Quality and Performance Standards Older Adults CMHT

	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Infection Control
	Exposure to infection is minimised
	
	Record of staff training in infection control

Number of staff who can demonstrate effective hand washing techniques on audit


	
	Infection can have serious consequences for older people who are physically ill or frail and prone to infection. 

Could result in unnecessary admission to hospital or hamper  recovery
	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Service User Experience

Service User Experience

Service User Experience


	Service users received a prompt and timely response to the referral. First contact after allocation was made within 24 hours. (in line with good practice standards) 

The need for hospital admission was reduced or prevented

The assessment process was completed within 4 weeks using CPA/SAP framework 

Service Users have received a comprehensive multi-disciplinary person centred assessment of their needs and have a clear treatment and care plan In place which they have agreed

Service Users have a follow up plan for ongoing OACMHT involvement

Service users and carers were empowered to participate fully in the assessment and feel their views and wishes have been taken into account and these are reflected in the assessment , treatment and care plan

Service Users have achieved optimum level of functioning and are enabled to continue living in the place of their choice

The service users symptoms/ distress are controlled through an , evidence based 

treatment plan, ongoing therapeutic recovery focused interventions 
Positive feedback from service users about all aspects of the service they received 
Complaints into the service were minimal


	
	Recorded  data on response times to referral

Team data on number of service users on caseload  admitted to hospital for reasons related to their mental health

Case file audit

Case file audit 

Service user feedback through satisfaction survey

Audit of case file data, assessment and care plan have service user contribution, their views and wishes recorded

Service user feedback through satisfaction survey 

Data on outcome of intervention at point of discharge. Service user is living in their own home or a place of their choice

Analysis of Comments, Complements and complaints. Total number of service users who have made a complaints or compliment against the total number of Service Users receiving a service.
	
	To ensure that response times are in line with local and national quality standards and in line with contract requiments
To highlight any capacity issues in the team and ensure that activity requirements set out in the contract can be met.

One of the main functions of the team is to provide care as close to home and in the least restrictive way possible. This includes preventing unnecessary hospital admissions.

To ensure that the service is person centred, and that there is evidence f multi-disciplinary, integrated working for the benefit of the service user

Evidence of Person Centred Care.

Evidence that the service is meeting its objectives

The service is delivering the requirement s set out in the contract and that the impact for the service user  is a positive one

The service delivered is meeting its objectives

The outcome of the intervention should be recorded to demonstrate whether the service and the service users objectives have been met.
Comments, complements and complaints are a good indication of how well the service is meeting the service user’s needs and expectations. 

 
	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Improving Service Users and Carers experience

Improving Service Users and Carers experience


	Service Users and carers were given information and advice to help them make informed decisions about the care options available to them

Carers were offered a separate assessment of their needs and were supported to express their views and wishes. This has informed care planning decisions

Service users and carers had access to information (in accessible formats) about the resources available to assist them including how to access them

Service users and carers comments , complaints  or concerns were received an acted upon promptly
	
	Record of Carers views on assessment care plan  on file

Carer  feedback through satisfaction survey 

Audit of Information and leaflets available in different formats on ward and recorded as given on Service User file

Analysis of Comments/Complements Complaints. Total number of Service Users who have made a complaints or compliment against the total number of Service Users receiving a service

Service User and Carers satisfaction survey

There is an annual action plan outlining improvement areas and targets to achieve them
	
	The Cares Act 2004 (Equal Opportunities) and the Carers Recognition Act 1995 make it a requirement that Carers are offered a separate assessment of their needs, and that these are taken into account when assessing the needs of the Service User. It is therefore important to provide evidence that the needs of carers are seen as intrinsic to the assessment and care planning process.

Good practice suggests that information should be available in formats the service users/advocate or carer can read

There should be evidence of an  auditable annual action plan aimed at acting upon feedback and complaints and improving Service User and carer experience


	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Unplanned Admissions


	The need for hospital admission was reduced or prevented

Strong links exist with the primary care team and community services  which enables admissions to be planned
Service Users received a prompt and timely response to the referral  to the team
	
	Team data including number of referrals received and number of people admitted to hospital for mental health related issues prior to allocation or contact

Feedback from Primary Care Team
	
	The majority of admissions of older adults to in service user care can be planned and in doing so are likely to reduce distress to the person and better facility recovery. 

Evidence of planned admissions shows that the care pathway and whole system approach is effective in reducing emergency admission

Evidence that the service is responsive and that there is sufficient capacity  to meet the demand
	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Reducing Barriers

Reducing Barriers
	Service Users and Carers feel they have appropriate information  (in accessible formats) to enable them to manage their condition and take control of their daily living arrangements  

Service Users  and Carers feel that their cultural, religious and communication needs were taken account of and addressed in the assessment and care planning process

The Primary Care Team have a good understanding of  the teams remit and are confident about making referrals to the team and have a good understanding of the process for doing so

Staff in acute hospitals have a basic understanding of how to recognise and assess for mental health problems in older people and refer appropriately to the team. 
	
	Audit of Information and leaflets available in different formats in the team and recorded as given on service user file 

Service users and carer satisfaction feedback

Number of referrals from Primary Care Team

Analysis  referral data including source of referral
	
	Service User and Carer involvement  in their care and treatment is good practice it is essential therefore to facilitate the means to do so

Increase in numbers of appropriate referrals from primary care and other organisations  will break down barriers to access

This will provide evidence that the care pathway is working effectively  and that the educational role of the team has led to a reduction of people remaining  in hospital unnecessarily without appropriate treatment of their mental health problems 
	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Improving Productivity
	Discharge from the service is timely and appropriate and there is sufficient capacity to take on new referrals and meet the demand.
	
	Data related to referrals and discharge from the service

Analysis  of team caseloads  to ensure activity is at a optimum level and that there is a balance between service user contact and non contact that makes the service efficient
	
	Effective admissions and discharge processes should lead to increased productivity and improved responsive. 
A good quality and efficient service should be able to break down contact and non contact time and analyse how much time is spent on each activity. This can be used to ensure the contract reflects actual capacity to meet the demand and expectation of activity. 
Evidence of whether productivity targets in the contract are being met 


	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Access


	Services users received a prompt and timely response to the referral. First contact after allocation was made within 24 hours (in line with good practice standards) 

Patients from all racial and cultural backgrounds were able to access the service

Positive feedback from other professionals and agencies about the effectiveness of the service in terms of access, communication and feedback


	
	Service user feedback

Case file audit 

Professional feedback
	
	Effective referral and prioritising  procedures in place and good communication with the referring agency

Evidence of effective whole systems working and effective Care Pathway
	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Care Management

Care Management

Care Management


	Service Users have received a timely, comprehensive multidisciplinary assessment of their needs and are informed as to what help and support they require, and can expect in all aspects of daily living upon discharge from the service.

Carers have received an assessment of their own needs and this has informed care planning decisions

A comprehensive discharge Care Plan is in place, which identifies needs,  and risks and including Carers needs, accommodation, how they will be met, by whom, when and reflect the Service User and carers views and wishes

The Primary Care Team have a good understanding of  the teams remit and are confident about making referrals to the team and have a good understanding of the process for doing so

The Primary Care Team, Social Care, and secondary care staff have an understanding of older people’s mental health that enables them to undertake basic assessment and make appropriate judgements about referrals to the team but are adequately equipped to deal with mental health issues that would not require referral.

Staff working in other statutory, voluntary or independent services feel they are equipped with a good basic knowledge of mental health problems in old age and are able to undertake simple assessments 

Staff from other disciplines report positive collaborative working relationships with the OACMHT 

Staff in acute hospitals have a basic understanding of how to recognise and assess for mental health problems in older people and refer appropriately to the team. 
	
	Audit of case file 

Service User satisfaction feedback 

Feedback from service user  and carer through satisfaction survey 

Copy of care plan on service user case file.

Referral Data

Referral data

Case file Data on care pathway 

Case file data on multi agency involvement in the Assessment and Care Planning process
	
	Care management s a core activity of the OACMHT process and is a key indicator of the quality of the service provided and received. This data will indicate whether standards of care are have been met and whether the outcomes for the service user  met their aspirations, goals and priorities 

Evidence of whole systems working and that the care pathway approach is effective

Evidence of whole systems working and effective use of the care pathway

Evidence of Whole Systems working and effective use of care pathway.

Evidence of Whole Systems working and effective use of care pathway
	


	Activity/performance indicator
	Outcome
	Threshold
	Method of Measurement
	Consequence of Breach
	Rationale
	Report Due

	Outcomes
	Service demands are met

Positive feedback from service users and carers, of their experience in of the service

Positive feedback from GP’s and other professionals/agencies regarding access, communication and discharge arrangements


	
	Activity data and analysis of referrals against workloads

Feedback from service users  and carers through satisfaction survey

Positive feedback from other professionals through satisfaction survey
	
	To analyse demand against capacity, identify unmet need 

Provide evidence to re-negotiate the contract

To inform strategic planning and to feed into continuous  improvement plan
	


