NHS CONTRACT FOR COMMUNITY SERVICES – TIER 3 SERVICE SPECIFICATION (FINAL)


	Service Specification No
	 Version     FINAL June 17th 2015

	Schedule 2 – The Services

Part 1
	Tier 3 (non-surgical) Specialist Weight Management Service

	Commissioner Lead
	Sue Kardahji and Andy Dunleavy on behalf of  Stockport Clinical Commissioning Group

	Provider Lead
	

	Period
	From January 1st 2016 – December 2018

	Date of Review
	January 2016 (Annually)


	Key Service Standards

	1. Referral processes are streamlined and able to cope with variation in activity and demand. These processes are within the thresholds set by NICE and/or evidence base as clinically appropriate and include a process for feeding back to the referrer.
2. The service operates a comprehensive triage/assessment process in preparation for the Multi-Disciplinary Assessment (MDA).

3. The MDA core team are all appropriately qualified with expertise around obesity and are supervised, trained and fully engaged with clients throughout the pathway.

4.  Adherence to agreed weight management programme and client satisfaction shows staff to be effectively supporting client’s decision making for both treatment planning and treatment programme development.

5. The multi-component weight loss programmes specified in the client’s treatment plan are all goal orientated and quality assured interventions and based on the most up to date evidence.
6. Clients fully understand the level of commitment and required adherence to their agreed treatment plan and are assured of the type of support and how this can be accessed.

7. The service and any agreed treatment is accessible to all eligible clients, delivered in a flexible manner that responds to the needs and preferences of clients, overcoming barriers including mobility, communication and cultural issues as well as reducing inequalities. (See section 1.6) 

8. Discharge processes are seamless and highly responsive to the client’s needs. They are independent of adherence/completion of agreed treatment plans and programmes.   

9. The service has systems in place that can, on request, demonstrate an evidence based and quality assured approach towards the management of clients (18+) with severe obesity (BMI >40m/2) and with severe co-morbidities (BMI >35m/2) and for clients who are eligible for bariatric surgery including flags on system re key milestones missed
10. Clinical audits, data retrieval systems and client engagement and feedback are integral to the service and a regular part of the improvement planning cycle and data reporting to commissioners 
11.  The service successfully supports clients to achieve an appropriate weight reduction that is at least 5-10% of initial body weight thus benefitting from a number of  important health benefits, particularly a reduction in blood pressure, improved glycaemic control and incidence of type 2 diabetes and reduction in coronary heart disease risk factors (SIGN, 2010).


	1.Purpose 

	1.1 Aims of service

To provide a Tier 3 non-surgical, physician-led MDA for adults aged 18 and over with a BMI >35 Kg/m2, helping them to make use of a range of non-surgical options and supporting them to develop sustainable lifestyle changes in order to lose and manage weight, reduce morbidity and increase quality of life.

To manage volumes as set-out within the cost-envelope and vary thresholds should volumes be likely to exceed service contract value.

Table below identifies the activity levels for clients engagement in an MDA in Stockport

Total referred to MDA 16/17

Total referred to MDA 17/18

Patients registered with a Stockport GP

390
390
1.2 Population Needs - National Context

The prevalence of obesity among adults has increased sharply in recent years. Modelled estimates from The Health Survey for England 2006-08 report that in 2010, nearly a quarter of adults in Stockport were obese and almost two-thirds were overweight or obese. Previous reports have calculated that by 2015 the healthcare costs related to overweight and obesity would be in the region of 9.1% of the total NHS Stockport budget (2010).

1.3 Evidence Base

Evidence from NICE (PH53) suggests that a moderate weight loss of 5% of initial body weight in obese individuals is associated with important health benefits, particularly a reduction in blood pressure, improved glycaemic control and incidence of type 2 diabetes and reduction in coronary heart disease risk factors (SIGN, 2010). NICE CG189 identifies realistic targets for adult weight loss referencing recommendation 7 (PH53) 
According to NICE - People should be made aware that:
· The more weight they lose, the greater the health benefits, particularly if someone loses more than 5% of their body weight and maintains this for life.

· On average, people attending a lifestyle weight management programme lose around 3% of their body weight, but this varies a lot. Preventing future weight gain and maintaining a lower weight trajectory leads to health benefits. 
· In many individuals with a BMI of >35 m2 a greater than 15-20% weight loss (will always be over 10 kg) will be required to obtain a sustained improvement in comorbidity (SIGN guideline 115, 2010).

NICE guidance states that obesity should be managed through multi-component interventions and that it is unlikely that this can be provided in primary care alone. A review of systematic reviews supports the notion that to maximise effectiveness, weight management interventions need to promote change in physical activity and diet, use well defined behaviour change techniques, promote social support and place an emphasis on maintenance (Greaves et al 2011).

1.4 Health Inequalities

At all ages in Stockport the proportion of people who are overweight or obese increases with deprivation, a pattern which is mirrored by national data but which is less clear than for some of the other lifestyle factors, for example smoking. There is a clear deprivation profile for obesity in Stockport, with the two most deprived quintiles having obesity rates that are significantly higher than the average figure. This difference is only apparent for females within the most deprived quintiles, with women being significantly more likely to be obese, while men are not significantly different to the overall rate (JSNA – Stockport Adult Life Survey 2013). 

1.5 Prevalence of Obesity in Stockport

The latest NICE guidance (2006) estimates the prevalence of adults (aged 20 and above) in the Stockport population with a BMI above 40 to be 3,648. Around 1% of these i.e. 36 will have a BMI above 50. The NICE (2002) guidance on use of surgery to aid weight reduction for people with morbid obesity notes that the number of people having a BMI of 35 – 40 and a serious co-morbidity is not known but is assumed for the purposes of considering NHS resource impact for the NHS to be similar to the number with a BMI of 40 or more. This would give an estimate if the number of morbidly obese adults in Stockport of 7,296.

The NICE (2002) guidance also notes the proportion of the target group who might take-up obesity surgery is not known but it is assumed to be either 2 – 4% for the purpose of modelling the resource impact. This estimate would give a total surgical treatment population for Stockport of 146 – 192.

The latest NICE (2006) guidance focuses on the resource impact of surgery for those with a BMI of 50+ and in its costing template notes that 80% of the target population would be fit/appropriate for surgery with 100% of these opting for surgery. For Stockport this would give a total of 29 people with a BMI of 50+ for surgery.    

1.6 Objectives of this service

· To provide pathways for clients to achieve weight management for the following groups:

· Individuals with a Body Mass Index greater that 35kg/m2

· Individuals who are eligible for bariatric surgery

· To triage patients, including assessment of motivation, using a validated measure and decline any referrals where sufficient motivation cannot be demonstrated.

· To design-in effective pathways for referral (where such a referral would mitigate risk of patients not completing programme activities) to supporting specialities such as psychiatry  occupational therapy, continence and physiotherapy prior to acceptance for MDA, 
· To provide an intensive, multicomponent intervention for clients that is flexible and tailored to meet their needs and complies with NICE guidance. The intervention must also comply with the requirements of the NHS England Clinical Commissioning Policy for Complex and Specialised Obesity Surgery. This policy requires that clients wishing to be considered for bariatric surgery must have completed a local specialist weight management programme for between 12 and 24 months. 
· To provide a physician-led multi-disciplinary, evidence based assessment and treatment (case management) plan for each client that includes diet, physical activity and psychological support as core elements. N.B. All clients can be referred to the Physical Activity Referral Scheme in Stockport (PARiS) service to receive the physical activity component of the programme.
· To have SMART personalised treatment and/or care plans. These must support clients to develop sustainable lifestyle changes in order to lose and maintain clinically significant weight loss, reduce co-morbidities and increase quality of life by addressing all factors associated with maintaining a healthy lifestyle including healthy eating, physical activity and psychosocial functioning.
· To ensure care plans are in place that are goal orientated and client focused at all times in the patients journey and include client feedback to inform service development. 
· To support clients in completing an agreed programme of evidence based interventions and personally identified improvements in other aspects of their wellbeing and report these as part of monitoring and performance arrangements with commissioners.  
· To ensure seamless transfer and discharge processes that are highly responsive to individual clients needs and that will fully support client aspirations and long-term weight management
· To ensure provision targets at least 40% of clients into MDA from at risk groups e.g. ethnicity, gender, age, socio-economic status. These services are therefore developed in such a way that they are equitable and promote access with consideration given to service location, timing and utilisation of modern communication technologies.
· To act as gatekeeper along with education and guidance to clients eligible/requesting bariatric surgery, make referrals as appropriate and provide specialist post-surgical follow-up in line with the NHS Commissioning Board Clinical Commissioning Policy: Complex and Specialised Obesity Surgery.
· To develop close professional links with the surgical (bariatric) multi-disciplinary team, and primary care to ensure consistency of approach, appropriate referral and feedback  along with continuous skill development, across the care pathway.
· To decrease levels of obesity and morbid obesity in Stockport in conjunction with other Tier 1-4 interventions through planned service improvement strategies and understanding of clinical need.

NB  The provider will be expected to take on all active clients from the existing provider and provide a continuing weight management programme for them.


	2.  Scope 

	2.2 Service description
2.3 Population covered

The population of Stockport registered with Stockport Clinical Commissioning Group. The service will ensure clients from the 40% most deprived areas of the borough have good access to support services in line with Stockport’s Health Inequalities Strategy targets

2.4 Acceptance criteria

This is not a self-referral programme. The provider will ensure all referrals are via either a Stockport GP or an agreed secondary care clinician, also that all referrals to the service are filtered/ triaged according to an evidence based criteria in accordance with criteria set out below..

The provider will take referrals accompanied by appropriate client details. The provider would be expected to make best use of technology and achieve an effective and efficient referral process e.g. electronic booking, text reminders etc.

All client referrals with a BMI of < 50 will be accompanied by details of clients previous commitment to losing weight documented through participation in a multi-component weight management programme (e.g. Tier 2 service).

Clients with BMI>50 should be referred directly into the Tier 4 service for support also accompanied by detailed information of engagement with Tier 2 /3 services. The minimum period of engagement should be 6 months, which may include stabilisation and assessment prior to surgery.
Clients falling within the following eligibility criteria will be considered for acceptance by the Tier 3 service prior to a comprehensive assessment by an MDA.

· All clients will be over 18 and referred by either their GP or secondary care clinician with:

· BMI ≥ 35 – 40 Kg/m2 with co-morbidities*

· BMI ≥ 40 Kg/m2
· BMI >50Kg/m2 where stabilisation and assessment prior to bariatric surgery (NICE first line option) is needed

Definition of Co-morbidities for the purposes of referral into specialist service (Ref: NICE CG43 (2006), NICE CG189 Nov 2014):
· Type 2 diabetes

· Hypertension

· Cardiovascular disease

· Osteoarthritis

· Dyslipidaemia

· Sleep apnoea 

In addition to any of the above, all referrals will need to include appropriate level of detail regarding BMI and any diagnosis regarding comorbidities, results from any recent blood tests to screen for diabetes (HbA1C), hypothyroidism, fatty liver disease and renal function and any further information that the provider requires/requests from a clinical perspective.
Client eligibility for the Tier 3 service will made on an individual clinical basis. The referrer will be required to confirm that any existing complex/chronic health issues are effectively managed in order to enable the client to engage further with the Tier 3 service and before progressing to MDA. Where the referral has come from secondary care the provider will need to liaise with the GP to ensure all of this information is made available.

2.5 Exclusion criteria

· Iatrogenic weight gain – likely due to drug/medicine management. The client should be referred back to the specialist initiating the drug treatment

· Alcohol or drug abuse – referral on to alcohol or drug service by the service

· Poorly controlled major mental illness such as psychosis, severe depression, bulimia nervosa – referral to psychiatry by GP

· Newly diagnosed or uncontrolled hypothyroidism – requiring medical management

· Cushing’s syndrome – referral made via GP to endocrinology

· Maternal obesity

NOTE: This service specification does not cover patients with a BMI under 35 Kg/m2. There may be rare occasions when special factors necessitate referral for specialised advice for example ethnic groups with increased risk of obesity related co-morbidities at lower BMI than Caucasians. Any onward referral for Bariatric Surgery from Tier 3 will be in line with NHS England service specifications 



	3. Service Delivery

	3.1 Specialist Obesity Client Pathway
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All referrals will be triaged within 5 days. Inappropriate/rejected referrals (including missing clinical or patient details) will be redirected back to primary care by the Tier 3 service giving reasons for rejection. A comprehensive assessment of  accepted referrals will be completed within 14 days including –
· Behavioural readiness to change

· Co-morbidities including depression or an eating disorder

· Pharmacotherapy

The triage and assessment process will then lead to the one of the following – 

1. Referral back to the referrer or the GP, whichever is deemed most appropriate with:
a) detailed assessment of follow-up care/treatment

b) suggested referral for mental health support 
c) suggested support for comorbidities 
or: 

2. Client agreement to complete an individualised treatment plan for between 12-24 months following attendance at a specialist MDA.  

Following the MDA the client should normally commence the agreed (evidence based), goal orientated, comprehensive and individualised treatment plan within 8 weeks. Some domiciliary visits will be expected based on MDA of client’s on-going needs. Any use of any pharmacological therapies will be within Stockport’s local formulary and Effective Use Of Resource Policy. 
Note: Orlistat (XenicalR, Alli) is on Stockport’s ‘Grey’ list for use within weight management programmes.
The agreed treatment plan will require full attendance at both specialist appointments and community sessions and will be closely monitored by the Tier 3 service. The treatment plan will in all cases be initially implemented over a period of approximately 3 months, at which time a review will be undertaken by the lead clinician and goals and targets adjusted as necessary.  All contact points with the client will be used to reinforce the importance of adherence to the clients agreed individualised treatment plan. The service will facilitate the partner/spouse or carer in supporting the client. 

During the assessment the following information should be collected as a minimum:

· Measurement of height and weight producing a BMI.

· Body fatness e.g. waist circumference.

· Resting blood pressure and other health assessments as appropriate e.g. resting heart rate.

· An assessment of dietary habits, physical activity and sedentary behavior.

· An assessment of motivation and readiness to change.
· An assessment of mental well-being.
The assessment should provide a proposed treatment plan for discussion with the client providing a range of interventions appropriate to individual needs.  The resulting individual action plan agreed with the client will include goals for weight management and dietary, physical activity and behaviour modification objectives.

The plan will be used to monitor a client’s progress in the service and provide an early indication of where extra support may be required to achieve objectives. The plan will form a client held record of progress, personal notes and reflection.  Monitoring of client progress against actions plans will form part of the Key Performance Indicators for the service.

The service will ensure all individuals irrespective of treatment route are offered a programme of intervention within 8 weeks of an MDA.

A physician led MDA and progress review will be conducted at 6 month intervals and next steps confirmed for the client, the referrer and their GP. This may in some case be sooner if deemed necessary by any member of the MDA.

Clients will be clearly informed that failure to attend two consecutive clinical treatment appointments (without prior agreement) with any member of the MDA will generate a letter to both the client, their GP and the referrer where this is not the GP,  that may result in early discharge from the service (see 2.13).

3.2 Pathway Notes:

All MDA discussions have physician input and therefore this part of the client’s care is considered to be physician-led.

Clients who do not wish to continue within the service will be able to exit the service at any stage. A robust client exit process will be in place to ensure that the client has been given every opportunity to succeed within the service and to ensure the appropriate primary care follow-up and support is offered. Data for the commissioner will be provided/monitor concerning the proportion of client drop-out and DNA’s at each step in the pathway.

Clients deemed by the MDA as suitable for surgery, who have not satisfied the above agreed criteria will be referred to the exceptional treatments panel prior to referral to the NHSE IFR team.

Clients agreed goals will be tracked and monitored throughout the programme including agreed discharge options

Progress should be recorded against all aspects of the action plan with a view to capturing data to demonstrate the effectiveness of individual interventions and the overall service. 
3.3 Tracking 
At a minimum this will cover:
· Reduction in weight and BMI or weight maintenance. 
· Reduction in body fatness e.g. waist circumference.
· Improvements in blood pressure and other health assessments as appropriate.
· Positive changes in dietary habits, physical activity and sedentary behaviour.
· Improvement in self-esteem and mental wellbeing.
Note: Appropriate validated tools or other robust tools should be used consistently to verify the outcomes achieved by clients. This detail will inform feedback and communication to the Commissioner on a quarterly basis. Only anonymised client outcome and experience data will be shared with commissioners (see service standards pages 10 - 13).
3.4 Clients considering surgery

Staff will ensure that clients are fully aware and involved in decision making prior to any referrals to surgery.
If a surgical referral is made, the Tier 3 service will ensure that the surgeons receive copies of all documentation which includes a full list of a client’s obesity diagnosis, medical history and progress as well as any pre-surgical blood test results conducted while in service. The criteria for referral is set out below – 
3.5 Referral for bariatric surgery
Clients suitability for bariatric surgery will be agreed by the MDA within the NHS England Clinical Commissioning Policy such that:

· Client has tried all non-surgical measures (currently available) and has not maintained clinically significant weight loss

· They are age 18 and over with BMI >35 and co-morbidities OR BMI > 50 without co-morbidities

· Demonstrated sustained weight loss or engaged with the tier 3 services for a period of 12- 24 months or 6 months in the case of clients with a BMI >50 (see section 2.4)
· Has committed to the need for long-term follow-up

· Has quit smoking as per Tier 4 provider requirements

· Clients with a BMI > 50 should achieve realistic goals around weight and lifestyle documented in the initial MDA meeting, which may include weight maintenance (but not weight gain) and improved emotional wellbeing
· Morbid/severe obesity has been present for at least five years.
· Clients deemed by the MDA as suitable for surgery, who have not satisfied the above agreed criteria will be referred to the exceptional treatments panel prior to referral to the NHSE IFR team
Post-operative follow-up

The provision of after-care and weight management support for the post-operative client remains a lifetime commitment. This element of the care pathway must comply with the RCS – Commissioning Guide (2014); weight assessment and management clinic (Tier 3). Lifelong specialist follow-up and long term follow-up and supervision will be on a ‘shared care’ basis with NHS England, community based Tier 2 services and the clients GP.

The transfer of care from the surgical provider to local services would take place no more than 24-months post-operatively. The “loss to follow-up” across the whole pathway will be minimal. 

Protocols for follow up from the bariatric provider will be provided for shared care before and after long term care discharge from the bariatric provider and in accordance with NHS England Severe and Complex Obesity Service Specification. 

3.6 Early Discharge

For some clients who are unable to commit to the Tier 3 service (with less than 80% engagement) and/or are not progressing as per their personal plan an early discharge should be considered. 

In this case, Tier 3 service will complete (and share with the referrer and the GP if the referral came from secondary care) a comprehensive discharge plan and further management suggestions. 

3.7 Discharge criteria and planning

For early discharge (also see 3.2)

Most clients should be discharged after completion of the intensive intervention treatment plan supported by a self-management personal plan and/or discharged to a Tier 2 service with a robust handover to the receiving service. If the Tier 3 MDA considers it appropriate for the client to commence a further treatment programme the commissioner should be made aware through routine service monitoring. (see section 2.16)

The referrer and the GP should be informed of progress within 6 months. A thorough and detailed handover should take place between the service and Tier 4 surgical providers upon entry to the Tier 4 service and handover back to the local service. The referrer and the GP should also be informed if the client is referred on for surgery.

3.8 Staffing

The Tier 3 service will ensure that it employs suitably trained and qualified staff registered with the appropriate professional regulatory bodies in order to discharge their responsibilities within the terms of the contract. On-going CPD will be maintained. The provider will have the following staff assigned or accessible to the service:

3.9 Core Service Staff

· At least one physician with specialist interest, experience and knowledge in management of obese clients

· A dietician with specialist knowledge and experience in managing obese and over-weight clients pre- and post-operatively.

· A physical activity specialist with postgraduate experience of managing clients with obesity and associated co-morbidities and clients with limited mobility.

· A designated manager (who may be a professional member of the team) who with the clinical team members and administration staff will share responsibilities for:

· building and maintaining relationships with other local agencies as appropriate

· overseeing monitoring arrangements

· liaising with and reporting to the commissioner

· overseeing recruitment as appropriate

· line managing and supporting other staff involved in the service

· referral and monitoring progress of diagnostic tests

· Administration staff – with knowledge and skills in relation to client group and liaison with clinical staff

3.10 Clinical Specialities assigned or accessible on an outsourcing/  sessional basis

· A clinical psychologist and/or counselling service with specialist knowledge and experience in managing obese and overweight clients.

· Specialist mental health services and/or counselling for clients with eating disorders
3.11 Sub-contracting 
Subcontracting is permitted subject to consultation and agreement with the commissioning leads before any decision is taken. If the provider subcontracts material parts of the Services to third parties, in these circumstances the provider will remain fully responsible for the provision of services provided by any subcontractors and for ensuring they also meet requirements detailed within this service specification and those obligations described by the related contract.

3.12 Facilities

The provider will have the specialist equipment and facilities, including premises within target communities, required for the service to run including items such as;

· Weighing scales up to 300kg.

· Chairs and examination couches suitable for morbidly obese clients.

· Appropriate sized monitoring equipment such as BP cuffs.

· A discreet environment suitable for client measurement.

· Any other equipment specific to the requirements of this particular group of clients. E.g appropriate toilet facilities at venues etc, 

3.13 Client information

At all times the service provider should aim to give clients the tools and education to self-manage their condition. The success of the care programme will depend on client commitment to the programme so a detailed understanding from the client is required.

The service will be delivered in setting(s) and in ways that do not stigmatise the participants and are fit for purpose.

Written and visual information should be provided to clients and/or carers in a wide range of formats and languages that are suited to the participant(s).

The service should have in place arrangements and information to support the needs of all clients –eg clients with learning disabilities etc.

All people attending the service or referred to use it will be treated with dignity, respect and courtesy, including personal measurements being conducted in a private space.

A clear exit strategy should be in place, for clients who find the service unsuitable/are unable to commit, as part of the overall care pathway.

The provider will maintain responsibility for scheduling all services with regard to this service specification including booking of venues, equipment and staffing. Safe and appropriate staffing capacity will be ensured at all times.

If a clinic is cancelled clients will be notified by the provider at the earliest opportunity and the next available appointment offered.

Transport arrangements for clients will be made in line with NHS Stockport CCGs current transport policy.

3.14 Interdependencies with other services

· Tier 2 community weight management programmes

· Tier 4 specialist services

· GPs and GP Practice staff

· Private sector organisations

3.15 Specialist provider &  sub-contracting (see 3.11)
· Physical activity specialists

· Behaviour change specialists

· Dietary support services

· Psychological support services

· Mental health support services 

3.16  Relevant networks and screening programmes

The commissioner would expect suitable representation at events and meetings and commitment to regional work programmes and developments in addition to how they will forge links with local CCGs and Local Authority health programmes.


	4.0 Referral, Access and Acceptance Criteria

	4.1 Accessibility
Detailed operational arrangements including the management of individuals, who do not attend appointments, persistently cancel appointments leave the programme and wish to re-enter should be included within a SWMS access policy.  There will be other service specific scenarios that should be included within the access policy as the Service evolves.
4.2 Geographic Coverage and Boundaries
Clients who are residents of and registered with a GP in Stockport only

4.3 Location(s) of Service Delivery

Sessions will be provided at a wide variety of locations to ensure accessibility for the population. All sessions will be held at a range of community venues and targeted to areas of deprivation e.g community centres, GP premises, health or primary care centres, leisure centres, libraries, or schools as appropriate to clinical need and service provision. 

4.4 Days/Hours of operation

The administration of the service shall operate within normal office hours Monday to Friday (9am – 5pm).

Appointments (including MDAs) and sessions from all pathways should be provided at a variety of times, Monday to Friday, evenings and weekends, throughout the whole year. 

4.5 Referral Routes

· See Scope (section 2) for full details

4.6 Exclusion Criteria

· See Scope (section 2) for full details

4.7 Response Time and Prioritisation
The timely management of the administrative process is essential to support the volume of individuals referred to the service and also to maintain the motivation to engage in the service by a complex client group.  

Key service timelines that will form part of the overall service KPIs:

The service will ensure all individuals irrespective of treatment route are offered a programme of intervention within 8 weeks of their MDA.
· A client progress report is to be communicated to the clients GP following the intensive phase of the intervention.
· All referrals will receive the same priority and be managed by chronological date order.



	5. Discharge Criteria & Planning

	The treatment pathway in section 3 specifies how following completion of the SWMS programme or where a client does not wish to continue with the programme appropriate discharge will be made. 
For bariatric clients, the Provider will complete the appropriate surgical provider referral form (as from 1 April 2013 for Greater Manchester the surgical providers are Countess of Chester and Salford Royal Foundation NHS Trust)


	6. Self-care and Patient and Carer Information

	Each individual will be assessed as to the most appropriate interventions and treatment programme regardless of requirement/acceptance for a MDA.  The resulting options and individual plans will be worked-up and documented within the record of care and in a client held record.  The client held record will be the formal mechanism for recording any goals, objectives and any updating of progress against agreed goals:

The Service will provide information relating to each specialist area of an individual or group based programme. Promotional material about the Service will be developed and disseminated for client information as well as for stakeholders/ referrers to raise the profile of the service and what clients can expect. 



	7.
	Quality and Performance Indicators
	
	
	
	

	
	Key Service Standards
	Performance Indicator
(Year1 unless stated)
	Threshold
	Method of Measurement
	Consequence of Breach

	1. Improving Productivity
	Referral processes are streamlined and able to cope with variation in activity and demand. These processes are set within the current criteria set by NICE/ evidence as clinically appropriate and include a process for feeding back to the referrer. 
	95% of referrals processed within agreed timeframe

80% of clients attending MDA complete intensive intervention programme
100% of clients have their co-morbidity status and drug therapy (where appropriate) recorded pre and post treatment

100% of accepted referrals (cases) Categorised by accepted/ rejected. All details provided with BMI, age, sex, ethnicity, disability area of residence. 

100% of clients categorised above including proxy measure for adiposity, dietary intake behaviour, physical activity levels and log potential facilitators of, and barriers to, lifestyle change on a case-by-case basis 

95% active clients, on and off caseload at 1 – 6 months, 12months and 18 months
	Max 5 working days

60% completing intensive interventions

100% recorded with co-morbidities
3 days - Initial referral accepted/ rejected, response to referrers 

Upper and lower confidence limits of operational activity shown in process control/ run charts

Logs (narrative)  - clients rejected <20%

Target 8 weeks

Max 18 week referral time to MDA attendance
Triage/ assessment for MDA <14 days
	Quarterly reports - 

Each client activity recorded on the system

Dashboard (summary) process control charts 

Log of reasons for rejection provided


	Commissioner informed and corrective actions agreed/taken

Provider will provide exception report to the commissioner

	2. Care management
	The service operates a comprehensive triage/assessment process prior to clients being invited for MDA
	100% of clients considered for MDA have a comprehensive assessment completed and documented referral and agreed treatment plan as appropriate
100% of clients screened using validated tools and methods, for example.

· PHQ-9 (severe depression)

· GAD-7 (severe anxiety)

· CORE (low motivation for behaviour change)

· Bulimia or binge eating disorders

· DUBASCO (chronic illnesses/LTCs)

· Others i.e Blood pressure, FEV1 etc
	100%


	Quarterly report 

Validated measurement tool as per recommendations (i.e. NICE)
	Remedial actions reported to commissioners

	3.  Service  User Experience
	The MDA core team are all appropriately qualified, supervised, trained and fully engaged with clients. 
	The delivery plan provides details of all members of the MDA core team, their qualifications, how they will be supervised, how their continuing professional development will be assured and the amount of time they will spend with clients. The plan also details how and when clients will have access to the team.


	
	Delivery Plan and Annual Report


	Action Plan Agreed with Commissioner



	4. Weight Management Outcomes
	Adherence to agreed weight management programme  and client satisfaction shows staff to be effectively supporting client’s decision making for both treatment planning and treatment programme development.


	<30% of clients withdrawing from treatment before the end of the programme
	>70% of clients adhering to their treatment plans

>40% of clients adhering to their treatment plans from deprived (priority one and two areas) and from ethnically diverse backgrounds 

100% of clients receive a satisfaction survey.

85% Client’s report positive satisfaction with the service provision (cannot be less than 15%)
Min 50% complete and return satisfaction survey
	Annual satisfaction survey and quarterly reporting of client record/data collection
	Service effectiveness reviewed

	5 Care Management
	The multi-component weight loss programmes specified in the client’s treatment plan are all goal orientated and quality assured interventions and based on the most up to date evidence
	100% of clients with agreed personal care planes following MDA have the following recorded pre and post intervention
Motivation 

Diet based goals

Physical activity goals

Psychological goals

Pharmacological goals

LTC goals – e.g. blood pressure 
	100% have goal orientated treatment plans

100% of goals are SMART
	Annual review - System/process in place documenting client progress towards goals
	Remedial actions reported to commissioners

	6 Weight Management Psychological Outcomes
	Clients fully understand the level of commitment and adherence to their agreed treatment plan and are assured of the type of support and how this can be accessed
	90% of clients who complete the intensive intervention will have achieved 3 or more of the following individual outcomes compared to baseline levels on completion of either /both phases. *

· Decrease in body fatness, such as waist circumference

· Positive changes in dietary habits

· Increase in physical activity and a decrease in sedentary behavior

· Increase in motivation, self esteem and changes in depression and anxiety 

· Improvements in health outcomes e.g. blood pressure

· Weight maintenance

· Weight loss

For client’s attending the follow on
intervention, 80% will show maintenance and/ or continued improvement of outcomes (refers to the changes listed above).

	Cannot be less than 70%
	Client tracking systems 

Individual client attendance number by type of specialist MDA sessions home, group and individual client based goals

Number of lifestyle activity programmes (attendance recorded) and self-motivated (questionnaire, diary etc) sessions recorded by individual client and by total active client caseload per month


	Commissioner informed and corrective actions agreed/taken

	7 Reducing Inequalities
	The service and any agreed treatment is accessible to all clients, delivered in a flexible manor that responds to the needs and preferences of clients, overcoming barriers including mobility, communication and cultural issues as well as reducing inequalities ( see section 1.5)
	75% of clients that attend MDA per area are from high risk groups
Monitoring includes:

100% Client feedback complaints log
100% Cancelled clinics/appointments
100% Cancelled client appointments
100% log of clients who DNA’s   

	Recorded by area
Between 80 – 100% of clients from high risk groups recording good – very good satisfaction with service independent of adherence/time spent in service prior to discharge

100% and type (narrative) of any complaints in line with NHS (Complaints Regulations) 2004

100% and proportion of cancelled clinics, appointments and clients who DNA


	The service will be responsible for proactively gaining feedback of all users and carer experience by employing agreed and innovative strategies such as confidential surveys, opportunistic feedback, focus groups, patient forums etc.

Report demonstrating how services have been improved in response to feedback and for those from high risk groups.
	Equity impact report completed

Commissioner informed and corrective actions agreed/taken

	8 Care Management
	Discharge processes are seamless and highly responsive to the client’s needs, they are independent of adherence/completion of agreed treatment plans and programmes
	No more than 10% clients lost to follow-up in period

Client long-term engagement  


	<10% leaving programme lost to follow-up

% survey response


	Log (narrative) - clients reason for leaving programme

Long-term support (services, groups, agencies etc) for clients seamlessly linked to the service
	Service effectiveness reviewed

	9  Quality Assurance
	The service can on request demonstrate an evidence based and quality assured approach towards the management of clients (18+) with severe obesity (BMI >40m/2) and with severe co-morbidities (BMI >35m/2) and for clients who are eligible for bariatric surgery
	100% have treatment plans following MDT
Individuals achieving adequate weight loss to progress to surgery if deemed appropriate

	100% have agreed treatment plans in line with evidence base

100% have MDA agreement prior to referral for surgery

Clients with surgery weight loss - 10% excess weight or 5% body weight since a documented referral from Tier 2

	Annual reporting

Service operating within most recent evidence based guidance framework i.e. NICE

The number and proportion of clients with a BMI > 50 who achieve individualised realistic goals agreed by the MDA at completion of the Tier 3 service.


	Commissioner informed and corrective actions agreed/taken

	10 Monitoring and Evaluation
	Clinical audits, data retrieval systems and client engagement and feedback are integral to the service and a regular part of the improvement planning cycle and data reporting to commissioners
	Demographic data available from 100% of completed annual clinical audits
· Inequalities - Analysis of client demographics, services and client need

· Service development response and compliance 
	Audits as agreed/needed

Demographics from 100% of clients included in data analysis

Clients involved and engaged in service development
	Audits as agreed/needed

Annual reporting of PH intelligence data

Report providing client narrative – i.e. suggestions for improvement and service response
	Commissioner informed and corrective actions agreed/taken

	11 Weight Management Outcomes
	The service successfully supports clients to achieve moderate weight loss of 5-10%  of initial body weight in obese individuals that brings important health benefits, particularly a reduction in blood pressure, improved glycaemic control and incidence of type 2 diabetes and reduction in coronary heart disease risk factors 
	80% of clients that complete either / both parts of the intervention, achieve at least 3% weight loss

At least 50% of clients that complete the follow on intervention achieve 5% or more weight loss 

100% of clients have follow-up data recorded

There should be a minimum of three follow-up points, including at 6 months, one year, 18 months. This will record the amount and proportion of individual client excess weight change and body weight change (+/-) since referral to the Tier 3 service and at discharge from the Tier 3 service)

Follow-up data on key measures (BMI, physical activity and diet) over a greater term than one year
	Cannot be less than 70% of clients losing at least 3% of their initial weight

Cannot be less than 30% of clients losing at least 5% of their initial weight

% clients who’s weight increases is  <5%

% clients experiencing no weight change <15%

% Clients who’s weight decreases >80%

% clients achieving clinically effective weight loss >45%

Recorded beyond 1 year - 60%
	Client tracking system/ database on a quarterly basis

Quarterly case study recorded per area.

6, 12, 18 month report 

Client weight change reporting categories as:

Weight increase –

· 1 – 6%

No change

· 0%

Weight decrease – 

· 1 – 5%

· 6 – 10%

· 11 – 15 %

16 – 20%
	Noted as part of the  quarterly performance contract monitoring and provider to identify remedial actions


	· Location of the Tier 3 Service

	· The service will be offered in Stockport, in an accessible venue. The commissioner recognises that the need for specialist equipment may influence the choice of venue/s

	8 Quality requirements

	

	Performance indicator

Indicator

Measurement method

Monitoring frequency

Client Safety

 CCG Outcomes Indicator Set 2013/14

18 week referral to treatment

Waiting list

As per national returns

Serious incidents requiring investigation

Adherence to NHS policy regarding serious incidents reporting to Stockport CCG

Incident investigation reports & clinical governance reports

Ad hoc

Safeguarding - Vulnerable adults 

Policies  All staff have Safeguarding Adult training and MCA/Dol training at appropriate level

Risk assessments, DBS checks, incident notifications, safeguarding alerts.

Evidence that job descriptions where appropriate contain competencies in safeguarding

On request

Effectiveness

Compliance with guidance

Compliance via clinical pathways and audit

Audit results showing service meeting performance standards. 

Notification process and remedial action plan where standard has slipped

6 monthly

Clinical and care governance

Compliance with recommendations from audits, SUI reports, patient safety incident reports.

Professional registration.

Clinical quality indicators

Clinical governance report

6 monthly

Performance and productivity

Access

Information on how the location and timings of clinics and group sessions have been planned to enable best possible access for patients

6 monthly



	9 Service development and improvement plan

	The service is expected to produce an annual improvement plan. The plan will be developed by the service in partnership with commissioners. The plan will cover at a minimum actions in relation to the following – 

· Improving patient experience

· Improving outcomes

· Improving the pathway

· Health inequalities including the needs of equality groups in the single equity scheme

· Staff development

· Quality standards  and evidence based practice (i.e.NICE)




	10. Activity

	Basis of Contract
	Unit of Measurement
	Thresholds
	Expected annual contract value

	Block arrangement/cost and volume arrangement National tariff/ Non-tariff price
	390 referrals per year
	Cannot be less than 70% (273)
	£370,000


	11. Additional measures for Block Contract

	Performance indicator
	Risk Threshold
	Method of measurement
	Consequence of breach

	Number of delivery staff who have left
	30%
	HR records
	provider to identify remedial actions

	Number of days of sick
	6-7%
	HR records
	provider to identify remedial actions

	Expenditure on agency and bank staff
	40%
	HR records
	provider to identify remedial actions


APPENDICES
Applicable national standards e.g. NICE, Royal College

· Department of Health, 2011. NHS Outcomes Framework 2012 to 2013. [Online] 
Available at: https://www.gov.uk/government/publications/nhs-outcomes-framework-2013-to-2014 (last accessed 14/08/2013)

· NICE (CG43), 2006.  Guidance on the prevention, identification, assessment and

Management of overweight and obesity in adults and children. 

Available at: http://guidance.nice.org.uk/CG43 (last accessed 14/08/2013)

· NHS England, (2013), Clinical Commissioning Policy: Complex and Specialised Obesity Surgery. Available at: http://www.england.nhs.uk/wp-content/uploads/2013/04/a05-p-a.pdf (last accessed 19/08/2013)

· Royal College of Physicians, 2013. Action On Obesity - Comprehensive Care For All; Report of a working party.

Available at: http://www.rcplondon.ac.uk/sites/default/files/action-on-obesity.pdf (last accessed 14/08/2013)

· Severe and Complex Obesity (all ages) Service Specification http://www.england.nhs.uk/wp-content/uploads/2013/06/a05-sev-comp-obesity.pdf (last accessed 14/08/2013) 

· NICE (CG43), 2006. Management of Obesity 2 (continued) http://www.nice.org.uk/nicemedia/live/11000/38299/38299.pdf (last accessed 19/08/2012)

· Care Quality Commission

Available at: http://www.cqc.org.uk/ 

· The SWMS will follow NHS policies and procedures as appropriate, including mandatory training, safeguarding issues etc.

· An equality impact assessment will be conducted to ensure the service reach segments of the population that normally do not engage in weight management support but could benefit from such activity 

· The service should treat all clients and make reasonable efforts to accommodate the needs of clients of all ages (18 years +), culture, disability, sexual orientation and gender sensitive issues within the service and in accordance with local PCT policy and discrimination law.

· Equality Act 2010 (https://www.gov.uk/equality-act-2010-guidance - last accessed March 12th 2015)

· Disability Discrimination Act (https://www.gov.uk/definition-of-disability-under-equality-act-2010 - last accessed March 12th 2015)

· Quality Governance in the NHS (https://www.gov.uk/government/uploads/system/.../dh_125239.pdf - last accessed March 12th 2015)

· Safeguarding (https://www.gov.uk/government/publications/safeguarding-policy-protecting-vulnerable-adults - last accessed March 12th 2014)
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