TEA Implementation Panel meeting

1.00pm – 3.00pm Thursday 8 September 2005

Red Room, 2nd Floor, Department of Health, Wellington House, 

135 – 155 Waterloo Road, London, SE1 8UG.

Attendees:

Bob MacDonald

Department of Health

Ian McPherson

NIMHE West Midlands

Jonathan Isaac

British Society for Mental Health and Deafness

Peter Hindley

British Society for Mental Health and Deafness

Mandy Barker

Deaf Child and Family Services, York

Brendan Montiero

Mayflower Hospitals

Sally Cook 


National Centre for Mental Health and Deafness, Manchester

Chris Underwood

RNID

Steve Powell


SIGN

Roger Hewitt


UK Council on Deafness

MINUTES

1. Apologies for absence

Apologies received from Herbert Klein and Lloyd Wint. The minutes of the meeting held on 27 June 2005 were agreed, there were no matters arising.

2. Composition of Panel

It was agreed that Alison Armstrong, Matthew James and Caroline Reid be invited to be the 3 NHS representatives. It was agreed to invite Liz Wyatt to represent the interests of families with deaf children and that a short list of potential deaf user representatives, ideally some from outside London, be drawn up and invited to join the panel. It was agreed that the expenses of the user representatives be paid through BSMHD.

3. Progress Report from TEA Implementation Officers and work plan for the next 3 months

The 2 Implementation Officers are in the North East to facilitate a regional Needs Assessment. The aim is to create evidence of need that could be used in other areas.

Work has started on two fronts. A ‘bottom up’ approach, working in partnership with local deaf organisations, aims to recruit a representative from the deaf community in every PCT, who would then be provided details of key people to contact and dates of open meetings. Aim is to have deaf people in every PCT asking publicly what is being done to implement recommendations, how is the money being spent and what steps are being taken to reduce discrimination against deaf people. This information will then be fed back to the Implementation Officers to map progress. Next steps are to make contact with BME groups. The ‘top down’ approach involves working with SHAs, Regional Commissioning Groups, the BMA, Nursing Colleges etc to coordinate a joint approach to implementation and to share examples of good practice.

Information was then gathered from panel members about any progress they were aware of against each of the 26 recommendations. This information will be followed up by the Implementation Officers to map progress being made nationally.

1. That consideration should be given to conducting local Needs Assessments of the mental health of Deaf people

Progress already reported in the North East is the only Needs Assessment anyone is aware of. Greater Manchester are reviewing referral patterns.

2. Primary Care and Hospital Trusts are asked to include Deaf awareness training in their training development curricula for all front line staff.  Local voluntary groups and local social services departments are likely to be able to provide the appropriate expertise.

There seems to be no connection between funding received and staff training. Deaf Awareness Training is only happening where the training provider takes the initiative. SIGN and CACDP have developed an accredited training pack for Communication Tactics. RNID have sent guidance produced jointly with the BMA to all hospitals and will be sending it to all GP practices.

3. A telemedicine pilot should be established between one of the specialist providers and a suitable remote site to explore whether further developments of this kind can be justified.

Pilot scheme being assessed by the Child Service between London, York and Dudley.

4. That the BSL/English translation software developed by SIGN is made available to the primary and secondary care as speedily as possible.

Some PCTs are buying the software, particularly in London. Software is being developed to include foreign language translation.

5. Area Child Protection Committees should review local procedures, policies and training programmes to ensure that the needs of Deaf children are recognised and can be met.

Generally a low awareness of Child Services – a need for Adult Services to raise profile of the importance of preventative work with children.

6. There should be links developed between the National Deaf Service for Children and  local CAHMS Teams for advice and consultation.

Progress being made in London, York and Dudley. Need to roll out to other areas.

7. The use of video-links for this purpose should be piloted and proposals for roll-out of this facility developed should this prove useful.

This is being reviewed in the evaluation of the pilot scheme.

8. That Local Implementation Teams and CAHMS development teams make arrangements to access the data held by Local Authorities on Deafblind people as a starting point in considering how they might meet the needs of this group.

No information

9. That the specialist services consider how they wish to manage referrals of Deafblind individuals in future and what additional expertise or specialisation is required.

General view was that the specialist services found it difficult to cater for deafblind people. Possible case for a single specialist point supporting domiciliary service provided in an existing deafblind setting.

10. That consideration should be given to conducting a needs assessment of Deafblind people alongside any undertaken for Deaf people.

Assessing needs of deafblind people should ideally take place separately from deaf people and not seen as an add-on issue.

11. Every Primary Care facility should have a minicom and a service agreement with a translation service which includes BSL.

Mental Health Foundation are issuing basic rights guidance. RNID are planning to map progress.

12. Consideration be given to the potential role of Gateway Workers in assisting Deaf people with a mental health problem to the service most likely to be of assistance at that time.

Developments in Wales could be a model for this.

13. That a proposal for a Healthy Living Centre pilot be developed in one or two areas initially.

London Deaf Healthy Living Service report in agenda item 4.

14. Primary Care Trusts consider whether there is a practices within their boundaries who could develop a special interest in the needs of Deaf people.

Again developments in Wales could be model for this, also is part of London project.

15. That specialist CPNs are recruited to those parts of the country with the greatest need for an enhanced service.

Newcastle area has a part-time CPN. Plans for one in Rotherham.

16. That consideration is given to replicating the Deaf Enhanced Support Team model.

JDU allocate staff to be available to respond to emergencies.

17. That the pattern of referrals, lengths of stay and eventual disposal of service users at Mayflower Hospital is carefully monitored with a view to establishing whether there is a firm case for a further medium secure unit.

Is being monitored but situation is confused by the difficulty of transferring patients to more appropriate settings. Need for more Low Secure units. A private sector Challenging Behaviour Unit is being developed.

18. Mental Health Trusts involved in Prison Inreach should seek to identify Deaf prisoners with mental health problems and seek specialist advice on their management.  Alternatively, if it were possible at some stage for the Prison Service to designate one prison as having a distinct role in managing Deaf prisoners, specialist inreach could be considered.

Prison scooping exercise has been completed. Brendan Montiero to make report available to panel.

19. That local Needs Assessments take account  of the number of Deaf elders who may require residential care.

Opportunity to tie in with existing Older People and Mental Health work. Ian McPherson to follow up.

20. Those responsible for planning carer support should be aware of the need to consider those carers who may have particular needs.

Some work is being done with carers in Birmingham and Manchester. Need to work with mainstream carers organisations to raise profile of deafness.

21. In any need assessment, attention needs to be paid to the implications of cultural and ethnic diversity.

Potential to link with BME work being carried out at NIHME. Ian McPherson and Steve Powell to follow up.

22. In considering how to meet their aspirations for race equality, NHS bodies need to be aware of groups with particular needs.

As for 21.

23. Staff working in mental health setting should be encouraged to learn BSL and those in specialist services to acquire a fluency that would allow them to carry out their professional functions.

All specialist services provide BSL training for staff. At present to level 2, aspire to move to level 3. Possible opportunity through ‘Agenda for Change’.

24. Attention should be given to the means of increasing the number of Deaf people employed in mental health services at all levels.  Support, Time and Recovery Workers (DH, 2003) may provide a model of how this could be done relatively quickly.

Nurses trained at Salford are now graduating. Kingston University have plans to develop training.

25. Consideration needs to be given to the best mechanisms for increasing the pool of skilled interpreters.  This may also need to encompass the employment status of such individuals.  This will need to involve a number of agencies.

DWP funded initiatives addressing this. Further work needs to be done.

26. The feasibility of developing specialist training in mental health for interpreters should be explored by the specialist providers.

Plans to develop this in Bristol.

4. Progress Report on the London Deaf Healthy Living Service

The detailed report from Anna O’Brien, Project Development Manager, was discussed. The three key issues to resolve are: which will be the host PCT; where will the service be based; and what organisation will be the service provider. All three are linked. The Business Plan is nearly finished and all PCTs have supported the initiative. The steering group, consisting of representatives from the PCTs and from the voluntary sector is being set up and will be meeting in October. It was agreed that it was vital that the service addressed all the recommendations in the TEA Report.

5. Initial findings from BSMHD research into Commissioning Arrangements

The interim report from Lynne Hawcroft was discussed. It was noted that there had been little response from commissioners which was making it difficult to gather accurate information. It was agreed that all the specialist services will contact Lynne to correct any errors relating to the commissioning of their services. It was agreed to invite Lynne to the next meeting, subject to the final version of her report being available.

6. National initiatives requiring funding from retained funds

It was confirmed that funding attached to the TEA Report amounted to £1.5m in 2004/5, of which £1.39 was distributed to PCTs. This amount is now in baseline funding and increases with inflation. The full annual recurring funding announced with the report was £2.5m and therefore there is a further £1.1m still to be allocated for 2005/6. This amount could be spent centrally if suitable proposals can be identified, otherwise it will be distributed to the PCTs. Any amount held back in 2005/6 could possibly be available again in 2006/7 but it is likely that after that all of the funding will be distributed to PCTs. It was agreed that the Central Administration proposals should be recommended for funding. A sub-committee was established to review other proposals. The sub-committee members are Ian McPherson, Bob MacDonald, Peter Hindley and Steve Powell. The sub-committee will meet in the next two weeks to review the proposals already received and make recommendations to the full panel.

7. Date and venue of next two meetings

The next two meetings will be held at Wellington House from 1.00pm to 3.00pm on Thursday 10 November and Thursday 12 January.

8. Any other business

It was confirmed that minutes of the meetings could be shared with others and that once the minutes had been approved they would be available on the BSMHD website.
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