, consultation and service user and carer involvement takes place by a variety of means

· LIT Membership – service user and carer representation

· Tameside and Glossop Mental Health Forum

· Tameside and Glossop Service User Project (TAGSUP)

· VOX

· Primary Care Mental Health Service Commissioning Group

· Older Peoples Mental health Team Carers Group

· Community Rehabilitation Service Carers Group

· Standard Care Carers Group

· Glossop MH Project Carers Group

· Carers Council

· Carers Centre Carers Forum

· Carers JSSG

· Early work with BME Mental Health and Carers Groups e.g. Indian Community Centre, Khush Amdid (Women Only), Elders Group, Bangladeshi Welfare Association, 

· Partners in Care Annual Conference

· Partners in Care Focus Group

· Direct Payments Strategy Group

· Direct Payments Operational Group

· Recruitment and Selection

Support can be offered to service users and carers on how to make a valued contribution to involvement and also Recruitment and Selection processes.

Service Users and Carers are also involved in major service reviews e.g. Review of Mental Health Day Services. 

10.2
Mental Health Local Implementation Team
The Mental Health Local Implementation Team’s functions are to monitor performance of the Service against national and local objectives. 

The Local Implementation Team allows stakeholders from all areas of the Mental Health Service to receive feedback on, and challenge service developments.

10.3
Autumn Assessment of Mental Health

The assessment of Mental Health Services has been an annual event since the NSF was launched in 1999.  It comprises four main strands:

· A self-assessment process carried out by LITs and reviewed by SHA leads

· A themed review on a key topic

· Finance mapping

· Mapping of all Adult Mental Health services

Whilst it is acknowledged that the process does impose an appreciable burden the process continues to be regarded as valuable by SHAs and by local services.  It is felt that the self assessment and themed review processes in particular offer a vehicle for the LIT to bring together key stakeholders providing a platform for developing understanding and planning the development of local services. The finance and service mapping data collections provide essential data for understanding and assessing resource use and service delivery at both local and national level.

10.4
Business Planning Process (Social Care and Health)

Tameside
In Tameside the performance of the Mental Health Service is monitored through the Social Care and Health Business Planning Process.  An annual business plan is developed, which requires a formal six-monthly review of progress with the Directorate.  The core data requirements are focused on a balanced scorecard model focusing on: -

· Business Processes.

· Customer perspective.

· Organisational Learning and Human Resources.

· Managing money.

The Business Planning process is continually being developed and reviewed and aligned with the corporate Business Planning Process.

Glossop

In Derbyshire, the local authority mental health functions are now lodged within the new Older Adults Department, since the disaggregation of the former SSD. The commissioning role of DCC should be overseen from this department. The operational management of GMHP is however undertaken by Derbyshire Mental Health Services Trust. Both roles are currently undertaken locally by the Glossop Service Manager. The tradition of producing an annual Key Themes document appears to be continuing within the Older Adults department, and there are currently 4 pages about mental health themes or targets. More detailed operational performance is monitored through DMHST systems and line management. All CPA service users and related issues are monitored through Pennine Care systems, partly through the 2 Derbyshire social workers embedded in the joint Tameside community teams.  But the main arena for planning and monitoring services in Glossop is through local partnership meetings and systems in Tameside and Glossop.

10.5
Service User Reviews

Service User reviews are at least every twelve months (though service users can request a review at any time), and it is the responsibility of their Care Co-ordinators to arrange for this to happen.  The effectiveness of review meetings as a monitoring option is positive for Service Users and Carers as it offers an opportunity to review the progress made by the individual in their identified goals and it offers an opportunity to feedback on the quality of service received by the Provider, be it in-house or an Independent Provider.

10.6 Contract Monitoring

Need to state here Commissioners intentions in respect of monitoring services provided by Pennine Care as the major mental health service provider– based on the development of an up to date service agreement
Tameside

All Independent Sector Providers are monitored quarterly by Contract Monitoring Officers from the Planning, Commissioning and Contracts Unit.  Providers submit predetermined information that is identified within the contracts.  This information includes details about complaints, compliments, accidents and incidents, staff supervision and training and the use of the allocated resources for the quarter.  These would be regarded as proxy measures of the quality of service provided.  Each Provider must also provide a summary of the progress of each individual supported on the contract.

In addition those services that receive Supporting People funding must achieve and maintain at least Level C of the Quality Assessment Framework against the 6 mandatory quality objectives relating to :

· Support Planning

· Risk and Needs Assessment

· Equality and Diversity

· Protection of Vulnerable Adults

· Health and Safety

· Complaints

These services must also submit quarterly returns that demonstrate the performance of the service against Service Performance indicators relating to the availability of the accommodation or support services, occupancy or take up of support services, and  Key Performance Indicators relating to the maintenance of independence or moving on from temporary accommodation in a planned way. 

At the Annual Performance Review, Providers must present an overview of their business, in relation to the contract, for the previous year and identify objectives for the coming year, which will provide continual improvement.  Providers must also provide evidence of consultation with Service Users and Carers.

Out of Borough placements are monitored by a Contract Monitoring Officer from the Planning, Commissioning and Contracts Team.  Monitoring visits are undertaken six-monthly.  Providers submit quarterly information and are visited six-monthly to review the appropriateness and value for money of the placement. 

This model of contract monitoring is currently under review.  While it has served relatively well for a considerable time, it is a system that is based on the Provider supplying information, that may be challenged by the Commissioners, based on anecdotal evidence, but has not, to date, been validated by visits to the Provider and Service Users.

Service Providers are involved in the review of the monitoring process in order to ensure that the revised process is not overly onerous on Providers.  In order for the process to be effective, it is essential that information gathering and presentations do not place excessive demands on the Providers, but it provides the information in sufficient detail to determine quality of services and service developments. Review and Revision of the process must also ensure that service user and carer involvement in the process is integral to the holistic picture of service provider quality and performance.

10.7 Commission for Social Care Inspection 

CSCI standard have placed real pressures on all service providers which has resulted in a number of providers requesting additional funding to sustain service provision. One such area is the requirement to ensure a trained workforce. While CSCI have numerous standards, these are only minimum requirements; requirements within the contracts and specifications that providers work to tend to require quality in excess of these. 

APPENDIX I - HEALTH NEEDS ASSESSMENT

Tameside and Glossop

A - POPULATION NEEDS ASSESSMENT

The best recognised measures of need for treatment of serious mental disorders are the Mental Illness Needs Index (MINI), the York Index and the Community Psychiatric Needs Index. 

MINI2000 is an index or ratio. It is calculated as the predicted admission rate for the area divided by the predicted admission rate for England. It is also the adjusted population divided by the actual population. It provides one measure of how morbid an area is: > 1 indicates greater level of need, < 1 indicates lower level of need and 1 represents the national average.
The most recent MINI scores available (Figure-1) highlight the significant differences, which exist across the locality. Disadvantaged wards such as Gamesley, and Ashton St. Peters have a higher MINI score than many other wards, indicating its relative deprivation, and increased likelihood to experience mental disorder within the community.

Figure-1: MINI2000 Scores for Tameside and Glossop wards
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B - PSYCHIATRIC MORBIDITY

1. GHQ-12 scores

General Health Questionnaire (GHQ-12) is used to detect the presence of non-psychotic psychiatric morbidity in community settings and has been employed on the Health Survey. It was originally designed for use in general practice settings as a screening tool and cannot be used to diagnose specific psychiatric problems.  
Figure-2 shows that the proportion of respondents with a GHQ score indicating abnormal functioning (4-12) is significantly higher in the Tameside and Glossop area than nationally or in the North West Government Office Region. The national and regional results are broadly comparable (13% and 14% respectively - roughly one in seven - show a score indicating abnormal functioning), but in Tameside & Glossop one in five respondents (20%) have a score indicating abnormal functioning.

Figure-2: GHQ-12 scores 
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Source: Health Survey for England, 2003 and Baseline Survey for Tameside and Glossop, 2005

2. Morbidity incidence / prevalence

Several recent sources of data on incidence and prevalence exist for mental health, although much of this is at regional and national level. As such, estimates of local prevalence for the Tameside and Glossop locality have been based on figures for regional or national data, however actual prevalence may vary. The calculations for estimated psychiatric morbidity displayed on Table-1 are based upon the ONS 2000 survey of psychiatric morbidity, and have been based upon a 16-74 age group population size for Tameside and Glossop of 175 732 (2001 Census). Additionally, where available, regional prevalence data has been used as a basis for calculation rather than national data, as the prevalence of mental disorder in the North West is higher than the national figures.
Table-1: Estimated psychiatric morbidity for Tameside and Glossop

	Disorder category  
	Prevalence per 1000
	Tameside and Glossop (estimate*+)

	
	UK
	NW Region


	

	Neurotic symptoms 

(CIS-R score >11)
	150 
	200 
	35 164

	Neurotic disorders (all)
	164
	203
	31 828

	Personality disorder 
	44
	Not available
	6 899

	Probable psychotic disorder 
	5
	6
	941 

	Substance misuse – alcohol dependence 
	74
	89
	13 954

	Substance misuse – drug dependence 
	37
	49
	7 683


*Based on the rates from national survey of ‘Psychiatric Morbidity among adults living in private households, 2000’
+Neurotic disorders: Weekly prevalence; Probable psychotic disorder: Annual prevalence; Personality disorder: Lifetime prevalence; Alcohol and drug dependence: Lifetime prevalence

Asian/Asian British’ make up the largest ethnic group in Tameside and Glossop representing 3.5% of the population. As seen on Figure-3, ‘South Asian’ ethnic group is expected to have higher rates of neurotic disorder and lower rates of psychotic disorder and drug / alcohol dependence compared to ‘White’ ethnic group. Table-2 presents the psychiatric morbidity prevalence estimations for Tameside and Glossop for this ethnic group.

Figure-3: Psychiatric morbidity by ethnicity: ‘White’ and ‘South Asian’ ethnic groups
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Source: ‘Psychiatric Morbidity among adults living in private households, 2000’
Table-2: Estimated psychiatric morbidity for ‘South Asian’ ethnic group in Tameside and Glossop

	
	Prevalence per 1000
	T&G prevalence (estimate*)

	Mixed anxiety & depressive disorder
	100
	551

	Generalised anxiety disorder
	42
	231

	Depressive Episode
	37
	204

	All Phobias
	19
	105

	Obsessive Compulsive Disorder
	40
	220

	Panic Disorder
	0
	0

	Any neurotic disorder
	192
	1 057

	Probable psychotic disorder
	0
	0


	Any drug dependence
	17
	94

	Alcohol dependence (mild)
	25
	138


*Based on the rates from national survey of ‘Psychiatric Morbidity among adults living in private households, 2000’
The estimated number of new cases of anorexia nervosa and bulimia nervosa in  Tameside and Glossop are presented on table-3.  Annually 13 new anorexia and 17 new bulimia cases are estimated to be recognised in primary care. However incidence in the community might be underestimated because not all subjects will be referred to health care or hospitalised. 

Table-3: Estimated incidence of eating disorders in Tameside and Glossop

	
	Estimated no of new cases*

	Age
	Anorexia Nervosa
	Bulimia Nervosa

	0-9
	-
	-

	10-19
	6
	6

	20-39
	4
	10

	40+
	2
	1

	Total
	13
	17


*Based on the rates from “Time trends in eating disorders incidence” study by Currin et al, 2005
It is important to know the number of patients with eating disorders in care and the prevalence will mainly depend on the number of young women. Therefore estimated number of 15-24 females at different levels of care in one year for anorexia and bulimia in Tameside and Glossop are calculated and presented on the table below. The rates of attendance at outpatient and inpatient services of mental health care were based on the number of patients referred to mental health care by their general practitioners according to studies in Netherlands. 
Table-4: Estimated prevalence of eating disorders in Tameside and Glossop

	Level of morbidity
	Anorexia Nervosa
	Bulimia Nervosa

	Community
	57
	233

	Primary Care
	25
	26

	Mental Health Care O/P and I/P
	20
	13

	Psychiatric in-patients

	5
	? 

(no epidemiological data available )



C - MORTALITY

Mortality attributed directly to mental ill health is classified as ‘suicide’. However, it is commonly anticipated that a proportion of deaths classified as ‘injury undetermined’ can also be attributable to deliberate self-harm. As such several of the data sources available group these together. Figures below presents the suicide rates for T&G. In 2002-2004 period Tameside rate has been 9.03 per 100 000 population, which is above the national figure of 8.69. Tameside rate has been increasing since 2002 (Figure-3).
Figure-3: Trends in self-harm mortality, 1993-2004
Source: Compendium of Clinical and Health Indicators 

Figure-4: Pooled suicide rates per 100,000 populations by PCT, Greater Manchester, 2002-2004


Source: Office for National Statistics 

APPENDIX II - CURRENT SERVICE POSITION 

A - DAY SERVICES: SERVICES WITH A FOCUS ON SOCIAL INCLUSION 

(i) West Villa Day Centre

(ii) Tameside and Glossop Association of Mind

The Social Club at Mind runs on two days per week. The aim is to provide social contact in a friendly and informal setting – the club organises games, activities, creative writing, literacy, a pool team, trips out and refreshments

(iii) Arts Therapies

The Arts Therapies Team is a specialist service offering a time limited structured treatment package based on the individual needs of service users in the community, in the day hospital and at inpatient settings.  Treatment is offered individually and/or in groups.  Referrals are accepted via the care co-ordinator, Consultant Psychiatrists, the inpatient wards and the Psychiatric Day Hospital

Collaborative working with care co-ordinators and service users is ongoing throughout the treatment process with the Arts Therapies Team to ensure that the care plan is made explicit to service users and to referrers.

(iv) Employment Services

Tameside

Routes to Work – Adult Employment Service Tameside (formerly Headstart) is an employment project supporting individuals managing or recovering from mental health problems who wish to enter paid employment, voluntary work, education, training or meaningful activity.  The project also supports people with mental health problems currently in work who wish to retain their employment.

Glossop

There is no specialist employment service within Derbyshire Social Services or Derbyshire Mental Health Trust for Glossop residents.  Glossop Mental Health Project is developing links with the Job Centre and related agencies in Derbyshire, who can provide “readiness for work” support for mental health service users.  Individual support workers at the Glossop Mental Health Project would assist with employment related opportunities as part of their generic and holistic approach to supporting service users
(v) Welfare Rights Services

Tameside

The Mental Health Welfare Rights Team consists of two Welfare Rights Officers working with statutory and voluntary mental health services in Tameside.  There is also a Welfare Rights Support Worker who is based on the mental health in-patient unit at Tameside Hospital.  Appointments are held at the Council Offices and at the Mental Health unit, and monthly drop-in sessions are also held at Mind and West Villa. Typical cases involve claims to Disability Living Allowance, Tax Credits, Incapacity Benefit, Income Support, Housing Benefit, Council Tax Benefit and applications to the Social Fund.  The service will also represent people at Appeal Tribunals where there has been a great deal of success.

In addition, there is a Money Advice Service which consists of 4 money advisors (this service receives funding from the Legal Services Partnership). In money advice there are a number of strategies that can be employed to help people manage their debts – from requesting a hold on payments, rescheduling the debts, or even in certain circumstances requesting that the debt be written off

Workers and service users within mental health settings in Tameside have access to an advice line where they can receive advice on benefits without being passed around and between services as they are dealt with by staffs who are aware of the needs and issues around mental health

Glossop

Derbyshire County Council’s Welfare Rights Service is generic, so there are no mental health specialists as such.  The model is that Welfare Rights Officers take on Tribunal cases and other complex work, and provide support and advice to all social care caseworkers to enable those workers to provide a basic welfare rights service to their service users.  Glossop mental health project (GMHP) support workers therefore provide a welfare rights service to their service users (which is compatible with the NSF STR worker model), supported by a half time Welfare Rights Worker at Glossop ‘SSD’ area office.  There are also GP based welfare rights support services at two Glossop surgeries, and a CAB service for both welfare rights and debt counselling.  Any mental health service user requiring debt counselling could get some support from their GMHP worker, and be assisted to access the CAB service if necessary.

There is also a DCC countywide welfare benefits helpline that anybody can contact.
(vi) Making a Difference

(vii) Off the Record

(viii) Counselling in Tameside

(ix) Counselling in Glossop
Derbyshire County Council makes modest direct grants to two Tameside voluntary agencies that provide counselling services to Glossop residents: Relate and Off the Record.

Glossop Mental Health Project (GMHP) has a local budget for counselling services: the biggest item by far is the annual contribution to the Mind contract of around £8000 (the major commissioning partners being the PCT and TMBC). In addition GMHP pays for room rental for various counselling organisations to provide ‘surgeries’ in Glossop and some ad hoc expenditure on therapeutic group leaders to add to the overall service provision at Charles Street - a recent example being sessional employment of an art therapist.

(x) Groundwork

(xi) Creative Support

(xii) Direct Payments Support Team

From April 2003, it became a requirement that Local Authorities offer Direct Payments to people assessed as needing community care services and who are judged to be capable of managing their own support through Direct Payments either by themselves or with assistance.  

Tameside
The approach in Tameside has been to employ a Direct Payments Support Worker to work solely with service users with mental health problems, applying the expertise and support model developed by the Social Services Direct Payments Support Agency.  Despite this focused approach the take up of Direct Payments has been disappointing with a total of ????? people having accessed the scheme to date.

Glossop

Derbyshire does not have specialist Direct Payments Workers for mental health service users, but advice and support is available from specialist staff at County Offices. All social care workers have a duty to promote direct payments take-up. There are currently 2 mental health service users receiving Direct Payments in Glossop. The county figure is only 8, so Glossop makes up 25%, although it comprises only 4% of the county population.  The county target for 2007 is to increase to 10.  It is possible that one of the Glossop cases might cease as it was approved only for time limited rehabilitation work.

(xiii) Glossop Mental Health Project
Glossop Mental Health Project is a community support team whose functions and philosophy would be largely compliant with that envisaged for STR workers in NSF guidance. Although fully funded by DCC it is now line managed by Derbyshire Mental Health Services Trust.

The support worker team, directed by the Unit Manager and Deputy, provide one to one community support, and a range of social and therapeutic group activities. The base, Charles Street, is a venue for group events, meetings, individual appointments, and is an office and staff base for the support team, and for the 2 DCC social workers who are casework managed through the Tameside and Glossop joint community teams.

There are around 100 service users. 50% receive individual support only, 40% attend groups and have individual support, and around 10% attend groups only. There are therefore around 50 current users of groups.

Around 40% of the 100 service users are on enhanced CPA, 40% on standard CPA, and up to 20% not currently on CPA.  (Most of these will have been CPA cases that were kept on after they were closed to CMHT.)

Most groups meet weekly – Art/craft, drama, music, gardening, there are drop in sessions 2 mornings; and occasional walking groups, evening socials, or day outings.  There is also a service user self help group called GLOS, and a carers group that meets around 6 times a year.

(xiv) Education Services

Strong links have been made with local colleges to encourage individuals back into education to acquire skills both in living and for employment. Thus, a programme of participation in “taster courses” has enabled a significant number of individuals back into mainstream education.  This has often involved education providers engaging in outreach work with day services and other settings, to engage with service users who are anxious initially to attend college.

B - COMMUNITY SERVICES: SERVICES PROVIDING SPECIALIST MENTAL HEALTH SUPPORT IN COMMUNITY SETTINGS

General Introduction – JH to draft - explaining the main points about the community service delivery model in Tameside? I.e. that CRT is a psychosis service, and CMHTs deal with all the other mental health conditions: and that unlike the classic NSF model, there are no separate Assertive Outreach or Crisis Resolution and Home treatment Teams, these functions being performed within the CRT and CMHTs
(i) Primary Care Mental Health Services – SS to supply Text

(ii) Access and Crisis Service– Pennine Care to supply Text

(iii) Outpatient Services– Pennine Care to supply Text

(iv) Specialist Community Mental Health Service

The Specialist Community Mental Health Service provides a comprehensive mental health service for people aged between 16 and 65 years with moderate to severe mental health illness who meet the access criteria.  State current number of service users, and preferably, how many are Tameside and how many Glossop residents
The Joint Health and Social Services team provides the first point of contact for individuals referred to Services. The service is provided over 7 days with the bulk of the work taking place between 9:00am - 5:00pm, Monday to Friday.  The duty (RIAS)
 officer system operates between 8:30am - 6:30pm, Monday to Friday with a 'flexible response' worker offering support and back-up from 9:00am - 5:00pm, Monday to Friday.  Between them, these two workers provide a facility to respond to all queries and crisis for people within the service as well as a referral and screening/advice facility.

Over weekends and bank holidays two workers provide a continuation of the service/care plan for those people within the service who are identified as at risk or vulnerable, including recent and early discharge from the ward.  

All referrals are screened on a daily basis to determine suitability for the service, urgency, risk, priority, etc.  Referrals are processed at a weekly meeting.

· Psychiatric crisis/emergency - seen for assessment same day.

· Urgent referrals - seen for assessment in 1-7 days.

· Routine - every attempt is made to see for assessment within 6 weeks.

All people who at screening look to meet the access criteria are prioritised for assessment.  Following assessment, the multi-disciplinary meeting will discuss and agree the appropriate response.  Clients will be allocated to a care co-ordinator for first line intervention/care package.  If further specialist psychotherapeutic input is required a referral can be made to the Psychotherapy Panel where further work may be offered, usually in conjunction with care co-ordination.

(v) Early Intervention Team 

(vi) Community Rehabilitation Service

The Community Rehabilitation Service is a jointly integrated Specialist Mental Health Service (Health and Social Services) for individuals experiencing serious mental illness, particularly psychosis, and their carers.  State current number of service users, and preferably, how many are Tameside and how many Glossop residents
The service aims to offer a range of support that is easily accessible and flexible to individual need 7 days a week.  This is supplemented through an evening telephone advice line service (which operates from 5.30-11.30pm).

In addition to home based support the service also has a range of staff supported accommodation and has built up extensive links with other agencies such as housing, education and day services.
(vii) Assertive Outreach 

(viii) Clinical Psychology 

(ix) Specialist Services
· Approved Social Work Service

Each Local Authority has a statutory responsibility to provide an Approved Social Work service. 

Tameside

Currently there are 23 Social Workers approved in the Borough with 21 providing Approved Social Work cover during core time Monday to Friday 8.30am-5.00pm and the remaining 2 covering the out-of-hours service (1 worker additionally in training) at all other times. The Approved Social Work service is provided in accordance with the Mental Health Act 1983 and in line with all national guidance.

There is a robust Approval and Re-approval process coordinated between Mental Health Services and the Training Section. Approved Social Work training is coordinated through the Training Department, which includes refresher training through Manchester University and membership to ASWIG. 

There is an Approved Social Work Lead Officer who coordinates the Approved Social Work Forum (support network) and provides formal supervision for each worker in respect of his or her Approved Social Work role.

Glossop

The ASW service for Glossop residents is provided by social workers from Derbyshire whether assessments are carried out in the community or at Tameside General Hospital.  There are only 3 ASWs on the Glossop rota, and backup may occasionally be needed from other parts of Derbyshire (usually Buxton (High Peak) CMHT).  Derbyshire provides similar approval and re-approval arrangements and lead support as that in Tameside.

· Criminal Justice Liaison Service (formerly MDO Service)

The Criminal Justice Liaison Service works specifically with service users who have contact with the Criminal Justice Service.  Currently there is one dedicated worker who has developed specialised skills in working within the criminal justice service, and the work involves the management of anyone who comes to the attention of the Criminal Justice Service, at any stage in their pathway.  Directly this involves working with Probation Staff offering casework support, assessments at the Court and assessments at the Police Station.

The Criminal Justice Liaison Service is key to the Court Diversion Scheme; ensuring people with mental health issues are diverted into mental health services and away from the Criminal Justice Service where appropriate.

The Criminal Justice Liaison Service also provides a Prison in-reach Service that involves the identification of prisoners with mental health difficulties prior to their release, and ensures that they receive appropriate support on release.  

Risk management and the management of dangerous offenders through the MAPPA are also integral to the Criminal Justice Liaison Service.

C - ACCOMMODATION SERVICES

Tameside 

Positive working relationships have been developed between Mental Health services and Housing Strategy. A number of key stakeholders including the Supporting People Team, Tameside Metropolitan Borough Housing Services, Registered Social Landlords, along with Private and Voluntary Organisations, work together to provide a wide range of innovative housing support services, based on Social Inclusion and Recovery models.

There is currently a range of accommodation services for people with mental health problems

(i) 24 Hour Supported Accommodation (Intensive Rehabilitation) - People have their own tenancy within purpose-built schemes, 24-hour on-site cover, emergency call systems, with weekly support from Care Co-Ordinators (Social Workers or Community Psychiatric Nurses (CPNs)), and immediate access to health and social care crisis support.

(ii) General Supported Accommodation - People have their own tenancy within purpose built schemes, staff on site during normal working hours or drop-in support on a minimum weekly basis by support workers, and access to on-call out-of-hours support workers as necessary

(iii) Small Group Homes - Tenancies with three or four people with mental health needs living together, drop-in support on a minimum weekly basis by support workers, access to on-call out-of-hours support workers as necessary

(iv) Outreach or ‘Floating Support’ Services - People living in their own homes, regular contact from support workers who work flexible working hours to cover evenings and weekends, access to on-call out-of-hours support workers a necessary.

In addition people with mental health needs who are not in touch with services may access other supported housing services, especially short term services such as those for homeless people or the women’s refuge.

Glossop

Glossop residents would generally have to look out of area for supported accommodation, either within Tameside and other parts of Greater Manchester, or possibly to more distant areas of Derbyshire where there are some supported housing and rehabilitation resources.  Glossop Mental Health Project Support Workers provide outreach support to the occupants of 2 designated flats in Glossop which are managed by a Housing Association. There are outline proposals to develop this into a rehabilitation resource, with housing agencies making step-down mainstream accommodation available to achieve throughput of service users, and with DMHST providing funding from the care management budget for higher intensity support than is currently available. It might be possible to involve Supporting People funding, as Glossop does not currently benefit from any floating support schemes for mental health service users. Glossop Project service users do however get some general support with housing issues from their community support workers because of the flexible and holistic nature of that role.

(v) Supporting People 
Supporting People is a Government programme which funds and regulates housing related support services to vulnerable adults. The aims of the programme include promoting individual independence and preventing more intrusive and costly forms of support by providing essential housing related support. Housing related support is defined as:

“Lower levels of practical support not amounting to personal care which allow vulnerable people to obtain or remain in their own home”

A grant is paid by the Department of Communities and Local Government (DCLG) to Administering Authorities (top tier and unitary authorities) who then contract with service providers to deliver housing related support services to ‘vulnerable people’. A Commissioning Body (a partnership of local housing, social, health and probation services) sits above the Administering Authority and plays a key role in advising and approving decisions on priorities, decommissioning of services and the delivery of the local Supporting People strategy.

Tameside Metropolitan Borough Council has produced a five-year Supporting People strategy (2005-2010), which identifies the priorities for service development.  The Strategy has identified the need to increase the supply of tenancy support services to under-represented groups by procuring new support services including people with alcohol needs, drug users, and people with mental health needs. At the time of writing the Supporting People strategy is due to be reviewed, the outcome of this may include new priorities for services for people with mental health needs. 

(vi) Residential and Nursing Home Care

Tameside
In Tameside and there are, currently, ???? people aged between the ages of 18 and 64, living in residential or nursing home care.  There is currently no residential or nursing home provision within the Tameside – as following the closure of the only residential home for people with mental health problems in the area some years ago the emphasis has been on the development of 24 hour extra care supported and rehabilitation schemes.  The Demand for Residential and Nursing care has seen some growth over the past two years.

Glossop

In Glossop, only one former resident is receiving social care funding for a residential placement (mental health under 65): this specialist placement is out of area. This is low compared to the rest of Derbyshire: there are currently 109 DCC funded or part funded placements, and Glossop’s pro rate share (based on population) would be at least 4 placements.  There is an overspend of around 35% in the county budget, so the approval and reviewing process has recently been made more rigorous.

There is one residential home in Glossop which although mainly catering for older people is registered for a small number of under 65 placements (5?). These could be mental health, mild to moderate learning disability, or challenging behaviour. There are no DCC funded mental health placements there at present, although an application is currently being processed and seems likely to succeed.

Inpatient Services 

– Pennine Care to supply Text 
Services for Children and Young People

(See CAMHS STRATEGY)

Services for Older People

(See OPMHS STRATEGY “)

Services for Carers

(See CARERS STRATEGY)
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										Total

		W		WardName		WardCode		Popn		Pred		Pred		Adj 1659		M2k

								1659		Adm		Adm		Popn

												Rate

				All Saints		17UHFA		4,100		14.71		358.66		4,327.90		1.06

				Ashton Hurst		BTFA		7,500		24.06		320.74		7,079.79		0.94

				Ashton St. Michaels		BTFB		6,500		27.95		429.95		8,225.10		1.27

				Ashton St. Peters		BTFC		6,100		32.06		525.53		9,434.89		1.55

				Ashton Waterloo		BTFD		6,600		24.36		369.09		7,169.32		1.09

				Audenshaw		BTFE		7,900		23.15		293.07		6,814.15		0.86

				Denton North East		BTFF		7,600		25.15		330.91		7,401.65		0.97

				Denton South		BTFG		5,800		22.22		383.11		6,539.70		1.13

				Denton West		BTFH		6,300		17.85		283.39		5,254.48		0.83

				Droylsden East		BTFJ		7,600		25.18		331.31		7,410.57		0.98

				Droylsden West		BTFK		6,300		18.45		292.91		5,430.94		0.86

				Dukinfield		BTFL		8,400		32.88		391.38		9,675.67		1.15

				Dukinfield Stalybridge		BTFM		6,300		23.08		366.3		6,791.75		1.08

				Gamesley		17UHFL		1,900		10.67		561.44		3,139.53		1.65

				Hyde Godley		BTFN		6,900		30.04		435.32		8,840.27		1.28

				Hyde Newton		BTFP		7,500		27.6		368.04		8,123.80		1.08

				Hyde Werneth		BTFQ		6,700		20		298.56		5,887.21		0.88

				Longdendale		BTFR		6,000		23		383.31		6,768.79		1.13

				Mossley		BTFS		6,500		19.83		305.02		5,835.00		0.9

				Simmondley		17UHFY		1,800		5.63		312.89		1,657.59		0.92

				St. Andrews		17UHFT		2,700		7.13		264.04		2,098.17		0.78

				St. Charles		17UHFU		3,100		12.3		396.88		3,621.02		1.17

				St. James		17UHFW		3,400		11.94		351.17		3,514.01		1.03

				St. Johns		17UHFX		1,700		2.73		160.31		802.08		0.47

				Stalybridge North		BTFT		6,800		23.72		348.84		6,981.46		1.03

				Stalybridge South		BTFU		7,200		19.89		276.22		5,853.19		0.81

				Tintwistle		17UHGA		800		2.05		255.72		602.1		0.75

				Total for Sector1 :				153,000		539.23		352.44		158,702.25		1.04

		For each category, four columns are provided:

		1. ‘Pred(icted) Adm(issions)’ is the model’s estimate of the number of admissions for that diagnosis that will occur in the area covered, in people aged 16-59, in a year. This figure is useful in practical resource allocation around a district. A first es

		2. ‘Pred(icted) Adm(ission) Rate’ is the predicted number of admissions divided by the actual 16-59 population (as 100,000s). This provides one measure of how morbid an area is. It will be readily comparable between areas. To calculate it for groups of el

		3. ‘Adj(usted) 16-59 Pop(ulation) is a highly non-intuitive concept. This one is calculated by multiplying the population of England by the fraction of England’s predicted admissions arising from the area. Its use is that a simple model of equity would be

		4. M2k: The MINI2000. This is an index or ratio. It is calculated as the predicted admission rate for the area divided by the predicted admission rate for England. It is also the adjusted population divided by the actual population. Hence to calculate it

		Generally:

		Population data and deprivation data on which the model are based are 1998 ward level population estimates produced for the Department of the Environment, Transport and the Regions.

		Other Column Headings: Pop(ulation) aged 16-59
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				A level or above		GCSE level		No qualifications

		Current neurotic disorder		34		35		31

		Probable psychotic disorder		16		44		40

				Owned outright		Owned with mortgage		Rented from HA or LA		Rented from other source

		Current neurotic disorder		15		47		26		12

		Probable psychotic disorder		10		28		49		13

				Working F/T		Working P/T		Unemployed		Economically inactive

		Current neurotic disorder		40		17		4		39

		Probable psychotic disorder		9		19		2		70
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