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1. Population Needs &
1.1 National/local context and ee base

Communication aids are useehto rgstore communication for people who cannot
communicate using spee address severe impacts on independence, quality of

life and an ability to mai employment. Communication aids are one strategy in a
wider set of strategie ools known as Augmentative and Alternative Communication
(AAC). !

The commupi
and lang

impairment may be due to physical speech difficulties or cognitive
ifficulties and are found in a very wide array of different diagnosed
across all age groups.

condi&

T unication aid service specification described here is more specifically referred
t specialised AAC service — and this term will be used throughout the rest of this

document. The population, for whom these services are provided, is those who require

specialist assessment resulting in either a high or low tech communication aid.

1 (Communication Matters: http://www.communicationmatters.org.uk/about-aac)


http://www.communicationmatters.org.uk/about-aac

An estimate of prevalence of need for ‘high technology (powered) communication aids
and specialist services is provided by the OCC report 2

Communication aids use language and communication software designed to produce
spoken output. The spoken utterances can be accessed using symbols and/or text. The
device should be setup to reflect the user's needs and developing language skills. b‘

Communication aids may additionally include any of the following elements: Q\'\'

e Access and control by switches and other control devices, including tho§§
by hand, foot, body, head, breath and eye. \

e Mounting systems for switches and control devices. Q

e Positioning and support systems provided to the individual (ofte ing a wheelchair)
in order to access the communication aid.

e Software designed to produce written output, as part of ts@nmunication needs of

erated

the individual.

The systems prescribed may be commercially obtaine o%ray be assembled to meet
individual need and may include a custom manuf r bespoke element.

For many years AAC users, professional bodi
Scope and Communication Matters, have
local AAC services, inequality of access.1Q
and to AAC and communication aid pr

ice providers and charities such as
oncerns about inequality of access to
e more specialised regional AAC services
in general.

that Specialised Commissioning ps (SCG) should be commissioning Electronic
Assistive Technology (EAT){Se@rvices (including ‘Communication Aid Services’) and this is
supported by British Socj ehabilitation Medicine (BSRM) (2000)-‘Electronic
assistive technology’ mecialist equipment services for disabled people —the need
for change’ Royal Coll of Physicians of London & Institute of Physics and Engineering
in Medicine 2004- ISBN 1 86106 234 7.

Specialist Services National Deﬂ%& Set — (SSNDS) (3rd Edition 2010) recognised

John Berco \eﬁ er of Parliament (MP) carried out a review which reported in 2008,
and led %pointment of the Communication Champion for children and young
peopl %-19 in England who reported on practice in AAC provision:

e “Some primary care trusts and local authorities were providing local multi- agency
‘%&ciaﬁst teams with specific budgets

X ome local services were supported by regional centres of excellence.

e Available data indicated that the estimated level of need was not being met and,
while NHS guidance indicated that specialised equipment services should be
commissioned regionally, only one of ten NHS regional commissioning teams was
fulfilling this function for AAC services.

2 OCC, 2011: http://www.fastuk.org/pagedocuments/file/AAC%20Report%20Final.pdf) and
by Enderby et al (2013):
http://www.communicationmatters.org.uk/sites/default/files/downloads/projects/aac_evidenc
e_base/2013_AAC_Evidence Base Beyond_the_Anecdote.pdf)..


http://www.fastuk.org/pagedocuments/file/AAC%20Report%20Final.pdf
http://www.communicationmatters.org.uk/sites/default/files/downloads/projects/aac_evidence_base/2013_AAC_Evidence_Base_Beyond_the_Anecdote.pdf
http://www.communicationmatters.org.uk/sites/default/files/downloads/projects/aac_evidence_base/2013_AAC_Evidence_Base_Beyond_the_Anecdote.pdf

Like other specialist equipment services, AAC services are characterised by the
complexity of service user needs (complex physical/cognitive/language/sensory disability
often in combination), need for expert and independent assessment, user and carer
training to maximize effectiveness and independence, timely review and re-assessment
for changing needs and finally on-going, life-long maintenance/replacement and user
support.

Service Framework (NSF) for long term conditions has clearly identified the nee

provide Equipment in Quality requirement 7. QR 7 has recognised the role of

including communication aids, in improving quality of life, enhancing independenee, and
in selected cases improve the opportunities for employment.

The NICE has not issued specific guidance on EAT or communication aids. The N;ﬂ@‘

http://www.dh.gov.uk/prod consum dh/groups/dh diqitalassets/@@en/documents/di

gitalasset/dh 4105369.pdf O
L

Outcomes will relate to the objectives noted belo Eome measures such as
Psychosocial Impact of Assistive Devices (Pl ~Fherapy Outcome Measures or Goal
Attainment Scaling are currently in use in sofiig specialised AAC services.

2. Outcomes

Further guidance on use of outcome m s within AAC has been issued by

Communication Matters 3 Q
Specialised AAC services will puwv ace mechanisms to measure relevant activity such
as access to services, high tegh AAC system adoption and abandonment rates across
the region, as well as actjwvi ertaken to implement local care pathway processes.
Specialised AAC hub s will measure indicators of activity to meet the quality
standards noted in th%c or's Quality Standard for AAC services.

A
N>

2.1 NHS es Framework Domains & Indicators

(%)main Preventing people from dying prematurely

Sh

Domain | Enhancing quality of life for people with long- | X

2 term conditions
Domain | Helping people to recover from episodes of ill-
3 health or following injury

3 (http://lwww.communicationmatters.org.uk/news-item/2012-aac-outcome-measurement-
project).


http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4105369.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4105369.pdf

Domain | Ensuring people have a positive experience of | X

4 care
Domain | Treating and caring for people in safe X
5 environment and protecting them from

avoidable harm

3. Scope

3.1 Aims and objectives of service @
Aims &

e To provide equitable national specialist AAC seryice$-across the country for
children and adults with complex communica eds

aids as a long term loan to clients

y-uses the device.

e To maintain a loan bank of powered unication aids for assessment, trial and
long term loan \

e To provide specialist AAC advic
families and professionals i in the delivery of local AAC services

e To support the establishmeqt, ¥aining and development of local AAC services.

Information and training to individuals,

Objectives of the delivery @emahsed AAC services are:

e To support cI| ttaln their personal communication goals;
[ ccess across England for the population that require

e To provide tj
specialis services;
e Topro tter use of appropriate powered communication aids and minimise

aba nt of these;
o T rt the development of effective local AAC teams and care pathway

ocedures by which to manage referrals to specialised AAC services.

3.2 Service description/care pathway

The proposed service model is a hub and spoke model. This recommendation is based
on existing good practice which has in turn been recommended by many high level
reports such as: Specialist AAC Provision: Commissioning National Services* (from the

4 (nttp://www.fastuk.org/pagedocuments/file/AAC%20Report%20Final.pdf. )



Communication Champion) and John Bercow’s Review of Speech, Language and
Communication Needs, and in the previous SSNDS.

When treating children, the service will additionally follow the standards and criteria
outlined in the Specification for Children’s Services (attached as Annex 1 to this
specification)

The term ‘specialised AAC service’ indicates a range of integrated activities to be
undertaken, collectively managed (see service model section) rather than a presumpti
that there must be a centralised hub location or provision of services by a single \
organisation. \

The service has to be sustainable, based on the size of its geographical catc\m t area
and population which constitutes a cost-effective level of specialism. Q\

In line with government policy the services may be provided by statutdgy, voluntary or
private sector organisations, or by a consortium of organisation dent on
compliance with the required standards and capacity to meet c issioners’

expectations of service delivery.

activities to be undertaken by specialised AAC hub iees, the following areas of
service will be undertaken:

e Specialised assessment of AAC needs X.
Provision of powered communicationaitls (meeting the criteria described below)
Regional management, including_p urement, of powered communication aids
Training and service developmeR local AAC teams

Regional co-ordination of c ning, service standard development, quality
assurance and improvemﬁe ocal AAC teams.
In order for a specialised b service to deliver the required range of activities, in

addition to those admini@ and management staff required by any organisation, the
hub team should incl with the following competences:

e Electronic agsistiye technology
e Speech a@gguage therapy with AAC specialism;

e Learni educational development competence to support the AAC
and intervention service to younger clients;

nd positioning;

ccess and control methods and mounting of equipment;

ipment procurement and stock management.

Taking into account the SSNDS document and the OCé‘r%ort recommendations on the

%e service will consist of a multi-disciplinary team which can meet the competencies
required to fulfil the aims and objectives of this service. The team will include staff from
most or all of the following professions as appropriate: Speech and Language
Therapists (SLT), Clinical Scientists, Clinical Technologists, Occupational Therapists
(OT) and specialist education professionals (if providing a service to children). If not on
the primary team, the team should have reliable access to these professionals. The
team should also have access to Physiotherapists and Psychologists where necessary.



The specialist AAC service should also be able to evidence that it has processes and
contracts in place to access, in a timely way, staff with the following competences:
e Personalisation and customisation of equipment (software, electronic and
mechanical);
e Cognitive assessment competence to support AAC assessment and intervention
service to older clients;
e Health informatics , quality improvement and research methodology competence;
e Training and workforce development competence to support the development and
competence of local AAC spoke services.

In addition, the specialised AAC service will provide: %\
e Technological and engineering facilities for customisation and modific ﬁ\, the
individual.
A loan bank of communication aids offering a diverse range of sc@’s.
An extremely wide range of software, vocabulary packages and résaurces.
An ability to issue, monitor, maintain, recall and refurbish equli nt.
An ability to manage, aggregate and analyse user infor 0 enhance the

such as Environmental Control.
e An ability to educate and train a wide range o

families, spoke service members and local
¢ An ability to take account of co-morbidit
e Work with local health and social car

is low to facilitate referral of those v%g

e Experience, capacity and remit t@

region
e An expertise in complex Iow@ AAC strategies and techniques

service and streamline day to day operations.
e An ability to integrate services and equipment witr@ﬂssistive technologies
eholders from the user,

such as postural support needs.
oféssionals in areas where service uptake
Id benefit from communication aids.

r services across a wide geographical

The specialised AAC seryi 9 Will work with the developing local AAC teams to provide
training to develop the competencies and skills locally. The specialised services will need
to establish a coIIabo@e approach with the local teams to outcomes measurement and
data gathering on Which’to base quality assurance, service development and to inform
future commisgiGni ractice.

Specialis services will work with their local AAC teams to build their capacity to
mana ifestly the needs of 90% of the region’s AAC population and to jointly manage
the 10% of the region’s population that require powered communication aids
or jalised AAC assessment.

Lkl AAC services will be able to access provision of some powered communication
aids via the specialist AAC service, and will be supported to provide these devices where
appropriate and where the competence of the local team to do so has been assessed.



The care pathway will be as follows:

o Referrals will be accepted from health, education and social care professionals
working in local teams

e Additional information to the referral may be required from other health, education
or social care agencies or the individual’'s General Practitioner (GP), especially for
self-referrals or those from non- health professions P‘

e All referrals will be acknowledged within 10 days of receipt by the service a &%e
stated if there is reason to delay the assessment or referral acceptance, @\a
insufficient referral information

e Otherwise, the service will assess all patients fulfilling the acceptan eNit ia,
typically within 6 weeks from the date of acceptance of the referr%\,

e Prioritisation criteria will be applied as follows:
- Priority will be given to referrals received for assessments,/ re%

- Priority will also be given to patients with a rapidly degeperative condition, e.qg.
MND and efforts will be made to ensure these pa '%are assessed and / or
provided with equipment as soon as is practical%s ible.

- Priority will be given to patients who have communi€ation aid equipment currently
but that has ceased to be functional or is si ntly unreliable, in order to meet
their communication needs. Q

- Priority will be given to patients facing i
college / workplace environment

- Priority will be given to patients whegare at risk of developing significant
psychological / challenging be @n r as a consequence of their inability to
communicate without a CO@n ation aid.

e Patients will be assessed in.th&Mmost effective location e.g. their home, place of
residence, hospital, schoolor workplace by competent, experienced personnel
and in collaboration @her services where necessary or by remote access if
appropriate. Q)

e Equipment sh e provided after the assessment. The assessment
recommend;tio shall be confirmed in writing to the patient, referrer, GP and

tion to a new sector / school /
ently in rehabilitation provision.

other stakeh rs as appropriate
e OpportuRjtinfor a temporary trial of suitable sample equipment shall be
rec ed and made available when indicated, such as when there is doubt
over patient’s motivation or ability to use the equipment. The outcome of the
1alneither to continue with or to cease provision shall be based on suitable

outcome measurement
hen equipment provision is recommended at the assessment, this shall normally
\« be available for use by the patient within 12 week of the assessment. Exceptions
to this target may occur due to dependencies on other agencies or when the
recommended solution involves custom or bespoke or integrated equipment
e All patients provided with equipment shall receive adequate training in its use with
necessary information in an appropriate format to them. Additional tuition shall be
available as required, in consideration of the possible cognitive impairment of
some users



e Each user of equipment shall receive ongoing support in case of its malfunction,
an annual service maintenance visit including statutory testing of equipment and
timely review of equipment appropriateness for them

¢ In response to reported malfunctions of the equipment, the service shall ensure
that the user is contacted as soon as possible and remedial action for critical
functions taken within a clinically appropriate time

e The frequency of user and equipment review shall be determined on a case by
case basis by service personnel with the ability to respond appropriately to
changes in clinical conditions (e.g. people with rapidly progressing neurological

conditions)

¢ Adjustments, modifications or change of the equipment provision shall be@yi ed
when indicated following review due to change in patient clinical cond't?ogd
functional impairment or circumstances. A full re- assessment of th ir\'{e s shall
also be available when appropriate

e Equipment no longer required by users due to change in their ir&stances, shall
be reclaimed, decontaminated and refurbished to standard@ed with

manufacturers prior to becoming available for re- issue.

In addition the service will undertake (or arrange through ractors);
¢ Re-conditioning of equipment ready for re-use
e Technical evaluation and management of equi nt’to ensure it is fit for purpose

e Development of custom or bespoke or integrated equipment solutions for
individual patient’s EAT needs when theidentified.

General Paediatric care 92

When treating children, the servic ditionally follow the standards and criteria
outlined in the Specification for Children’s Services (attached as Annex 1 to this
specification)

3.3 Population coveredQ ,;

The service outline %is specification is for patients ordinarily resident in England*; or
otherwise thed%m iSsioning responsibility of the NHS in England (as defined in Who
Pays?: EstaBlishing the responsible commissioner and other Department of Health
guidanc r%@ to patients entitled to NHS care or exempt from charges).

Notes, fopthe purposes of commissioning health services, this EXCLUDES patients who,
sident in England, are registered with a General Practitioner (GP) Practice in
, but INCLUDES patients resident in Wales who are registered with a GP Practice
in England.

The population to whom specialised AAC services are provided is those requiring
specialist assessment resulting in either a high or low tech communication aid.

Specialised AAC services deliver high-cost, low-volume interventions that aim to restore
a degree of communication for severely or profoundly communication impaired people.



Communication impaired people in this context means those adults and children who
have an impairment that impacts on their ability to communicate using speech and/or
language or written communication. This does not cover those people with
communication problems arising primarily from hearing or vision impairments.

Communication impairment may result from physical, sensory, intellectual, learning or
cognitive disabilities. The population includes both those born with a communication
impairment (for example and in no order of precedence, those resulting from cerebral
palsy, developmental disorders and learning disabilities such as autism) and those Wh(b‘
acquire a communication impairment (for example through stroke, cancer, brain a d\
spinal injury and neurological diseases such as Parkinson’s, Alzheimer’s, Multip !'\
Sclerosis or Motor Neurone Disease).

o
D

3.4 Any acceptance and exclusion criteria and thresholds @,

following:
e a severe/complex communication difficulty assgiat with a range of physical,

An individual who would access a specialist AAC service W@@e both of the

cognitive, learning, or sensory deficits

e a clear discrepancy between their level of @ anding and ability to speak.

In addition, an individual must: &
e be able to understand the purpog communication aid,;
e have developed beyond caug€ ane-effect understanding;
and may:
e have experience of using | ech AAC which is insufficient to enable them to

realise their commun@e potential.
"

An individual may have eriorating condition and in these cases it is expected that
services should antjcipdte their needs. The inclusion/exclusion criteria should be applied
with regards to the ‘agticipated abilities of these individuals within a clinically appropriate
time period. can be accepted ‘in advance’ of these individuals presenting with

a severe co ication difficulty and should be sent at the time felt to be most clinically
@ﬁe individual.

appropri
Pleéﬁgge the prioritisation criteria within section 3.2 The Care Pathway.

l\ﬁ? ngland will fund all equipment which has been recommended for an individual who
meets the criteria for an assessment by a specialist service.

Exclusion criteria would be:
e preverbal communication skills;
¢ not having achieved cause and effect understanding;
e have impaired cognitive abilities that would prevent the user from retaining
information on how to use equipment.



3.5 Interdependencies with other services/providers
AAC Services should have a relationship with the following:

Quality Standard for AAC services: the Standard notes a requirement for continuity of
AAC services between children and adult services and between AAC services, oth b‘
relevant local and specialised electronic AT services, including wheelchair and e\
environmental control services and allied services such as for posture and seati he
SSNDS Definition 5 also highlights the importance of these linkages. \

NHS Electronic Assistive Technology and Environmental Control Servi mﬁh some
functions common between environmental control systems and powésed COmmunication
aids, it would be expected that specialised services demonstrate y intend to work
collaboratively with NHS EAT services and to provide electroni Istive technology
services in an integrated way.

interdependence required between local spoke AA s and specialised hub teams.
Specialised AAC services are not viable without | C services that will be the
source of all referrals in to the specialised AA &@es.

Local AAC services will be able to access prowision of some powered communication
aids via the specialist AAC service, and will Be stupported to provide these devices where
appropriate and where the competence p local team to do so has been assessed.

The specialised services will be res e for providing training to the local services,
responding to their local need. ‘

I

4.1 Applicable natio%@\dards e.g. NICE

Local services: the care pathway outlined in this specifica%; indicates the close

on
DE

There are anu quality standards that have been developed for the AAC sector
specifically an e which relate to the wider scope of SLT services which may provide
contextual ce.

Stan s%#at are AAC specific:

. e most directly relevant quality standard is the Quality Standard for AAC Services
xthCh was developed by ‘Communication Matters’, as a result of a 2 year project
orking closely with the AAC and SLT sectors. °

Standards relating to assistive technology provision more generally:
e Care Quality Commission: All providers of health and social care in England have by

law to be registered with the Care Quality Commission, initially by meeting its
‘Essential Standards of Quality and Safety’, and then by continuing to meet these as

¢ °http://www.communicationmatters.org.uk/nationalaacstandards.




evidenced by inspections and assessment. All NHS hospitals and community
services, adult social care and independent healthcare providers in England,
including EAT and AAC services, must be registered. The Standards are based on
statutory regulations. Standard 3 covers safety, including infection control and use of
equipment, in all settings including the home.

e Department of Health’s publication: ‘The Code of Practice for health and adult social
care on the prevention and control of infections and related guidance’.

e BSRM (2000) ‘Electronic assistive technology’ b‘
Standards relating to speech and language therapy (SLT) services: \’\
e Department for Education and Science (2000) ‘Report of the working gr b&
provision of speech and language therapy services to children with s %?

educational needs (England)’
e Department for Children, Schools and Families (2008) ‘Better ¢ &lcatlon An

action plan to improve services for children and young peopl withnspeech, language
and communication needs’

4.2 Applicable standards set out in Guidance and/or j by a competent body

(e.g. Royal Colleges)
Quality Standard for AAC Services was develop&éd by ‘Communication Matters®

5. Applicable quality requirements and CQIs
ya)

5.1 Applicable quality requirement @?%chedule 4 Parts A-D)
5.2 Applicable CQUIN goals (@

6. Location of Provi mises
Kent Children’s a§ t’s Communication and Assistive Technology Service

edule 4 Part E)

Regional Com ion Aid Service, Newcastle

Barnsley Ass echnology

Compass %ﬁﬂ e Technology Service, Royal Hospital for Neurodisability

Chaile ge Clinical Services

No est Assistive Technology

s to Communication and Technology (ACT), Birmingham Community

%{ thcare NHS Trust

Bristol Communication Aid Service

ACE Centre

Lincolnshire AAC Service

Communication, Learning and Technology Service, Great Ormond Street

Hospital for Children

Dame Hannah Rogers School and young adult provision and AAC assessment
service, Devon

6 http://www.communicationmatters.org.uk/nationalaacstandards.




Assistive Communication Service, Central London Community Healthcare NHS
Trust

The above list is from the Communication Matters; Research Matters Data
collected in 2013. It identified the NHS services which are anticipated to be
commissioned from April 2014.
http://www.communicationmatters.org.uk/sites/default/files/downloads/projects/aac
evidence base/2013 AAC Evidence Base Beyond the Anecdote.pdf

™
Q>
ND
The Provider’s Premises are located at: \'\
N\

7. Individual Service User Placement @

Not applicable



http://www.communicationmatters.org.uk/sites/default/files/downloads/projects/aac_evidence_base/2013_AAC_Evidence_Base_Beyond_the_Anecdote.pdf
http://www.communicationmatters.org.uk/sites/default/files/downloads/projects/aac_evidence_base/2013_AAC_Evidence_Base_Beyond_the_Anecdote.pdf

Appendix One

Quality standards specific to the service using the following template:

Quality Requirement

Insert text

1) Assessment
within 6
weeks of
acceptance
of referral

2) Equipment
provision
within 12
weeks of
assessment

3) Repairs to
be carried
out within 2

weeks

Insert text

1)Flexible
appointment system.

2)Patient centre&

ctioh with

%p l\%smn of
eqoipment

Insert text

Threshold

To be agreed with
commissioners

agreed with
ommissioners

Method of
Measurement

Contractual
monitoring

Patient survey

Patient survey

Consequence of
breach

Breach of contract




ANNEX 1 TO SERVICE SPECIFICATION: \\,b‘

PROVISION OF SERVICES TO CHILDREN Q
N

Scope \%
)
Aims and objectives of service Q ;

This specification annex applies to all children’s service htlines generic
standards and outcomes that would fundamental to alléer es.

The generic aspects of care:
The Care of Children in Hospital (HSC 1998/ ires that:

e Children are admitted to hospital only ifth re they require cannot be as well
provided at home, in a day clinic or g\ day basis in hospital.

e Children requiring admission to hI are provided with a high standard of
medical, nursing and therapeuti g to facilitate speedy recovery and
minimize complications and gortality

e Families with children have %s?access to hospital facilities for children without
needing to travel signib’%}y urther than to other similar amenities.

e Children are discha m hospital as soon as socially and clinically
appropriate and f ﬁ)ort provided for subsequent home or day care.

e Good child health 8are is shared with parents/carers and they are closely
involved in e of their children at all times unless, exceptionally, this is not
in the best\ st of the child; Accommodation is provided for them to remain

with th%h, ren overnight if they so wish.
Servig@éription/oare pathway

paediatric specialised services have a component of primary, secondary,
ertiary and even quaternary elements.

e The efficient and effective delivery of services requires children to receive their
care as close to home as possible dependent on the phase of their disease.

e Services should therefore be organised and delivered through “integrated
pathways of care” (National Service Framework for children, young people and
maternity services (Department of Health & Department for Education and
Skills, London 2004)




Interdependencies with other services

All services will comply with Commissioning Safe and Sustainable Specialised
Paediatric Services: A Framework of Critical Inter-Dependencies — Department of
Health

Imaging b‘
All services will be supported by a 3 tier imaging network (‘Delivering quality im '\5{\7
services for children’ Department of Health, March 2010). Within the network: a@
e It will be clearly defined which imaging test or interventional procedure c me
performed and reported at each site
e Robust procedures will be in place for image transfer for review y%:ecialist
radiologist, these will be supported by appropriate contractual anthinformation
governance arrangements
e Robust arrangements will be in place for patient transfer if@e complex
imaging or intervention is required %,
e Common standards, protocols and governance proc%r will exist throughout
the network.
e All radiologists, and radiographers will have te training, supervision
and access to continuing professional dev t (CPD)
e All equipment will be optimised for paedi E‘&,tse and use specific paediatric

software Q

Specialist Paediatric Anaesthesia

Wherever and whenever childre go anaesthesia and surgery, their particular
needs must be recognised and th hould be managed in separate facilities, and
looked after by staff with apfr@priate experience and training. All UK anaesthetists
undergo training which p @s them with the competencies to care for older babies
and children with rel raightforward surgical conditions and without major co-
morbidity. Howevegtho working in specialist centres must have undergone

additional (speciali aining and should maintain the competencies so acquired*.
These compet include the care of very young/premature babies, the care of
babies and.€hildren undergoing complex surgery and/or those with major/complex
co-morbigdi cluding those already requiring intensive care support).

As (&providing an essential co-dependent service for surgery, specialist

esia and sedation services may be required to facilitate radiological
progedures and interventions (for example Magnetic resonance imaging MRI scans
and percutaneous nephrostomy) and medical interventions (for example joint
injection and intrathecal chemotherapy), and for assistance with vascular access in
babies and children with complex needs such as intravenous feeding.

Specialist acute pain services for babies and children are organised within existing
departments of paediatric anaesthesia and include the provision of agreed (hospital
wide) guidance for acute pain, the safe administration of complex analgesia regimes



including epidural analgesia, and the daily input of specialist anaesthetists and acute
pain nurses with expertise in paediatrics.

*The Safe and Sustainable reviews of paediatric cardiac and neuro- sciences in
England have noted the need for additional training and maintenance of
competencies by specialist anaesthetists in both fields of practice.

References \b‘
Q\ y

1. Guidelines for the Provision of Anaesthetic Services (GPAS) Paedia{,
anaesthetic services. Royal College of Anaesthetists (RCoA) 20 0\
www.rcoa.ac.uk

2. Certificate of Completion of Training (CCT) in Anaesthesia 0%
3. CPD matrix level 3
Specialised Child and Adolescent Mental Health Services ( S)

The age profile of children and young people admitted t k lised CAMHS day/in-
patient settings is different to the age profile for paediatric uwits in that it is
predominantly adolescents who are admitted to spe%d CAMHS in-patient
settings, including over-16s. The average length is longer for admissions to
mental health units. Children and young peop cialised CAMHS day/in-
patient settings generally participate in a stridctured programme of education and
therapeutic activities during their admissi

Taking account of the differences i profiles the principles and standards set
out in this specification apply with m cations to the recommendations regarding
the following: ’v

e Facilities and enviro nt £ essential Quality Network for In-patient CAMHS

(QNIC) standards apply
(http://www.rcpsych.ac.uk/quality/quality,accreditationaudit/gnicl.aspx)

o Staffing profilesand training - essential QNIC standards should apply.

e The child/ person’s family are allowed to visit at any time of day taking
accoun child / young persons need to participate in therapeutic

activj education as well as any safeguarding concerns.
e Childreg and young people are offered appropriate education from the point of

ion.
(&ents/carers are involved in the child/young persons care except where this
‘%s not in the best interests of the child / young person and in the case of young
\, people who have the capacity to make their own decisions is subject to their
consent.
e Parents/carers who wish to stay overnight are provided with accessible
accommodation unless there are safeguarding concerns or this is not in the

best interests of the child/ young person.

Applicable Service Standards


http://www.rcoa.ac.uk/
http://www.rcpsych.ac.uk/quality/quality,accreditationaudit/qnic1.aspx

Applicable national standards e.g. NICE, Royal College

Children and young people must receive care, treatment and support by staff
registered by the Nursing and Midwifery Council on the parts of their register that
permit a nurse to work with children (Outcome 14h Essential Standards of Quality
and Safety, Care Quality Commission, London 2010)

e There must be at least two Registered Children’s Nurses (RCNs) on duty 24 b‘
hours a day in all hospital children’s departments and wards.

e There must be an Registered Children’s Nurse available 24 hours a day 4
advise on the nursing of children in other departments (this post is inc|
the staff establishment of 2RCNs in total).

Accommodation, facilities and staffing must be appropriate to the ne

and separate from those provided for adults. All facilities for children &
people must comply with the Hospital Build Notes (HBN) 23 Hospi
Accommodation for Children and Young People NHS Estates

2004. %

All staff who work with children and young people mus propriately trained to
provide care, treatment and support for children, inclti@ding Children’s Workforce
Development Council Induction standards (Outco 14b Essential Standards of
Quality and Safety, Care Quality Commission 2010).

Stationary Office

halve appropriate medical cover at all

ant expert or professional bodies

of Independent Healthcare, Department
ure” Standards, Royal College of Paediatrics

Each hospital who admits inpatients mu
times taking account of guidance from
(National Minimum Standards for Px6 %

of Health, London 2002).”Facing ,EE

and Chl|d Health.

Staff must carry out suffl vels of activity to maintain their competence in caring
for children and youn mcluding in relation to specific anaesthetic and
surgical procedure o |Idren taking account of guidance from relevant expert or
professional bodle utcome 149 Essential Standards of Quality and Safety, Care
Quality Com ondon 2010).

Provider ave systems in place to gain and review consent from people who

;%)and act on them (Outcome 2a Essential Standards of Quality and

re Quality Commission, London 2010). These must include specific
ents for seeking valid consent from children while respecting their human
and confidentiality and ensure that where the person using the service lacks
capacity, best interest meetings are held with people who know and understand the
person using the service. Staff should be able to show that they know how to take
appropriate consent from children, young people and those with learning disabilities
(Outcome 2b) (Seeking Consent: working with children Department of Health,
London 2001).

Children and young people must only receive a service from a provider who takes
steps to prevent abuse and does not tolerate any abusive practice should it occur



(Outcome 7 Essential Standards of Quality and Safety, Care Quality Commission,
London 2010 defines the standards and evidence required from providers in this

regard). Providers minimise the risk and likelihood of abuse occurring by:

e Ensuring that staff and people who use services understand the aspects of

the safeguarding processes that are relevant to them.

person when those signs are noticed.

abuse.

concern.

who use services and any other person.

suspected abuse is addressed by:

Having effective means to monitor and review incidents, concerns and
complaints that have the potential to become an abuse or safeguarding

Having effective means of receiving and acting upon feedback from@é

Ensuring that staff understand the signs of abuse and raise this with the right

Ensuring that people who use services are aware of how to raise concerns of

N

Taking action immediately to ensure that any abuse identif$ ped and

¢ having clear procedures followed in practice, monitor@rI reviewed that

take account of relevant legislation and guidance f
alleged abuse

e separating the alleged abuser from the person Who uses services and

others who may be at risk or managing the_risk by removing the
opportunity for abuse to occur, where this<s\within the control of the

provider
e reporting the alleged abuse to the «rbpriate authority

se incident.

e reviewing the person’s plan of c%to nsure that they are properly

supported following the alleg@

done to return to complian

in relation to all safe

with local authorjty policies.
Participates in% afeguarding children boards where required and

anagement of

Using information from safeg concerns to identify non-compliance, or
any risk of non-compliance,@he regulations and to decide what will be

Working collaboratively, with-other services, teams, individuals and agencies
" ding matters and has safeguarding policies that link

understand their Pesponsibilities and the responsibilities of others in line with

ab se of restraint and safeguarding.
o {Ng 1Into account relevant guidance set out in the Care Quality
ission’s Schedule of Applicable Publications
s b

N

efore starting work.

the Chil 2004.
Havigic procedures followed in practice, monitored and reviewed in place

nsuring that those working with children must wait for a full CRB disclosure

e Training and supervising staff in safeguarding to ensure they can demonstrate

the competences listed in Outcome 7E of the Essential Standards of Quality

and Safety, Care Quality Commission, London 2010

All children and young people who use services must be
e Fully informed of their care, treatment and support.

e Able to take part in decision making to the fullest extent that is possible.



e Asked if they agree for their parents or guardians to be involved in decisions
they need to make.

(Outcome 41 Essential Standards of Quality and Safety, Care Quality Commission,
London 2010)




