Risk analysis for PCT trust Board re: Brent Change Group on the future shape of services for people with complex needs

Context:

From the Brent PCT board meeting held 30.7.05, the Board gave ‘in principle’ agreement to the ‘ongoing direction of travel’ of the Brent Change Project with the request for a risk analysis to assess the risks around two options for the bedded assessment and treatment service for 10 and 14 beds.

As a reminder, the proposed model includes three elements:

· a robust protocol between specialist learning disability and mainstream mental health services, so that people, where appropriate, have the choice of which service should support them;

· an enhanced, community-based Intensive Support Team, working to maintain people’s independence as far as possible and prevent admission to a bedded service;

· a new assessment and treatment service based at Kingsbury, with beds, for people who cannot be supported in their own home or within mainstream mental health services.

There was also agreement to a proposal to consider transfer of staff from Kingsbury hospital services into a local mental health trust (CNWL). These discussions are ongoing.

Senior managers and directors from CNWL joined the workstreams modifying and costing the three models in the light of the consultation with all stakeholders. At these meetings, questions were raised as to the viability of a proposal for a 26 bedded option for assessment and treatment services. This has therefore been included in the risk analysis.

Commissioning context:

Commissioners from Brent, Harrow, Westminster and Kensington and Chelsea have committed to the block purchase of 10 beds in the assessment and treatment service at the new Kingsbury, with a breakdown as follows:

3 beds– Westminster and K&C

4 beds – Brent 

2 beds– Harrow

1 bed– crisis 

The original consultation paper (11.5.05) highlighted the advantages and disadvantages of the proposed model for assessment and treatment services (10 beds) and transfer of management to the mental health trust. These were as follows:

10 bedded model

	Advantages
	Disadvantages / risks

	Commissioner support.

Addresses issues raised in Nuffield report.

Broadly meets service user and national policy criteria.

Opportunity to develop joint working between mental health and LD services from within the same organisation.

Shared ‘core business’ and understanding (mental health).

Skills and expertise can be retained within specialist organisation

and professional links developed.

Clarity of purpose between commissioner and provider function if situated in a provider-only, trust.


	Change – period of instability for service users and staff.

Small number of beds – may limit the team’s ability to develop specialist expertise across the spectrum of need, retain skilled staff and may limit responsiveness and flexibility.

Potential expense due to environmental adaptations that may be necessary to maintain individual safety with diverse user group.




The consultation paper also considered advantages and disadvantages of an assessment and treatment service of more than 10 beds. These were as follows:

More than 10 beds

	Advantages
	Disadvantages

	A larger “critical mass” for providing sustainable care, developing expertise and retaining skilled staff.

Potential to share the fixed costs of the service among a larger number of commissioners.

Potentially more responsive to local demand.

May make it easier to provide training for local services (larger staff team).


	No support from local commissioners for a larger service.

Financial risk to Brent tPCT that beds will not be filled.

Significant risk of service not providing a ‘local solution’ for some users (out of line with national policy).

Potential deskilling of community services.

Discourages local crisis management and resolution.




Task: assessing the risks around 3 models for a new assessment and treatment service at Kingsbury hospital – 10, 14 and 26 beds.

Analysis completed by:

Catherine Afolabi (Trust Risk Manager), Karen Carpenter (Interim Manager, Kingsbury Hospital), Dr Sherva Cooray (Consultant Psychiatrist), Heather Shaw (Unit Manager, Kingsbury Hospital), Dave Hardman (Community Team manager), Karen Ahmed (Joint Commissioner), Cathy Claydon (Project Lead), Alex Hamilton-Clarke (CNWL manager), Kofi Nyero (Joint Service Manager BLDP), Patricia Atkinson (Director Brent PCT), Janet Matthews (Project Manager), Emily Musgrave (Day Service Manager, Kingsbury Hospital), Pat Dabengwa, (Manager, Peel Road).

There remain strong areas of difference between some clinical views and commissioners and community and mental health colleagues. The risk analysis process (using PRISM) asked the group to identify key risks around a 10 /14 and 26 bedded model which were then discussed and rated as a mixed group (2 groups on 2 occasions) in terms of likelihood of occurrence and consequence. This then gives a rank rating of each risk as identified in the table below.

Where there was strong difference of opinion, the highest and lowest rankings are both shown.

	Risk 
	10 beds
	14 beds
	26 beds

	Risk 1.

Lack of commissioner commitment to block purchase


	
	
	

	Rank
	Moderate
	Moderate
	High

	Risk 2.

Service user care is affected by staff becoming isolated and de- skilled
	
	
	

	Rank –medical view

Rank – commissioner view
	High

Moderate
	Moderate

Moderate
	Moderate

High

	Risk 3.

Proposed model would not be financially viable
	
	
	

	Rank
	Moderate
	Moderate
	Would not get block contract from Brent – would rely on spot purchasing – needs business case

	Risk 4.

Money tied up in bed based model so no flexibility

(assuming the Intensive Support team is up and running)
	
	
	

	Rank
	Moderate
	Moderate
	Very Low- but no block contract

	Risk 5.

Learning Disability performance indicators are not reached
	
	
	

	Rank
	Moderate
	Moderate
	High

	Risk 6.

Kingsbury clinicians are not signed up to the model of service
	
	
	

	Rank –medical view

Rank – Commissioner view


	High

Moderate
	High

Low
	Very Low

Very Low

	Risk 7.

Inability to recruit and retain skilled staff (critical mass)


	
	
	

	Rank –medical view

Rank- commissioner view
	High

Moderate
	High

Moderate
	Low

High

	Risk 8.

Inconsistency with White Paper ‘Valuing People’ and good practice
	
	
	

	Rank –medical view

Rank – commissioner view
	High

Very Low
	High

Low
	Very Low

High


Summary: In an inclusive process, it has been difficult to reach consensus on one model that suits all. The risk rankings are summarised below:

10 bed model: 

1 very low risk

7 moderate risk

4 high risk

The high risks identified were the medical view on clinician sign- up, recruitment and retention, potential de- skilling of staff and inconsistency with ‘Valuing People’.

In summary, this model is favoured by commissioners and local stakeholders.

14 bed model:

2 low risk

7 moderate risk

3 high risk

The high risks identified were  the medical view on clinician sign up, recruitment and retention and inconsistency with ‘Valuing People’.

26 bed model: 

4 very low risk

1 low risk

1 moderate risk
5 high risk

The high risks identified were the commissioner view on commitment to block purchase, potential de-skilling, performance indicators not being reached, recruitment and retention and inconsistency with ‘Valuing People’.

In summary, this model is favoured by clinicians.


PART 2.

For information – initial costings of assessment and treatment service options and Intensive Support Team

There are no new monies for the Intensive Support team. It is proposed to be funded, together with the new Kingsbury Assessment and treatment service, from within the existing Learning Disability budget.

The assessment and treatment service has been costed for 10 and 14 bed options with a skill mix agreed through the Change Group. Costs could be extrapolated for 26 beds from these figures.

The Kingsbury budget is very complex but preliminary nursing staffing (pay) costs for the assessment and treatment model for 10 beds and the new posts in the Intensive Support Team look able to be met within the existing (pay) budget although further detailed work is needed on this. (See below). Further finance may be needed for the 14 bed options.

Still to be costed, following board decision re: bed numbers

Day services (Kingsbury)

Clinical team (Kingsbury)

Admin and management staffing (Kingsbury)

PART 3.

For information – proposed changes to management arrangements and working practice for Kingsbury day services and Learning Disability Physiotherapy.

· Day services (Kingsbury Hospital)
Management: Proposal for service to be managed within Brent Learning Disability Partnership (BLDP) as part of the Intensive Support Team. Day services to be located within Intensive Support Team and managed by BLDP with an outreach team providing the service to Kingsbury. 

Employment: staff would continue to be PCT employees, but in BLDP.

A service level agreement to be drawn up with CNWL for Kingsbury service.
· Physiotherapy (Learning Disability)
Management: Proposal for service to be managed within Brent Learning Disability Partnership (BLDP). (Process to be followed with Brent Council).

One team covering all LD service users with a small team working at Kingsbury Hospital. 

Employment: staff would continue to be PCT employees, but in BLDP.

A service level agreement to be drawn up with CNWL for Kingsbury service.

No costing or skill mix/staffing implications as not new service.

12th September 2005

Risk analysis on 10, 14 and 26 beds in the assessment and treatment service at Kingsbury Hospital





Brent PCT board is asked to agree on a bed option to progress to implementation.





Brent PCT board is asked to note the above proposals for staffing and management changes, which will now go out for staff consultation.








� In this instance, ‘complex needs’ is taken to mean adults with a learning disability who also have mental health needs and /or challenging behaviour
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