Specialist service capabilities


	Indicator
	Data

	
	

	Use the biopsychosocial model of illness in all areas of practice. 

	All clinical documents use or refer to the biopsychosocial model
	· Letters, summaries, case reviews, formulations, plans, etc

	All processes (e.g. quality improvement) use or refer to the biopsychosocial model.
	· Protocols, proformas, reports, policies, recommendations

	All training incorporates or is based on the biopsychosocial model
	· Slides used, documents produced, programmes, etc
· Introductory induction materials for new staff include an outline of the model or refer to training materials.

	
	

	Use a multi-professional team able to meet 80% of patient needs.

	Professions needed regularly have a contract to work in the team
	· Contracts for regular medical and nursing input 
· Contracts for all other professions needed more than three days a week

	Formal arrangement in place to obtain additional professional expertise when needed
	· Service agreement or similar with other organsations
· Policy to ensure rapid, access to support when needed

	Regular multiprofessional team meetings occur with notes/minutes
	· Review of all inpatients
· Reviews for individual patients
· Team meets to review team processes and development

	
	

	Develop a person-centred rehabilitation plan for each patient.

	Each patient’s team meets after admission and initial assessment to formulate the case
	· Notes/minutes of the meeting with a formulation
· Evidence of personalisation
· Formulation document shared with all involved parties

	Long- and short-term goals documented
	· Written plans available with both long-term (eventual outcome) and short-term goals
· Record of involvement of the patient or family
· Written plan shared with all interested parties

	Review of the outcome included in plan
	· Date or event for review documented
· Document recording outcome of planned review available

	
	

	Work collaboratively across organisational and geographic boundaries. 


	People from other organisations and services involved in team plans
	· Professions from outside the care home attend meetings/receive copies of documents
· People from outside the care home invited to meetings about a patient 

	Formal links with services/organisations commonly involved
	· Written guidance for the team on contacting local Social Services, Continuing Healthcare managers, Domiciliary occupational therapy etc

	Meetings held regularly or as needed with significant other services
	· Notes or minutes of a review of collaborative working with a local service

	
	

	Provide rehabilitation interventions tailored to the person’s needs.

	Significant choices about interventions is supported by evidence and reasoning
	· Clinical notes outline reason for significant interventions (or reason an intervention is not used)

	Patient preferences, wishes, or choices influence interventions
	· Clinical notes record how treatment reflects the patient’s preferences

	Needs are documented, including those than cannot be met
	· Unmet needs are recorded with plan to overcome this or reason it cannot be met

	
	

	Ensure staff have the competencies needed for their patient caseload.

	The service defines and publicises its expertise and description of patients or clinical problems it manages
	· A publicly available outline of the service is available
· A policy outlines how patients are selected as likely to benefit and able to be cared for safely.

	Identify six key indicative competencies to demonstrate safety and effectiveness
	· Up to six key competencies are specified

	The incidence reports are scrutinised to ensure few incidents arise from inadequate expertise in the service
	· Six monthly reviews of incidents to identify missing expertise

	Monitor trends in patients referred and accepted to identify competencies that should be developed
	· Annual review of caseload and identified needs compared to staff expertise and need for external support

	
	

	Acknowledge and manage uncertainty and complexity.

	The service has formal links with other rehabilitation services.
	· Minutes/notes of meetings
· Record of contacting about a complex case

	Team meetings to discuss challenging cases.
	· Documented meetings about complex or challenging cases
· Documented debriefing after challenging events or cases.

	Each profession in the team has access to a professional peer group
	· Each professional group knows a peer group they can contact.

	
	



