	Ref No.: FOI/2526/SG17800

	Date FOI request received: 2nd January 2026

	Date FOI response: 2nd February 2026

	REQUEST: I am writing to request information under the Freedom of Information Act 2000. The purpose of this request is to support a review of mental health service models and best practices across NHS Trusts. 


Please provide responses to the following questions, grouped under relevant themes:

A. Service Provision
1. Does your Trust provide Assertive Outreach Teams and Early Intervention services?  

OUR RESPONSE: Yes.

2. If yes, please outline the scope and structure of these services.  

OUR RESPONSE: Both services follow the original Policy Implementation Guides (PIG) which were introduced in the 1990s. 

3. How does your Community Mental Health Team (CMHT) deliver an in tensive approach for patients requiring higher levels of support?  

OUR RESPONSE: The CMHT deliver planned care interventions for an agreed period of time, at times patients may require a more intensive approach. If a patient requires a more intensive approach the CMHT will discuss the level of support required in the MDT (multidisciplinary team); or if more urgent discussion is required this will happen with the team manager, matron, and other members of the MDT.  

The CMHT may be able to provide more support via involving Health Care Support Workers or Peer Support Workers, depending on what level of need is required. If the CMHT can also refer the patient to the Directorates’ Urgent Care Pathway, who are able to provide support to people who are in crisis, this is a short-term intervention until the crisis has resolved or if the person requires a hospital admission. 

For people who have a psychotic illness and require more intensive support the CMHT can refer to the Assertive Outreach Service, who offer a 7 day a week service, have lower caseloads so they can deliver a more intensive longer-term approach.  Patients can be referred back to the CMHT from AO if they require less intensive services.

4. Please provide details of any specific models or frameworks used.  

OUR RESPONSE: See PIG guidance enclosed which provided the framework to commence Crisis, Early Intervention (PIER) and Assertive Outreach Teams.

B. Care Coordination 
5. What criteria does your Trust use to allocate care coordinators to patients?  

OUR RESPONSE: The Trust no longer uses CPA within Assertive Outreach Teams and Early Intervention Teams.  Within these teams, the Trust adheres to the care co-ordination policy where all patients are allocated a key worker. 

Please access the policy here: https://www.leicspart.nhs.uk/wp-content/uploads/2023/07/Care-Coordination-Policy-v.1-exp-July-26.pdf and also attached.


6. Are there any prioritisation factors (e.g., risk level, diagnosis, complexity)? 

OUR RESPONSE: Every patient will have a thorough mental health assessment when they are accepted into the service, this includes an assessment of their risk.  These assessments take into consideration the patients bio-psycho-social factors which determine the level of need, complexity, and risk.  

Carers views are part of these assessments (with the patients consent).  If there are other agencies working with the patient, they will also be asked for a view on the patient’s level of need.  There can be many prioritising factors which will be very individualised.  If the service accepts the patient for treatment a care plan will be written collaborative with the patient which is a jointly agreed plan of who to meet the issues identified in the mental health and risk assessment.
 
7. How does your Trust manage the allocation of care coordinators across teams and caseloads?  

OUR RESPONSE: Through Quality & Safety forums, Clinical supervision, caseload management and based on patient needs, staff clinical experience & expertise.

8. What is the average number of cases held by each care coordinator?  

OUR RESPONSE: The expected number of patients per care coordinator is outlined in the Standard Operating Procedure (SOP). This is monitored on a weekly basis. 

9. Please provide any relevant policy or guidance.  

OUR RESPONSE: Please see attached SOP.


C. Risk Management
10. How does your Trust identify patients considered to be at high risk?  

OUR RESPONSE: Clinical risk assessment tool is used to monitor and manage risk along with consideration of patient history.

11. Please include any tools, assessments, or processes used.  

OUR RESPONSE: Please refer to our risk assessment policy available via https://www.leicspart.nhs.uk/wp-content/uploads/2023/05/Clinical-Risk-Assessment-and-Management-Policy-exp-April-26.pdf and also attached.

12. What additional provisions or interventions are in place for patients identified as high risk?  OUR RESPONSE: Thorough assessments at the commencement of contact with all services will always include an assessment of risk, high risk patients are discussed in the individual supervision, group supervision, the MDT. Clinical Cabinets can be arranged where a group of professionals can come together with outside agencies if needed to look at risk and risk management.

13. In what ways does the provision for high-risk patients differ from your standard CMHT offer? 

OUR RESPONSE: AO and PIER offer a more intensive approach to high-risk pts, caseloads should be smaller than the CMHT. The Directorate also has a Forensic Community Mental Health Team where pts who are considered too risky to be managed in AO, PIER or CMHT can be referred to for either advice or for the Forensic team to take over the care of that particular patient.

D. Staff Training
14. Does your Trust provide specific training for staff working with complex patients?  

OUR RESPONSE: There is no specific additional training for Assertive Outreach or EIP, staff complete risk assessment, care planning training as well as other mandatory and role essential training as all MH practitioners do.

15. If yes, please provide a list of available training programs and their content focus.  

OUR RESPONSE: Please refer to response above.

E. Compliance and Governance
16. Is your Trust compliant with Care Programme Approach (CPA) timelines?  

OUR RESPONSE: Not applicable due to not using CPA within Assertive Outreach and Early Intervention Teams.

17. How do you monitor compliance?  

OUR RESPONSE: We monitor 72hr follow up and ensure care plans and risk assessments are reviewed and updated on the required basis. We complete audits.

18. What actions are taken in cases of non-compliance?  

OUR RESPONSE: Policies in place to monitor staff performance, we have outputs of regular clinical audits.

19. How does your Trust monitor levels of non-diagnosis, unoutcomed appointments, and completion of risk assessments?  

OUR RESPONSE: Through performance reports and governance meetings.

20. What assurance processes are in place to ensure compliance?  

OUR RESPONSE: Please refer to response above.

21. What governance processes oversee the delivery of Assertive Outreach and Intensive Care action plans?  

OUR RESPONSE: For Assertive Outreach we conduct whole team care plan audits, new team template for care plans devised and implemented.

22. Please include any committees, reporting structures, or performance monitoring mechanisms.  

OUR RESPONSE: We have monthly team business meetings, performance meetings and Quality & Safety meetings feed into local as well as directorate level meetings for escalations. Directorate meetings feed up into level 2 meetings and ultimately through Board sub committees and then to Board
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This SOP sets out to provide an integrated operational procedure and demonstrates 
how the overall aim and objectives of the Adult Community Mental Health Teams (which 
provide mental health advice, treatment, and support to individuals with mental health 
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Sign-off governance forums 
 
 


Forum Sign-off Date 
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Local Q&S (or equivalent) Going for sign off 26/1/26 
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SOP Version 
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No Action Outcome Comments Owner 
 (For brand-new SOPs) 
1. SOP Document format:    


 SOP is written on the new and official template: ☐ Yes ☐ No   


 SOP Font style has accessibility compliance (include what the font should 
be Arial 11; Title Arial 16) ☐ Yes ☐ No 


  


2. SOP preliminary pages include the following information:    


 Governance membership information: 
 Service Lead
 Admin Lead
 Clinical Lead
 Business Lead
 Q&S Lead


 
☐ Yes 
☐ Yes 
☐ Yes 
☐ Yes 
☐ Yes 


 
☐ No 
☐ No 
☐ No 
☐ No 
☐ No 


  


 Sign-off forums and dates of when the SOP was presented at different 
sign-off forums: 


 DMH SOP Review Group
 Local Q&S (or equivalent) Group
 DMT Q&S


 
☐ Yes 
☐ Yes 
☐ Yes 


 
☐ No 
☐ No 
☐ No 


  


 SOP version indicated (i.e., New or Revised version) ☐ Yes ☐ No   


 Summary of amendments included (if revised version) ☐ Yes ☐ No   


3. SOP Checklist document:    


 All sections completed ☐ Yes ☐ No   


4. Evidence of Stakeholder contributions:    


  Clinical 
 Operational 
 Administration 
 Business Services 
 Patient Experience 
 System partners (where appropriate) 


☐ Yes 
☐ Yes 
☐ Yes 
☐ Yes 
☐ Yes 
☐ Yes 


☐ No 
☐ No 
☐ No 
☐ No 
☐ No 
☐ No 
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No Action Outcome Comments Owner 
5.  All processes are included:    


  Referrals management 
 Treatment / interventions 
 Discharge planning / discharge 
 Key principles of LPT Access to Treatment Policy included 


☐ Yes 
☐ Yes 
☐ Yes 
☐ Yes 


☐ No 
☐ No 
☐ No 
☐ No 


  


6. References    


 Correct Referencing style used (no links or embedded attachments) ☐ Yes ☐ No   


 Service Data Quality SOP referenced ☐ Yes ☐ No   


 All relevant / related SOPs, Policies, or guidance documents ☐ Yes ☐ No   


7. Appendices    


 Correct Appendices style (no embedded documents) ☐ Yes ☐ No   


For updated SOPs: 
8. Changes / amendments information    


 Changes / amendments clearly identified and highlighted in relevant 
section on front page 


☒Yes   


 Summary of changes included ☒Yes   


 
 


Please note: 
 


It is the responsibility of services to ensure all staff working their services read and familiarise themselves with any new and / or updated 
SOPs circulated by the Business Team via an email notification following approval in the relevant governance approval groups/meetings. 
The DMH SOP Group will request and maintain a log of all staff (from service leads / Team Managers) who have read the new / updated 
SOPs / guides as part of the strengthened DMH SOP governance processes. 
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1.0 Introduction 


 


CMHTs need to deliver a safe, sound, and supportive service to patients, their careers and 
family. The quality improvement of mental health services, supported by the commissioning of 
new service models moves the focus of care from the acute part of the mental health care 
pathway to recovery focused care in the community. 


 
This revised document delivers an operational policy for AMH Community Mental Health 
Teams (CMHTs). This will support the continued provision of high-quality Community Mental 
Health Service across Leicester/Leicestershire and Rutland during the process of redesign 
and quality improvement across in Leicestershire Partnership NHS Trust (LPT) Mental Health 
Community Services whilst ensuring the day-to-day operational provision of services is 
protected for our patients. 


 
The CMHTS offer a specialist multi-disciplinary service for people across LLR who have 
mental health needs. CMHTs form part of a planned and integrated whole system approach 
to care that is delivered in conjunction with primary care, crisis, in-Patient, rehabilitation and 
specialist Services. 


 
CMHTs deliver recovery orientated services in line with the principles of recovery and CHIME 
adopted by the Trust (see Appendix 1). 


 
CMHTs work within the NHS principles and values outlined in the NHS constitution. These 
apply to everyone who works for the NHS and everyone who receives a service from the NHS. 
These include: 


 
 The right to access services within maximum waiting times. 


 
 A commitment to smooth transition between services 


 
 The right to be treated with a professional standard of care, by appropriately qualified 


and experienced staff, in a properly registered organisation that meets required 
standards of safety and quality. 


 
 The right to be treated with dignity and respect. 


 
 The commitment to share information including copies of letters. 


 
 The responsibility of patients to treat NHS staff with respect. 


 
 The responsibility of patients to keep appointments or cancel within a reasonable time. 


 
 A whole family approach. 


 
The following philosophies underpin the CMHTs service delivery: 
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 Patients and carers are at the heart of every aspect of care we provide. 
 


 Services provided are positive and inclusive, flexible, and individualised, accessible 
and responsive. 


 
 Services provided are informed by an understanding of social inequalities with 


regards to race, gender, age, ethnicity, disability, and sexual orientation. 
 


 Services provided are needs led and patient focused. 
 


 Clinical practice is evidence-based and will reflect NICE guidance where available. 
 


 Co design and production for care planning and service provision with patients and 
carers in line with recovery principles. 


1.1. Purpose and Scope 
 


The purpose of this document is to describe the Standard Operating Procedures for working 


within the Adult Community Mental Health Teams. 


 
This SOP outlines the aims, objectives, methodology and operational parameters of Adult 


Community Mental Health Teams. 


 
This SOP applies to all staff who work within the Adult Community Mental Health Teams across 


the LLR region. 


 
The SOP will: 


 
 Demonstrate how the Adult Community Mental Health Teams will deliver its overall 


service aim and meet targets.


 
 Show an understanding of the Adult Community Mental Health Teams’ referral 


processes, protocols, documentation on electronic records (SystmOne), and the 


transfer and / or discharge processes.


 
 Reflect a closer alignment of the Adult Community Mental Health Teams with other 


primary and secondary mental health services within the organisation and recognise 


its function as an integral part of the AMH Community Services.


 
The scope of the Adult Community Mental Health Teams will apply to all statutory agencies 


who fulfil a role in the undertakings and requirements of providing timely support and 
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treatment.to individuals with a range of mental health disorders within the 


boundaries of Leicester, Leicestershire, and Rutland. 


 
This operational procedure is informed and supported by Leicestershire Partnership NHS 


Trust policies, procedures, practice guidance and other general information. 


1.2. Version control and summary of changes 
 
 


Version number Date Comments (description change and 
amendments) 


[8] October 2024  


(9) December 2024 Amend timeframe following allocation of a key 
worker 


(10) April 2025 Adding capacity and consent section. 
(11) June 2025 Adding shared waiting areas, Hub & Spoke, Front 


Door process 
12 January 2026 Inclusion of caseload numbers for Care Co-


Ordinators 
 


 


For Further Information Contact: 
 


 The AMH Community Teams’ Deputy Head of Nursing
 The Planned Care Service Managers


 The AMH Community Team Managers
 


1.3. Key individuals involved in developing and consulting on the 
document. 


 Dr Suki Bassey – Lead Psychologist
 Paul Cooke – Lead Occupational Therapist
 Tracy Bessant, Team Manager (CMHT)
 Jacqui Newton, Deputy Head of Nursing (CMHT)
 Kay Llyod, Team Manager (CMHT)
 Helen Rutter, Service Manager (Planned Care)
 Matt Pickard, Team Manager (CMHT)
 Marie Beeston, Team Manager (CMHT)
 Dawn Holding, Team Manager (CMHT)
 Vicky Sibley, Acting Matron (CMHT)
 Mel Brown, Matron (CMHT)


1.4. Governance 
 


Approving delivery group – Directorate of Mental Health’s Directorate Management Team 
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2.0 Equality Statement 
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Leicestershire Partnership NHS Trust (LPT) aims to design and implement documents 
that meet the diverse needs of our service, population, and workforce, ensuring that none are 
placed at a disadvantage over others. It takes into account the provisions of the Equality Act 
2010 and promotes equal opportunities for all. This document has been assessed to ensure 
that no one receives less favourable treatment on the protected characteristics of their age, 
disability, sex (gender), gender reassignment, sexual orientation, marriage and civil 
partnership, race, religion or belief, pregnancy, and maternity. 


 


3.0 Abbreviations and definitions that apply to this SOP. 
 
 


Term Meaning 


AMH Adult Mental Health 


AN Associate Nurse 


AO Assertive Outreach service 


CAP Central Access Point 


CMHT Community Mental Health Teams 


CPA Care Programme Approach 


CPA Care Programme Approach 


CPN Community Psychiatric Nurse 


CRHT Crisis Resolution & Home Treatment team 


CTO Community Treatment Order 


DMH Directorate of Mental Health 


DNA Did Not Attend 


DPS Dynamic Psychotherapy Service 


eIRF Electronic Incident Report Form 


EPR Electronic Patient Record 


GP General Practitioner 


HCSW Health Care Support Worker 


LCAT Local Climate Adaption Tool 


LLR Leicester, Leicestershire, and Rutland 


LPT Leicestershire Partnership NHS Trust 


MDT Multi-Disciplinary Team 


MHP Mental Health Practitioner 


NICE National Institute for Health & Care Excellence 
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NMC Nursing & Midwifery Council 


OP Out-Patients 


OT Occupational Therapist 


PIER Psychosis Intervention & Early Recovery 


POMH-UK Prescribing Observatory for Mental Health, UK 


PSW Peer Support Worker 


PTL Patient Tracking List 


SOP Standard Operating Procedure 


TSPPD Therapy Services for People with Personality Disorder 
 


4.0 Purpose and Introduction 


The overarching aim of CMHTs is to ensure that all patients receive equal access to secondary 
mental health services irrespective of geographical location within Leicester, Leicestershire, 
and Rutland. 


 
They will use their resources efficiently and effectively to provide and integrated 
comprehensive and recovery focused service which is responsive to the individual needs and 
diversity of the population for those who meet the eligibility criteria, this includes the following: 


 
 To undertake person centered multi-disciplinary (MDT) assessment, collaborative care 


planning, treatment, care, support, monitoring, and review of individuals’ mental health 
needs to minimise experiences of mental health impairment and disability focusing on 
recovering and integrated support within the local community. 


 
 To ensure care pathways are clear and easy to understand and that patients are 


referred quickly and efficiently to the correct services without bouncing backwards and 
forwards. 


 
 To ensure that the CMHT and inpatient and specialist mental health pathway is 


seamless. 
 


 To support carers in their caring roles to help them maintain their health and wellbeing. 
 


 Provide advice, information and support to primary care services and other local 
agencies in the recovery of people with mental health needs and work in partnership 
with them in the effective provision and delivery of recovery focused care. 


 


5.0 Duties and responsibilities 







The CMHT core team comprises of specialist Medical Psychiatrists, Nursing, 
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Occupational Therapy, Psychology, Support Workers, Peer support workers and employment 
support workers (in some CHMTs) and administrative staff. 


Where there are staffing issues within a CMHT the Standard Operating Procedure for 
Escalation of Nursing Staff Issues, this SOP can be found on the Trusts intranet. 


5.1. Occupational Therapy provision 
 


Occupational Therapy staff are core members of the CMHTs and will: 
 


 Deliver evidence based and psychologically informed interventions to people with 
mental health problems in the community. 


 
 Use specialised assessment tools to analyse the impact of mental illness on the 


person’s occupational performance. 
 


 Use specifically designed activities as a therapeutic medium with the purpose of 
alleviating or minimising the impact of mental illness on the person’s health and well- 
being. The OT may also adapt a person’s physical or social environment to facilitate 
change and in independence. 


 
 Deliver therapy within the patient’s own home and communities and will utilise 


community resources and facilities. 
 


 Develop collaborative OT intervention plans which will reflect the person’s hopes and 
aspirations and the values of CHIME. This therapy will be delivered as an integral part 
of the persons over all treatment plans. 


 
 Provide interventions will focus on and promote recovery, including the person’s ability 


to function in both their physical and social environment. 
 


 Create OT plans which will take into account the person’s social networks and carers 
and the role they may play in a person’s recovery. 


 
Please see Occupational Therapy Specialist document for full details of the role of OT in the 
CMHT 


5.2. Community Psychiatric Nurse provision 
 


Community Psychiatric Nurses (CPN) are core members of the CMHT, and work alongside 
and independently within the MDT. 


 
They offer a holistic assessment of mental health need, which will include and promote dignity, 
respect, equality, diversity, and human rights. 


 
This will lead to the development of a collaborative care plan, working within the CHIME 







framework. 
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The care plan will be recovery focused and lead to the development of interventions, with a 
review and proposed plan for discharge. 


 
CPNs work within the Nursing and Midwifery Council (NMC) Code and to LPT policies, 
procedures, and Standard Operating Procedures (SOPs). 


 
This includes effective record keeping, supervision, care co-ordination and working in 
collaboration with other services. 


 
CPNs have a personal responsibility to provide leadership, act as role model and teach 
students whilst continuing to assess and support them in practice and learning. 


 
With this, CPNs ensure their own practice is up to date with both mandatory training and 
service developments and ensuring hey have attendance in clinical governance meetings. 


 
Interventions that could be offered include: 


 Collaborative care planning with individuals/family/carers if appropriate 
 Behavioural family work 
 Group work 
 Screen for substance/alcohol issues and undertake harm minimisation work or refer to 


other substance misuse agencies. 
 Risk assessment/harm minimisation work/safety plans/crisis and contingency planning 
 Psychoeducation 
 Prescribing medication, where non-medical prescribing training has been undertaken. 
 Monitoring efficacy of medication, side-effects, and concordance work 
 Anxiety management for complex presentations 
 Psycho-social interventions – offer may vary depending on training. 
 Cognitive behavioural work – offer may vary depending on training. 
 Dialectical behavioural therapy – offer may vary depending on training. 
 The Decider Skills – offer may vary depending on training. 


 
 CASELOAD NUMBERS for Care Co-Ordinators 
 


 Across the neighbourhood teams in both of the clinical AMH and MHSOP pathways. The expected 
caseload for 1 WTE Care Co-Ordinator would be 25, this will be adjusted for part time staff. This will 
allow the following: 
 


 Timely interventions to be delivered. 
 Allow full collaborative review of progress with the patient and their family/carer and update 


the care plan as necessary. 
 To enable proactive nursing and MDT interventions which positively affect the workflow 


through the team and reduces access time for those waiting.  
 Allows for staff to ensure that the core MH assessment, risk assessment and all associated 







framework. 
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documentation is completed to a high-quality standard. 
 


  It is accepted that the acuity of patients can vary, and caseload acuity tools should be used to 
support the allocation of patients, as some care co-ordinators may have patients who need to remain on 
a caseload (for example to receive depot medication in their home environment) but may not need require 
the same amount of clinical intervention. In these cases, it may be appropriate for the caseload to be 
slightly larger than the recommended 25, although we would not expect the caseload to exceed 30 
patients. Where patients are open to a depot clinic the allocation numbers will be different (please refer 
to the depot SOP). There may also be occasions where staff members have less than the 25 patients, 
due to acuity or patient need, this should be considered alongside the caseload review and discussed in 
clinical supervision. 


 


5.3. Referral to Health Care Support Workers and Peer Support Workers 
 


Referrals to Health Care Support Workers (HCSW) and Peer Support Workers (PSW)can be 
made by any member of the MDT. 


 
Before a HCSW/PSW can start working with a service user there must be a care plan in place 
which outlines what is required of the HCSW/PSW (this can be the Out-patient care plan if the 
referral is the RC). 


 
Risk Assessments must also be updated prior to HCSW/PSW involvement. 


 
6.0 Process 
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All people who have a registered GP within Leicester, Leicestershire and Rutland who 
meet the criteria below are eligible for a referral to their local CMHT. 


6.1. CMHT locations and opening hours 
 


There are currently eight CMHTs across the LLR region (see Appendix 2 for a full list of contact 
details). 


 
The core hours of the CMHTs are 9am to 5pm, Monday to Friday. 


 
All CMHTs have an answerphone message directing callers to the mental health helpline when 
the CMHTs are closed. All service users are given information regarding who to contact in an 
emergency or for support out-of-hours. 


 
Some of the community bases share waiting area space with CAMHs services. Where this 
occurs, it is the responsibility of CAMHs to complete their own health & safety risk assessment 
regarding holding clinics in adult mental health bases. They will also hold responsibility for 
individual patient risk assessments. 


 
The CMHT hold their own health & safety risk assessment relating to how the building is used. 
Where there is an adult patient that is a risk to children/sex offenders register/or conditions of 
license relating to them being around children, the MDT will formulate a clear risk management 
plan that will be discussed with the patient and reflected in the care plan. 


 
This is also part of the trust violence and aggression risk assessment which can be found on 
Ulysses and printed off in each base where there are shared waiting areas. 


6.2. Objectives of the CMHTs 
 


 To ensure that there is an understanding of the local population, the area, and local 
resources to enable the effective and efficient delivery of services to individuals. 


 
 To ensure the CMHT meets national guidance, local policy,  and legislation to 


implement best practice. 
 


 The CMHT will complete a recovery focused patient centred MDT assessment of an 
individual’s care needs including physical health and social care needs working in 
collaboration with the patient, carer (where appropriate) and other agencies to develop 
an individualised plan of care. 


 
 To provide a clear and seamless care pathway facilitated by closer working 


relationships with patients, carers, other secondary services, primary care and 
voluntary and non-statutory guidance. 


 
 To provide a proactive, recovery focused, collaborative, and educative approach to 


care, treatment, and follow-up. 
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 To ensure the continuous audit, monitoring and quality improvement of practice and 
service delivery. 


 


6.3. Acceptance criteria 
 


 Patients aged 18-65 years with acute and severe mental health problems, in some 
circumstances patients aged over 17 years will be considered. 


 Older patients who have previously been known to Adult Services unless their 
difficulties warrant the expertise of Older Persons’ Services, ongoing referral to either 
adult or older adults must be made on a need’s basis. 


 
 CMHT will assess people who have complex needs. 


 
 Severe and persistent mental disorders associated with significant disability, 


predominantly psychoses such as Schizophrenia and Bi-Polar Disorder. 
 


 Longer term disorders of lesser severity but which are characterised by poor treatment 
adherence requiring proactive follow up. 


 
 Any disorder where there is significant risk of self-harm or harm to others or where the 


level of support required exceeds that which a primary care team could offer (e.g., 
chronic depression). 


 
 Disorders requiring skilled or intensive treatments. 


 
 Complex problems of management and engagement such as presented by patients 


requiring interventions under the Mental Health Act (1983) (except where these 
patients have been accepted by an Assertive Outreach Team). 


 
 Severe disorders of personality where these can be shown to benefit by continued 


contact and support. 


6.4. Exclusion criteria 
 


 Those people under 18 years of age. 
 Those people who are over 65 years of age with a new presentation. 
 Those people who have not been treated in accordance with the primary care pathway, 


in line with the NICE guidelines, i.e., where low mood/depression, must have trialled 2 
anti-depressants and VitaMinds. 


 Those people who have an Autistic Spectrum Disorder with an associated Learning 
Disability and the absence of a mental health problem. 


 Those people with Substance Misuse needs in the absence of mental health needs. 
 Those people with a first episode psychosis (these will be immediately referred to the 


Psychosis in Early Intervention Service (PIER) 
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 Pre- and post-natal mothers (within 12 months of birth) who are not currently known to 
mental health services. 


 Those people with and organic condition. 
 Those people who have mental health difficulties associated with a physical illness. 
 Those people with a primary diagnosis of an eating disorder. 


 


6.5. Referral and acceptance into CMHTs 


 
As we move into the delivery of our Neighbourhood Mental Health teams we are 
starting to implement new ways of working. This starts with any referral that is received 
into the team. 


Teams are beginning to operationalise a new ‘Front Door’ system and ‘Hub & Spoke’ 
ways of working to be more responsive to meet individual needs that are identified 
through a need led conversation and provides contact for the patient at a much earlier 
point. 


There are several interdependent requirements that need to be met for all teams to fully 
operate in these new ways, and so until this is in completion further guidance is 
available at page 32 of this document for those teams that are delivering new ways of 
working. 


 


 
Each CMHT currently provides one referral and acceptance service which includes medical 
outpatients. This includes the maintenance of the “Patient Tracking List” (PTL) process for all 
new referrals and people held on a waiting list, with the CMHT Team Lead, Team Manager 
and Admin Manager maintaining responsibility for the management of referrals. 


 
External referrals initially go into the Centralised Access Point (CAP) will be triaged and to 
ascertain if the person meets the CMHT eligibility criteria accepted for assessment which is 
outlined above. Internal referrals go directly to the identified CMHT. 


 
Referrals into the CAP or CMHT will be accepted from the following depending on whether the 
referral is external or internal. Internal can be made directly to the teams. 


 Self-referrals – into CAP only 
 GPs. 
 MHF’s, Mental Health facilitator (referrals can be made straight into the CMHTs and 


are classed as internal) 
 Primary Care Practitioners (referrals can be made straight into the CMHTs and are 


classed as internal 
 Social Services Teams 
 Other Community Mental Health Teams 
 In-patient areas 
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 PIER 
 Vitamind Services 
 Criminal Justice services including the Police, 
 Drug and Alcohol Service 
 Assertive Outreach Services 
 Child and Adolescent Mental Health Services 
 Crisis Resolution Home Treatment Services 
 Asperger’s Assessment Services 
 Adult Attention Deficit Hyperactivity Disorder Services 
 Perinatal and Maternal Mental Health Service 
 Other Mental Health Trusts/Teams 


Referrals can be made via the CMHT Referral form, letter, or e-mail to the specific CMHT (see 
Appendix 2 for the CMHT address, e-mail and addresses). 


 NHS number 
 Ethnic origin and language. Please state whether an interpreter will be required. 
 Reasons for referral and why now? 
 Whether the referral requires a routine or 5 working day response (for CPN 


assessment only) 
 Any significant life events. 


 Dependants 
 Next of Kin 
 Working diagnosis and treatments already tried 
 Previous psychiatric history 
 Relevant personal and family history 
 Co-existing medical conditions including medication. 
 Risk to self and others, current and historical. 
 Safeguarding and whether these concerns have been reported to the police. 
 Existing support networks already in place 
 Carer details (please note: where a carer of someone with a mental illness has been 


involved in the persons care). 


If the referral does not contain the above information, an identified administrator should seek 
such information from the referrer. 


 
All CMHTs provide a (during Monday-Friday) receive referrals via the Centralised Access 
Team (CAP) or direct referrals from within other services in LPT. A senior clinician will allocate 
referrals on priority for assessment. 


 
Referrals will fall into the following two categories: 


 
 Routine referrals (target of 6 working weeks) will be offered an appointment for 


assessment. The patient will be allocated the next available appointment for 
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assessment within either the CMHT or medical out-patients. 
 


 Urgent (5 working days for CPN only) referrals will be offered the first available urgent 
appointment within the CMHT (not medical out-patients). If the referral is re-graded to 
routine this should be communicated to the GP and the patient with a rationale for the 
decision by the Centralised Access Point. 


 


Following assessment of referrals, the assessor must contact the original referrer to provide 
feedback. If the referral requires a crisis response rather than a 5 working day urgent 
response, CAP will arrange this. 


 
Referrals will be received and screened from the Crisis Resolution and Home Treatment Team 
(CRHT) and administered as per the Transfer Protocol between CRHT and CMHTs which can 
be found on the LPT intranet. 


 
Referrals will be accepted from out-of-area placements or Alternative Hospital Placements for 
patients returning to Leicester, Leicestershire, and Rutland. 


 
Internal referrals from inpatients/CRHT/PIER/AO or any other LPT service, will be reviewed in 
the referral review meetings and a decision will be made about suitability for assessment. 


The outcome of the referral review meeting must be recorded in the patient’s records and a 
letter must be sent to the referrer outlining the outcome of the referral meeting decision. 


 
All external referrals via CAP must be assessed and not secondary triaged within the CMHTs. 


 
Where a referral has been received and a client has recently completed exploratory 
psychological therapies, i.e., TSPPD, DPS, this does not exclude them from assessment and 
treatment in the CMHT. 


 
Where a GP has referred to LPT Psychiatry requesting support with polypharmacy an 
assessment should be undertaken to assess clinical need. 


6.6. Catchment Team decider 
 


For those patients whose address and GP bridges over two locality team areas the following 
rule for allocation to locality team applies; 


 
For those patients who live at a City address but are registered with a county GP – this referral 
would go to the city team allocated to the area the patient lives. 


 
Where a patient address and GP bridges two county teams- the person is allocated according 
to which GP they are registered with. 


 
 County/City – address dictates allocation 
 County/County-GP dictates allocation 
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For out of area patients the GP they are registered with should then dictate which team 
they are allocated to, and this can be clarified through the CCG. 


 


6.7. Violent Offender GP service provided by LLR Special Allocation Service, 
PO Box 11058, Leic, LE1 8FL 


 
The CMHT which in which the patient lives in will pick up the referral for patients under the 
violent offender GP based at the address above. City West CMHT will not pick up these 
referrals. 


6.8. Assessment 
 


A comprehensive multi-disciplinary/joint (where possible) assessment including physical 
health needs and assessment of risk will be undertaken in line with the LPT Care Programme 
Approach Policy. 


 
This assessment will determine the level of needs subsequent to treatment/intervention and 
CPA level required and could include diagnosis. 


 
Following assessment there will be an MDT discussion regarding suitability, treatment, and 
management options, and who is the most appropriate professional to deliver the required 
treatment. This will include a discharge plan. 


Following discussion with the MDT if immediate allocation to a CPN is not possible, the service 
user will be placed and managed through the waiting list management process SOP which 
can be found on the Trusts intranet. If a worker can be allocated without the need of the patient 
going onto a waiting list, the patient must be contacted and seen within 14 days of allocation. 
For those patients who are being referred from CRHT, contact with the patient must be within 
7 days, best practice would be for CMHT staff to be present at the discharge meeting with 
CRHT. 


6.9. Duty Worker System 


7.0 Duty Support 
 


Each Neighbourhood Team operate a daily duty system which allows service users contacting the 
base, either by telephone or in person, whose allocated key professional is unavailable, to speak 
to a clinician and be provided with appropriate advice and support, that cannot wait until the next 
scheduled clinical contact. 


 
The overarching principle is that duty needs for each Neighbourhood team will be a team 
approach, shifting from historically being the responsibility of one person each day. 


 
Participation on the Duty Rota will be on a pro rata basis based on the number of professionals 
available in each pathway within the Neighbourhood Teams. 


 
All clinicians from all professional backgrounds will be required to participate in the Duty 
Coordinator role. 
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The role of the Duty Coordinator should be made clear to service users and carers to ensure 
they are aware of expectations of the response. 


 
Service users, carers and external services may contact the team during office hours to request 
support for unplanned non-urgent clinical or non-clinical issues that need a response before the 
next planned clinical contact. 


 
Timeframes for responding to duty calls 


 
It is recommended that any calls directed to duty should be responded to within 1 working day of 
the call being made to the team. If the time period falls on a Friday afternoon after 4.30pm prior to 
the weekend, then the caller should be directed to call NHS 111 – Mental Health option 2 if their 
query or request for support cannot wait until Mon. 


 
 


Duty Responsibilities 


Community Manager 


It is the responsibility of the community manager for the neighbourhood to plan and schedule a 
daily rota, consisting of one registered clinician from the adult pathway and one registered clinician 
from the MHSOP pathway each acting as duty coordinator for their clinical pathway. The daily rota 
will also include one unregistered staff member from Adult and MHSOP pathways. 


 
In the event of the rostered Duty Coordinator being unavailable due to sickness or personal 
emergency, then the Community Manager, or their covering manager, should reallocate the duty 
to other professionals available within the team. 


 
In the event of a member of staff failing to call in safe at the end of their shift, it will be the 
responsibility of the Community Manager to ensure duty cover is in place. 


 
 


Duty Coordinator 
 


The Duty Coordinators will work collectively to ensure duty support is available across the whole 
neighbourhood team, ensuring there is a consistent and timely response between the hours of 
9am to 5pm, Monday to Friday. 


 
It is expected that when allocated as Duty Co-ordinator, the clinician will be office based to support 
the wider team with clinical queries and be available to support any clinical queries with service 
users or other professionals who may present at the team base. 


 
The Duty Coordinators will be available to attend the MDT Referral meeting, to agree key roles 
and determine any outstanding duty needs from the previous day. 


 
It is the responsibility of the Duty Coordinator or the most senior member of clinical staff on duty to 
screen and manage the task box regularly throughout the day until 5pm and respond to messages 
in priority of urgency and within 1 working day. If the call back is unsuccessful, then an SMS 
should be sent advising that contact has been attempted. 
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If there are any issues raised as part of the duty call that cannot be safely managed by the 
Duty Co-ordinator, then it is expected that the Duty Co-ordinator will seek support from the most 
appropriate clinician from with the Neighbourhood MDT. 


 
It is the responsibility of the Duty Coordinator to ensure that any clinical advice provided is clearly 
documented on the service user’s electronic clinical record (SystmOne) by the clinician providing 
that advice. 


 
The Duty Coordinator will be responsible for ensuring the safety of clinician’s within the teams at 
the end of the working day in line with the Lone Working Policy and escalate any concerns to the 
Neighbourhood Community Manager, or their covering Manager. 


 
Non-Registered Clinical Staff 


 
Non-registered clinical staff will also be identified and added to the rota to be available to support 
the duty coordinators any with duty needs within their scope of practice. 


 
 


Medical Staff 
 


Whilst Medical colleagues will not be part of the formal duty rota, they will be available to give 
medical advice to duty clinician as needed. 


 
 


In the event of the team medic being absent – the duty clinician should contact the Senior 
Administrator for the relevant pathway who will signpost to covering medic 


 
 


Administration Staff Process 
 


Administration staff will be the first point of contact for all telephone calls coming into the service 
for service users and carers who contact the team, ensuring they establish the caller’s 
identification and enquiry and deal with any simple non-clinical queries within their competence or 
to transfer any routine calls to the appropriate clinician or if they are not available to take a 
message. 


 
When taking calls, admin should establish the caller’s identification and the nature of the enquiry, 
entering details onto the Duty Message Template. Please refer to Appendix 1) . The template 
should then be copied onto the Communication Log on S1 as well as any further advice or support 
given. 


 
When taking a message that requires an urgent escalation related to the service user’s mental 
health condition, the admin team should in the first instance, take the details and document these 
on the Communication Log on SystemOne, advising the service user that they can expect a call 
back within 24hrs. 


 
A task should then be sent to the Duty Task box, ensuring that no details of the call are described 
in main body of the task but directing the Duty Worker to the Communication Log, ensuring they 
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state the date and time of the call for them to identify the relevant message. 
 
 
 


Admin should always be supported by clinical staff when dealing with difficult calls or aggressive 
service users. 


 
Admin should redirect any calls from service users who are on an Access referral that requires an 
urgent response to NHS111 – Mental Health option. 


 
Admin staff should refer to the Dealing with Difficult Calls SOP for support and guidance on 
dealing with telephone calls into the services. 


 
 


Out of hours support 
 


Service users/carers should be made aware of the urgent mental health telephone support and 
advice by calling 111 - Mental Health option 2. You can also access the Chat Mental Health text 
service on 07480 635199. Both of these are available 24 hours a day, 7 days a week. 


 
Other support 


 
Service users/Carers should be given other appropriate contact numbers/details for additional 
support that can be provided by Neighbourhood Partners. 


 


 
6.10. Waiting List 


 
Waiting lists are managed through the Patient Tracking Meetings. 


 
For CPN input the Team Leads will manage this list as outline in the CPN Waiting List SOP. 


 
OT, Psychology and Responsible Clinicians have separate waiting lists and patients do not 
need to have another identified professional involved unless there is a clear need. 


 
Patients can remain on a waiting list until there are allocated to an identified worker, they can 
contact the duty worker if they need to and can call CAP out of hours. 


 


6.11. Collaborative Care Planning 
 


All patients, should have an interim safety plan with immediate effect, including patients on the 
waiting list, which will be sent via post or email dependent on preference. 


 
The Care Plan will be completed in collaboration with the patient /carer (where appropriate) 
within 4 weeks and will focus on strengths with an emphasis on recovery, be holistic and 
meaningful, will reflect diverse needs, culture and ethnic background and address the needs 
identified in the assessment with details of how they are going to be met and by who and when. 
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Any unmet needs will be identified. Each patient should be offered a copy of their care 
plan that they can agree and sign. 


Care plans can be written by the care co-ordinator or the Lead Professional depending on 
CPA level. Other disciplines can also write part of the care plan with the patient. 


 
Where a patient does not want to engage in the collaborative care planning, a best interest 
care plan will be written, and a copy given to the patient. The identified worker will regularly 
discuss and review collaborative care planning with the patient. 


 
Physical health problems if identified will be discussed with the patients GP. Where patients 
will not attend their G.P the Team take on some limited responsibility where there is clinical 
competence and in collaboration with the GP. 


 
Ensure that care and treatment is evidence based and appropriate to the individual and 
adhering to NICE Guidelines. 


 
If a service user is accepted for Home Treatment with CRHT, the service user will remain open 
to the CMHT. 


 
As part of the collaborative care planning project, there will be on-going peer and patient care 
plan reviews, this process is in development. 


 
When a HCSW is undertaking a set piece of work it is the responsibility of the Lead 
Professional or Care Co-ordinator to ensure that this work is outlined in the care plan with 
clear expectations of what is expected from the HCSW. 


 
Risk assessment is mandatory for all patients regardless of their CPA status and will be 
completed on assessment and reviewed on a 6 monthly basis as per the risk assessment 
policy. 


 
All assessments of risk and reviews to be summarised and entered onto the trust electronic 
risk assessment tool in the patients’ electronic records. 


 
An exception would be when it is agreed by the MDT that a patient can be allocated to a 
waiting list for psychology input without further support from other disciplines in the CMHT. 


 
In such cases there would be no ongoing routine review or risk assessment unless the patient’s 
circumstances/risks change (see ‘Psychology Provision’ for details of waiting list 
management). 


 
In accordance with the risk assessment policy the therapeutic risk and safety management 
tool can be used when patients have complex mental health need, are at high risk of impulsive 
self-harm or to others and who frequently threaten to self-harm or any other risks where this 
approach is deemed relevant and helpful. 
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All staff must read and adhere to the risk assessment policy, which can be found on the 
Trust website. 


6.12. Interventions and treatments 
 


Services are provided across a variety of clinical settings including medical out-patient clinics, 
non-medical out-patient clinics, and home visits: 


 
 Case management by team members (including Psychiatrists) who support patients 


for time limited periods. These patients may later be discharged to primary care for 
ongoing support or may require a longer-term approach if complexity indicates 
increased input. 


 
 Regular reviews which are patient focused (multi- disciplinary). All reviews to be 


communicated to care team and GP via task, minimum of yearly updates. 
 


 Relapse prevention 
 


 Review of risk on a regular basis. As per LPT risk assessment policy 
 


 Each patient will be assigned a care co-ordinator/lead professional who has overall 
responsibility for ensuring appropriate assessment, care, and review. There will be 
agreed written and verbal means of ensuring good communication between team 
members. Care co-ordinators and lead professionals can be from any discipline as per 
CPA Policy. 


 
 Family/carer/people important to the patient will be involved in the review of the care 


plan wherever possible and in consultation with the patient. 
 


 Prescribing, administering, and monitoring medication as indicated by clinical need, 
with blood tests as necessary to monitor therapeutic levels or side effects. 


 
 Monitoring of medication side effects 


 
 Emotional support to patients and carers 


 
 Harm minimisation interventions 


 
 Some patients will be subject to a Community Treatment Order (CTO), and staff will 


follow the correct policies for this. 
 


 Family and carers’ support – Signposting and support for families and carers will be 
provided as needed. 


 
 Carers will be offered a self-assessment or referred to social care for a comprehensive 


assessment as appropriate. 
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 Referred to Social Care 


 Working with patients that are on a Community Treatment Order. Staff working with 
patients who are on a CTO must adhere to the CTO SOP which can be found on the 
intranet. 


 
 Liaison/co-working with other statutory and voluntary agencies. 


 
 Physical Health screens will be offered for those people commenced on anti-psychotic 


medication or on high dose anti-psychotic medication, as per the metabolic monitoring, 
SCA and high dose anti-psychotic guidance. Once people are stabilised on anti- 
psychotic medication then metabolic screening should be transferred back to primary 
care. CMHT’s will offer physical health clinics within their base where patients are 
reluctant to attend another service or commencing anti-psychotic medication, and 
patients must be referred to this clinic in the first instance and not outside agencies. 
HCA’s can offer home visits if necessary following discussion with the MDT (see 
Appendix 4). 


 
 CMHTs also offer depot clinics, nurse led clinics, non-medical prescribing clinics and 


physical health clinics. 
 


 Psychological informed interventions including: 


o Including social skills training, anxiety management, family therapy, but not 
stand-alone treatments 


o Behavioural Family Therapy is available for some families. 
o Psychosocial interventions 
o DBT 
o CBT 


 
 Patients will be actively encouraged and supported in accessing primary health care 


and health improvement services in the local community. 
 


 CMHTs are committed to a recovery model of service that builds on the personal 
strengths and resilience of the patient. 


 
 CMHT staff encourage hope and respect diversity, ensuring that the patient, their family, 


and support networks are central to the process of any work undertaken in the CMHT. 
 


 Professional staff and support workers deliver a range of interventions to assist the 
patient to recover and maintain stability. 


6.13. OP Clinic – purpose 
 


The Out-Patients’ Clinic’s functions include: 
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 Assessment of mental illness/disorder 


 Establish a diagnosis. 
 Start and review psychiatric treatment. 
 Review patients’ progress 


 


When new patients are assessed for the first time, the clinicians need to fill in the core and 
risk assessment. The follow up reviews are documented on the progress notes. 


 
The medics then write to the patient’s GP to inform them of the outcome. The clinicians send 
copies of the care plans to their patients. 


 
When the psychiatrist feel that patients may need further support from the CMHT, they send 
an internal referral to the CPNs, OTs and psychologists – depending on what input is needed 
and required. Moreover, they discuss the planned input during their respective MDTs. 


6.14. Nurse-led Clinics 
6.14.1. Patient criteria 


 
 All patients will be deemed to be clinically appropriate for input in a clinic environment 


rather than a home visit. 
 


 In the instances of complex child/family issues these may warrant home visits 
 


 May include people who have a risk history that requires clinic visits rather than home 
visits in relation to the safety of staff and others. 


 
 All patients will have had an initial MDT discussion and CPA level agreed. 


 
 All patients must have a core mental health assessment, risk assessment and care plan. 


 
 Patients will need to be in agreement to attend appointments at a team base or other 


agreed clinic location. 


6.14.2. Referral process 
 


 The admin team to set up clinics on SystmOne for individual workers, who have been 
identified as a community clinic. 


 
 If the CMHT have a specific worker completing the CMHT clinic for the whole team, then 


workers must complete the 1-page referral form and pass to the admin team for recording 
on SystmOne and transferring to the CMHT clinic workers clinic case list where they will 
be deemed as the Lead Professional. 


 
 Unless otherwise specified the admin team to arrange first appointment in the CMHT 


clinic and send the patient an appointment letter. All further appointments will be made 
with the patient in the clinic before they leave their appointment. 
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6.14.3. Format of clinics 
 


CMHT clinics will be led by Mental Health Practitioner (MHP) and may be supported by a 
support worker. Each patient will have an individualised care plan devised within the clinic 
or out-patient setting in conjunction with the patient. 


 
The Non-CPA care plan letter. This care plan letter will be sent to the patient and copied to 
their GP. 


 
This plan will provide details of the will focus on recovery, recognising relapse indicators and 
promoting independence. 


 
This care plan will be flexible and based on the patients’ needs and will be reviewed annually 
or sooner if the patients’ needs change. 


 
The duration of each follow up appointment will be individual and based on patient need. 


 
The clinic worker will need to plan each clinic and allocate the required amount of time for 
each patient. 


 
Following each appointment, a record will be inputted onto SystmOne. 


 
There will be an annual review for each patient who remains under the care of the CMHT 
clinic where the care plan will be reviewed and amended as required. 


 
The GP will receive correspondence following the initial assessment with a copy of the care 


plan and again following the annual review or when any significant change occurs. 
 


6.14.4. Discharge from the clinic 
 


Following a review, a decision will be made to move to the discharge process with the patient. 
A letter will be sent to the GP informing and any other involved professional. 


6.14.5. MDT support 
 


All patients must have a medical review at least annually (as per CPA policy). 
 


 Processes need to be in place to allow patients to be “fast tracked” back in the team 
via the MDT meeting as required. 


 The team’s duty system may cover all patients seen in the CMHT clinic if they 
experience a crisis between appointments. 


 The MDT/CMHT may have an agreement to cover the clinic in the event of 
unexpected staff absence, this will be dependent on the clinical need of the patients. 


 Admin team will support with require the correct recording/administration of the 
clinics and standardisation across all teams. 


 Individual Mental Health Practitioners will outcome their own appointments 
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6.14.6. Clinic cover and cancellations 
 


Clinics should only be cancelled in exceptional circumstances and every effort made to 
ensure the clinic is re-booked as soon as possible with both patients and staff kept informed. 


 
If a clinic has to be cancelled due to short staffing or sickness, the following procedure must 
be followed: 


 
 Inform the Team Lead of staff sickness/absence and the need to cancel a clinic. 


 
 The Team Lead should explore alternative options before cancelling the clinic e.g., 


are other staff available? 
 


If there is no option other than to cancel the clinic, the Band 7 should contact the admin team 
to contact the patients to cancel their appointment. 


 
Admin / MHP may then reschedule the patient’s appointment and send out an appointment 
letter. 


 


6.15. MDT Support 
 


All patients must have a medical review at least annually (as per CPA policy). 
 


Processes need to be in place to allow patients to be “fast tracked” back in the team via the 
MDT meeting as required. 


 
The team’s duty system may cover all patients seen in the CMHT clinic if they experience a 
crisis between appointments. 


 
The MDT/CMHT may have an agreement to cover the clinic in the event of unexpected staff 
absence, this will be dependent on the clinical need of the patients. 


 
Admin team will support with require the correct recording/administration of the clinics and 
standardisation across all teams. 


 
Individual Mental Health Practitioners will outcome their own appointments. 


6.16. Depot Clinics 
6.16.1. Duties and responsibilities 


 
It is the responsibility of all registered nurses, pharmacy technicians and an Associate Nurses 
(AN) who has been assessed as competent via the LCAT process, to administer depots to 
work within this SOP process. 


6.16.1.1. The Prescriber 
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It is the prescriber’s responsibility to ensure the administration chart is updated as soon as any 
change in the depot type, dose or frequency has been made. 


 
Paper depot administration cards must be stored in a central folder in a locked cabinet that all 
prescribers can access (ensure that this is included in local induction processes). 


 
Any changes must be documented in the progress notes or depot template on SystmOne and 
the GP informed. 


 
It is the prescriber’s responsibility to work within the Trusts SOP on the use of Long-Acting 
Injectable Antipsychotic Medication in adults and the Medicines Management Policy. 


 
Prescribers must also ensure that the depot is reviewed at a minimum of yearly. This adheres to 
the Practice Standards in the Prescribing Observatory for Mental Health (POMH-UK) and NICE 
guidance CG178 ’Psychosis and Schizophrenia in adults: prevention and management’. 


 
6.16.1.2. The Registered staff 


 
It is the responsibility of registered staff to work within the Trusts SOP on the use of Long-Acting 
Injectable Antipsychotic Medication in adults and this SOP before administering any depots in 
the depot clinic. 


 
They must also read the Chaperone Policy for Adults and Children and the Anaphylaxis Policy 


and if they are a prescriber, they must read the Medicines Management Policy. 
 


Registered staff must record in the progress notes or depot template (this is dependent on 
whether the team has gone live with the depot template, there is no need to record in progress 
notes if the template is being used) on SystmOne when they have given the depot. 


 
Registered staff must sign on paper depot administration charts that they have given the depot. 


 
Guidance and support regarding consent should be given to service users before treatment 
commences. The granting or withholding of consent should be recorded in the clinical record. 


 
Before administering the Long-Acting Injectable, the registered nurse must assess the service- 
user, taking the bullet points below into consideration and documenting where appropriate: 


 
 The service users current health/mental health status. 
 Concurrent medication. 
 Any evidence of side effects from the medication. 
 The service users current wishes, feeling and rights in relation to the treatment. 
 Whether a consultation with the doctor needs to be arranged. 


6.16.1.3. Health Care Support Workers 
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Health care support workers (HCSW) can assist in the smooth running of the clinic by greeting 
patients in the waiting room and alerting the registered practitioner when they arrive. 


 
They can also support in ordering medication and collecting medication if required. 


They can arrange new appointment dates. 


It is helpful for a HCSW to support patients to complete regular side-effect rating scales (either 
after a change in dose, depot type or if someone has recently been commenced on a depot). 


 
This should then be scanned onto the patients SystmOne record and the prescriber emailed to 
ask them to review the scale. If patients are stable on a Depot than side-effect scales can be 
completed annually. 


 
Health care support workers can document in the patients SystmOne progress notes how the 
patients were during their time at the clinic and any other relevant information. 


 
6.16.2. Patient criteria 


 
All patients will be on the existing caseload of any registered staff member within the CMHT or 
on the caseload of medical out-patients. 


 
All patients will be deemed to be clinically appropriate to attend a clinic setting to receive their 
depot injection. 


 
All patients must have an updated risk assessment and Care Plan (including the out-patients 
care plan) on SystmOne (updated following the last review) prior to referral to the depot clinic 
(this will be completed by the key worker). 


 
Patient agreement to attend appointments at a team base or other agreed clinic location is 
essential. 


 
6.16.3. Referral process 


 
The admin team to set up depot clinics on SystmOne for the Team. 


 
The patient will have had a recent review where the decision has been collaboratively made, to 
move the patient to a depot clinic. 


 
All depot clinic patients must be assigned to a named key worker. This can be the staff member 
who predominately runs the depot clinic, or any other registered team member or medic. 


 
It is the responsibility of the key worker to ensure that the Admin Team are aware of who will be 
taking the key worker role. 


When the agreement has been made with the person to attend the depot clinic, a date can be 
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arranged with the depot clinic for the person’s first appointment. All further appointments will 
be made with the patient in the clinic before they leave their appointment. 


 
The depot clinic staff must be informed of who obtains the persons depot e.g.: it is to be ordered 
by the person themselves and they will bring the depot, or the team will arrange ordering and 
collection of depots which can be stored at the CMHT base if required. 


 
If storing, each base must have proper storage facility and regular checks to ensure obsolete 
medicines are removed safely. These checks will be carried out using the Amat system. 


 
6.16.4. Format of clinics 


 
A typical depot Clinic will be led by one nurse/associate nurse and may be supported by a Health 
Care Support Worker. Each clinic will be flexible based on the patients’ needs. 


 
For teams who operate a large depot clinic, appointment slots will be given to patients to attend. 
Small clinics can run on a drop-in basis. 


 
Any patient can request to have a chaperone, or a nurse of the same gender administer the depot. 
This must be discussed with the patient prior to attending the depot clinic. 


 


 
6.16.5. Administration charts 


 
All patients must have a valid administration paper chart. 


 
All charts must have a prescriber’s signature on as this is the legal authority given to the 
nurse/nursing associate to administer the depot. If there is no valid signature the depot 
must not be given until the card has been updated. 


 
All charts must have all sections completed in full. All cards must have a review date and will 
need to be updated following the review date. 


 
PLEASE NOTE: DEPOTS MUST NOT BE GIVEN IF THE REVIEW DATE HAS EXPIRED ON 
THE ADMINISTRATION CHART. REGULAR MONTHLY CHECKS OF DEPOT CARDS MUST 
BE UNDERTAKEN TO ENSURE THE CHARTS ARE ALL IN DATE. THIS CAN BE 
UNDERTAKEN BY EITHER THE DEPOT NURSE, DUTY NURSE, PHARMACIST OR 
PHARMACY TECHNICIAN. 


 
6.16.6. Procedure for access to adrenaline 


 
Always check the known allergy status of the patient prior to any intervention. 


 
Anaphylaxis is a severe, life-threatening, generalised, or systemic hypersensitivity reaction. It is 
characterised by rapidly developing, life threatening problems involving: the airway (pharyngeal 
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or laryngeal oedema) and/or breathing (bronchospasm with tachypnoea) and/or  circulation 
(hypotension and/or tachycardia). In most cases, there are associated skin and mucosal 
changes. 


 
All staff should be up to date with their anaphylaxis training prior to giving any injections and 
should ensure they have read the anaphylaxis policy. 


 
Adrenaline must be available in all depot clinics. It must be checked monthly to ensure it is not 
expired and any expired medication should be returned to pharmacy. Adrenaline must be stored 
in a locked cabinet and all staff working in the depot clinic must be familiar with where it is stored 
and check stock prior to the clinic running. 


 
6.16.7. Discharge from the clinic (applies to patients only seen in the Depot 
clinic) 


 
Prior to the final appointment and MDT review/discussion, if it is clinically appropriate and the 
patient has not required any additional input during their attendance at the depot Clinic, then 
discharge back to the G.P can be completed if the GP or Mental Health Facilitator is prepared 
to administer the depot. 


 
The key worker will write a discharge letter to the patient which will include their agreed care 
plan. A copy of this letter must be sent to the GP. 


 
6.16.8. MDT Support 


 
All patients must have a prescriber review at least annually of their medication. 


 
The team’s duty system needs to provide cover to all patients who are only being seen in the 
depot clinic and under the care of medical out-patients if they experience a crisis between 
appointments. 


 
The CMHT must have an agreement to cover the clinic in the event of unexpected staff absence. 


 
All registered staff must spend one hour shadowing in the depot clinic each year to ensure they 
are familiar with the running of the clinic (Clinical Team Lead to arrange this) 


 
All new registered staff to the team must shadow in the depot clinic for at least 2 clinic sessions 
before being allowed to run the clinic. 


 
Any registered staff who have not administered a depot for a prolonged period (more than 12 
months) must be LCAT assessed as competent before administering depots. 


 
The Clinical Team Lead must monitor this and ensure this has been completed prior to the new 
staff member administering any depots. 


 
Only LCAT assessors can sign off competency. 
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Admin team involvement is required to ensure the correct recording/administration of the clinics 
and standardisation across all teams ensuring all appointments are outcomes as per team 
processes. 


 
6.16.9. Clinic cover and cancellations 


 
Clinics should never be cancelled as this will result in patients not receiving necessary 
medication. 


 
If a clinic worker is unexpectedly absent, the following procedure must be followed: 


 
 Inform the Team Lead of staff sickness/absence and the need to identify another worker 


to run the clinic. 
 


 The Team Lead should prioritise the team/individual workers visits and identify a nurse 
to run the clinic on that day. This may result in cancellation of routine visits on the team’s 
caseload rather than cancellation of the depot clinic. 


 
 
 


6.16.10. Did Not Attend (DNA) process. 
 


If a patient fails to attend, the clinician who is undertaking the depot administration will undertake 
a risk assessment utilising all information available to them e.g., risk assessment, care plan, 
historical knowledge, discussion with other staff etc. 


 
The outcome of this risk assessment will determine the clinician’s response. However, the 
patient will need to be followed up by the clinic nurse/HCSW/duty worker and discussed in the 
next MDT to identify a way forward. 


 
Further appointments will be rescheduled by either the clinic nurse or the HCSW. If there is any 
stored medication at base that is no longer required, this must be disposed of as per policy. The 
LPT DNA policy must be adhered to, and relevant actions taken. 


6.17. Waiting List Management 
6.17.1. Duties and responsibilities 


 
The Clinical Team Leads within the Planned, Treatment and Recovery Services will manage 
the CPN waiting list. They may delegate this to a registered MHP/CPN in their absence who 
will be supported by the team manager. 


 
Team Managers will review the CPN waiting list each month via the Patient Tracking List (PTL) 
meetings. 


 
Any emerging issues/risks about the CPN waiting list must be escalated via the Community 
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Quality and Safety meeting and be included in the highlight report which is completed for 
each meeting by the team manager. 


The Service Manager will review waiting lists for their teams during management supervision. 
 


Community Matron to ensure checks are made for assurance that the processes in this 
document have been followed. 


6.17.2. Process 
 


Prior to going onto the waiting list, referral to be discussed at the referral meeting and allocated 
an appropriate assessment slot. 


 
Inpatient referrals should be screened as and when referrals come into the team. 


 
This may include seeing people on the ward. Assessments should not be delayed until patients 
are discharged from the ward/ CRHT and should be done as soon as availability allows to avoid 
unnecessary delays to discharge and treatment. 


6.17.3. Assessment 
 


If a patient is accepted and cannot be allocated immediately to a CPN then a letter (appendix 
8) must be sent to the patient explaining that they will be on the CPN waiting list and be 
allocated as soon as possible. 


 
The letter will explain the expected duration of the wait and how to receive support in an 
emergency or if their situation deteriorates. 


 
However, if it is felt by clinicians that the patient requires more immediate support this can be 
started immediately as per the wait list management red rag rating process (appendix 10). 


 
This letter can be amended to detail this level of contact will start earlier than the 3 months 
outlined below. Patients under the care of CRT assessed as requiring CPN input must be 
offered immediate support as per red rag rating process to allow for CRT to discharge. (Action 
from risk register for historical reg 28). 


 
A safety plan must be completed with the patient by the assessing clinician which may require 
a second appointment if it is not completed at the first appointment. 


 
If a second appointment is required, this must be complete within 7 working days of the 
assessment date. (appendix 9 – selection of safety plans for use with patients or staff may use 
an alternative if they wish). 


 
The Team Lead and assessing clinician will rag-rate the patient according to level of risk (see 
appendix 10) and record details on the waiting list forms (Appendix 5). 


 
When a patient reaches 3 months following assessment, the Team Lead (or delegated staff 
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member) will write to the patient with a date and time of the first telephone contact, using 
the standard template letter to patients which can be found in SystmOne. 


The telephone contact is to review the current situation, assess any risks and advise the length 
of future wait. 


 
There is a guide (Appendix 6) to support staff with the telephone assessment and improve the 
quality of telephone contacts. 


 
Patients will then be contacted depending on the rag rating. Patients can be moved up or down 
the rag rating depending on circumstances and level of risk. 


 
If unable to reach the patient by telephone the team will send a second letter with a new date 
and time. 


 
If the patient does not respond to the second telephone appointment, then Team and Team 
Manager to review as per the Trust DNA Policy. 


 
In some circumstances, the patient and the Team Lead may decide that regular telephone 
contact is not beneficial for certain patients. Team Lead must discuss this with the MDT and 
agree the plan. 


 
The decision must be documented in the patient’s notes. 


 
If it is decided not to contact the patient, then a letter must be sent to the patient every 3 
months outlining the expected length of time until the allocation of a CPN (Appendix 5) 


 
Internal referrals for CPN input can be made at any time and discussed in the MDT. The risk 
assessment must be updated by the referring clinician prior to the patient going onto the 
waiting list. 


 
Occasionally a referral is made for a patient, often leaving an inpatient facility and the future 
address is not yet certain. 


 
In this instance patients should be referred to the locality team determined by their most recent/ 
current address however should a change occur to address and/ or GP and the patient needs 
to be moved to a different locality team they should be transferred to the relevant place on the 
waiting list based on date of referral. 


 
This enables patients to be referred early and prevents a gap in care post discharge. 


 
Any assessment of any patient should be needs led, plans should be formulated by the MDT 
and clinical rationale for decisions made clear within the patient record and clearly 
communicated to our patients and as appropriate their families and others involved in their care. 


 
As part of Nice Guidance (NG214 Integrated health and social care for people experiencing 
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homelessness) a request has been made to consider moving people up waiting lists for 
health and social care appointments if they are experiencing homelessness because their 
circumstances may mean they are at higher risk of deterioration and premature death. 


There is an accepted need to consider this within planned care and treatment along with other 
high-risk groups; SMI, veterans, and patients with a dual diagnosis. 


6.18. Sickness and absence 
6.18.1. Duties and responsibilities 


 
The Senior Nurse Team Leader or duty worker will organize the safe management of 
caseloads in clinicians’ absence and to undertake or nominate this case management. 


 
The Duty Worker will initiate in the absence of the Senior Nurse Team Leader. 


 
The clinician on sickness absence will contact the base and line manager and the SOP will 
commence on the first day of sickness or other unplanned absence. 


 
They will provide information on sickness, indicative sickness absence period, duties to cover 
and outstanding work. 


6.18.2. First day of absence 
 


It is the responsibility of the clinician ringing in sick to do so at the earliest possible time and 
speak to the Senior Nurse Team Leader and duty worker. 


 
It is the responsibility of the clinician ringing in sick to highlight their appointments booked 
during their anticipated absence and what arrangements should be made about them (this will 
be recorded on the first day absence contact sheet). 


 
These arrangements will depend on assessed need and expected length of absence. 


 
It is the responsibility of the clinician ringing in sick to highlight any outstanding reports or 
assessment outcomes which require completion and discussion on options for completion will 
take place (there is an expectation that staff will have protected admin time of 90 minutes to 
complete assessment paperwork at the time of assessment). 


 
Contingency plans for such eventualities should be discussed with patients as part of 
collaborative care planning. 


 
Contingency plans for such eventualities should be discussed with the line manager as part of 
any Reasonable Adjustment Agreements. 


 
In the event that the clinician is not able to ring in the SystmOne diary will be checked to 
establish planned contacts. 


 
Alternatively, the Senior Nurse Team Leader can make arrangements to obtain/collect the 
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clinicians official diary. 


Administrative and clinical staff will cancel appointments where necessary and where clinical 
staff complete this, a mental health check will take place and be recorded on SystmOne. 


6.18.3. Absences of up to two weeks 
 


Patients without appointments booked but where there are current risk concerns should be 
highlighted at this stage and appropriate responses to contact them outlined. 


 
If these risks are ongoing then these should form part of care plan/contingency plan and an 
alternative clinician should be assigned to the patient. 


 
Patients with appointments during the expected absence should be contacted via telephone 
or writing and informed of the cancelation of their appointment. 


 
If there are concerns regarding the level of risk this telephone contact should be made by a 
clinician and not an administrative member of staff to enable a mental state examination and 
risk assessment to be completed. 


 
Ad hoc contact to the team by patients or others related to the patient’s care should be 
managed through team duty procedure. If the duty worker cannot deal with the contact/enquiry 
they should follow the escalation process detailed below. 


6.18.4. Absences of two to four weeks 
 


When a stage is reached that a patient would have received a planned contact but has not 
due to staff absence then it is the expectation that an appointment with an alternative clinician 
should be made, either face to face or via the telephone. 


 
The reason for deviation from this expectation such as patient declined visit or confirmed 
imminent return of named clinician then this should be recorded in patient’s notes. 


 
In cases where more than one professional sees the patient alternative cover arrangements 
might be initiated by agreement and clearly recorded in patient notes. 


 
Where an assessment or report has not been completed and remaining staff are not able to 
complete the necessary information, a follow up appointment will be made. 


 
Though clinicians undertaking such cover are not taking on full Care Coordinator/Lead 
Professional responsibilities it is important that where possible normal assessment and care 
planning events are not unduly delayed. 


 
This is particularly important in early stages of contact with LPT with the completion of multi- 
disciplinary assessments, risk assessments and care plans or when significant events require 
these to be updated. 
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Any episodes where clinicians cannot comply with this process must be escalated to the 
Service Manager. 


6.18.5. Long term absences – over four weeks 
 


The timeliness of the transfer to a new Care Coordinator/Lead Professional will depend on a 
number of factors including current and historical risk. 


 
This should be planned for as soon as possibility of an absence becoming long term is 
identified. The advantage of such planning is that consistency of care is more likely to be 
achieved. 


 
Clinicians should be proactive in identifying such needs and discussing how they are covered 
with their supervisors prior to any absence. 


 
Any episodes where clinicians cannot comply with this process must be escalated to the 
Service Manager. 


6.18.6. Intermittent absences 
 


It is acknowledged that intermittent but frequent absences can be very difficult to manage. It 
is extremely important that contingency plans are developed and followed. 


 
It will usually be the supervisor’s responsibility to ensure that this happens. 


 
Clinicians who have underlying health conditions that make intermittent absence more likely 
have their own responsibility to ensure contingency plans for their absence are in place to 
enable staff covering to convey to patients what the plan of care will be in their absence and 
to ensure that a covering clinician is aware of what needs to be done. 


 
 
 


6.18.7. Planned absences 
 


It is the responsibility of the clinician taking leave to highlight their appointments booked during 
their anticipated absence and identify cover arrangements. 


 
Wherever possible based on the individual’s needs face to face contact should be arranged 
by the covering worker (these arrangements will depend on assessed need and expected 
length of absence). 


Duty 


Worker  


Individual named 


Clinician ê 
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Band 7 Senior 


Practitioner ê 


Team 


Manager ê 


Service 


Manager ê 


Head of Service 


6.19. Care Programme Approach (CPA) 
 


The CPA provides a framework for the delivery of specialist mental health services and 
seeks to ensure that serviced users who meet the criteria for CPA receive the following: 


 
 A holistic assessment of health and social care needs. 


 
 An up-to-date care plan which directly involves the patient/carer. 


 
 A named CPA care co-ordinator which can be from any professional group within the 


team as per the CPA policy. 
 


 An up-to-date risk assessment. 
 


 Regular review (a minimum of annually). To be communicated with GP. 
 


The principles and standards of CPA also apply additionally to those who do not meet the criteria 
for CPA (referred to as non-CPA) but in a way that is proportional to their needs. These patients 
will be allocated a Lead Professional rather than a Care Co-Ordinator 


 
The seven key principles that underpin the CPA process are: 


 
 The person is at the centre of planning. 


 
 The role of families and carers is actively supported. 


 
 There is good communication and active partnership. 


 
 Services are underpinned by recovery and social inclusion. 


 
 Good quality services are fair, open, and easy to understand. 


 
 Information will be shared, but confidentiality respected. 
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 People will be treated with dignity and respect. 


 
All CMHTs adhere to LPT’s CPA Policy, and all patients open to the CMHTs will be allocated 
a care co-ordinator or lead professional. 


 
The care co-ordinator/lead professional should be undertaken by the person who is best 
placed to undertake the care management of the service user and will be responsible for: 


 
 Maintaining regular meaningful contact with the patient according to the care plan. 


 
 Delivering evidence-based interventions. 


 
 Advising the other members of the care team of any changes in the circumstances of 


the patient which might require review or modification of the care plan. 
 


 Keeping the care plan and contingency plan up to date together with other involved 
clinicians and recording this on SystmOne. 


 
 Keeping the risk assessment up to date on SystmOne. 


 
 Reviewing carers needs where appropriate. 


 
 Following CPA policy and procedures for reviews and coordinating meetings required 


under these. 
 


 There should be evidence within the electronic records, in the form of a letter inviting 
relevant parties to the CPA review process. 


 
6.19.1. Non-CPA patients 


 
Those patients who are not on CPA will still have a collaborative care plan which will be 
completed by the Lead Professional. 


 
Risk assessments will be updated every 6 months as per LPR Risk Assessment Policy. 
Review of care provided will also be required. 


 
Non-CPA reviews can be held at any time that is felt a patient’s care requires review. 


 
This may be at the end of an intervention or if it does not appear that the care plan is the right 
plan for the patient, or for an annual review. 


 
Non-CPA reviews should be held with all relevant people who are involved in the patients care. 


 
The Lead Professional may decide whether the review needs to be discussed in the MDT and 
this will depend on how well the current care plan is working, level of risk or change in 
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presentation. 


The Lead Professional must write to the GP following the annual review or any updates in care 
planning or risk assessing. 


6.19.2. Patient transfers CPA or non-CPA between CMHTs and other internal 
LPT teams 


 
Once an internal referral has been accepted by the CMHT a transfer of care and introductory 
meeting should be arranged, this should be arranged at the patient’s preferred location. 


 
Where the patient is unable to attend or agreeable, the care co-ordinators/lead professional 
can arrange a meeting- face to face/ remote to complete a transfer of care. 


 
To avoid any delays in the patients, transfer all relevant paperwork must be updated prior to 
transfer by the existing team. 


6.20. Advanced statement of Wishes 
 


An Advanced Statement of Wishes (preferences) although not legally binding, must be 
considered by those making best interests’ decisions on a person’s behalf at a time when the 
person may be acutely unwell and temporarily lacks capacity (having been made when they 
had capacity). 


 
All service users should be offered an Advance Statement of Wishes at each review and the 
decision recorded in the review minutes, see SystmOne for a copy of Advance Statement 
Wishes. 


 
An “advanced decision” is a statement of instructions about what medical treatment a person 
wants to refuse in case of losing the capacity to make those decisions in the future. 


6.21. Support for Carers and Families 
 


The needs of patients often impact on the lives of their wider families and often requires a whole 
family approach. 


 
A carer is someone whom without payment provides help and support to a partner, child, 
relative, friend or neighbour who could not manage without their help. 


 
Under the Carers Act (2004), eligible carers have a right to receive a formal carer’s 
assessment. 


 
CMHT staff have a duty to inform carers of their rights and make an appropriate referral to the 
relevant local authority if the carer agrees, and ensure carers are encouraged to voice their 
concerns, opinions and ask questions, and with consent should be invited to the patient’s 
reviews regardless of CPA status. 


Patients themselves can be carer’s and therefore should be offered a carer’s assessment. 
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CMHT staff will involve carers and families in the service user’s care where the service user 
has consented. 


 
The only exception to this will be where that is a perceived risk to the carer/family member 
that they need to be informed of. 


6.22. 7-Day Follow up 
 


Please refer to the Post-Discharge Follow up flowchart in Appendix 7 and the 7-Day Follow-up 
SOP for further details which can be found on the Trusts Intranet. 


6.23. Psychology provision 
 


Adult Mental Health Community Psychology is fully integrated within the CMHTs, and all teams 
have an allocation of qualified psychologists. 


6.23.1. Role and Function 
 


Functions intrinsic to the role of Clinical Psychologists include ‘direct clinical care’ and 
‘supportive professional activity’. 


 
The ‘clinical’ role refers to the full range of activity whilst working in the NHS services and 
includes system-wide working within integrated care systems. 


 
Functions are administered in varying ways depending upon the service context and upon the 
grade of psychologist – the following functions relate more specifically to the psychologist role 
in a CMHT: 


 
 Teaching, training, supervising, and supporting - these activities are provided to 


psychologists (and trainee psychologists), to other psychological professions, to 
members of multi-disciplinary teams and to other services/organisations in the care 
system. 


 
 Clinical leadership, governance and (in the case of senior psychologists) management 


of the local psychology provision and staff. 
 


 Direct clinical care for service users, including evidence-based specialist interventions 
for individuals or groups, and working with staff teams. 


 
 Research, service evaluation, quality improvement and audit. 


 
 Service and organisational development. 


 
Team psychologists provide a specialized psychology service to support service users under 
the care of CMHTs. 


They provide highly-specialist psychological assessment and therapy, as well as offering 
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advice and consultation on service user’s psychological care to non-psychologist 
colleagues and to other, non-professional carers. 


 
Psychologists will work autonomously within professional guidelines and within the overall 
framework of the CMHT’s policies and procedures. 


 
The role of the psychologist in the CMHT is best suited to designing, implementing, and 
evaluating bespoke interventions for complex cases that do not meet the inclusion criteria for 
other psychological therapies but continue to have a significant part of their presentation 
warranting psychological interventions. 


6.23.2. Referrals 
 


Referrals are made to the AMH Community Psychology service via MDT/Consulter meetings. 
Below is the scope of the Psychology Service to AMH Community Teams. 


 
Referrers might not be confident about which psychological provision is best suited to meeting 
a service user’s needs. 


 
However, contextual and background information can be presented at Consulter meetings where 
representatives from specialist psychological therapies will join the MDT (alongside team 
psychologists) to support the MDT and referrer in making a decision about which 
pathway/service is appropriate. 


6.23.3. Eligibility / acceptance criteria 
 


If a referral to psychology is deemed appropriate, then the following criteria apply: 
 


 Referrals are only accepted from within the CMHT and its integrated services. 
 


 All referrals are processed/documented via the MDT meeting. 
 


 Service users must have experiences that would meet criteria for severe and enduring 
psychological difficulties or “psychiatric illness” that render them appropriate to receive 
support within secondary care. 


 
 These difficulties typically interfere significantly over time with their ability to cope with 


daily life and/or with other people (e.g., family, friends, and work colleagues), and the 
ability to cope with daily life. 


 
 These difficulties typically cause significant and persistent subjective distress to the 


service user and others. 


 In addition to general acceptance criteria there is also guidance on positive and 
negative indicators for referral to psychological therapy, relating to motivation, 
psychological mindedness, therapeutic relationship, adequate resilience to tolerate 
intensive psychological therapy. 
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 The client must consent to the referral and must be willing to commit to attending 
regular sessions with the clinical psychologist and attempting to engage with the 
process. The suitability of the intervention for the client will be assessed and reviewed 
on an ongoing basis. 


 


 Service users should be identified as experiencing psychological difficulties, of a nature 
which means that their needs cannot be appropriately met by another psychological 
therapies service; for instance, due to complexity of history/presentation and/or 
diagnosis of severe and enduring mental health difficulties (e.g., 
‘psychosis’/’schizophrenia’ etc.) 


6.23.4. Exclusion criteria 
 


 Anger control and violence problems without associated mental health problems. 
 


 Somatic problems such as chronic fatigue syndrome and chronic pain in the absence 
of significant presenting anxiety or depression or clear psychological cause. 


 
 Disorders of sexual preference without associated mental health problems. 


 
 Gross addictive behaviour in the absence of severe mental health problems. 


 
 In addition, negative indicators for psychological work include: - Chaotic lifestyle, gross 


breakdown of everyday living, grossly unrealistic expectations. 
 


 Service users who abuse substances should be in control of their substance use to 
some degree in order to be able to engage within the sessions and make use of 
therapy. If this is not the case, consideration for a referral to specialist alcohol/drug 
treatment services to address this issue should be made prior to referring to Clinical 
Psychology. 


 
Although psychological intervention might be identified as the only direct intervention required 
for a service user at a given point, the acceptance criteria applicable to referrals to the 
secondary care and the team should still apply, e.g., complex problems, severe and enduring 
mental illness. 


 
If a person is managing sufficiently well to not require secondary care, but could benefit from 
psychological therapy, then they would not typically be appropriate for CMHT psychology and 
should be discussed in the MDT Consulter meeting with a view to identifying services or 
therapy provisions that might meet their needs. 


6.23.5. Intervention models 
 


Psychologists deploy a range of direct and indirect, evidence-based, intervention models. 
Typically, they offer time-limited interventions when this is appropriate to the nature of the 
case. 
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When assessed as appropriate, Psychologists will work directly with the service users or 
their careers. 


 
Alternatively, the Psychologist may work indirectly with the service user via supervision of 
other members of the care team or the service user’s carers. 


 
When appropriate Psychologists will provide group-based interventions. 


6.23.6. Lead professional role. 
 


In most cases clinical psychologists offer time-limited interventions within the context of an 
already established care plan. 


 
Service users referred to, waiting for and in the treatment of the psychology service will in 
many cases remain open to the referrer, care coordinator or lead clinician for the duration of 
psychology involvement. 


 
There may be exceptions to the above in which the psychologist takes the role of lead 
professional for a service user and may be the only allocated CMHT professional supporting 
the service user for a period. 


 
Scenarios which might precipitate this arrangement include: 


 
 A service user has needed secondary care MDT support, but intervention by other 


professional(s) has been completed and they are not at that point best placed to 
continue as lead professional. This can include cases where a service user is on the 
waiting list to see a psychologist, as long as the risk has been reviewed by the referrer 
and the level of support while on a psychology waiting list (i.e., access to Duty System 
and CAP) is considered sufficiently safe. 


 
 The level of support available while the service user engages in psychological 


intervention is sufficient to allow other professional(s) to withdraw from direct 
involvement. 


 
Conditions required to enable the psychologist to take a lead professional role: 


 
 Core Mental Health Assessment and Risk Assessment must be completed before 


referral to the psychologist. 


 Collaborative Care and Safety Plans in place, albeit to be updated once the service 
user is seen by the psychologist. 


 
 Safeguarding needs have been identified and acted upon (e.g., report to police 


regarding disclosure of historical abuse). 
 


 Depending on the nature of psychological work being carried out, it may in some 
instances be necessary to avoid a scenario where the psychologist becomes involved 
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in the clinical or crisis management of their service user. In such instances there would 
need to be immediate access to team input. 


 
 Service users continue to have access to the urgent support arrangements in the team, 


i.e., Duty Worker system. 
 


 Should a service user become destabilised due to the nature of intense trauma 
informed psychological therapy, the psychologist can through discussion with the MDT 
arrange to resume/initiate the involvement of other relevant professionals until the 
service user stabilises. 


 
 All potential referrals to psychology, which might involve a psychologist taking the role 


of lead professional, should be discussed, and agreed with the psychologist and MDT. 
 


Any plan to close a service user to other disciplines in the team while they are on a psychology 
waiting list should be discussed and agreed with the psychologist and MDT. 


6.23.7. Management of Psychology Waiting Lists 
 


Community Psychology is working towards a position where all service users are assessed 
within 18 weeks. However, typically a waiting list is held for each locality. The waiting list is held 
on a standard spreadsheet stored on the shared drive for the relevant team.  
 
The waiting list spreadsheet will record as a minimum:  
 


- Patient ID/NHS No. 
- Patient Name 
- Referrer details/source 
- Referral date 
- Referral Priority 
- Status (Open/Closed referral on s1) 
- Allocation 
- Anticipated time to appointment 
- Date for review of readiness to engage (e.g. if not able to engage when appointment 


available) 
- Comments/Notes 


To monitor the waiting list the local lead psychologist will, on a monthly basis:  
 


 validate their waiting list and return a report to Business Team providing a commentary 
on reasons for the lengthiest wait.  


 review the list for any actions against waiters, e.g. contact to see if able to engage.  


If a service user is not ready/able to engage with Community Psychology at the time they can 
be seen then they will remain on the waiting list, but the referral will be closed on EPR. The 
lead psychologist will liaise with the service user or their lead professional (as is most 
appropriate) to consider when it is timely to offer an appointment. Once it is considered timely 
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to offer the patient an appointment the referral will be reopened on the EPR.  
 
Referrals are seen in chronological order, with the following exceptions:  
 


 there is a clinical rationale for prioritising a case. 
 a patient is not ready/able to engage at the time an initial appointment could have been 


offered.  
 cases for junior members of staff, e.g. Clinical Associate, Trainee Clinical Psychologist, 


can selected from further down the list if those higher on the list are considered too 
complex. 


 there is capacity to offer virtual appointments but a service user prefers face to face. 
 


Most service users waiting to see a psychologist will remain under the care of the wider CMHT 
and have another team member co-ordinating care. When it is considered appropriate to end 
the care provided by other members of the team and keep a service user on the psychology 
waiting list, the lead professional will discuss the case with psychology and the MDT. It should 
be agreed that: 


  
 the service user can wait ‘safely’ with access to urgent support through Duty and/or CAP 


if needed. 
 there is no need for review or ongoing routine risk assessment while they are waiting. 
 the service user is aware of the wait under these circumstances. 


 
Under the above circumstances a psychologist can be allocated as lead professional and other 
professionals can end their input.  
  
When a psychologist is in the role of lead professional for a service user on the psychology 
waiting list: 
  
 There is no planned/routine contact with service users before the assessment.  
 A letter is sent to reassure them that they are on the waiting list, give an estimated time 


to appointment, provide information about seeing a psychologist, provide psychology 
contact details for queries, and to remind them how to access urgent support.  


 If information is received that indicates a change in risk, e.g. engagement with 
Duty/CAP/Crisis, then the psychologist lead professional will review the record and 
discuss care needs with the MDT. If any immediate action is indicated the psychologist 
lead professional will facilitate this. Any additional intervention/support (and who is best 
placed to co-ordinate) will be agreed in the MDT meeting and the Care Plan revised 
accordingly.  


 


Once a service user is assessed by psychology, and further intervention is offered, the 
psychologist acting as lead professional will be responsible for review, risk assessment and 
planning as per this SOP.   


 


 
Any concerns around capacity to safely support services users under these arrangements can 
be escalated to Quality & Safety through the AMH Community Psychology Lead. 


6.23.8. Partnership Working 
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CMHT’s will work with a variety of organisations both statutory and voluntary in order to meet 
patient needs. There is an information sharing agreement with Turning Point in place to allow 
better communication. 


 
Where applicable other agencies should be invited to CPA or non-CPA reviews. 


 
Where the wider LPT services are involved including where a referral has been made, clear 
and continuous communication must happen. 
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6.23.9 Guidance for staff about the interface between the NHS and Private 
Treatment/Providers. 


 
Please refer to appendices 15 and 16 for further guidance regarding patients who are also receiving 
private treatment whilst access LPT services. 


 
 


6.24. Discharge and / or transfer from CMHTs 
 


It is essential that the CMHTs maintain an effective flow through the care pathway to enable 
capacity to undertake new assessments and take on work with new patients. 


 
The CMHTs must therefore be proactive in considering with patients when they are ready for 
discharge back to their GP or, indeed, to a more specialist team. 


 
Within a Recovery Model of work the CMHTs will assist the patient to maximise their potential 
for recovery and return to independence and discharge from the secondary services. 


 
Staff should work with patients and carers to view discharge as a positive outcome as part of 
their recovery journey. 


 
The Discharge SOP is to support staff when considering discharge and should be followed. 


Discharge from the CMHT to the GP will be considered for patients when: 


 Patients require only minimal intervention that can be met by another service. 
 


 Patients with serious mental health needs (e.g., Schizophrenia / Bi-Polar Disorder / 
Personality Disorder/recurrent depression) and: 


 
o They do not require specialist interventions. 


 
o They will be able to attend their primary care clinician for review and treatment. 


 
o They are believed to be compliant with treatment. 


 
o There are no significant risk factors. 


 
o Key stakeholders (GP/patient/carer) have agreed to the discharge as part of 


the CPA process. 
 


Discharge planning will form an integral part of the patient’s recovery journey and their care 
plan. 


 
The process should be sensitive to the needs of the individual patient and ensure that detailed 
care pathways for relapse prevention are included in discharge plans. 
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This should include the options and choices available to patients and their careers in the 
event they need to re-access services or should there be a concern about potential relapse and 
what to do in a crisis. 


 
A discharge discussion will be held either at OP appointment or MDT and following this 
documented and ensures the patient is removed from the care co-ordinator/lead professional 
caseload and the multi-disciplinary (MDT) should consider discharge from Section 117 and 
liaise with the relevant local authority. 


 
In addition to above, where the discharge is internal i.e., from one professional within the team, 
the discharge needs to be discussed and recorded at MDT and communicated to the GP and 
any external agencies involved in the care. 


 
The care co-ordinator/lead professional will ensure that a discharge letter is sent to the patient 
and copied to the GP within 10 working days following the date of discharge and will include 
the following: 


 
 Services that they will continue to access and/or they have been referred to. 


 
 The identification of informal support networks 


 
 Medication regime including details of adverse effects. 


 
 Relapse signatures and action plans 


 
Information on how to access help if deterioration in mental health occurs. 


 
Transfers to another CMHT/specialist team will involve a joint CPA meeting (for those on CPA) 
or a follow-up appointment, as part of the handover procedure. 


6.25. Change in Care Coordinator / Lead Professional 
 


When there is a planned change of care co-ordinator/lead professional a joint visit should be 
established to support the transition period and to ensure that there is an effective handover 
of the service user’s care. 


 
A change of care coordinator/lead professional must be agreed, and the rationale recorded in 
the service user’s progress notes. The service user must also be informed, preferably well in 
advance and wherever possible, a handover period agreed to allow the service user to get to 
know their new care-coordinator/lead professional. 


 
Where the change of care co-ordinator/lead professional is not planned i.e., long term 
sickness, sudden departure of agency or bank staff, the new care co-ordinator/lead 
professional will ensure that they have thoroughly reviewed the service user’s care record. 


6.25.1. Process 
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The following elements will describe the expected processes to be undertaken with regards 
to discharging service users from community caseloads (see Appendix 8). 


6.25.2. Setting expectations with service-users 
 


Staff should manage expectations with service users in all contacts and interactions with 
service users. 


 
Staff will be clear with service users that their role is to provide support and expertise in order 
for them to achieve optimal level of recovery. 


 
Staff will reinforce that long term recovery happens outside of specialist services including but 
not exclusive to; self-management, local sources of support such as primary care 
professionals (GP), community groups and social networks. 


 
It is acknowledged that all service users will have individual needs and therefore the length of 
time spent with services is expected to differ. 


 
However, all service users will be discharged at the earliest opportunity when interventions 
and treatment have been provided. 


 
It is the responsibility of the lead professional, the supervising manager and multi-disciplinary 
team colleagues to develop a plan to enable discharge, in the best interest of the individual 
and to maintain flow in the system. 


 
Staff will provide an information leaflet to service users in the very first contact that will explain 
the approach. 


 
This will be available digitally via the LPT website and in hard copy for those people who 
require it in a written or accessible format. 


 
A short psychologically informed help sheet is available for staff to have conversations with 
service users around discharge and long-term recovery (see Appendix 9) 


6.25.3. Discharge reviews 
 


Staff will review suitability for discharge regularly, at appropriate points in a service users 
treatment plan, at a minimum of once every 6 months. 


 
Staff will use the ‘Discharge Checklist’ (Appendix 10) to assess and evidence they have 
undertaken the review. 


 
Staff will complete the checklist and if they assess that a service user is suitable for discharge, 
they will formulate a discharge plan that can be discussed with their manager and/or take the 
case for MDT review, peer group for more complex cases. 


 
When patients are being considered for discharge from a CPN caseload they will document 
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the MDT meeting in EPR describing any potential risks identified, what was discussed 
and evidence of the discharge plan. 


6.25.4. Booking Discharge review contacts 
 


If the review is taking place in a live contact and discharge is a suitable option, then a plan will 
be formulated with the individual. 


 
If the review has been completed via EPR a plan will be formulated by the clinician and contact 
will be made with the service user. 


 
If the appointment is not within 1 month admin will support with booking and bringing forward 
appointments. 


6.25.5. Formulate a collaborative discharge. 
 


It is expected that each service user will have a unique discharge plan recorded on the care 
plan, ranging from non-complex cases where discharge can be immediately implemented to 
more complex cases that require several steps and actions to achieve discharge. 


 
All discharge plans should be agreed in collaboration with a service user at the earliest 
opportunity, which will help to manage anxieties and ensure that the individual has all the tools 
in place to continue recovery independently. 


 
The plan should have details of any agreements made between the practitioner and the service 
user. The plan should be communicated with the relevant people who need to support the 
delivery of the plan. 


 
Staff will use the clinical judgement to determine the complexity of the individuals needs in 
order to formulate an appropriate discharge plan and associated activities. 


 
A set of standard tools and options will be available to staff and expected to be used as 
described below. 


 
Staff will identify and discuss any concerns or needs of family members and/or carers. Staff 
may consider providing links and information to local groups. 


 
Where service users have challenges around capacity and insight, staff are encouraged to 
discuss this within supervision and the MDT. 


 
Ensure that there is involvement from significant others (family, carers) and consider the 
impact of discharge and how they can support them. 


6.25.6. Standard Discharge tools and options 
 


a) Discharge Checklist (Appendix 10) – staff should use this tool to ensure completion 
and record of the necessary steps and actions for discharge. Line managers should 
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discuss and review these with staff during supervision sessions. Upload to EPR on 
completion. Reference in progress notes. 


b) Mental Health and Well Being Workbook – this should be provided to all service 
users at the earliest opportunity. Check that the service user has a copy of the workbook 
upon discharge. 


 
c) Relapse plan – All service users will have a collaboratively agreed relapse plan in the 


crisis and contingency plan that will support them if their symptoms escalate. This will 
include information and contact details for the Central Access Point as a means of 
getting a quick response. 


 
d) Patient information leaflet – this will be provided to the service user in the first contact 


that will explain the role of the service and expectations around being discharged and 
moving on. This will be available digitally via the LPT website and in hard 
copy/alternative format if people require it. 


 


e) Community Knowledge & Signposting – utilise the information on the Community 
Knowledge and Signposting database to identify activities that would support the 
service use when they are discharged. This will help to establish social networks and 
sources of support in their local community. 


6.25.7. Tailored discharge tools 
 


a) My Recovery Plan (MRP) – A MRP supports people to develop their own resource 
that contains, simple and safe wellness tools, list of things to do every day to stay as 
well as possible, identifies upsetting events, early warning signs and signs that things 
have gotten much worse and, using wellness tools, develop action plans for crisis and 
post crisis. This is usually delivered in a group setting over a number of sessions but 
can be completed in 1-1 sessions. 


 
b) Community Connection Contact – staff will have an option to offer a service user a 


contact call with a local community organization with the intention of providing more 
information about local activities and groups. Dependent on the complexity the contact 
will either be jointly attended by a member of the community mental health team or 
arranged as a one-to-one with the supporting organization. The number of contacts will 
depend on the individual’s needs. 


 
c) Medication – staff will ensure that the service user is obtaining all medication from the 


GP and there is a process in place for them to order and collect this. If service user is 
obtaining medication from LPT ensure a shared care (if appropriate) is completed and 
the GP is happy to prescribe. Any issues with shared care to be escalated back to the 
MDT for discussion. Service user, carer/family, and GP to be given any appropriate 
advice re ongoing medication needs, options if mental state deteriorates and any other 
relevant information e.g., how long to remain on the treatment, advice on how 
medication may interact with any substance misuse or over the counter medications. 
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6.25.8. Discharge pathway 
 


Please refer to the discharge pathway flow chart in Appendix 8 


6.25.9. Supervision 
 


Supervisors and line managers will be responsible for monitoring reviews completed by staff. 
 


Discharge reviews will be an agenda item during supervision in which the manager and staff 
member will discuss the discharge checklists. 


 
The member of staff and supervisor will discuss and agree the discharge plan. 


 
Staff will have the opportunity to discuss the emotional impact of ending the therapeutic 
relationship with service users in supervision sessions and encouraged to participate in group 
supervision to discuss experiences and share learning with peers. 


6.25.10. Multi-Disciplinary Team (MDT) 
 


Where there is complexity in discharge a case should be taken for an MDT discussion to seek 
out advice and agreement from colleagues. 


 
If there is disagreement with the suitability for discharge or the options selected in the 
discharge plan, then adjustments should be made accordingly. 


 
If the discharge plan is agreed, then the plan should be discussed with the appropriate staff to 
implement. 


 
If agreement cannot be reached at MDT, then the case should be escalated for a second 
opinion by the clinical director/s and matron. 


6.25.11. Booking discharge review appointments 
 


When the team has agreed the discharge plan an appointment should be arranged with the 
service user. 


 
If an existing appointment is scheduled within 1 month, then that should remain. If there is not 
an appointment scheduled within 1 month, then admin should contact the individual and make 
an appointment with the lead professional at the earliest opportunity. 


 
The appointment should include any other members of the team who should be present. This 
contact will be entered onto the EPR and scheduled into staff diaries. 


6.25.12. Discharge review appointment 
 


Staff will discuss the discharge review and the discharge plan they have formulated with a 
service user and family/carer if involved. 


Service users will be encouraged to collaborate on the options selected and identify any 
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specific details; for example, identifying community organizations they would like to be 
contacted by or referred to. 


 
Staff will use the discharge checklist to ensure all elements have been completed. 


6.25.13. Support Worker involvement 
 


Discharge tasks should be allocated to support workers where appropriate and should be 
agreed by the team manager, supervisor, care coordinator or lead professional. 


 
The lead professional will discuss the plan with the support worker and identify key actions. 


 
If a community connector option is selected a team support worker will be assigned to 
coordinate appointments with community organizations and liaise with the service user. 


 
This may also include making referrals to organizations. 


6.25.14. Discharge Option 2 
 


As part of the discharge pathway staff should discuss with service users about additional 
support from a range of organizations including statutory and voluntary community sector. 
Appendix 6 provides a breakdown of the organizations and geographical areas they cover. 


 
 Staff will identify community options for support as part of the discharge review 


and plan. 
 


 The lead professional (CPN, Medic, Psychologist or Occupational Therapist) 
completing the review will refer to a team support worker to set up and arrange 
contacts with the organisation who will best meet their needs. 


 
 The support worker will liaise with the service user and the organisation and either 


book in contacts or make a referral to the organisation for support. 
 


 The contact with the identified organisation may include. 
 


o A joint contact between the lead professional and or support worker, service 
user and the organisation. This may support the transition for those service 
users who have complex needs. 


 
o A joint contact between the support worker, service user and organisation 


to discuss options. 
 


o A contact between the service user and the organisation. 
 


  Once the agreed tasks have been completed the service user will be discharged 
as per care plan. 


6.25.15. Discharging the service-user 







Adult CMHT SOP v 11 October 2024 
Page 59 of 129 


 


 


 
 
 


When agreement is reached on discharge the service user should be informed, they will 
be discharged, and a letter should be sent to the individual and to their GP. 


 
All service users should be provided with details of the Mental Health Central Access Point 
and a final check that all resources and materials have been provided. 


 
The service user should then be closed to the team on the electronic patient record. 


 
With the consent of the service user, ensure that any relevant agencies/support services (e.g., 
social services, turning point, care agencies, carers) are notified with appropriate information 
given, such as where to go in an emergency, details of CAP. 


6.25.16. Service-users who refuse discharge. 
 


For some service users discharge from services can be very anxiety provoking. 
 


They may feel that for a variety of reasons they do not wish to be discharged from services 
and it is important that they are given time to explore the reasons why they feel this way. 


 
The following steps are to be undertaken to help facilitate discharge: 


6.25.16.1. Step 1 
 


Case conference should be arranged with all involved to fully discuss everyone’s views. The 
case conference should involve appropriate representatives and professionals. 


 
The service user and/or their representative should be invited to the meeting in writing and the 
letter should confirm the aims of the meeting, date, time, and venue. 


 
The service user and/or their representative will be given information about the role and function 
of the Patient Advocacy and Liaison Service (PALS) or organisational equivalent. 


 
It may be necessary to undertake a Carer’s assessment or additional support which may be 
sought via a third sector organization like Carer’s Together or Age Concern. 


 
Following the meeting the Chair, Team Manager or Senior Matron, will write to the service user/ 
or their representative within 24 hours of the meeting. 


 
The letter should be copied to all parties present at the meeting and a copy placed in the service 
user’s healthcare records. 


 
At this meeting a date for discharge should be identified and agreed. If it has not been possible 
to come to an agreement go to step 2. 


 
The service user will continue to be supported until a final agreement has been made. 
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6.25.16.2. Step 2 
 


The outcome of case conference decision should be escalated to the service manager and 
clinical director, to review the decision outcome and legal advice to be sought from the Trust’s 
legal team. 


 
Following advice from the legal team, the service user and their representative will be notified 
in writing of the final decision. 


6.26. Non-attendance (DNA) 
 


CMHT staff will follow the Trust policy for the management of DNA’s which can be found on 
the Trust website and staff are encouraged to refer to local DNA guidance and policies. 


 
The team should make all attempts to initiate contact with service users. 


 
If contact cannot be established staff should discuss the concern in supervision or with the 
duty manager. 


 
If discharge is the only option, then the patient should be discharged with information sent 
about the Central Access Point or to contact their GP. 


 
NB* Service users who meet the criteria for a more assertive outreach approach will be 
followed up as agreed by the MDT care plan. 


6.27. Induction, supervision, appraisal, and training 
 


It is important that all CMHT staff have the appropriate level of training for the role they are 
undertaking. 


 
The Nursing and Midwifery Council, The College of Occupational Therapists and The Allied 
Health Care Professionals Council all have requirements around on-going training connected 
to their registration processes. 


 
In addition, LPT has mandatory training requirements for their staff. 


 
A list of training essential to role is available to staff via Ulearn. It is the responsibilities that 
staff ensure that their training is up to date. 


 
All staff receive an annual appraisal where training needs are identified. 


 
All staff receive management and clinical supervision. This can be undertaken in various forms 
such as 1-1, peer, MDT etc. 


 
If supervision is held on a 1-1 basis a supervision contract is signed between the supervisor 
and supervisee and filed in the supervision file held by the line manager for each person, they 
supervise. 
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Sessions are recorded, and should be a minimum of 10 per year, and must be recorded 
on Ulearn by the supervisee. 


 
Clinical supervision will offer an opportunity to focus upon professional role, workload, and 
clinical practice. A copy of the record of supervision should be kept by both the staff member 
and their line manager. 


 
The Trust’s supervision policy outlines more fully the requirements for supervision. 


 
All staff receive an annual appraisal with their manager on a monthly basis. This appraisal will 
monitor staff performance and identify objectives for the forthcoming year. All appraisals are 
logged via U-Learn and reviewed throughout the year. 


 
All newly appointed staff (including Bank and agency staff) will undergo a comprehensive 
induction programme in line with the Trust’s Induction Policy. 


 
A local induction checklist covering all potential aspects relating to employment, the individual 
role and the organisation will be completed during the induction period and kept on the staff 
member’s local personnel file (Appendix 11). 


 
CMHTs are funded placement areas for student nurses, trainee doctors, Occupational 
Therapists, and trainee Psychologists. 


6.28. Quality and clinical governance 
 


CMHT staff are committed to delivering services that are safe, effective and offer a positive 
experience for service users. 


 
Each CMHT will hold a monthly Business meeting which includes Clinical Governance items 
as part of the agenda. 


 
Each Team Manager attends a weekly Team Managers meeting and a Performance 
Monitoring meeting. 


 
There is a monthly Quality and safety meeting where Clinical Governance issues are 
discussed for dissemination within each Business meeting. 


 
All Team Managers also attend a monthly Incident Review Meeting to analysis recent incidents 
and identify learning. 


 
Various audits are conducted (such as CPA, Record Keeping, CTO, etc.) as part of the Trust’s 
Clinical Audit cycle. 


 
Team Managers meet regularly with the business team and admin support to complete Patient 
Tracking List (PTL) to monitor potential breaches and amend. 


Each CMHT will complete an annual “Self-Regulation” exercise which will result in the 
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completion of an action plan to address any areas of concern. 
 


CMHT staff members are encouraged to take part in regular audit and service evaluation 
projects and research wherever possible. 


 
CMHT Team managers and Team Leaders will attend monthly Quality and Safety Meetings, 
and feedback relevant information to the team. 


6.29. Record keeping 
 


Good record keeping is essential to the provision of safe and effective care. 
 


Failure to record information accurately can have serious consequences for patients and their 
families. 


 
CMHT staff should keep clear and accurate records of discussions, assessments, the 
treatment, and medicines given and how effective these have been. 


 
Records must be completed as soon as possible after an event has occurred and they must 
be clearly and legibly signed, dated, and timed. 


 
All records must be recorded and stored on SystmOne (the DMH electronic patient record 


 
The LPT Record Keeping, and the Management of the Quality of Health Records Policy is 
available on e-source for further information. 


6.30. Interpreting services 
 


Where English is not the first language of the service user consideration should be given to 
the use of interpreters. 


 
There should be an understanding that people’s spoken English may be of a higher level than 
their understanding and that their ability to understand English may be undermined by stress 
or mental ill health. 


 
The use of relatives or friends as interpreters should only be in exceptional circumstances. 


6.31. Safeguarding 
6.31.1. Adults 


 
All staff, agencies and service providers must work within the law and must not support or 
condone abuse of vulnerable adults. 


 
Where abuse is occurring or believed to be occurring then staff must pass their concerns on 
to a responsible manager. 


The Safeguarding Adults procedures must be followed where there is concern that abuse of a 
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vulnerable adult may have occurred. 
 


In all cases where there is actual or risk of potential abuse or exploitation, staff should consult 
the LPT Safeguarding and Public Protection Policy. 


 
All Safeguarding incidents must be recorded via the Trust’s electronic incident report form 
(eIRF) where it will be directly sent to the LPT Safeguarding Team. 


 
All staff must attend Safeguarding Adults training every three years. 


6.31.2. Children – Whole Family Approach 
 


Mental illness in a patient/carer does not necessarily have an adverse impact on a child but it 
always important to follow the Whole Family Approach and assess its implications for any 
children involved in the family. 


 
If it is identified that there are children living within the home this should be recorded on 
SystmOne and consideration given to the appropriateness of contact with the designated 
Health Visitor, Social Services, school nursing service or other involved professional. 


 
Whole Family approach and need to reference information through the whole family telephone 
number in AMH. 


 
Staff have a duty to ensure that any risks to children are recognised and that action is taken 
to Safeguard the child’s welfare. 


 
Staff must be familiar with the multi-agency Safeguarding Children’s policy and procedures. 


Staff can contact the Safeguarding Children’s advice line if they have any concerns. 


All staff must attend Safeguarding Children’s training every three years. 


6.32. Trust policies 
 


Leicestershire Partnership Trust has a comprehensive range of policies which govern CMHTs. 
 


Staff should have an awareness of the policies that affect them and the treatments they offer 
to patients and be compliant with them. 


 
All policies are available via the Trust website and SOPs can be found on the intranet. 


6.33. Due regard 
 


Having due regard for advancing equality involves: 


 Removing or minimising disadvantages suffered by people due to their protected 
characteristics. 
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 Taking steps to meet the needs of people from protected groups where these are 
different from the needs of other people. 


 


 Encouraging people from protected groups to participate in public life or in other 
activities where their participation is disproportionately low. 


 


7.0 Training Requirements 


When a new SOP is authorised, or when an existing SOP is revised staff should take time to 


read and fully understand the SOP and relevant documents, ensuring that they are able to 


implement the SOP when required. 


 
If clarification is needed, then staff should approach their line manager who will decide if 


additional training is required and that the training is documented in their training record. 


 
All staff will undertake all mandatory training relevant in line with LPT’s Mandatory Training 


Policies. 
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8.0 References and Associated Documents 


 Anaphylaxis Policy 


 
 Chaperone Policy for Adults and Children 


 
 CPA 7-Day Follow-up SOP 


 
 CPA Policy 


 
 CTO SOP 


 
 LPT Clinical Risk Assessment Policy 


 
 LPT DNA Policy 


 
 LPT Management of the Quality of Health Records Policy 


 
 LPT Medicines Management Policy 


 
 LPT Record Keeping and Care Planning Policy 


 
 LPT Safeguarding and Public Protection Policy 


 
 NICE guidance CG178 ’Psychosis and Schizophrenia in adults: prevention and 


management’ 


 
 NICE guidance NG214 Integrated health and social care for people experiencing 


homelessness. 


 
 Prescribing Observatory for Mental Health (POMH-UK) 


 
 The Carers Act (2004) 
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9.0 Signatures for relevant staff to sign 
 
 


I confirm that I have read and consider myself to be sufficiently trained in the above 
Standard Operating Procedure with regards to my individual roles and 
responsibilities 


Signature of Trainee ………………………………………… Date ……………………… 


I confirm training in the above SOP was delivered as recorded above and that the 
trainee may be considered sufficiently trained in their roles and responsibilities. 


Signature of Trainer ………………………………………… Date ……………………… 


Additional Notes & Signatures 


Signature of Trainer (where appropriate) 


 


I confirm training in the above SOP was delivered as recorded above and that the 
trainee may be considered sufficiently trained in their roles and responsibilities. 


 
 


Signature of Trainer ………………………………………… Date ………………………. 
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1.0 Appendices 
Appendix 1 – CHIME 


 
CHIME is a conceptual framework that is based on a systematic review of research papers 
published on mental health recovery (Leamy et al, 2011). The review resulted in the 
identification of elements of the recovery journey and five key recovery processes emerged – 
Connectedness, Hope, Identity, meaning in life and Empowerment (giving the acronym 
CHIME). 


 
Connectedness 


Having good relationships and being connected in positive ways to other people. This includes 
peer support between people with experience of mental health issues, as well as relationships 
with carers, friends, and family. Positive connections with health professionals and community 
involvement are also important. 


 
Hope and optimism 


Hope and optimism are widely acknowledged as key to recovery. There can be no change 
without the belief that a better life is both possible and attainable. Hope and optimism can be 
characterised by belief in recovery, motivation to change, hope-inspiring relationships, positive 
thinking and valuing success and having dreams and aspirations. 


 
Identity 


Regaining a positive sense of self and identity, overcoming stigma and being recognised as a 
whole person – rather than being defined by illness or diagnosis – is another common theme 
of recovery. 


 
Meaning 


Living a meaningful and purposeful life is important for recovery. We all find meaning in very 
different ways. Some people may find spiritually important, while others may find meaning 
through employment or the development of stronger interpersonal or community links. Many 
people describe the importance of feeling valued and contributing as active members of the 
community. 


 
Empowerment 


Focusing on strengths, taking personal responsibility and control of your life can be hard but 
are important for recovery. Empowerment is supported by community inclusion and decisions 
about treatment and support. One way to gain more control over recovery is to develop and 
use self-management techniques. 


 
Acknowledgement: Scottish Recovery Network 
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Appendix 2 – List of CMHTs across the LLR region 
Team Name Address Tel No. Clinic Locations E-mail 


City East CMHT Maidstone Centre 
c/o St Peters Health Centre 
Sparkenhoe Street 
Leicester LE2 0TA 


0116 295 7060 Maidstone Centre lpt.admincityeast@nhs.net 


City West CMHT Braunstone health & Social Care Centre 
Hockley Farm Road 
Leicester LE3 1HN 


0116 295 3322 Braunstone Health & 
Social Care Centre 


lpt.admincitywest@nhs.net 


Melton and Rutland CMHT East Leics CMHT 
First Floor, above St. Mary’s Birthing Centre 
Melton Mowbray Hospital 
Thorpe Road 
Melton Mowbray, Leicestershire LE13 1SJ 


01664 855585 Melton Hospital 
Rutland Memorial Hospital 


lpt.admineastleics@nhs.net 


Northwest Leicestershire 
CMHT 


The Hawthorn Centre 
Broom Leys Road 
Coalville 
Leicestershire LE67 4DF 


01530 453 800 Hawthorn Centre lpt.adminnorthwestleicscmht@nhs.net 


South Leicestershire CMHT Cedars Centre 
Cedar Avenue, Wigston 
Leicester LE18 2DG 


0116 225 5700 Cedars 
St Lukes Hospital 


Lpt.adminsouthleics@nhs.net 


West Leicestershire CMHT Orchard Resource Centre 
Hill Street 
Hinckley, Leicestershire LE10 1DS 


01455 443933 Orchard Resource Centre 
and Bradgate 


lpt.adminwestleicscmht@nhs.net 


Charnwood CMHT Entrance 3 
Loughborough Hospital 
off Epinal Way 
Loughborough, Leicestershire LE11 5JW 


01509 553900 Loughborough Hospital Lpt.admincharnwoodcmht@nhs.net 
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Appendix 3 – Adult Mental Health Community Mental Health Team (Duty 
Worker System / Process) 


What is the Duty Worker System? 
 


This is an arrangement which provides a nominated person from within the CMHT who will: - 
 


 Provide a direct response to contacts from patients, carers or other agencies, where 
there are urgent issues related to mental health where the care co-ordinator / Lead 
Professional worker is unavailable due to sickness, annual leave or training. 


 
 If there is an urgent call and the allocated worker is not contactable at that time and 


the call cannot wait for their return (N.B. If the care co-ordinator is at work but busy with 
other patients, then a message will be taken for that worker to respond not the Duty 
Worker where it is non-urgent). 


 
 May have the responsibility of cancelling appointments when illness or emergencies 


preclude a worker from keeping the arrangement. The Duty Worker or the Admin Team 
will phone the patient to assess what action may need to be taken at that stage. 


 
 Check CMHT staff safety at the end of the day – take responsibility for alerting the 


Team Manager or Responsible person if there are concerns (See Lone worker local 
procedure). 


 
 To enhance inter-team working by raising awareness of colleague’s caseload. 


 
 To enhance a uniform approach to internal processes and our relationships with refers. 


 
Who is the Duty Worker System for? 


 
Patients who are open to the CMHT or OPD (excluding those on access referral). 


Patients with urgent issues related to mental health where the key staff are not available. 


Carers who have urgent concerns related to a patient’s mental health and the key staff 
members are not available. 


 
Other agencies who wish to discuss their immediate concerns about a patient’s mental health, 
where it would not be advisable to wait for the Lead Professional to be available. 


 
Other agencies to discuss potential referrals to the team. 
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Who should not use the Duty Worker System? 
 


Patients who are on an access referral or not open to the service. 


Patients that are not open to the CMHT who are presenting in a crisis and require support from 
the Urgent care pathway. 


 
How does the Duty Worker System work? 


 
All clinicians within the CMHT are included on a rota to be a Duty Worker. The Duty Worker 
rota is devised to take into account the number of hours and pattern of work that each member 
of the CMHT works. 


 
It is the individual worker’s responsibility to check the rota and when necessary, change days. 
All changes need to be altered on the list in the admin office and rota on the shared Drive. 


 
When a worker phones in “sick” when he/she should be the Duty Worker this information needs 
to be passed on to the Band 7 Nurse / Team Senior so that cover can be arranged. All workers 
are responsible for arranging appropriate cover when they are on annual leave or training. 


 
It is expected that the Duty Worker is office based to enable fulfilment of the role. During this 
time, the worker can complete administrative work and telephone contacts. 


 
Cancellations of appointments for patients of CMHT who are on sick leave. 


 
The Duty worker will contact the client to cancel the appointment and undertake a brief mental 
health and risk assessment. This should be considered a telephone contact (added to contact 
sheet) and be documented in the notes. 


 
Duty Work with Patients. 


 
Where there are telephone contacts from patients who fulfil the criteria for the duty work 
system the following guidelines to be adhered to: - 


 
When an urgent call or query is received the admin staff will alert the Duty Worker as soon as 
possible with details of the call. 


 
A message is to be left for the appropriate worker to look on Systmone for details of 
involvement. 


 
The duty worker will inform the next duty worker if the mental health issue has not been 
resolved and may be ongoing. 
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Roles and Responsibilities of Duty Worker 
 


Where there are a number of calls on the duty work system there is an expectation that other 
CMHT workers will help out. 


 
Lone working safety checks 


 
The Duty Worker is responsible for checking that all team members are safe. 


 
All members of the team should indicate on the board in the Admin Office if they are out and 
when they are due to return. 


 
It is the responsibility of all workers to ensure that their Systmone diaries is kept updated as 
per the policy i.e., full week completed in advance, where: admin/base work, home, other 
venue, patient name, time of visit and estimated length of visit (see procedure for additional 
information). 


 
The Duty Worker is responsible for seeing that all staff have phoned the office to say they are 
safe at the end of the day. 


 
If there are problems with establishing the safety of workers, the “Responsible” manager must 
be informed. This will either be the Team Manager or outside of normal working hours, the 
Manager on call for adult mental Health Services (contact switchboard for the relevant 
manager.) 


 
 
 
 
 


Updated: January 2020, November 2021 


Review: November 2024 







Adult Community Mental Health Teams SOP; V.8.0. October 2024 


Page 74 of 129 


 


 


 
 


Appendix 4 – Standard Operating Guidance for Physical Health Screen 
Clinics with CMHTs 


Purpose of the physical health clinics 
 


Physical health clinics are held within the CMHT bases at regular intervals as determined by 
each teams need. The aim is to improve the physical health needs of patients in particular 
those who are on antipsychotic medication. Physical health assessments can also be 
undertaken as part of the assessment process to help ensure that patients get timely access 
to psychopharmacological interventions and their physical health has been fully assessed. If 
a patient is willing to attend their GP and or see the MHF for a physical health check then this 
should be encouraged however, the referrer will still need to be assured that this has occurred 
and find out what the results were. 


 
HCSW must have completed the clinical skills course and be LCAT assessed as competent 
before undertaking any investigations. 


 
Referrals. 


 


Referrals can be made verbally or by completing blood forms. All referrals must be 
documented in the Systmone progress notes. 


 
Documentation. 


 


HCSW will compile a list of all patients that attend and inform the referrer if a patient who is 
due to attend an appointment has DNA. The referrer must then follow the Trusts DNA Policy. 
The HCSW will document in the progress notes that the appointment has occurred and any 
other relevant information. 


 
The HCSW will complete the cardiometabolic/physical health screen monitoring form 1 on 
Systmone for all baselines, restarting medication after a 3-month gap and annual metabolic 
monitoring. 


 
The cardiometabolic /physical health screen monitoring form 2 will be completed once a 
patient has been started on antipsychotic medication and is due for their 3-month follow-up. 
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Cardiometabolic/physical health screen form 1. 
 


Form 1 comprises of completing the following tests or checks. 
 


1. Physical health history of the patient and family history (if known) regarding cardiac 
disease and diabetes. 


 
2. Smoking 


 
3. Alcohol - if the patient is consuming over 14 units of alcohol a week, the HCSW must 


alert the referrer who will then need to complete all of the questions regarding 
interventions and the care plan will need to reflect the alcohol use. It is not the 
requirement of the HCSW to complete this section. 


 
4. Substance misuse – if the patient has been identified as using substances, then the 


HCSW should inform the referrer who will then need to include this in the care plan and 
complete the additional questions on form 1. 


 
5. BMI 


 
6. Diet 


 
7. Exercise 


 
8. Blood pressure 


 
9. ECG – this should be requested by the RC or NMP. 


 
10. Physical health check – do not complete saturation levels for community patients. 


 
11. Blood test – to be requested by the RC or NMP (blood results are not to by type into 


the form but must be uploaded in the documents section on Systmone). 
 


Completion of form 2. 
 


Form 2 consists of the following checks. 
 


1. BMI 
 


2. Blood pressure 
 


3. Waist circumference 
 


4. Bloods – only glucose and lipids. 
 


The results and actions required are the responsibility of the referrer. 
Author: Tracy Bessant Team Manager and Jacqui Newton Matron. 
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Date 
NHS No.: 
Date of birth: 


1.1 Appendix 5 – Allocation Waiting Letter 


 


PRIVATE AND CONFIDENTIAL 
Miss XXX 
Of XXXX 
Leicester 
LEX XXX 


 
Dear Miss XXX 


 
 


Following your referral to the CMHT it has been agreed that you will be allocated to a 
Community Psychiatric Nurse/Worker, unfortunately we are not able to allocate a worker yet 
and you have now been placed on a waiting list. The allocated worker will contact you as soon 
as an appointment becomes available. 


 
If you are on the waiting list for longer than 12 weeks, we will write to you to arrange a 
telephone review of your mental health and discuss the expected waiting time until you can be 
allocated to a worker. (If the decision is not to ring the patient delete this sentence and add that 
they will receive letters every? week’s (agree this with the patient and document) advising them 
of the expected wait) 


 
At this review there will be a discussion with you about how often further telephone reviews 
will take place until you can be allocated to a worker. 


 
We apologies for having to put you onto a waiting list and we recognize that this is not ideal. If 
in the meantime you have any concerns about your mental health you can contact the CMHT 
duty worker, out-patients consultant on XXXXX Monday to Friday 9-5. Alternatively, you can 
contact your GP. 


 
For Urgent Mental Health and Crisis Mental Health Support 


 
1. If possible, we would suggest that you speak with your GP or any other mental health 


professional that you may work with so they can review a safety plan with you and 
assess if you need additional help. 


2. Central access point for mental health for URGENT needs: We have combined our 
central access point and mental health crisis line for adults to offer urgent help for 
people of all ages in Leicester, Leicestershire, and Rutland via a single, 24-hour 
Freephone number 0808 800 3302. It is available 365 days a year for urgent mental 
health needs. This service offers round-the-clock access to urgent support and 
solution focused conversations, signposting, and referral for yourself or on behalf of 
someone else. 


3. You can go to A&E. 


4. If there is a life-threatening situation you should dial 999. 
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5. You can also text SHOUT to 85258 to be connected to a trained crisis 
volunteer. It is a free text service offering confidential support 24 hours a 


day, 7 days a week, to anyone experiencing mental health crisis. 
 www.giveusashout.org 


6. The Stay Alive app which is a resource to help you seek help and link to online 
resources to manage any suicidal feelings. This can be obtained from the App Store 
and Google Play. 


7. You can find additional mental wellbeing support resources for urgent and non-urgent 
needs on our website at www.leicspart.nhs.uk 


 
The following information may also be helpful: - 


 
Mental Health Matters is a well-being and recovery service that offers information, advice and 
guidance that could enable you to access a range of wellbeing services in your community. 
They have trained recovery workers who may be able to help you to manage your wellbeing 
and emotional health. You can refer yourself by calling Freephone 0300 323 0189, 7 days a 
week 9am to 9pm or via the link to their webpage: 
https://www.mhm.org.uk/Pages/FAQs/Category/helpful-resources. 


 
Life Links provides a wellness recovery service tailored to meet your needs. They offer 
information, advice, and navigation services to help you find community and digital resources 
that will help you to achieve your recovery outcomes, make your independence more 
sustainable and support you in developing your own support networks. Their community 
recovery support is available to you as an individual or as part of a wider group and can be 
provided at a community venue local to you. The support they offer focuses on your strengths, 
needs and future aspirations. You can contact this service on 0800 0234 575. 


 
There is also Leicestershire Recovery College which provides a range of educational courses 
and resources for people with lived mental health experience, their friends and family. Courses 
are run from several venues situated in Leicester, Leicestershire, and Rutland. The college 
uses a recovery-based approach to help people recognize and develop their personal 
resourcefulness to become experts in their own self-care and make informed choices about 
the assistance they need to do this. They have a website and are contactable on 0116 295 
1196. 


 
If you or any family members/carers do have any questions you can contact our service on the 
above phone number. Additionally, you can contact our Patient Advisory and Liaison Service 
(PALS) by telephoning 0116 295 0830 (Monday to Friday 9am - 4.30pm) or emailing 
PALS@leicspart.nhs.uk. 


 
Yours sincerely 


 
 


Insert Name / Job Title 
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Appendix 6 – Guide to support staff with telephone assessments 
Please note: this is only a guide and additional questions may need to be asked. 


Introduction and where ringing from. 


Apologies for the length of time on waiting list. 


Explain purpose of the call. 


1. How have you been since your assessment? 
2. Have you experienced any problems with your mental health? If so, what have you 


experienced? 
3. How are you getting on with your medication? Any problems or side-effects? 


 
Additional questions depending on mental health presentation at assessment. 


4. Any problems with your mood? 
5. Any problems with your anxiety? 
6. Are you hearing voices, paranoia? Ask questions about delusional ideation? What 


has this been like for you? 
7. How has your sleep been? 
8. How has your appetite been? 
9. Have you experienced any recent thoughts of wanting to self-harm? If yes – how 


frequent and intense are they? What is your method of self-harm? How do you keep 
yourself safe? 


10. Have you experience any suicidal thoughts? If yes – how frequent and intense are 
they? Do you have a plan? How do you keep yourself safe? 


11. Do you experience any thoughts of wanting to harm anyone else? Who? Why? 
12. Explore any safeguarding concerns that may have been identified on the core mental 


health assessment. 
13. Explore any risks that have been identified on the risk assessment (substance misuse, 


physical health issues etc.). 


Plan 
 


 Agree date and time of next phone contact and record on System in the ledger and 
notes. 


 
 Explore if there are any brief interventions that can be offered over the phone to support 


the patient (Decider Skills, SCM or DBT) 
 


 Check if the patient still has their safety plan. Have they used it? Has it been helpful, 
if not review and get them to update their safety plan? 


 
 Check that they have all the relevant telephone numbers if they are in emergency. 
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1.2 Appendix 7 – Post Discharge Follow-up Chart 
 
 







Adult Community Mental Health Teams SOP; V.8.0. October 2024 


Page 80 of 129 


 


 


Service user in active treatment phase 


 
1.3 Appendix 8 – Discharge Pathway 


 
 
 
 
 


 
 


 
 
 
 


 


 


 


*A service-user may have more than one option in their discharge plan 


Option 3 
 


Medication 
 


Processes for prescriptions, 
dispensing and collection in 
place. Shared care agreed 
where appropriate. 


Option 2: 
 


Community Connector 
 


Discharge with community 
connector plan. Support worker 
arranges contact appointments 
with community organizations. 


Option 1: 
 


Central Access Point 
 


Discharge using Central 
Access Point for quick access 
back if health deteriorates or 
relapse occurs. 


Service user discharge suitability 
reviewed by clinician. 


Discharge options formulated 
into a plan by clinician. 


Contact with service user is completed 
discharge is discussed and one or more 


of the following options agreed* 


Plan discussed and 
agreed with lead 


professional and/or at 
MDT / Peer group. 


 


If a desktop review has been 
completed, consider bringing 
an appointment forward. 


Service user discharged Letter 
sent to, patient and GP. 


Service user closed on EPR. 
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Appendix 10 – Discharge Checklist 
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Appendix 11 – CMHT Local Induction Checklist 
 
 


Name  Job Title  


Start Date  Induction Date  


Team  Reporting To  


Extension 
Number 


 Status: Permanent, 
Temp 


 


 
 


 
Priority requirements 1: Prior to start date 


 
 


General Line 
Manager 


Buddy Comment/Date Tick 


Accommodation 
arranged (Desk, 
stationary, P.C access, 
Diary) 


* Admin Manager   


Complete Migration 
forms 


Line 
Manager 


   


Inform Team Members *    


Arrange a mobile 
phone 


 Arrange with Admin 
Manager 


  


Systmone training and 
e-prescribing training 
where applicable 


Line 
manager 


   


Smart Card completion Sponsor    
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Priority requirements 2: First and second day of commencement 
 
 


Introduction Line 
Manager 


Buddy Comments/Dates Tick 


Welcome & introduction to include into two 
colleagues, work buddy & explanation of team 
Dynamics 


*    


Building Tour  *   


H&S: form in CMHT shared drive. 
fire tour/evacuation process/infection 
control/location of ligature cutters & Defib 
security on base – panic alarms 
Alarm codes 


 *   


Explanation of message book and room booking 
Book 


* *   


Information regarding pigeonhole/photo 
copying/fax/postage 


* *   


Explanation of itinerary/lone working policy/signing 
in board 


* *   


Check relevant forms have been 
completed/submitted: Change of circumstances. 
Emergency contact details 
Copies of required certificates: 
Professional Registration 
Driving license 
Insurance 
MOT 


* 
/Line 


Manager 


   


Tea/coffee *    


Annual Leave card *    


Duty rotas – ward round etc. how often/process *    


Supervision process and book date *    


Explain hours of work *    


Explain TOIL process *    


Introduction to role: 
Refer to Job description. 
Explain service. 
Structure chart 
GP areas 


*    


Attendance Management: 
What to do when off sick 
Sickness monitoring/triggers 
OH 


*    


Mandatory Training/booking/calendar on 
board/info to line manager. 


*    


Ombudsman:     
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Priority 3: Requirements within two weeks of commencement 
 
 


 Line Manager Buddy Comments/Dates Tick 
Advice A/L process *    


Explain: 
 PDP process 
 Training 
 Supervision 
 Date/paperwork from 


previous PDP 
 Probation 


*    


Assessment/review process: 
 Observation of 5 


assessments with different 
staff members/do 5 
assessments supervised 


* *   


Visits/OP sessions with different 
staff groups: 


 CPN 
 OT 
 RMO 
 S/W 
 ICSW/HCSW 
 MDT 


* *   


CPA process: 
 Assessment 
 Risk Assessments 


training 
 Reviews 


  
 
* 


  


General Paperwork requirements 
* * 


  


Discharge process *    


Advice on Team 
Meetings/Business meetings 
Assign initial tasks/work priorities. 


*    


Advice on data quality 
requirements: 
Performance data sheets 


Line Manager    
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Priority 4: Requirements within five weeks of commencement 
 
 


 Line manager Buddy Comments/Dates Tick 


Arrangement for staff to read 
relevant policies: 


 CPA 
 DNA 
 Data Protection 
 Lone Working 
 Internet/mobile working 


use 
 Safeguarding 


*    


Any other tours/visits *    


Duty Rota Book onto Rota after 
2/12 


 
* 


   


Audit requirements: 
CPA 


 
* 


   


 
 
 
 
 
 
 
 


Signed by Line Manager: 


Date: 
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Appendix 12 – Selection safety plans. 
1. My Safety Plan 
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2. Safety Plan 
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3. My results for Living Safety Plan 
 
 
 


 


 


 


 


 


 
 
 
 











Plan: 


Alcohol/Drugs: 


Environment: 


Previous attempts: 












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























 Call Samaritans 116 123 or Text Shout to 85258 



















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4. Warning Signs et al Safety Plans 


 


MY WARNING SIGNS & TRIGGERS – HOW I KNOW I AM ENTERING CRISIS 


1  


2  


3  


4  


5  


 Key Worker: 


 Counsellor: 


 GP: 


 Mental Health Central Access Point – available 24 hours a day, 7 days a week 


0808 800 3302 



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MY POSITIVE COPING METHODS & STRATEGIES – HOW I CAN POSSIBLY PREVENT 
MY CRISIS 
1  


2  


3  


4  


5  


 
 


MY PERSONAL SUPPORT NETWORK – PERSONAL CONTACTS THAT I CAN ASK 
FOR HELP E.G MUM 
1  


2  


3  


 
 
 
 


HOW TO MAKE MY ENIVORNMENT SAFE – WHERE YOU ARE IN THAT CURRENT 
MOMENT 
1  


2  


3  
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LOCATIONS OF SAFETY, ALTERNATE ENIVORNMENT & PLACES OF DISTRACTION 


1  


2  


3  


4  


 
 


ORGANISATIONS, PROFESSIONALS & AGENCIES TO CONTACT IN CRISIS – INCL. 
SIGN POSTINGS 
1 My GP – 


Dr. 


2  


3  


4  


5 CENTRAL ACCESS POINT FOR MENTAL HEALTH SERVICES (LPT NHS) 


0808 800 3302– 24 hours a day 
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5. Service-user Safety Plan 
 


 
 


 


 


 


 


 


 


 


 
 


 


 


 


Service User Personal Safety Plan 


 


 


 
 


 


 


 
 


 


 
 


 
 


 







 


 


 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


The following interventions etc should be avoided when I am unwell: 
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I want the following people to be informed: 


I do not want the following people to be informed: 


The following are my usual early warning signs of relapse: 


This is my plan of action if early warning signs are evident: 


This is my plan of how to avoid the above danger situations: 


This is my plan of how to manage the above danger situations if I can’t avoid them: 


The following are the staff I prefer to work with me when I am unwell: 


The following are my preferred interventions, treatment approaches, medication etc when I 
am unwell: 


 
Service User: 


 
Practitioner: 
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1.4 Appendix 13 – Waiting List Management Process 


Waiting List Management Process 
Following assessment, the patient will be either accepted or declined. 


Accepted Declined 
 Clinician that assessed allocates RAG 


rating to patient by referring to “Rag 
Rating Tool” SEE BELOW. 


 RAG rating added to SystmOne progress 
record, by assessing clinician. 


 Letter to patient and referrer by assessing 
clinician, explaining that the patient is on 
the CPN waiting list. 


 If referral has been received from O/Ps, 
then discuss in MDT and record on 
SystmOne. 


 Add to waiting list. 
 Review as per rag rating below. 
 Band 7 to manage waiting list and reviews 


(reviews can be delegated where 
appropriate). Ensure progress notes 
clearly identify who is taking responsibility 
for reviews. 


 Signposted to other services. 
 Discharge letter sent (if not already 


indicated in long assessment letter) to the 
patient and copy referrer and GP (if 
different). 


Patient added to waiting list(s) by admin 
RAG rated RED RAG rated AMBER RAG rated GREEN 


 After 12 weeks, send letter to 
arrange a telephone review. 
This telephone review will 
continue every 2 weeks (or 
before if the patient has 
contacted the team) until the 
patient has been allocated to a 
CPN. 
1. Risk assessment – amend 


as required. 
2. Entry on SystmOne 


 Band 7/team manager/duty to 
respond to calls and letters 
from people on the waiting list 
regarding any queries. 


 If risks escalate, offer face-to- 
face appointment and/or 
referred to Crisis Team 
following assessment. 


 Waiting lists to be emailed to 
team managers, doctors, 
matron, and service manager. 


 After 12 weeks, send 
letter and arrange a 
telephone review every 4 
weeks (or before if the 
patient has contacted the 
team) unit the patient has 
been allocated to a CPN. 
1. Risk assessment – 


amend as required. 
2. Entry on SystmOne 


 Team manager/duty to 
respond to calls and 
letters from people on 
the waiting list 
regarding any queries. 


 If risks escalate, offer 
duty face-to-face 
appointment and/or 
referred to Crisis Team 
following assessment. 


 Waiting lists to be 
emailed to team 
managers, doctors, 


 If in house referral, then 
email to be sent to care 
team every 3 months with 
an update about expected 
length of wait. 


 If the patient is not under an 
existing team, then 
telephone review every 3 
months (or before if the 
patient has contacted the 
team): 


1. Risk assessment - 
amend as required. 


2. Entry on SystmOne 
 Band 7/team 


manager/duty to respond 
to calls and letters from 
people on the waiting list 
regarding any queries. 


 If risks escalate, offer face- 
to-face duty appointment 
and/or referred to Crisis 
Team following assessment. 
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 Waiting list to be discussed 
at MDT and to be recorded 
in the patient’s notes. 


matron, and 
service manager. 


Waiting list to be discussed 
at MDT and to be recorded in 
the patient’s notes 


 Waiting list to be emailed 
to team managers, 
doctors, matron, and 
service manager. 


 Waiting list to be 
discussed at MDT and 
recorded in the 
patient’s notes. 


RAG RATING GRID 
RAG rated RED RAG rated AMBER RAG rated GREEN 


 Presence of suicide 
attempt within the last 3 
months or persistent 
suicidal ideation and with 
evidence of a plan and or 
actual intent and limited 
protective factors. 


 Presence of 
untreated 
psychotic features 
or suspected Bi- 
polar 
affective disorder. 


 Presence of 
significant biological 
features of severe 
depression, including 
self-harm, suicidal 
ideation, or other risks 
such as neglect. 


 Severe risk of harm 
to others or from 
others (either due 
to mental health 
needs or 
safeguarding 
issues connected 
to mental health 
issues). 


 Imminent discharge 
from inpatient or CRT 
without a support 
network i.e.: residential 
care. 


 Waiting for more than 
3 months in amber ult Community Mental Health Teams SOP; 


 Presence of one or 
more of the 
following, self-harm 
with no suicidal 
intent, fleeting 
suicidal ideation 
and/or significant 
biological 


 
 Features of 


depression 
moderate or severe 
depression. 


 Where mental 
health needs 
impact on daily 
functioning and 
cause significant 
distress. 


 Minimal 
support 
networks. 


 Waiting for more 
than 6 months on 
green, however, may 
not need a contact if 
risk is assessed as 
low e.g.: internal 
transfer from AO or 
PIER etc. 


 
 
 
 
 
 


 
V.8.0. 


 Lives in supported 
accommodation or 
has support/care 
package at home. 
Depots can be 
managed through 
depot clinic. 


 
 Has a care team 


in place. 
 


 Risk assessment 
does not identify 
any immediate 
risks. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


October 2024 
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waiting list, however 
my not need contact if 
risk is assessed as low 
e.g.: internal transfer 
from (AO or 
PIER). 
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Appendix 14 – Inpatient and CRT Referrals 
 
 
Name 


 
 
Referrer/Ward 


Other 
services 
involved 
(state) 


 
Known risks/ 
Safeguarding 
(State and quantify) 


 
 
Other comments 


Priority: 
Red, 


Amber or 
Green 


 
 
Allocating To 
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Active Waiting Lists 
 


NAME REFERRER Other 
Services 
Involves 


(state) 


Known Risks / 
Safeguarding 


(State and 
quantify) 


Other 
Comments 


Priority 
Red / Amber 


/ Green 


Allocating 
To: 


Date of next phone 
Call (12 weeks after 
Assessment) 


      


RED 


  


      


RED 


  


      


RED 


  


      


RED 


  


      


RED 
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Name 


 
Referrer 


Other 
services 
involved 
(state) 


Known risks/ 
Safeguarding 
(State and quantify) 


 
Other comments 


Priority: 
Red/Ambe 


r/Green 


 
Allocating To 


      
AMBER 


 


      
AMBER 


 


      
AMBER 


 


      
AMBER 


 


      
AMBER 


 


      
AMBER 
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Name 


 
Referrer 


Other 
services 
involved 
(state) 


Known risks/ 
Safeguarding 
(State and quantify) 


 
Other comments 


Priority: 
Red/Ambe 


r/Green 


 
Allocating To 


      
GREEN 


 


      
GREEN 


 


      
GREEN 


 


      
GREEN 


 


      
GREEN 


 


      
GREEN 
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Appendix 15 – Guidance on Interface 
between NHS and Private Treatment 


 


Guidance for LPT DMH staff on the interface between NHS and Private 
treatment (July 2024) 


Background 
Following a serious incident in February 2023 involving a patient who was receiving care from both 
NHS and private providers, the Clinical Directors in the Directorate of Mental Health have 
developed this guidance for doctors and other clinical staff in the Directorate. 


 
The interface between NHS and private treatment: a practical guide for doctors in England, Wales 
and Northern Ireland. 
Guidance from the BMA Medical Ethics Department 
May 2009. 


 
Staff should follow the principles that: 


 
 Patients who are entitled to NHS-funded treatment may opt into or out of NHS care at any 


stage. 
 Patients may pay for additional private health care while continuing to receive care from the 


NHS. 
 Private and NHS care should be kept as clearly separate as possible. It should be clearly 


documented in the patient’s NHS record, who is leading on or co-ordinating the care for the 
different areas of treatment. Private providers can and should be invited (with the patient’s 
consent) to MDT meetings to discuss plans for care where there is lack of clarity or differing 
opinion. These options should be shared with patients who have capacity to choose 
between treatments. Where patients lack capacity, Best Interest principles should be 
followed. This should all be recorded in the patient’s NHS record. 


 Patients who have had a private consultation for investigations and diagnosis may transfer 
to the NHS for any subsequent treatment. They should be placed directly onto the NHS 
waiting list at the same position as if their original consultation had been within the NHS. 


 It would be inappropriate for consultants to pressure or encourage patients to transfer from 
NHS funded treatment to private care. 


 Consultants should not spend time during NHS consultations discussing private treatment 
with patients nor should they use their NHS patient lists to promote their private practice. An 
exception is where clinically appropriate treatment is not funded by the NHS. Where this is 
the case, patients should be informed in order to be able to consider the options open to 
them, including the option of seeking the treatment privately. 


 All doctors have a duty to share information with others providing care and treatment for 
their patients. This includes NHS doctors providing information to private practitioners. All 
correspondence between private and NHS professionals should be attached to the patient 
record. All reasonable attempts should be made to seek information from other providers 
and LPT staff should escalate any concerns to managers if there is a lack of response to 
requests. 


 In emergency or out of hours situations, it may not be possible to gain all the information 
required from the private provider and it should be acknowledged that decisions are being 
made based on the information available at the time. Access to this information should be 
sought at the next available opportunity and the care reviewed based on any new 
information received. 
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Clinical Directors 
DMH 
LPT 
Last reviewed 22/07/2024 
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Appendix 16 – Guidance on Interference 
between NHS and Private Treatment - a 
practical guide for doctors 


 


The interface between NHS and 
private treatment: a practical 
guide for doctors in England, 
Wales and Northern Ireland 
Guidance from the BMA Medical Ethics Department 


May 2009 
 


 
Introduction 


General principles 


Issues for consultants 


Issues for GPs 


Advertising 


Summary 
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Introduction 


 
A large number of patients opt to have some or all of their investigations and treatment 
privately. Some use private health insurance, while others are willing to pay to be seen 
more quickly, or for the added convenience or comfort of receiving their care in private 
facilities. In these cases, treatment in the private sector is used to substitute treatment 
within the NHS. 


 
 


As emphasis on patient choice within the NHS grows, it is increasingly recognised that 


patients are entitled to choose freely between NHS and private treatment, whether provided 


as a private service by an NHS body or by the independent sector, at different points in their 


overall care. This trend is borne out by a small but growing demand to mix elements of 


privately and publicly-funded care for a single course of treatment, where private provision 


is used because the NHS does not or cannot provide a clinically indicated aspect of the 


treatment due to concerns about its relative cost-effectiveness. 


There has been much debate concerning the ethical and legal implications of blurring the 


boundaries between NHS and private care. On a practical level, the rules governing the 


interface between the two treatment sectors have often been applied inconsistently, leading 


to some confusion about patient entitlement to NHS care. For example, patients have 


previously been prohibited from paying to supplement single episodes of NHS care with 


privately purchased treatments, referred to as ‘top up’ payments, but this prohibition has 


been only selectively enforced. 


This issue came under intense scrutiny in November 2008 with the publication of Professor 


Mike Richards’ review on improving access to medicines for NHS patients.1 The 


Government’s response to the Richards’ review has signalled a substantial policy shift with 


potentially wide-ranging implications for doctors. Department of Health (DH) guidance2 now 


recognises that NHS provision should not be withdrawn for those wanting to top up single 


episodes of care with private treatment but any private additions to NHS care will be 


allowed only when they can be delivered at a separate time and place. 


In light of these developments, this guidance aims to address the issue of managing the 
interaction between NHS and private treatment at a practical level where: 


 private treatment is a substitute for treatment within the NHS; and 


 private treatment is delivered in addition to NHS care for a single episode of 
treatment, where the NHS does not or cannot provide a clinically indicated 
alternative for reasons of relative cost-effectiveness, referred to as ‘top up 
payments’.3 
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Particular focus is given to those issues doctors are most likely to confront where private 
treatment is requested. It includes advice on when and how the subject of private 
treatment should be broached, making private referrals and sharing information with those 
providing private treatment, managing real, and perceived, conflicts of interest, and 
situations where doctors believe they are being asked to help patients to ’jump the queue‘ 
for treatment. 


 


General principles 


 
 Patients who are entitled to NHS-funded treatment may opt into or out of NHS care at 


any stage. 
 Patients may pay for additional private health care while continuing to receive care 


from the NHS. Private and NHS care should be kept as clearly separate as possible. 
 Patients who have had a private consultation for investigations and diagnosis may 


transfer to the NHS for any subsequent treatment. They should be placed directly 
onto the NHS waiting list at the same position as if their original consultation had 
been within the NHS. 


 It would be inappropriate for consultants to pressure or encourage patients to transfer 
from NHS-funded treatment to private care. 


 Consultants should not spend time during NHS consultations discussing private 
treatment with patients nor should they use their NHS patient lists to promote their 
private practice. An exception is where clinically appropriate treatment is not funded 
by the NHS. Where this is the case, patients should be informed in order to be able 
to consider the options open to them, including the option of seeking the treatment 
privately. 


 All doctors have a duty to share information with others providing care and treatment 
for their patients. This includes NHS doctors providing information to private 
practitioners. 


 
Issues for consultants 


Can patients receive part of their treatment within the NHS and part privately? 


Dilemmas can arise if patients choose to seek part of their treatment privately and part on 
the NHS. A common scenario is where a patient pays for private investigations in order to 
obtain an earlier diagnosis and then switches back to the NHS for any subsequent 
treatment. Patients who seek private investigations: 


 may opt into or out of NHS care at any stage, provided they are entitled to NHS 
treatment 


 


Please note: Although the main sections of this guidance apply across England, Wales 
and Northern Ireland, those sections headed Top up payments relate specifically to 
England. The BMA has produced separate advice for Scotland,4 where the Scottish 
Government Health Directorates (SGHD) have issued separate guidance5 on patients 
seeking additional private care. Policy on top up treatment has still to be confirmed by 
the administrations in Wales and Northern Ireland. 
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 may subsequently be placed directly onto the NHS waiting list at the same position 
as if those investigations had been undertaken within the NHS (where the treatment 
in question is not provided by the NHS but is clinically necessary, see Top up 
payments below) 


 do not need to have a further assessment within the NHS before receiving their 
treatment, nor do they need to be referred back to their general practitioner (GP). 


 
 


Some doctors are unhappy that patients who can afford to pay for private investigations are 


able to effectively jump the queue for treatment by reaching the waiting list earlier than 


those who wait for investigations and diagnosis on the NHS. Others argue that because 


some people seek their investigations privately, the NHS waiting list for investigations is 


reduced and therefore other patients are seen more quickly. There is undoubtedly an 


advantage to reaching the waiting list sooner but, nevertheless, NHS patients whose 


clTinoipcaulpnpeaeydmiesngtsreater may join the waiting list later, but could still receive their treatment 


earlier if they are categorised as needing more urgent treatment. 


An alternative scenario is where a patient wishes to pay for additional private treatment or drugs 
for a particular medical condition, while at the same time continuing to receive NHS care for 
that same condition. Topping up NHS care in this way has been the subject of some controversy, 
owing to the increasing number of expensive treatments, for example late stage cancer drugs, not 
provided on the NHS due to relative cost-effectiveness rather than lack of clinical effectiveness. 
Although there is still uncertainty about precisely how the following principles will operate in 
specific clinical scenarios, it is clear that those patients who opt to supplement their treatment in 
this way: 


 are fully entitled to receive all NHS care they would have ordinarily been given 
 are entitled to NHS services on exactly the same basis of clinical need as any other patient 


should not be put at any advantage or disadvantage in relation to the NHS care they 
receive.6 


 


DH guidance stresses that, in these cases, several factors should be taken into account. 


 The patient should bear the full cost of any private services and NHS resources should 
never be used to subsidise the use of private care.7


 


 Patients must pay for the associated delivery and monitoring costs where these can be 
identified as wholly separate from care that they would normally receive free on the 
NHS. 


 The distinction between different components of care should be achieved by keeping 
treatment provision in the two sectors separate but parallel, with private treatment 
taking place alongside but distinct from NHS treatment.8


 


 A distinction will usually be achieved by the delivery of private care at a different time 
and place from the concurrent NHS treatment.9


 


 Where different elements of care or treatment cannot be separated out, supplementing 
NHS care is unlikely to be possible. 


 Where there are overriding concerns for patient safety, departing from these principles 
of separation may be allowed, with agreement from the Medical Director or 
equivalent.10
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When may NHS consultants advise patients about the option of being seen privately? 


When patients are referred to a consultant within the NHS it is not unusual for a doctor to 


provide a diagnosis and recommended care plan while advising that the waiting list for 


non-urgent treatment may be many months. Although some patients may subsequently 


opt for private treatment rather than waiting for treatment within the NHS, it is not 


appropriate for consultants to: 


 use their NHS patient lists to initiate discussion about their private practice 
 suggest to patients who are placed on a waiting list for NHS treatment that the 


treatment could be provided more quickly on a private basis 
 raise the issue of private practice obliquely, for example by handing the patient a 


business card containing the address of both the NHS hospital and the doctor’s 
private consulting rooms, or adding the private clinic address to NHS letterheads. 


 
If patients specifically ask for information about alternatives, including private care, doctors 
can respond (see the next question below) but particular care is required. The codes of 
conduct for private practice in England and Northern Ireland state explicitly that consultants 
should not, in the course of their NHS duties, initiate discussions about providing private 
services for NHS patients or ask other NHS staff to initiate discussions on their behalf.11 It is 
recommended that consultant staff in the NHS should familiarise themselves with the 
relevant code of conduct for private practice in England12 and Northern Ireland13 and 
guidance on private practice within the consultant contract for Wales.14 NHS consultants 
must manage all of their private practice as set out in these codes of conduct for private 
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The BMA questions the practicality of this approach for a number of reasons: 
 
 


 retaining a clear idea of which clinician and organisation is responsible for the assessment of 
the patient, the delivery of care and the management of any complications will inevitably be a 
complex process 


 it will not always be possible to have treatments separated out and delivered at different 
locations, nor will it be easy to disentangle what is and what is not NHS care 


 where patients may find elements of their care delivered by different teams in different 
settings, continuity of care will be difficult to achieve. 


 


The issue of separateness is a complicated one and the BMA is calling for more clarity and detail 
regarding the practicalities of its implementation in the clinical setting. 
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practice15 and in the terms and conditions of the consultant contract.16
 


 
The BMA believes an exception to this general rule is where clinically indicated treatment is 
available but, as an entire single episode of care, is not funded within the NHS. If treatment 
is only available privately, patients should be told that. Patients are generally aware of the 
availability of private treatment and so the option is always open to them to enquire, but 
where there is a new treatment available that is not provided on the NHS, patients cannot be 
expected to know about it. Therefore, it is appropriate to provide balanced and factual 
information about the treatment, although this needs careful handling to ensure the patient or 
the family do not feel pressure to choose the private option. They should be given sufficient 
information – including the availability and price of private treatment – in order to decide 
whether to join the NHS waiting list for standard treatment or seek private treatment using 
the procedures not available on the NHS. As good practice, a record should be kept of all 
discussions with patients about care not routinely funded on the NHS in the patient’s medical 
notes. 


 


Top up payments 


 
Another exception to the general rule is where an additional, clinically indicated treatment or 


element of care cannot be provided on the NHS but is available privately and can be delivered 


alongside a patient’s NHS care entitlement as part of a single episode of care. 


Patients should not be made to feel they have to seek top up treatment. DH guidance suggests 
that all possibilities for securing NHS funding should be exhausted, within the time available, 
before suggesting the patient’s only option is to pay for care. NHS funding should be available 
where: 


 NICE has issued a positive technology appraisal for the relevant indication 
 the relevant primary care trust (PCT) has a local policy to fund the treatment in question 
 exceptional funding can be secured for the patient via the PCT’s exceptions procedure.17


 


 


Only where this is not the case should it be suggested that the patient make a decision about 
purchasing additional treatment. At this point patients should be provided with full and accurate 
information about the private services and treatments available. 


There is an apparent tension between the recommendation in the DH guidelines, that consultants 


should make all care options available to patients, and the code of conduct, referred to above, 


which explicitly states that consultants should not initiate discussion about providing private 


services to NHS patients. The BMA sees some potential for confusion in maintaining the 


integrity of the code of conduct for private practice for consultants, while performing the new 


duty of informing patients about private alternatives or additions to their NHS care. For example, 


there is increased potential for actual or perceived conflicts of interest: 


 where a consultant is the only person on hand qualified to talk about the evidence base 
for an additional private therapy; and 


 where that consultant may also be the only person qualified to deliver the treatment in 
the private sector. 


 


However, the BMA believes that it is acceptable to discuss private treatment where the aim of 
that discussion is achieving a clinical benefit otherwise unavailable to the patient via the NHS. In 
these circumstances, any apparent conflicts of interest will be minimised. 
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How should consultants respond to questions from NHS patients about being treated 
privately? 


With the exceptions discussed above, consultants should generally avoid spending time 


discussing private treatment with patients during NHS consultations. It would be 


inappropriate for them to pressure or encourage patients to transfer from NHS to private 


care, but in practice patients themselves frequently raise questions about the availability of 


private treatment. While there is a clear difference between providing information to patients 


on all of the treatment options available to them, some of which may only be available 


privately, and actively advertising private practice to NHS patients, doctors can still be  


placed in a difficult position where they could be perceived as having a conflict of interest. It 


might be suggested, for example, that patients have been put under pressure to seek private 


treatment or that doctors are using their NHS consultations to promote their own private 


practice. In order to avoid this perception, there should be a clear separation between NHS 


and private treatment. Views about how consultants should handle such direct questions, 


however, differ. 


 Some people believe that where patients raise the option of private treatment 


during a NHS consultation they should be directed back to their GP for a 


separate private referral.
 Where the patient expresses a clear preference to see the same doctor 


privately, however, insisting on a separate referral from the GP can seem to 


the patient to be unnecessarily bureaucratic as well as adding to the workload 


of GPs. In such cases doctors can respond factually.
 There may be some circumstances where a referral back to the GP is the 


most appropriate course of action, if, for example, something unexpected is 
discovered during the consultation and referral to a different consultant is 


needed.
 
 


It is for individual consultants to decide how to respond to patients’ questions about private 


treatment within the terms agreed locally. Some consultants prefer not to discuss their 
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private practice at all during NHS consultations and refer all enquiries to their private 


secretaries. Consultants may, however, briefly answer factual questions about the 


availability of private treatment and there is no requirement for the patient to be referred 


back to the GP (although the GP should be kept informed of any change to the patient’s 


care plan). A consultant in this position should make a contemporaneous note on the 


medical record, and inform the patient’s GP, that the patient has requested information 


about private treatment. Patients should be informed of the option of seeing a different 


doctor for private treatment and some patients may wish to discuss the options with their GP 


before making a decision. 


 
 
 
 
 
 
 
 
 


 


 
How should consultants respond to patient requests for a second opinion in the 
private sector? 


 
A patient’s right to request a second opinion should be respected18 and requests for second 
opinions should generally be complied with unless there are good reasons to justify a 
refusal. A second opinion will usually be provided within the NHS (see CCSC guidance on 
second opinions).19 Some patients, however, may specifically request a further opinion on a 
private basis. This might be because they believe that further treatment options will be open 
to them that are not funded within the NHS or because they believe they will receive better 
quality care. Patients are entitled to seek a second opinion on a private basis and the 
treating NHS consultant should facilitate this where possible or liaise with the patient’s GP 
about arranging a private referral. The same general principles apply to private patients 
seeking a second opinion. 


Top up payments 
 


The BMA is particularly concerned that, in the context of discussions about top up treatment, there is 
potential for the doctor-patient relationship to suffer, especially where consultants are required to 
address financial considerations as part of the consultation process. Further clarification is being sought 
by the BMA on the issue of how exactly doctors will be expected to negotiate the new requirements 
being placed upon them in the context of top up care. 


 
In addition, the BMA has concerns about the administrative expectations likely to be placed upon 
doctors where patients receive public and private care at the same time. Although there may sometimes 
be an expectation that doctors will carry out certain administrative tasks associated with transferring 
patients between the two sectors, there is no obligation for them to do so. 
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Can consultants involve NHS staff in the treatment of private patients? 


 
NHS staff are sometimes asked to clerk in and look after private patients on the ward on 
behalf of consultants who are being paid privately for the treatment. The consultants’ 
guidance on private practice is clear that consultants may not use NHS staff for the provision 
of private services without the agreement of their NHS employer.20


 


Issues for GPs 
 


Can GPs raise the issue of private practice with NHS patients? 


 
GPs have an important role, both as their patients’ advocate and in ensuring that patients 


have all necessary information about the treatment options open to them. This may include 


asking patients whether they wish to be referred within the NHS or privately and, if they 


request a private referral, whether they have private medical insurance. Such questions 


need to be handled carefully to ensure the patient does not feel pressured to opt for private 


treatment. 


Are NHS GPs obliged to issue a private referral at the patient’s request? 


 
Whether there is any obligation on a NHS GP to issue a referral letter for a particular 
patient will depend on whether, in the view of the GP, the referral is clinically necessary. 


 If specialist assessment or treatment is needed, the GP is obliged to refer the 
patient and, if the patient wishes to seek the treatment privately, a private referral 


should be made. The General Medical Council (GMC) states that ’when you refer 


a patient, you should provide all relevant information about the patient, including 


their medical history and current condition’.21
 Referrals are usually made to a named consultant and some GPs have concerns 


about referring to a consultant they do not know, either at the request of the 


patient, or because the patient’s medical insurance company has its own list of 
consultants. Such concerns should be explained to the patient.


 If the GP does not consider the treatment to be clinically necessary, then there is 
no obligation to refer; the patient may then seek treatment without a referral.


 Although the GMC no longer requires specialists to accept patients only with a 


referral, the BMA believes this to be best practice in most cases. Furthermore, 
patients are not normally able to obtain private referrals independent of their GP, 
as insurance companies usually require a letter of referral.


 
The BMA recognises the potential for conflict to arise between what a doctor regards as 


clinical need and what patients may want, particularly in relation to specialist treatment and 


referral. GPs are sometimes asked to refer where doing so would be clinically unnecessary 


and could actually be harmful to patients, for example when invasive procedures or 


investigations are involved. In these circumstances, doctors should always discuss the 







Adult Community Mental Health Teams SOP; V.8.0. 


Page 115 of 129 
October 2024 


 


 


 
 


clinical implications of such procedures before making a private referral. If patients still 


request a referral, doctors may wish to refer them to a colleague for a second opinion. 


Doctors cannot be compelled to arrange treatment where it is not clinically indicated and 


GMC guidance states that investigations or treatment must be arranged and provided on 


the basis of clinical judgement.22
 


All specialists are advised by the GMC that ’if you provide treatment or advice for a patient, 


but are not the patient’s general practitioner, you should tell the general practitioner the 


results of the investigations, the treatment provided and any other information necessary 


for the continuing care of the patient, unless the patient objects23…If you do not inform the 


patient’s general practitioner, you will be responsible for providing or arranging all 


necessary after-care.’.24
 


Can NHS GPs charge their patients for referral or information? 


 
GPs may not charge their NHS patients for private referrals, nor may they charge for the 
provision of relevant information to other doctors providing care for the patient. 


Are NHS GPs obliged to provide patient information to private practitioners? 


 
When patients self-refer to private practitioners, this is frequently followed by a request to 
the GP for any information that might be relevant to the treatment in question. The 
exchange of information between those providing care for a patient, including liaison 
between NHS and private practitioners, is important. 


 GPs’ primary concern should be for the interests and safety of their patients, with 
due regard to confidentiality.


 Good communication between colleagues, with the patient’s consent, is required 
so that medical information can be exchanged on the basis of a clear ‘need to 
know’ in connection with the care of the patient. This is in line with the GMC’s 
guidance, which states that ‘sharing information with other healthcare 
professionals is important for safe and effective patient care’.25


 NHS GPs should provide relevant information on request about the patient’s 
medical history or current condition to other doctors providing care, including 
doctors working in the private sector.


 Patients should not be made to feel that they need to withhold information about 
private treatment from their GP for fear of losing their entitlement to NHS care.


 If the GP is aware that treatment is being sought privately and has information 
that might affect the safety or outcome of the treatment, this should be shared, 
with the patient’s consent.


 Failure to provide relevant information when the patient’s consent has been 
obtained could result in a complaint against the GP – either to the GMC or 
through the courts – if the patient is harmed as a result.
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Should GPs issue NHS prescriptions for medication recommended during a 
private consultation with a consultant? 


 
When patients seek specialist treatment privately, the private consultant may prescribe any 
necessary medication. Often, however, consultants recommend a particular medication and 
patients ask their GP to issue a NHS prescription rather than paying for it privately. Even 
though individuals opt for private treatment or assessment, they are still entitled to NHS 
services. Where the GP considers that the medication recommended is clinically necessary: 


 he or she would be required under the NHS terms of service to prescribe that 
medication within the NHS, even if the assessment from which the need was 
identified was undertaken in the private sector; however


 if the medication is specialised in nature and is not something GPs would generally 
prescribe, it is for the individual GP to decide whether to accept clinical responsibility 
for the prescribing decision recommended by another doctor. (The same principles 
apply to requests to undertake diagnostic tests or other procedures within the NHS.)


 


The issues raised are the same as those where a NHS consultant asks a GP to 


prescribe, and the existing procedures for shared care should be followed.26 In all 


cases there should be proper communication between the consultant and the GP about 


the diagnosis or other reason for the proposed plan of management, including any 


proposed medication. 


Common enquiries to the BMA on this matter concern fertility treatment, where patients 


seek IVF in the private sector and ask their GP to issue NHS prescriptions for the drugs, or 


medications recommended by private consultants that are more expensive, but without 


good evidence that they are more effective, than those locally prescribed for the same 


condition within the NHS. The decision about whether to comply with such requests rests 


with the individual GP or commissioning body. GPs may be concerned about prescribing in 


these circumstances where they feel: 


 they are being placed in the position of appearing unsupportive of their patients
 they are being asked to accept legal, financial and ethical responsibility for a course 


of medication which they had not initiated and which, in some cases, they may not 
consider to be clinically necessary


 they have insufficient expertise to accept responsibility for the prescription when the 
product is of a very specialised nature, requiring ongoing monitoring.


 


Where such concerns exist, it may be possible to initiate discussions with the relevant 
consultants to reach a position with which all parties are content. Local prescribing advice 
from the PCT may be followed by the NHS GP and this advice should be explained to the 
patient who will retain the option of purchasing the more expensive drug via the private 
consultant. The obligation to prescribe does not arise if the medication recommended is not 
clinically necessary or if the medication is generally not provided within the NHS. 
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Many of the problems and concerns that arise in relation to prescribing shared between the 
private sector and the NHS could be avoided by improved communication between the 
parties concerned. Consultants are advised to: 


 avoid simply informing patients that their GP will prescribe the recommended 
medication


 recommend patients ask their GP if he or she is happy to prescribe, being sensitive 
to the objections the GP may have (outlined above)


 communicate directly with the GP themselves, as with NHS referrals.
 


Direct communication is the most appropriate course of action and this is not just a matter of 


etiquette. If the GP does not feel able to accept clinical responsibility or, in the case of 


medication that is not clinically necessary, financial responsibility for the recommended 


medication, this could cause difficulties for the doctor-patient relationship. Those requesting 


GPs to take over prescribing should be sensitive to these points when discussing the matter 
with patients. 


Top up payments 


 
Ambiguities inevitably arise for GPs treating patients who are paying to top up their NHS care. 
As paying for such care has been recognised as acceptable, it is the BMA’s view that GPs will 
need further, specific guidance on the practice of issuing prescriptions for patients who wish to 
purchase drugs not funded by the NHS or at the request of consultants who are seeing a patient 
privately. It is important that GPs identify who will retain overall clinical responsibility for 
prescribing in these circumstances. GPs should not accept clinical responsibility where they 
feel they have insufficient expertise. 


 
 
 


 
Can patients pay for treatment abroad and claim the cost from the NHS? 


 
A number of cases concerning patients seeking private treatment overseas, and recouping 


the cost from the NHS, have been heard by the European Court of Justice in recent years. 


Court rulings in favour of patients’ right to receive treatment in this way effectively mean 


that, under European Union (EU) case law, UK patients are now recognised as having the 


right to be treated in another member state and receive reimbursement of the cost from the 


NHS under certain conditions, namely that the treatment in question is offered on the NHS 


but is not available without ‘undue delay’.27
 


There are two ways in which patients may go abroad for treatment within the EU: 


 where a commissioning body decides to commission care abroad for its patients; and
 where a patient makes a request to go abroad for care.


 
Doctors who are approached by patients who wish to seek treatment in another country 
should advise them that they need to receive prior approval from the DH by making an 
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application using form E112. The form must be accompanied by an opinion from a NHS 
consultant in the UK and the local commissioning body. Patients considering such an 
application should be referred to the information available from the DH.28


 


 
The EU is currently looking to clarify the law and codify all existing rules relating to patients’ 
rights in this area, otherwise known as cross-border patient mobility. These proposals are 
not expected to come into force in the UK until 2010 at the earliest. 


Are NHS GPs obliged to complete medical insurance claim forms for their patients? 


There is no obligation on NHS GPs or hospital doctors to complete medical insurance claim 
forms and, if they decide to do so, they may charge the patient. In most cases the doctor 
who has provided the treatment is in a better position to provide the information needed. 


Can NHS GPs offer specialist treatments on a private basis? 


Increasing numbers of GPs are able to provide specialist treatments, such as 
complementary therapies or minor surgery, in addition to their general practice. These 
treatments may be offered to private patients and advertised in the usual way (see below) 
but GPs may not charge patients of their NHS practice for these services. 


What should GPs do if they believe a consultant is inappropriately directing 
patients towards private practice? 


As with any suspicion of inappropriate behaviour, if a GP suspects that a consultant is 


using NHS time and patient lists to promote his or her private practice, or may be putting 


pressure on patients to switch to private treatment, he or she should first seek to establish 


the facts. This might involve: 


 seeking information from the patients involved about the way in which the 
option of private treatment was raised with them


 discussing any worries, either with other partners in the GP practice or other GPs 
in the locality and/or directly with the consultant concerned.


 
If these steps do not resolve the suspicion, the GP may need to invoke the established local 
procedures to investigate the concerns. Advice can be sought from the BMA or from the 
medical defence organisations about how to take such matters forward. 


Can private GPs refer patients for NHS diagnostic services and treatment? 


 
Provided patients are entitled to NHS treatment, they may opt into or out of NHS care at 
any stage. Private GPs are entitled to make referrals to NHS facilities, if that is the patient’s 
wish, and the referral should be treated in the same way as if the referral came from within 
the NHS. A patient’s need should be assessed to determine his or her place on the waiting 
list. 


Advertising 
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How may private doctors advertise their services? 


 
In the late 1990s the GMC withdrew its restrictions on specialists advertising directly to the 
public. The same rules on advertising now apply to all doctors. These state that any 
information provided about medical services: 


 must be factual and verifiable


 must not make unjustifiable claims about the quality or outcomes of services
 


 must not offer guarantees of cures, nor exploit patients’ vulnerability or lack of 
medical knowledge


 
 must not put pressure on people to use a service, for example by arousing ill-founded 


fear for their future health.29
 


This guidance applies to all advertising, irrespective of the medium used (including 
information provided on the internet). Provided the material fulfils these broad criteria, it 
would not breach the GMC’s guidance. The BMA believes that, in addition, specialists 
should as a general rule make it clear to members of the public that they usually do not 
accept patients without a referral from a GP or other practitioner. 


Private practitioners may also send factual information about the services they provide to 
GPs in the area. 


 
 


Summary 


 
Although some doctors feel unhappy about their patients switching between the NHS and 
private sector, this is not unethical as long as the patient – when rejoining the NHS – is 
treated in the same way as those receiving all of their care within the NHS. Although it 
remains to be seen how the separation between the two sectors is to operate in practice 
where patients wish to top up their NHS care, there should always be as clear a separation 
as is practically possible between the two treatment sectors, in order to avoid the NHS 
subsidising private care and patients being charged for NHS treatment. Doctors should not 
put pressure on patients to seek private treatment or use their NHS patient lists to initiate 
discussion about private practice. At all times doctors’ primary concern should be for the 
safety and wellbeing of their patients. 
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Appendix 17 - Front Door SOP/Hub & Spoke 
 
 


This document describes the new processes to support staff working in planned care 
to deliver the new ways of working as we implement our 8 Neighbourhood Mental 
Health Teams. This will be added to the current AMH & MHSOP CMHT SOP’s as an 
addendum. 


 
 


Neighbourhood Daily referral Meeting 
 


The morning Referral Meeting will aim to provide a multi-disciplinary approach when 
considering new referrals to the team. The purpose is to ensure an initial MDT 
informed plan is created for each patient. 


 
Each meeting will have a chair titled the ‘referral coordinator’. This role will be 
decided within individual teams, and it is anticipated that this will be senior members 
across all clinical disciplines and organised on a rotational basis. Members of the 
MDT and CC’s will not be asked to do tasks that fall beyond their level of 
competence as per LPT Delegation Policy. The MDT will decide who is the most 
appropriate clinician to complete a task. As discussion and plans are generated 
individual tasks will be delegated by the referral coordinator. 


 
The meeting will aim to be reflective of the multidisciplinary nature of the 
neighbourhood teams with the expectation, where possible, that the following 
disciplines will be in attendance. 


 
 Community Connector(s)
 Senior nursing staff
 Psychology/psychological therapy
 Occupational Therapists
 Medical representation
 Community Manager


 
Admin support will be required in the Referral Meeting to document next steps, 
coordinate the MDT meeting and organise/track the ongoing list of people to be 
discussed or those that are being brought back for further discussion. It is the 
responsibility of the referral coordinator to document the MDT discussion on S1 and 
clearly list attendees, plans, actions and responsibilities. 


 
It is vital that members of the MDT and the community connector are not asked to do 
tasks that fall beyond their level of competence. Therefore, a system of delegation is 
necessary where clinician’s competences and skills are considered - e.g. delegate 
an individual to give medical advice, delegate an individual to gather more 
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information, delegate an individual to do more thorough risk assessment and 
formulation. 


 
In order to manage this effectively, the teams matrix leadership group that consists 
of the senior members of the team (team leads, consultant psychiatrists, senior 
psychologists/psychologist therapist, senior OT) will act as the ‘referral coordinator’ 
on a rotating basis as agreed by the group, with tasks such as leading the referral 
meeting, delegating certain responsibilities, identifying who they will report back to 
and ensuring thorough documentation of the meeting. Where it is identified that 
there is further risk consideration the referral coordinator will allocate an individual to 
do this work. This may be the team duty worker or other appropriate clinician. 


 
First Contact 


 
Everyone who is referred has an initial contact, via phone call, face to face or video 
link, within 3 working days of the team receiving the referral. In cases where there is 
a Dementia or there are capacity issues, this contact is made to an identified person 
within in their personal network (carer, relative, advocate, NOK). It is anticipated and 
the CC makes this first contact unless identified as not appropriate within the MDT 
discussion, e.g. careful consideration of level of risks or complexity. 


 
This is a very tight turn-around for contacting people, but ensures that they have 
support quickly, allows the team to confirm the information in the support request, to 
build a clearer picture of their needs, and keeps the person informed. This contact 
can also be used to guide the person to additional support – such as self- 
management tools and voluntary sector support. 


 
The aim of this process is to provide timely access and to improve patient 
experience through a needs-led approach. Each Neighbourhood team will hold a 
caseload, with each person having a key worker who will ensure the correct support 
is arranged in a timely manner. 


 
Nationally, NHSE have set a benchmark from April 2024 that there is a requirement 
to offer all people to have a clinical contact, baseline outcome measure, SNOMED 
assessment and intervention or care plan within 4 weeks of their support request 
being received. While these will not necessarily be the traditional therapeutic 
interventions that teams currently deliver, the use of DIALOG+ will be a therapeutic 
intervention, be meaningful and support recovery planning. This will ensure that 
support is provided to people within a timeframe which aims to ensure there is not 
further decline and that they are able to start accessing additional support as quickly 
as possible. 


 
For example, this could be a person with a recurrent depressive illness, but has 
housing or finance difficulties, the CC could support transition into neighbourhood 
services to help address some of the social factors that maybe impacting on the 
mental illness. 
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The ‘First Contact’ includes a needs-led, DIALOG informed, conversation that forms 
the basis of the support plan for the individual and guides the team on which 
interventions and support the person is likely to need. These intervention plans are 
made within the morning MDT referral meeting so they can begin booking these in 
within days or weeks. 


 
Some people may require additional work such as safeguarding referrals, Adult 
Social Care referrals etc and so there maybe occasions where the CC requires 
additional support. In these situations, it would be expected that the MDT discuss 
these cases in terms of risk and prioritise the work for that day, involving other 
clinicians/professionals where necessary. 


 
If the Referral Meeting MDT formulates a plan for the person that means that they do 
not require secondary care services, the community connector will then complete the 
contact(unless the MDT feels it needs to be a registered member of staff who need 
to speak to the patient) outcome measure and social prescribe what 
services/interventions are indicated and if necessary, to support a warm hand over of 
the person into the VCS/3rd Sector offers. This is to increase the level of engagement 
from the person into the most appropriate service to meet their current needs. 


 
This contact is phone, video or face to face and the person then receives a support 
plan detailing relevant information that has been discussed. Following completion of 
this the referral is then discharged from the system. 


 
Process where increased risk is recognised 


 
If it becomes apparent that an individual requires more urgent risk consideration, 
whether this is at the point of referral or following contact from a CC, an appropriate 
clinician is identified within the MDT to undertake this risk review, this might be 
reviewing further clinical information and making contact with the individual. 


 
There will be a dynamic approach to risk assessment and consideration as to the 


most appropriate method of conducting this review and whether a face-to-face 
review is necessary. Referrals where risk is identified will not be sent back to CAP 
for triage and will be managed within the team. If upon review, it is identified that the 
person does require urgent intervention, then the urgent care pathway should be 
followed, which may include a referral to CRHT, the Hub or 999. 


 
5-day urgent referrals are currently still being received from primary care. As the 
front door is embedded, communications will take place with primary care as there 
will be no requirement for these types of referrals. 


 
These will be received into the team via CAP and will be managed via the daily 
referral huddle. Upon MDT discussion, the team will make the decision as to who is 
the best placed professional to make the contact with the pt. It maybe that the 
Community Connector completes this first contact and brings the information back to 
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the MDT. In cases where risk is identified consideration will be given around if the 
patient requires an urgent nursing assessment or other intervention. 


 
If upon review of the 5-day urgent referral the MDT assess the risk as being too high 
to manage via the Community Connector route, then the most appropriate clinician 
will make the contact. 


 
This process is not applicable to MHSOP services. 


 
In cases where risk has dictated quick intervention from clinicians, the MDT will decide the 
most appropriate individual to feed back to the referrer. The role of the referral coordinator is 
to make sure the cases are resolved and fed back though this doesn’t mean that they hold 
the responsibility for delivering the feedback. 


 


There may be further information regarding the individual come into the team or the 
patients notes prior to the MDT discussion. If this comes into the team via generic 
administration email, then the administration team will bring this to meeting. Further 
information regarding the patient may appear within the notes prior to the meeting 
and it is the role of the referral coordinator to ensure a robust process has taken 
place when considering the patient’s needs. 


 
Hub & Spoke 


 
As part of the Community Mental Health Transformation there is a pledge to reduce inequity 
in access to mental health services across each of our neighbourhoods by ensuring there is 
a seamless and joined up approach to patient care. The Hub and Spoke model were 
designed and tested to ensure there is ‘no wrong door’. That patients can present to any 
point in the system and get supported to the right help. 


Aims of the Hub & Spoke and psychological consulter model 


The aim of the Hub & Spoke and psychological consulter model is to ensure that the right 
intervention, treatment or advice is given as soon as possible by the most appropriate 
service/professional, by reducing the need for written referrals between secondary mental 
health services and prevent patients being bounced around between services. 


The model is aimed at building stronger working relationships between teams and 
professionals, share learning and expertise across teams and provide improved patient care 
and outcomes. 


Which teams are involved 


The 8 Neighbourhood Teams are the locality mental health ‘hubs’, the spokes are the 
speciality teams who are an extended arm of the Neighbourhood Teams. The spoke teams 
are: 


- PIER & PAUSE 
- Assertive Outreach 
- Perinatal & Maternal Mental Health Services 
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- Integrated Care Service 
- In Reach Service 
- Memory Service 
- Unscheduled Care Service 
- TSPPD 
- Dynamic Psychotherapy Service 
- Cognitive Behaviour Therapy Team 


 


How does the Hub & Spoke model work 


Each of the spoke teams will have an identified clinical link worker/s from the spoke team for 
each of the Neighbourhood Teams. The link worker/s will attend the Neighbourhood Team 
MDT meeting at an agreed frequency, depending on the need of the area, either face to face 
or virtually, to provide education, advice, support and expertise to the Neighbourhood MDT 
and vice versa. 


The spoke team link worker will participate into MDT discussions centred around patient’s 
individual needs. This will include advice & guidance, education around patient 
management, acceptance of referrals both into and out of their services. Each team should 
email any names of any patients they wish to discuss prior to the meeting for some 
preparation to have been completed (if possible, notify the Neighbourhood Team at least 5 
working days of patients that need to be discussed to enable sufficient time to review the 
patient notes prior to the MDT meeting). The process of communicating this information 
should be clarified with each Neighbourhood Team as there is recognition that each team 
works differently. 


If there are any cases that require a discussion in between attendances at MDT meetings, 
the Neighbourhood Team will contact the link worker from the appropriate spoke team for a 
discussion or can join the daily referral meeting. These discussions and decisions will need 
to be documented within SystmOne using the MDT template. 


Within the MDT meetings discussions will take place to identify what the unmet clinical need 
might be for a patient. 


Discussion should involve a brief biopsychosocial understanding (based on 5 P’s 
formulation) of the person based on the information brought, which outlines the 
barriers to the person having a fulfilling life where they can connect with others, and 
a plan for treatment/input based on the psychosocial & medical understanding. 


 
When a patient needs to be supported by a Spoke Team 


If a patient needs to be supported by one of the spoke teams, it is the responsibility of the 
clinicians in the Neighbourhood Team MDT to document the discussion and decision within 
SystmOne. This negates the needs for a formal written referral. 


The clinician providing the care to the patient within the Neighbourhood Team will inform the 
patient of the decision and confirm agreement for the spoke team to make contact to see 
them. The clinician in the Neighbourhood Team will ensure that the Core Mental Health 
assessment and the risk assessment (utilising 5 P’s formulation) are updated before the 
spoke team make the contact. 
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It is the responsibility of the link worker from the spoke team to ensure that a referral to their 
team is opened for the patient with the date and time of referral to be the date and time of 
the MDT meeting within 24 hours or the next working day. The link worker will discuss the 
case within the Spoke Team referral/MDT meeting and a decision made on most appropriate 
clinician to see the patient. 


When a patient needs to be transferred to a Neighbourhood team 


If the spoke team feels a patient is ready to transfer to the Neighbourhood Team, the link 
worker from the spoke team will take the case for a discussion at the next Neighbourhood 
Team MDT meeting. This will facilitate the conversation and sharing of information to help 
support the patient and their network, robustly manage risk and any ongoing unmet 
community needs. This process will allow for improved flow through the spoke services and 
mean that people can access the most appropriate service to meet their needs in a timely 
manner. 


The link worker will ensure that SystmOne is updated with the discussion and decision made 
at the MDT meeting using the MDT template. The link worker will also ensure the decision is 
communicated with the patient at the earliest opportunity, they must also ensure that the 
core mental health assessment and the risk assessment are updated using the 5 P’s 
formulation. The Neighbourhood Team will ensure a referral for the patient is opened on 
SystmOne within 24 hours or the next working day. 


Providing specialist expertise into Neighbourhood Team MDTs 


One of the key aims is to provide a safe space for productive MDT discussions around the 
needs/goals of the patient, to consider formulation and to match needs to the resources 
available. 


The spoke team link workers will use their specialist knowledge and experience to provide 
advice & guidance and support MDT discussions and share learning to develop a plan that 
meets the patient’s individual needs. 


The link worker is encouraged to bring along a clinician involved in a patient’s care to enable 
a fuller discussion to take place within the MDT meeting. 


It is important to note that the key in successful outcomes of applying this model to mental 
health services is in the MDT. Senior clinicians and leaders need to create an environment of 
psychological safety for the attendees, where any perceived hierarchy doesn’t inhibit the 
MDT members ability to advocate / patients’ access to services etc. The team ethos needs 
to reflect that successful patient outcomes arise from how the local team and wider team 
works together. 


Frequency of attendance 


Each team should be attending each of the Neighbourhood Team MDT meetings at an 
agreed frequency but at least every 4 weeks. 


Escalation of any issues that cannot be resolved 


Any concerns or issues with the hub & spoke process and/or attendance need to be raised 
initially with their line manager and/or matron and can be escalated to the Planned Care 
Quality & Safety Meeting. 
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Type of Policy  Clinical 


✓ 
Non-Clinical  
 


Which Relevant CQC 
Fundamental Standards? 


Person centred care, dignity, and respect, 
need for consent and safe care and 
treatment 


The Community Mental Health Framework (2019) proposed 
replacing the Care Programme Approach (CPA) and in July 
2021, a position statement was developed by NHS E&I to 
support mental health providers to implement new models in 
line with the framework. This policy replaces the Trust’s CPA 
policy with a new service user led, recovery-based approach for 
mental health and learning disability services. 
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Version Control and Summary of Changes 


 


Version 
number 


Date 
 


Comments 
(description change and amendments) 


 
One 


11th May 2022 
First working draft 


Two 
22nd July 
2022 


Second working draft – section added on reviews 
and extended section on discharge with flowchart 
added 


Three 
20th July 2023 Added which teams will stay on CPA and clarified 


the role of CPA in inpatient areas. 


Three.1 
14th 
November 
20234 


Changes to Target Audience 


 
 
For further information contact:  
 
Deputy Head of Nursing, Planned Treatment and Recovery Services, DMH 


Equality Statement 


Leicestershire Partnership NHS Trust (LPT) aims to design and implement policy 
documents that meet the diverse needs of our service, population and workforce, 
ensuring that none are placed at a disadvantage over others. It takes into account the 
provisions of the Equality Act 2010 and promotes equal opportunities for all. This 
document has been assessed to ensure that no one receives less favourable 
treatment on the protected characteristics of their age, disability, sex (gender), gender 
reassignment, sexual orientation, marriage and civil partnership, race, religion or 
belief, pregnancy and maternity. 
 
 
Due Regard 


 
LPT will ensure that Due regard for equality is taken and as such will undertake an 
analysis of equality (assessment of impact) on existing and new policies in line with 
the Equality Act 2010. This process will help to ensure that:  


 
• Strategies, policies and procedures and services are free from discrimination.  
• LPT complies with current equality legislation.  
• Due regard is given to equality in decision making and subsequent processes.  
• Opportunities for promoting equality are identified. 


 
Please refer to due regard assessment (Appendix 4) of this policy 
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Definitions that apply to this Policy 


 
 
Care Programme Approach 
(CPA) 
 


The Care Programme Approach (CPA) was “the 
approach used in secondary mental health care to 
assess, plan, review and co-ordinate the range of 
treatment, care and support needs for people in contact 
with secondary mental health services who have complex 
characteristics” – Department of Health 2008 
 


Care coordination 
 


Care coordination synchronizes the delivery of a person’s 
health care from multiple providers. The goals of care 
coordination are to improve health outcomes by ensuring 
that care from disparate providers is not delivered in silos. 
 


DIALOG 
 


DIALOG is an 11-question survey which people with a 
mental health problem are asked to rate their satisfaction 
and needs for care on 8 life domains and 3 treatment 
domains.  The information may be used to evaluate or 
measure the person’s recovery journey.   
 


Assessment All service users are entitled to a core / full initial 
assessment. Those with complex needs will require a 
more comprehensive holistic assessment which must 
include clinical risk assessment. 
 


Care Plan The Care Plan is a record of needs, actions and 
associated responsibilities arising out of the assessment 
process. The actions within the Care Plan should be 
outcome focused with the aim to address the identified 
needs and to optimise the mental & physical health of the 
service user. 
 


Review All service users are entitled to regular reviews of their 
care plan.  Review dates should be set with the service 
user and with carers (with the service user’s permission).  
Review dates must be written onto the service users care 
plan.  Service users and carers can request a review of 
their care at any time. 
 


Care Coordinator 
 


Under CPA policy, the Care Coordinator had 
“responsibility for co-ordinating care, keeping in touch 
with the service user, ensuring the care plan is delivered 
and ensuring that the plan is reviewed as required”.   
 


Lead Professional Under CPA Policy, the lead professional has “the 
responsibility for facilitating the delivery of care to the 
service user who has been identified as having 
straightforward needs and has contact with only one 
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agency; this will be the person identified as being most 
appropriate from that agency”  
  


Key Worker 
 
 


The key worker is someone who can form a therapeutic 
alliance with the person, and whom the person trusts and 
connects with, it can be either a registered or a non-
registered member of staff. 
 


Advance Statement of 
Wishes 


A Statement of Wishes (preferences) although not legally 
binding, must be considered by those making best 
interests’ decisions on a person’s behalf at a time when 
the person may be acutely unwell and temporarily lacks 
capacity (having been made when they had capacity). 
 


Advance 
Decision 


An ‘advanced decision’ is a statement of instructions 
about what medical treatment a person wants to refuse in 
case of losing the capacity to make those decisions in the 
future. 
 


Due Regard Having due regard for advancing equality involves: 
Removing or minimising disadvantages suffered by 
people due to their protected characteristics.  Taking 
steps to meet the needs of people from protected groups 
where these are different from the needs of other people. 
Encouraging people from protected groups to participate 
in public life or in other activities where their participation 
is disproportionately low. 
 


Risk of Admission Register The Risk of Admission Register (ROAR) is a mandate 
from NHSE for Integrated Care Boards (ICBs) to manage 
a register of people with learning disability and/or autism 
who are at risk of admission to a mental health inpatient 
user setting.  
 


Care and Treatment Reviews Care and Treatment Reviews (CTRs) are part of NHS 
England’s commitment to transforming services for 
people with learning disabilities, autism, or both. 
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1.0 Purpose of the Policy 


 


The Community Mental Health Framework, published in September 2019, proposed 


replacing the Care Programme Approach (CPA) for community mental health services, 


and in July 2021, a position statement was developed by NHS England and NHS 


Improvement to support mental health providers to implement new models in line with 


the framework. This policy aims to provide a framework for implementation of a new 


service user and carer recovery led approach within LPT.  


The Community Framework makes clear that one of its purposes is to enable services 


to shift away from an inequitable, rigid, and arbitrary CPA classification and bring up 


the standard of care towards a minimum universal standard of high-quality care for 


everyone in need of community mental healthcare. A flexible and personalised 


approach following comprehensive assessment means that coordination of care can 


be tailored to an individual’s needs, what matters to them, the views of carers and 


professional judgment. The new framework does not mean taking away any positive 


aspects of CPA and the new system of care will pull up the standard for all.  


2.0 Summary and scope of policy 


CPA is now no longer being used for the majority of services, and will be replaced with 
care coordination for all service users who receiving services from LPT.  There will be 
some services that will continue to work under the CPA Framework and this are listed 
in this policy. 
 
This policy includes feedback from servicer users about what they want to see as part 
of their care and provides guidance to staff about working in a more flexible and service 
user recovery focused way. 


3.0 Introduction   


 


CPA has had a central role in the planning and delivery of secondary care mental 


health services for almost 30 years, and it was originally introduced to provide greater 


shape and coherence to local services’ approaches to supporting people with severe 


mental illnesses and or complex presentation requiring a multi-agency approach, in 


the community; it was based on care coordination, care planning, regular review, and 


case management. The principles underlying CPA are sound and there has been 


some excellent work over the years in implementing and improving it, however, it has 


not been updated for almost 15 years and community mental health policy and practice 


have evolved significantly.  


From early on, doubts were raised about CPA – principally, that it attempted to unite 


a model of resource allocation with one for clinical care delivery and planning, and that 


it created a two-tier system in which a person is either ‘on’ or ‘off’ CPA. Its role has 


been further complicated by its close association with risk management. Several 
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attempts have been made to evaluate its impact but have failed to provide convincing 


evidence for its effectiveness. This is perhaps not surprising as it is as much a policy 


document as an intervention that could be subject to formal evaluation.  


Considerable debate has centred around who is eligible or not for the CPA, which 


usually focuses on diagnostic, cluster or complexity-based tools and it has also 


become viewed as a bureaucratic, time-consuming process that diverts staff attention 


away from the delivery of care to the organisation and review of care. The Care Quality 


Commission recently reported that there is a large variation in the proportion of people 


on the CPA between trusts, with figures that ranged from 3% to 73% of service users 


from different mental health trusts who responded to the annual community mental 


health survey (CQC, 2018). 


The Community Framework makes clear that one of its purposes is to enable services 


to shift away from an inequitable, rigid, and arbitrary CPA classification and bring up 


the standard of care towards a minimum universal standard of high-quality care for 


everyone in need of community mental healthcare. The Framework proposed 


“replacing the care programme approach (CPA) for community mental health services, 


while retaining is sound theoretical principles based on good care coordination and 


high-quality care planning”. 


Care coordination is important work and has often been under-appreciated as a 


function which should provide high quality care to service users, often within an 


outmoded and historically resource-constrained system. While many service users 


find care co-ordination valuable – and while care co-ordination may form a significant 


part of the overall support that someone with a severe and complex mental health 


problem receives – care coordination is not a meaningful intervention in and of itself. 


A flexible, responsive, and personalised approach following a high-quality and 


comprehensive assessment means that the level of planning and co-ordination of care 


can be tailored and amended, depending on:  


• the complexity of an individual’s needs and circumstances at any given time.  
• what matters to them and the choices they make. 
• the views of carers and family members.  
• professional judgment.  


•  
The new framework does not mean taking away any positive aspects of CPA and 


given the CQC’s (now Integrated Care Boards (ICS) regular findings from community 


mental health surveys that people on CPA report better experiences of care, the new 


system of care should be pulling up the standard for all.  


The aim of care coordination is to provide high quality care planning, support and 


ensuring that the care plans and interventions are delivered and are effective. 


Fully involving the service and family/carer as well as other key individuals in decision 


making and using evidence based best practice to guide/aid recovery with a view to 
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either discharging from services or transferring to other appropriate services as when 


required. 


 


 


The new approach is based on the following five broad principles: 
 
1. A shift from generic care co-ordination to meaningful intervention-based care 


and delivery of high-quality, safe, and meaningful care which helps people to 
recover and stay well, with documentation and processes that are proportionate 
and enable the delivery of high-quality care. 


  
2. A named key worker for all service users with a clearer multidisciplinary team 


(MDT) approach to both assess and meet the needs of service users, to reduce 
the reliance on care coordinators and to increase resilience in systems of care, 
allowing all staff to make the best use of their skills and qualifications, and drawing 
on new roles including lived experience roles.  This can either be a registered or 
non-registered staff member. 


 
3. High-quality co-produced, holistic, personalised care and support planning 


for people with severe mental health problems living in the community: a live 
and dynamic process facilitated by the use of digital shared care records and 
integration with other relevant care planning processes (e.g. section 117 Mental 
Health Act); with service users actively co-producing brief and relevant care plans 
with staff, and with active input from non-NHS partners where appropriate including 
social care (to ensure Care Act compliance), housing, public health and the 
voluntary, community and social enterprise (VCSE) sector.  


 
4. Better support for and involvement of carers as a means to provide safer and 


more effective care. This includes improved communication, services proactively 
seeking carers’ and family members’ contributions to care and support planning, 
and organisational and system commitments to supporting carers in line with 
national best practice.  


 
5. A much more accessible, responsive and flexible system in which approaches 


are tailored to the health, care and life needs, and circumstances of an individual, 
their carer(s) and family members, services’ abilities and approaches to engaging 
an individual, and the complexity and severity of the individual’s condition(s), which 
may fluctuate over time.  


 


3.1 National metrics and related guidance  


 


The position statement clarifies that specific reference to CPA from the 2021/22 


Contract has been removed. This follows amendment in 2020/21 of a key Standard 


Contract mental health metric on 7-day follow-up from people on the CPA discharged 


from inpatient user care to 72-hour follow-up for all service users discharged from 


inpatient user care. NHS England and NHS Improvement is working with NHS Digital 
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to amend the data currently collected in the Mental Health Services Data Set 


(MHSDS). 


There are no national requirements for providers to use the CPA, nor are there any 


remaining metrics within national datasets relating to the CPA that are reported on or 


used for any purpose, including in the NHS Oversight Framework. The position 


statement requires Provider Boards, ICBs and other local governance groups 


including ICSs to review the metrics they report relating to the CPA with a view to 


stopping their collection and reporting, thereby reducing the unnecessary 


administrative burden on provider staff.  


Within LPT Directorate of Mental Health Services, monitoring of reviews of 72-hour 


contacts will continue but 7 day follow ups will cease.  The Directorate of FYPC/LD will 


continue to monitor both 72-hour contacts and 7 day follow ups.  These will report 


directly to both the Care Coordination Standards Group and the Clinical Effectiveness 


Group. 


The NHS England Position Statement on CPA (2022) stated that will continue to be 


used in adult secure services and is included in published service specifications. A 


review of CPA within these setting will be undertaken with key stakeholders (including 


service users and families) during 2022/23. We will look to ensure people who may be 


moving between community mental health, learning disability and autism services, the 


Criminal Justice System and adult secure services are supported in a consistent way 


under the principles set out in this Position Statement and this will be agreed and co-


produced with all relevant stakeholders.  


The CPA will continue to be used in the following services:- 


a) Adult Eating Disorders 


b) Deaf Mental Health Services for Adults 


c) Obsessive Compulsive Disorder & Body Dysmorphic Disorder  


d) Perinatal Mental Health 


For all patients accessing any of the inpatient services/settings listed above, we will 


continue to provide support to them when moving through or transitioning from 


community mental health settings to specialist mental health inpatient settings in line 


with the principles detailed within this position statement. 


 


3.2 Feedback from service users and carers 


 


As a fundamental element of the development of the policy, feedback was obtained 


from service users and carers through discussions at the LPT recovery cafes in March 


and April 2022 where there was a focus on care planning and CPA/care coordination. 
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The main headlines of the feedback were as follows: 


o the need for greater personalisation in the care process 
o the benefits of a named contact person 
o the need for a more friendly and proactive response to managing ‘did not 


attends’ (DNAs) 
o a question about the resources available to us for this work 
o the suggestion of a central hub to signpost to services 
o consideration of the care navigator role and how this could further support 


service users 
o the need to put more resources into social prescribing, rather than the quick fix 


of medication 
Service users were asked the following: 


What is your experience of CPA? 


Feels like everything has already been decided for me. 


Lack of understanding on what care plan reviews are 


Should be holistic, looking at a persons physical/mental and social circumstance 
needs 


Links to the neighbourhood and community settings 


Should include everyone involved/friends and family members who know you when 
you are well 


What is your knowledge of CPA? 


Not present/people don’t know me 


I do not feel part of the process 


Didn’t know I was on it until I had been sectioned 


You don’t have a voice 


Feels like the wheels fall off from the start 


 What is your experience of care planning? 


I have never seen mine 


Not been mentioned for a long time 


I have asked, but its all about time (lack of time) 


Clinicians are overworked and overloaded 


Feeling like discussions have already been had without you 


How should care be reviewed? 
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To have discussions and feel part of the decisions made 


Clinicians’ workload does not dictate how the care is delivered 


Give patients a voice and to be listened to 


Know the full picture and make it meaningful 


Permission and choice 


3.3 High-quality co-produced, holistic, personalised care and support 
planning. 


 


There is little evidence to suggest that the implementation of the CPA has led to high 


quality care planning when it is used, and in general there is a need for services across 


the country to significantly improve the quality and relevance of care planning for 


people with moderate to severe mental health problems. While the type of plan and 


the level of support needed will depend on the person and their individual needs, 


ensuring that all care and support plans are genuinely co-produced, personalised, and 


Care Act compliant and integrated with Mental Health Act section 117 plans where 


necessary should be a key aim. 


This should help to ensure efficiency and minimise the administrative burden on all 


health and social care staff, as well as improve care. 


In line with the NHS comprehensive model of personalised care, service users should 


be encouraged to be owners of the information within their care plan, be familiar with 


its content and feel confident to request reviews and amendments should 


circumstances change.  


Care plans should include the actions that the service user undertake, that carers 


and/or family members might undertake, and the actions services will undertake to 


support them. They should include flexible and revisable timescales for review 


depending on agreement between the MDT, service user and carer/family where 


appropriate, as opposed to within a long and arbitrary timeframe (currently six or 12 


months). 


Care plans should reflect the service user’s individual needs rather than generic 


service policies or processes. There should be brief, clear documentation and follow-


up of agreed actions, given the centrality of trust to any positive therapeutic 


relationship.  


In digitised form they should be live, easily available and accessible both in terms of 


language and format (to service users, carers, family members and all agencies 


involved in someone’s care) and updated regularly as agreed with the service user. 


The care planning process and its outputs should be viewed as fundamental parts of 


the meaningful care that services seek to provide, rather than a box-ticking exercise, 
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and should be linked to routine outcome measurement (DIALOG) or a suitable 


alternative. 


NICE (2021) published guidance on shared decision making stated that “shared 


decision making is a collaborative process that involves a person and their healthcare 


professional working together to reach a joint decision about care.  It could be care the 


person needs straightaway or care in the future, for example, through advance care 


planning. It involves choosing tests and treatments based both on evidence and on 


the persons individual preferences, beliefs and values/  It means making sure the 


person understands the risks, benefits and possible consequences of different options 


through discussion and information sharing/  This joint process empowers people to 


make decisions about the care that is right for them at that time (with the options of 


choosing to have no treatment or not change what they are currently doing always 


included). 


3.4 Care coordination and the process for service users on a waiting list. 


 
The Trust is committed to regular review of the safety of service users who are on 
waiting lists and community services have monitoring processes in place.  
 
The following key principles must be met to provide assurance of the process for 
service users being entered onto a waiting list: 
 


• Robust prospective clinical triage  


• Regular reviews of the waiting list by service management and clinicians 
through Service user Tracking Lists 


• Clear process for reprioritisation or reallocation if clinical presentation changes 
or is escalated. 


• Clear information to ensure that service users are fully aware and understand 
their rights, what to do if their situation deteriorates and how to access 
supportive resources whilst waiting. 


 
For adult mental health services once the assessment has been completed and if the 
service user has been accepted and immediate allocation is not possible, a safety plan 
will be co-produced by the service user and the assessing clinician, and the service 
user will be supported through the waiting list process. 
 
For older person mental health services, the service user is allocated at the point of 
assessment and intervention commenced and they are taken off the waiting list. 
 
If a service user is open to another service within the Trust, their key worker will remain 
the same. 
 


If a service is not known to any other service within the Trust and it is not possible to 
allocate a key worker straight away, they will have an open team referral but no named 
lead key worker. The team would need to ensure access to a clinical duty worker (or 
similar system) within office hours to respond to queries from anyone who rings up for 
support. 
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3.5 Lead Professional/Care Coordinator and Key Worker 


 
The term Lead Professional and Care Coordinator will no longer be used.  
 
All service users will have a named key worker. 
 
Continuity of care is something that professionals and service users all want to achieve 
in mental health services. Service users and carers should therefore have clarity as to 
who they can contact via having a named key worker; in most cases we expect this 
would be the existing care coordinator for people already under their care of services.  
 
All parties should share clear expectations around communication and best practice 
would be a key worker who can form a therapeutic alliance with the service user, and 
whom the service user trusts and connects with. 
 
At the same time, services need to adopt clearer MDT-based approaches by ensuring 
that named key workers and patients are supported by a robust MDT integrated with 
social care and the VCSE, which helps to address people’s social needs as well as 
their clinical needs, rather than the system of care relying on a single care coordinator 
coping with an overwhelming workload. The move away from a generic care 
coordinator role is also an important step in supporting all staff to perform the roles 
they qualified in and went into their professions to undertake, allowing them to apply 
their unique skills in supporting individuals as part of an MDT, such as in nursing, 
social work, or occupational therapy. 
 
This means that services should not respond to this statement by simply rebadging 
care coordinators as key workers; the purpose of designating key workers is to ensure 
that a service user can build a consistent, trusted relationship with an individual who 
understands their history and who can support the service user to engage with the 
care and support available through a therapeutic alliance. A key worker can either be 
a registered or non-registered staff member. 
 
Every member of the MDT should play a prominent role in sharing responsibility for an 
individual’s care and it should be the Key worker as a whole plays the coordinating 
role across the various organisations and sectors from which its members are drawn 
(e.g: nursing, social care, occupational therapy, employment/vocational support, 
housing, substance use, VCSE). 
 
A fully personalised approach also allows providers and ICSs to take a population 
health approach by determining what different care spells or care packages look like 
for different people with different presenting needs and circumstances at a given point 
in time. 
 
 
3.6 Out of Area Service Users 
 
Service users who are cared for ‘out of area’ (for example, in a specialist residential 
or inpatient user placement such as locked rehab etc. – note that this would not apply 
to an acutely ill service user who is temporarily accommodated out of area in a private 
facility on a short-term basis) will continue to be allocated to a key worker from LPT 
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(Learning Disability and Autism services now have an allocated TCP Case Manager 
for this role)  
 
There is no expectation for the key worker to contact the out of area provider other 
than if, or when, plans are put in place to repatriate the service user back to LPT 
services.  At this point, the key worker will re-establish this role to support a smooth 
transition. Service users in this situation are exempt from data collection. 
 
Learning Disability and Autism Services have a discharge care co-ordination pathway 
through the Learning Disability and Autism Collaborative and will be allocated a key 
worker from LPT at the point of commencing on the discharge pathway. 


3.7 Care and Treatment Reviews for people with learning disabilities and 
autism  


 
Care and Treatment Reviews (CTRs) are part of NHS England’s commitment to 
transforming services for people with learning disabilities, autism, or both. 
 
The Risk of Admission Register (ROAR) is a mandate from NHSE for Integrated Care 
Board (ICBs) to manage a register of people with learning disability and/or autism who 
are, considered to be at risk of admission to a mental health inpatient user setting. The 
relevant health service needs to identify that a person is at risk of admission to a 
mental health inpatient user setting and complete an online ROAR referral form. 
 
A multi-agency meeting (MAM) happens prior to a person being referred to the 
Register. It should include Health, Education and Social Care and should not be 
confused with health based multi-disciplinary teams’ meetings. A MAM should be 
called when a person has escalating risks and/or unmet needs before referral to the 
ROAR. It can be called by any agency involved in the person’s care and paperwork 
exists to facilitate the meeting   standard agenda and template for recording minutes. 
 
If a person is referred on the ROAR as amber or red, the process is to arrange a 
community CTR, and the ICB will contact the referrer. Following the processes of 
MAM, ROAR referral and CETR will enable a person’s needs to be met in the most 
prompt and appropriate way. Failing to follow the correct processes may cause 
unnecessary delay or admissions to hospital. Any admission to hospital without a 
community CTR is classed as a breach and is a reportable incident.  
 
All admissions for a person with a learning disability and/or autism under the Mental 
Health Act must be reported to either Specialist Commissioning for children and young 
people or Secure or the ICB so that a post admission CTR can be completed. 
 
Please utilise NHS Futures Platform for further guidance and to access the ROAR 
referral:https://future.nhs.uk/system/login?nextURL=%2Fconnect%2Eti%2Fhome%2
Fgrouphome  
   
CTRs provide the following:  
  


         Providing a degree of independent scrutiny.  
         Challenging elements of the care and treatment plans where appropriate.  
         Involving independent experts by experience.  



https://future.nhs.uk/system/login?nextURL=%2Fconnect%2Eti%2Fhome%2Fgrouphome

https://future.nhs.uk/system/login?nextURL=%2Fconnect%2Eti%2Fhome%2Fgrouphome
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         Involving independent clinical experts.  
         Being chaired by and directly involving the responsible commissioner.  
         Routinely involving local authorities in the reviews 


Reference: https://www.england.nhs.uk/wp-content/uploads/2017/03/ctr-policy-v2.pdf 


3.8 Service Interface and Discharge. 


 


High quality care coordination and planning is the underlying principle regarding 


transfers and discharges for service users requiring input.  Communication is of vital 


importance; therefore, all services should offer robust and seamless input/coordination 


for the service during their period of care and recovery. 


3.9 Transfers:  


 


Timely and effective management of care transfers is a key part of service users care 


and continuity of care, particularly when transferring between services and out of area.  


The transfer process is not solely the responsibility of the key worker.  Discussion, and 


decision making should be shared both within the team and external agencies, this is 


dependent on good communication between key individuals and agencies involved at 


the time with each service user.  Transfers can be considered as between services 


and between trusts, including out of area services or with prisons or longer stay rehab 


units. Transfers could also be considered as short-term input by another Trust or team 


(for example Intensive Home Treatment) or out of area in the event of a service user 


moving to another area either permanently or temporarily.  


Unless the service user is being discharged the key worker responsibility for will 


remain with the originating team. Discharges and transfers should be managed in 


accordance with the Trust’s Policy for the Planned Discharge/Transfer of Service 


users from In-Service user Services and Discharge/Transfer SOP’s appropriate to the 


service involved in the process at that time.  


In the event of an out of area admission the key worker must keep in regular weekly 


contact with the admitting ward. 


When discharging service users from an inpatient user setting the ward must ensure 


that they follow the discharge process / pathway which will include liaising with the 


relevant community mental health team.  


Likewise, the community mental health team must keep in contact with the ward to 


enable a smoother transition and discharge from the ward to aid continuity of care. 


When transferring between services the key worker must remain involved until the 


transfer is complete and will have responsibility for overseeing the service user’s care. 



https://www.england.nhs.uk/wp-content/uploads/2017/03/ctr-policy-v2.pdf
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3.10 Rehabilitation Services: 


 


For those service users being admitted to an LPT rehabilitation unit for an agreed time 


scale (which is over 3 months) the service user will be discharged from the community 


team and their key worker will remain with the inpatient/rehab setting.   


Upon discharge if community input is required the rehab ward/unit will make a referral 


back to the appropriate team with a minimum of 3 months’ notice. 


3.11 Both transfer and discharge: 


 


On discharge and transfer – it is the responsibility of the discharging team and 


allocated key worker to ensure all services attached to the service users care are 


informed of any transfers out of the team and correspondence with the GP must be 


carried out with a full account of the service users progress and needs.  


If at the point of discharge from inpatient settings, no key worker has been identified, 


this role defaults to the manager of the receiving team. Under all circumstances, the 


receiving team should be involved in the discharge planning. 


3.12 Leave (inpatient LPT) 


 


For service users going on leave from in-patient care,  


For either short term or long-term extended leave, a plan of care for that period of 


leave should be in place, this plan must outline a clear rationale and timescale as well 


as include a crisis and contingency plan.  


The responsible clinician or their deputy should be immediately informed of any 


significant deterioration or breakdown of the plan whilst the patient is on leave. 


Regular contact should be maintained with service users on leave. This responsibility 


rests with the inpatient team, however it may be delegated to the community team, or 


the Crisis team (following discussion and agreement). Consideration should be given 


to informing the GP if the service user is going on extended leave, this can be achieved 


through sending information electronically through System one to the service users 


registered GP.   


Where it is not possible to contact service users on leave the consultant psychiatrist 


and care team must consider and document what action to take based on their 


knowledge of the service user and any risks. The Responsible Clinician should 


consider formally requesting the service user return to hospital if required.  
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If a service user is open to a community team and going on leave, the ward must 


ensure that this is communicated to the community team, and that any additional such 


as depot administration is handed over. 


3.13 Discharge from services; 


 


The overall aim of input from mental health services whether this is admission or input 


from crisis services or community teams is recovery for the individual, it is not expected 


that service users will remain under the care of mental health services indefinitely, 


when their needs can be met in primary care, therefore discharge from mental health 


services should always be a goal for those admitted either into inpatient settings or 


community teams and care planned at the point of admission.  


At each review, it should be considered whether the service user needs FURTHER 


INPUT or a key worker upon discharge from an inpatient setting, the automatic default 


should not be yes as the aim of admission and input form the community team should 


be recovery  


During the service users’ recovery, the level or complexity of a service users’ needs 


will possibly reduce and while the clinical process of care planning and review does 


not change.  However, if a high level of input continues to be required to maintain the 


service user’s health and wellbeing needs then a key worker and input from community 


services will be required.  


Recovery means different things to different people.  For some people recovery means 


aiming to be symptom free.  Or others it might mean managing their mental health to 


be able to live a meaningful life.  Recovery can be short-term or long-term thing. 


If the service user is discharged from a service and no longer requires a key worker, 


there should be a comprehensive discharge summary with all relevant information to 


the service users registered GP. A crisis and contingency plan should be in pace for 


the service user in the event of a relapse in their mental health. 


3.14 Carers  


 
A key element of a person’s recovery and care coordination is that it recognises the 
importance of service user’s wider social relationships to their well-being and recovery. 
A key aspect of the key workers role is therefore to consider these with the service 
user and, where possible, to ensure that the right people are involved in the 
assessment and care planning process. Service users have a right to the involvement 
and support of other people where they wish it. 
 
A carer is someone who supports a person with a mental health problem, learning and 
/ or physical disability or illness. They may be in receipt of carers allowance or 
attendance allowance or do it as voluntary work. Carers are often family or friends, but 
they do not have to be. The support they provide might be physical care or practical 
support, but it can also include emotional support or supervision. It is quite common 
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for people not to see themselves as carers because they see what they do as a normal 
part of being a partner or friend. Recognition should be given to the role of the carer 
as being a valued member of the care team network. 
 
LPT and Local Authorities recognise that caring for a person with mental health 
problems may have a significant effect on the life of that carer and this can affect the 
carer’s own health, well-being, and life chances. All staff in the partner agencies have 
responsibilities to support or signpost carers as required. 
 
Local Authorities have a legal duty to offer carer’s who provide or intend to provide 
“care” an assessment of their own needs. Following an assessment, support and 
services may be provided to help the carer in that role. This can be directly to the carer 
or through additional support to the service user.  
 
Staff must actively seek to always identify and support carers, staff must also record 
on the Electronic Patient Record (SystmOne) any people identified that service user’s 
do not want involved in their care.  Clinicians may, at times, be working with individuals 
and have no direct contact with carers but become aware of them through the service 
user. The service user may not want their carer to be contacted. In these situations, 
staff are advised to explore the service users concerns and encourage him / her / them 
to weigh the possible benefits of the carer receiving support against the issues giving 
concern. Information about what the carer’s assessment involves and reassurance 
that confidentiality will be maintained may help. 
 
The service user’s capacitous consent must be sought before any information relating 
to their mental health is shared with their carer, unless risk / safety factors or lack of 
mental capacity, relevant to the decision to be made, justify breaking such confidence. 
The rationale for this breaking of confidence must be recorded in EPR. 
 
If a service user still refuses to give their capacitous consent, and there is no overriding 
responsibility in terms of risks then the service user’s wishes must be respected. The 
rationale for refusing consent must be recorded in the service user’s EPR. In these 
situations, carers can still be signposted to carer’s organisations and / or the Local 
Authority for support to them. 
 
Additional to family or friends who care “about” the service user and who the service 
user may wish to be involved in the care coordination process, there will be others 
who care “for” the service user. The partner agencies all recognise the importance of 
supporting carers – those who care for people.  
 
The carer should be informed that records will be kept including their personal details. 
Capacitous consent for this should be obtained from the carer and recorded in the 
relevant section of the assessment form or the review form. 
 
In order to enable carers to make an informed decision, whether to share information 
or not, it must be made clear how any information they provide will be used. They 
should also be made aware of their right to access records about them. 
 
Where carers are under 18, their needs require consideration. Staff should always 
consider if children are present in the service user’s life and ask if they are involved in 
providing any care. 
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The aim should be to provide the right support to the service user so that the caring 
role does not impact adversely on their life. This support can include help with their 
parenting role. Some young people do wish to continue in a caring role, and this can 
be appropriate and specific support is available to them.  Information regarding 
children acting as carers should be shared with the child.  
 
The carer can share his / her / them, own view, and any other information he / she 
/they, feel is necessary with the care team, regardless of whether the service user has 
given permission or not. 
 
If a carer requests that information they share with staff is not passed on to the service 
user, this request must be respected – subject to Information sharing and Consent 
guidance 
 
Throughout the care coordination process, staff must be mindful of the needs of the 
service user’s family / network and where any needs or issues are identified, further 
reference for guidance may be obtained in other Trust policies including Adult 
Safeguarding Policy,  Children Safeguarding Policy or Domestic Violence Policy - 
available via e-source 
 


3.15 Review 


 
A review may be a planned meeting, a series of conversations or a more formal 
meeting that puts the service user at the centre. The method of the review can be 
flexible, providing it maintains the core principles of care coordination. The decision 
on how to review care should be led by the service user and include all individuals 
involved with their care/ treatment and recovery as much as is practicably possible 
and rationale for decisions made should be documented within the EPR.  
 
Whereas in the previous CPA policy, CPA reviews were required be completed and 
shared to all identified stake holders within 14 days of taking place, this was only 
relevant to service users subjected to CPA, with the expectation that those subject to 
non-CPA would have a yearly review and correspondence usually in the form of a 
clinic letter from the outpatient’s department would be sent.  
 
The aim of the review is to discuss and update the care plan, risk assessment, 
outcome measures, social and economic factors and to review Section 117 aftercare 
(where applicable). 
 
The review is a structured, yet flexible process and service users have the right to 
request a review at any time.  However, the general requirement now is that a review 
should take place at regular intervals outlined on the service users care plan, taking 
into consideration service user choice, complexity of identified needs, planned 
outcomes and any risk factors. The discussion from the review should be written in the 
review section of the care plan. 
 
Service users who have been admitted to hospital must have a review within the first 
2 weeks of admission.  If the service users is an inpatient for more than six months, 
they will have reviews at least every six months, dependent on need.  A review must 



http://www.leicspart.nhs.uk/Library/MSWordAdultSafeguardingPolicyFinalratifiedfebruary20122_20120712.pdf

http://www.leicspart.nhs.uk/Library/MSWordAdultSafeguardingPolicyFinalratifiedfebruary20122_20120712.pdf

http://www.leicspart.nhs.uk/Library/MSWordChildrenSafeguardingPolicyratifiedFebruary2012_20120712.pdf

http://www.leicspart.nhs.uk/Library/MSWordChildrenSafeguardingPolicyratifiedFebruary2012_20120712.pdf

http://www.leicspart.nhs.uk/Library/MSWordChildrenSafeguardingPolicyratifiedFebruary2012_20120712.pdf
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also take place prior to discharge from an inpatient setting, transfer of care into another 
team, in or out of area, to formally handover care and all relevant information. All 
attempts must be made to hold the review in a timely manner, and overdue reviews 
must be prioritised. The review is the responsibility of the registered staff who have 
written the care plan, and they need to ensure that everyone involved in the service 
user’s care has had the opportunity to contribute. The care plan must be updated to 
reflect any change resulting from a review and a copy given to the service user. 
 
Following the review, a copy of the updated care plan must be given to the service 
users and any other relevant others (with service users consent).  A supporting letter 
should also be produced which highlights the changes to the care plan and the 
reasons why.   
 
Section 117 after-care reviews can be reviewed within the review process.  It is 
recognised that however that the support for some people who remain entitled to 
Section 117 after-care is straight forward and does not require care coordination and 
planning across services. Examples of this include where primary care takes on the 
support or where the person is settled in social care and no longer requiring regular 
input from secondary mental health services.  The Mental Health Act Code of Practice 
chapter 33 states “33.20 the duty to provide after-care services exists until both the 
CCG (now ICB) and the local authority are satisfied that the patient no longer requires 
them”. 
 


3.16 Top tips for reviews  


 
Given the isolation and anxiety caused by the Covid-19 pandemic, it has never been 
more important to ensure that the needs of service users are reviewed and supported. 
Key Workers can start to plan this process by talking to service users to ask them how 
their needs can best be met at this time.  
 
A review does not necessarily need to be a formal meeting, and it can be a series of 
conversations brought together in the completion of the review template. Options for 
participating can be shared with the service user as a starting point, and service users 
may wish to get involved by submitting written feedback, dialling into a meeting on 
their mobile phone or through a nominated advocate or carer. It is important that efforts 
to contact all involved are captured and that conversations are accurately documented 
to record if they are face-to-face or by telephone etc. It may also be helpful to 
document any restrictions imposed by Covid-19. 
 
Some clinicians have had great success with video platforms, such as Attend 
Anywhere and Microsoft Teams, both of which are approved for use by the Trust. 
Attend Anywhere has an MDT function, and up to six participants can be involved in a 
virtual meeting; for larger groups, Microsoft Teams can be used. This platform will not 
be suitable for all, but for those service users who are open to the idea but lack 
resources or confidence, consider a safe way to offer support if possible. Clinicians 
will need to follow the usual procedures around confidentiality and information 
governance and more information and guidance can be found in the attached video 
consultation SOP. 
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3.17 DIALOG. 


 
The chosen method of reviewing service user’s treatment and recovery goals will 
begin with Dialog. Dialog is an 11-question survey whereby people with a mental 
health illness are asked to rate their satisfaction and needs for care on 8 life domains 
and 3 treatment aspects. It is a tool that is completed by the service user and its 
content helps to highlight areas: they’d like further support with, or of concern, or that 
are going well. The information may also be used to evaluate or measure the person’s 
recovery journey. The data can be used as part of the patient reported outcome 
measure. 
 
The ability to understand how the care provided to a person with a mental health illness 
is impacting on their outcomes is a fundamental part of routine clinical practice. 
Intuitively clinicians and services will have a sense of this as part of the everyday care 
they provide. However, to support clinical practice, improve service user experience 
and drive quality improvement, outcomes data needs to be collected and interpreted 
 
The Dialog survey asks service users to rate their satisfaction from 1 (totally 
dissatisfied) to 7 (totally satisfied) for the following 11 areas, the first 8 being about 
their quality of life and the remaining 3 their satisfaction with their medication and the 
service they are receiving from LPT: 
• Mental Health 
• Physical Health 
• Job Situation 
• Accommodation  
• Leisure Activities  
• Partner/ family 
• Friendships 
• Personal Safety 
• Medication 
• Practical Help 
• Meetings 
 
The Dialog Survey should be sent via a text including the link to the survey, to all 
service user as soon as they are accepted into service for treatment (please refer to 
Dialog SOP for full detail.) Opportunity for those that are digitally excluded or unable 
to complete this independently should be given during the appointment.  
 
It should then be agreed collaboratively with service users and referenced within the 
care plan how often this should be revisited, however this should be a minimum of 
yearly. The appropriateness of how often will be individual based on the treatment and 
recovery goals and anticipated length of offered intervention from LPT.  
 
All service users should have the opportunity to complete their Dialog survey at the 
beginning and end of their treatment episode and there should be evidence of at least 
one further for review during, where appropriate. 
 
Review dates must be agreed and documented within the care plan, and the care plan 
evaluation should indicate any needs highlighted by Dialog and any changes in scores 
as appropriate.  
 







 


23 


 


Care plans should then be shared with service users, their carers, and all involved 
stake holders within 14 days of completion and subsequent reviews providing the 
service user has consented.  
 
Risk assessments should also be updated to reflect any information captured on the 
review process, in line with the Trust Risk Assessment policy. 
Wrap around care. 
 
When service users have been shown Dialog Training and Information Videos initial 
feedback was very positive with the below points made: 
 
• Contacts will be more focussed 
• The results will help to foster conversations between service users, and all involved 
with their care about their treatment and recovery goals 
• Highlights what is the most important to the service user so that goals can be set 
accordingly and in a manageable way. 
• Provides a voice to service users 
• An easy and visual tool (can be hard to find words to explain sometimes) 
• Can be positive for service users to visually see the improvement 
• Holistic 
• Gives the service user ownership of their care 
• Will be beneficial for service users returning to services to provide a comparison.  
• Inclusive and accessible to all. 
 
DIALOG will only be used for those services users who have a functional mental health 
problem or have the capacity to understand the tool. 
 


Risk Assessment – refer to Clinical Risk Assessment Policy 
 
Care Planning – refer to Care Planning Policy (currently being written) 
 
 
Information sharing - refer reader to relevant policy. 


 
4.0 Flowchart/process chart 
 


Please see appendix 1 for the flow chart to support discharges from inpatient 
settings. There are also details of team/ward contact emails and telephone numbers.
   


5.0 Duties within the Organisation 


 
5.1 The Trust Board has a legal responsibility for Trust policies and for ensuring that 


they are carried out effectively.  
 
5.2   The Trust Policy Committee is mandated on behalf of the Trust Board to adopt 


policies. 
 
5.3 The Clinical Effectiveness Group is the committee that has the responsibility for 







 


24 


 


this policy. 
 
5.4 Divisional Directorate Directors and Heads of Service are responsible for 


ensuring that comprehensive arrangements are in place regarding adherence to this 


policy within their own service in line with the guidelines in this policy and maintaining 


a system for recording those policies and procedures have been distributed to and 


received by staff. 


 
5.5    Managers and Team leaders are responsible for ensuring that the policy and 


guidance is followed and understood as appropriate to each staff member’s role and 


function. This information must be given to all new staff on induction. It is the 


responsibility of local managers and team leaders to have in place a local induction 


that includes policies and procedures, ensuring that staff understand how and where 


to access current policies and procedures; and ensuring that a system is in place for 


that keeps staff up to date with the policy and any recommended related training.   


5.6    Responsibility of staff - all staff should be aware of how policies and 
procedures impact on their practice and be able to follow the specified 
requirements set out. 
 


5. 7 Responsibility of Clinical Staff - Consent  


 
• Clinical staff must ensure that capacious consent has been sought and obtained 
before any care, intervention or treatment described in this policy is delivered. Such 
consent can be given verbally and/ or in writing. Someone could also give non-verbal 
consent if they understand the treatment or care about to take place. Consent must 
be voluntary and informed, and the person consenting must have the capacity to make 
the decision.   
 
• If the service user’s capacity to consent is in doubt, clinical staff must ensure that a 
mental capacity assessment is completed and recorded. Someone with an impairment 
of or a disturbance in the functioning of the mind or brain is thought to lack the mental 
capacity to give informed consent if they cannot do one of the following. 
o Understand information about the decision 
o Remember that information 
o Use the information to make the decision 
o Communicate the decision. 
 
Best interests’ decisions may need to be made if a service user is not able to consent. 


 
 
 6.0 Training  
 


Care co-ordination will replace the CPA training and will incorporate DIALOG 


implementation.  This will be role essential training and will be every 3 years. 
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7.0 Monitoring Compliance and Effectiveness  


 
There will be regular DIALOG and care planning audits to monitor compliance and 
ensure this policy is embedded into practice. 
 


Ref 
Minimum 


Requirements 


Evidence for 
Self-


assessment 


Process for 
Monitoring 


Responsibl
e 


Individual / 
Group 


Frequency 
of 


monitoring 


3 All service 
users will have 
a key worker 
assigned to 
them 


All team 
managers, 
Clinical leads  
to monitor 
monthly 


Via team 
performance S1 
reports 


Quality and 
Safety 
meetings or 
equivalent  


Bi-Monthly 


3.16 All service 
users will be 
offered DIALOG 
(excluding 
organic service 
users) 


Managers 
and individual 
professionals 


Via team and 
individual staff 
S1 reports 
performance 
reports 


Quality and 
Safety 
meetings or 
equivalent 


Bi-Monthly 


3 All service 
users will have 
a care plan 


Managers 
and individual 
professionals 


Via individual 
staff SI 
performance 
reports from S1 
and AMaT 
audits for review 
of the quality-of-
care plans. 


Quality and 
Safety 
meetings or 
equivalent 


Bi-Monthly 


3.1 All service 
users will have 
regular reviews 
of their care 
plan 


Managers 
and individual 
professionals 


Via individual 
staff SI 
performance 
reports 


Quality and 
Safety 
meetings or 
equivalent 


Bi-Monthly 


8.0 Standards/Performance Indicators  


 


TARGET/STANDARDS  KEY PERFORMANCE INDICATOR  


NICE Shared Decision Making NG197  
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Appendix 1 


Discharge process from Learning Disabilities Inpatient Services  


A patients discharge process must follow the NHSE 12-point discharge plan. This identifies a patients 


journey from admission to discharge.  


In line with recommendations from the Winterbourne View and subsequently the transforming care 


programme, a discharge plan must be identified on admission. An estimated discharge date would 


be set at their admission care coordination review.  


For those with a learning disability and/or autism a patient would be supported under the 


transforming care programme (TCP), whereby external services monitor and support a patient 


throughout their admission.  


At all stages within a patients discharge their voice should be included and the process should be 


collaborative if the patient has capacity to consent. Family members or carers should also be 


included in this process especially in cases where a patient lacks capacity. They should be supported 


to understand the process and have choices offered around any new accommodation found.  


Those who lack the capacity to make choices around change of accommodation and have no family 


or friends to support them should have the services of an IMCA.  


All patients who are discharged from a learning disabilities inpatient area (i.e. the Agnes Unit) will 


have a key worker. All patients who are discharged from a learning disabilities short breaks home 


will have a key worker if this is the arrangement within the community setting.  


For patients eligible for Section 117 aftercare, Community Treatment Order, Guardianship or 


Deprivation of Liberty implications for future placement, the implications of this will be discussed in 


the discharge meeting.  


Provide information in an accessible format according to assessed individual needs. i.e. Care plans.  


The inpatient pathway should be followed throughout the inpatient stay and links maintained with 


any other learning disability pathways the patient may be on.  


On discharge the relevant learning disability pathways will be used according to assessed need.  


The discharge care coordination review will finalise details of:  


• Accommodation  


• Funding agreements  


• The care package.  


• Key worker 


• Community team involvement  


• Agree the discharge care plan.  


• Provide discharge pack  


• PROMS  


• Update the Clinical Risk Assessment on SystmOne  
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• Agree how 7 day follow up will be completed.  


• Agree first post discharge care coordination review meeting date  


• Agree first post discharge outpatient clinic appointment with psychiatrist.  


• Complete discharge letters  


• Complete SystmOne discharge  


All relevant agencies, professionals, family/carers and the patient should be invited to attend the 


discharge care coordination review meeting. Those professionals unable to attend should provide a 


report when appropriate.  


A client/patient is ready for discharge when the following has been agreed:  


• A clinical decision has been made that the client/patient is ready for discharge as they 


have met the goals/outcomes agreed.  


• To be monitored and have weekly discussions with the collaborative team i.e. ICB, 


ASC  


• The client/patient is safe to discharge.  


This has been discussed with the multidisciplinary team (MDT) where MDT involved, and agreement 


made that the client/patient is ready for discharge.  


Process for Discharge  


The patient and carer facilitator will work with patients to make sure their voice is included. They 


will also work with their relatives and/or carers to encourage then to work in partnership with the 


MDT on discharge planning.  


Patients should be informed of the planned discharge and a copy of the discharge care plan should 


be given to them. Information should also be given on what to expect following discharge to include 


any arrangements for reviews and follow-up appointments by others. All this information should be 


given verbally and followed by an appropriate written format.  


Where a care company has been identified to continue with care after discharge, a patient will need 


to undergo a transition which would include staff becoming competent with knowing the patient 


through direct observations and training e.g., workshops.  


A discharge summary should be sent within 14 days of the patient being discharge from hospital. A 


copy of this is uploaded in the patient’s notes.  


A patients discharge summary should be sent to:  


• Patient (if they have capacity) and an accessible format should be provided (if 


needed) 


• Registered GP   


• Task using Systmone the community teams, to uploaded documents.  
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A patient/carer should be provided with a discharge pack prior to discharge with the following 


information included:  


This list is not exhaustive:  


• Discharge Summary: Patient details e.g. legal statue, discharge information, next of 


kin, GP, Inpatient MDT, Community MDT, Medication, Past Medication, Allergies,  


• History: Medical, Social  


• Health Action Plans 


• Physical Observations 


• Weight, Height, BMI 


• Concerns and Management 


• Blood Results  


• Relationships: Who is important and how to sustain those relationships 


• Discharge care coordination review minutes  


• Risk Assessment  


• Eating and drinking recommendations   


• Positive Behaviour Support Plan  


• Emergency Grab Sheet  


• PRN Protocol  


• Crisis and Contingency Plan  


• LD Annual Health Check  


• Follow up arrangements by other professionals within the service  


LD Outreach Involvement: 


The LD Outreach will accept a referral from an inpatient unit for support with transition and on 


discharge. The referral should be made when a discharge date is set. 


LD Outreach will attend any discharge planning meetings. 


LD Outreach can support inpatient staff with planning and delivering workshops to new providers.  


LD Outreach will work in partnership with the community teams to provide support to the patient 


once discharged. The team will visit to monitor the patient, placement and care provider post 


discharge.  


LD Outreach will provide crisis support/intervention on the telephone or face to face if required 


during weekends and evenings. 


LD Short Breaks:  


At the admission phone call, a discharge is planned, and the date is set. A referral is opened.  
Other things such as medication and confirmation of the length of stay is also confirmed during this 
phone call.  
 
All patients will have care plan which documents the procedure for being discharged.  
At the end of a patient’s admission, the patient will take all their belonging’s home. The area is 
cleaned, and the discharge letter is completed.  
The referral is then closed.   
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PTRT/PIER/AO - INPATIENT ADMISSION AND DISCHARGE CONTACT AND 


CONTINUITY PROCESS. 


Patients open to the PTRT/ PIER/ AO will be expected to have continued input from the 


PTRT / PIER / AO during their stay on the ward, this may be or include accessing S1 for 


information, attending MDT ward rounds or making contact with the wards for updates on 


progress and an estimated discharge date.  


The ward will take responsibility for ensuring any unplanned discharges are managed and 


that the PTRT or key worker is notified, via the attached admin email addresses.  


 


 


              


                                    NO Yes  


 


 


 


 NO 


 


 


 


yes 


 Yes  


gg 


    no 


Yes 


 


Yes   


 Yes 


yes 


 


Further support / guida 


(Planned admission – care 


planning review held in 


community prior? 


Patient admitted by the PTRT/ 


PIER /AO, is on the ward, PTRT/ 


CPN part of the admission?  


CPN remains in contact 


with the ward, calls on the 


weekly ward round to 


establish progress/liaise 


with charge nurse, and 


input into any plans, 


including medication, until 


patient ready for 


discharge.  


 PTRT/ PIER/AO to 


handover to ward and 


keep in regular contact 


with the ward- check 


patient records – 


Attend ward rounds / 


MDT, keep track. 


Ward to liaise with 


turning point if open 


to them. 


Patient ready for 


discharge? 


Patient admitted formally 


– under section or via 


CRT.  


Ward will contact the 


PTRT / PIER/AO/ 


turning point within 24 


hours of admission via 


email to the admin?  


Discharge is 


planned CPN / MHP 


involved? Dates 


agreed and timeline 


/care plan in place. 


Turning point to be 


given at least 3 days 


notice of discharge 


for prescribing 


purposes  


Discharge is short notice for 


clinical reasons and unable to 


give advance warning to 


community team 


Ward to make urgent contact 


with the PTRT/ PIER/AO via 


generic email and email 


CPN/MHP? Advise patient is 


being/ has been discharged, 


entry is on S1 explaining why.  


Ward to complete 72 hours 


follow up call. 
Ward to complete 72 


hours follow up call. 


Patient is followed up 


in the community as 


planned.   
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Psychology 


Further Support/guidance 


If a service user is already open to a psychologist in the community, the Psychologist will contact 


the inpatient psychology team to discuss at admission. The inpatient Psychologist will contact the 


service user’s Psychologist in the community team at discharge.”   


If a service user is open to the PTRT but not working with a psychologist in the community but has 


been seen by the inpatient psychology team during their admission, the inpatient Psychologist will 


contact the CPN to handover at discharge.” 


Ward Point of contact is through the Charge Nurses/ Ward Sisters or via the generic email as 


below: 


Heather ward:  lpt.heatherward@nhs.net 
Bosworth Ward: lpt.bosworthward@nhs.net 
Beaumont Ward: lpt.beaumontward@nhs.net 
Watermead Ward: lpt.watermeadward@nhs.net 
Thornton Ward: lpt.thorntonward@nhs.net 
Ashby Ward: lpt.ashbyward@nhs.net  
Unit Matrons can be contacted via switchboard. 
Community Teams  
Perinatal: lpt.PerinatalReferrals@nhs.net 
PIER: Lpt.pierteam@nhs.net 
Forensic: lpt.forensiccmht@nhs.net 
ADHD:  lpt.adultadhdservice@nhs.net 
Charnwood CMHT: lpt.admincharnwoodcmht@nhs.net 
City Central CMHT:  lpt.AdminCityCentralCMHT@nhs.net 
City East CMHT: lpt.AdminCityEast@nhs.net 
City West CMHT:  lpt.AdminCityWest@nhs.net 
East Leicestershire CMHT: lpt.AdminEastLeics@nhs.net 
North West CMHT: lpt.AdminNWLeicsCMHT@nhs.net 
South Leicestershire CMHT: lpt.AdminSouthLeics@nhs.net 
West Leicestershire CMHT: lpt.adminWLeicsCMHT@nhs.net 
Assertive Outreach: lpt.assertiveoutreach@nhs.net 
Forensic Community: HPC-ForensicCommunity@leics.nhs.uk.    
Psychology: lpt.BradgatePsychology@nhs.net 


 


 


 


 


 


 


 


 



mailto:lpt.thorntonward@nhs.net
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Leicestershire Partnership NHS Trust 
Mental Health Services for Older People 


CMHTs And Inpatients and Specialist Teams 


CMHT Phone / Email 


City East CMHT 
Merlyn Vaz Health and Social Care Centre 
1 Spinney Hill Road 
Leicester LE5 3GH 


Main Tel: 0116 225 5964 
 
Email: mhsopcmhtcityeastgen@nhs.net 


City West CMHT 
The Bennion Centre 
Glenfield Hospital 
Glenfield 
Groby Road 
Leicester LE3 9DZ 


Main Tel: 0116 295 6036 
 
Email: lpt.mhsop.citywestcmht@nhs.net 
 


Memory Service East / Young Persons 
Memory Service 
The Evington Centre 
Gwendolen Road 
Leicester LE5 4QG 


Main Tel: 0116 225 6143 
 
Email: lpt.mhsopmseast@nhs.net      


Memory Service  
West 
The Bennion Centre 
Glenfield Hospital 
Groby Road 
Leicester 
LE3 9DZ 


Main Tel: 0116 225 2775 
 
Email: lpt.mhsopmswest@nhs.net    


Central Referral HUB and Unscheduled Care 
Service 
Neville Centre 
Gwendolen Road 
Leicester LE5 4PW 


Main Tel: 0116 295 6894 
Email: llr.mhsop@nhs.net  
Lpt.llr.mhsopucsclinicians@nhs.net 
 


In-Reach Team 
Neville Centre 
Gwendolen Road 
Leicester LE5 4PW 


Main Tel: 0116 295 3151 
 
Email: mhsopcmhtinreachteam@nhs.net 
 


Integrated Care 
Mental Health 
Springfield Road 
Health Centre 
Springfield Road 
Leicester 
LE2 3BB 


Main Tel: 0116 225 6779 
 
Email: Lpt.icmht@nhs.net 


MHLS (Formally known as Fopals) 
Level 4, Windsor Building 
Leicester Royal Infirmary 
Infirmary Square 
Leicester. LE1 5WW  


Main Tel: 0116 258 5587 
 
Email: lpt.mentalhealthliaison@nhs.net 
 


South Leicester CMHT 
The Neville Centre 
LGH Site 
Gwendolen Road 


Main Tel: 0116 295 3154 
 
Email: Lpt.mhsop.sleicscmht@nhs.net 
 



mailto:mhsopcmhtcityeastgen@nhs.net

mailto:lpt.mhsop.citywestcmht@nhs.net

mailto:LPT.MHSOPMSEAST@nhs.net

mailto:LPT.MHSOPMSWEST@nhs.net

mailto:llr.mhsop@nhs.net

mailto:Lpt.llr.mhsopucsclinicians@nhs.net

mailto:mhsopcmhtinreachteam@nhs.net

mailto:Lpt.icmht@nhs.net

tel:-

mailto:lpt.mentalhealthliaison@nhs.net

mailto:Lpt.mhsop.sleicscmht@nhs.net
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Leicester 
LE5 4PW 


(Melton, Rutland and Harborough) CMHT 
Melton Mowbray Hospital 
St Mary’s Birth Centre 
Thorpe Road 
Melton Mowbray 
Leicestershire  
LE13 1SJ 


Main Tel: 01664 854950 
OP Tel: 01162 957838 
 
Email: lpt.mhsop.mrhcmht@nhs.net 
 


Charnwood CMHT 
Entrance 3 Loughborough Hospital 
Hospital Way 
Off Epinal Way 
Loughborough 
Leicestershire 
LE11 5JY 


Main Tel: 01509 568680 
 
Email: lpt.mhsop.charnwoodcmht@nhs.net 
 


West Leicestershire CMHT 
Hynca Lodge 
Tudor Road 
Hinckley 
Leicestershire   
LE10 OEW 


Main Tel: 01455 443 634 
 
Email:  
lpt.mhsop.westleicscmht@nhs.net 
 


 


MHSOP Wards 


ORGANIC WARDS  
Coleman on Wakerley 
The Evington Centre 
Gwendolen Road 
Leicester 
LE5 4QG 


Tel: 0116 225 1444 
 
 


Gwendolen ward  
The Evington Centre 
Gwendolen Road 
Leicester 
LE5 4QG 


Tel: 0116 225 5791 
 
 
 


FUNCTIONAL WARDS  
Kirby Ward 
Bennion Centre 
Groby Road 
Leicester 
LE3 9DZ 
  


Tel: 0116 295 4115 / 
       0116 295 4145 
 
 
Tel: 0116 295 4115 


Welford on Ashton 
Bennion Centre 
Groby Road 
Leicester 
LE3 9DZ 
  


Tel: 0116 295 6356/ 57/62 
 
Tel: 0116 295 6352 
Tel: 0116 295 6356 


 


 



mailto:lpt.mhsop.mrhcmht@nhs.net

mailto:lpt.mhsop.charnwoodcmht@nhs.net

mailto:lpt.mhsop.westleicscmht@nhs.net
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Beechwood Rehab Tel: 225 6140    Fax: 225 6149 SYSTEM ONE 


Clarendon Rehab Tel: 225 1550    Fax: 225 1489 SYSTEM ONE 


 


RECEPTIONS 


BENNION Glenfield Hospital Tel: 225 2750 Fax: 225 2770 


BRADGATE Glenfield Hospital Tel: 225 2650 Fax: 225 2651 


EVINGTON General Hospital Tel: 225 1001 Fax: 225 1003 
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Training Requirements                                                                                                  
 
Training Needs Analysis 


 


Training topic: Care Co-ordination 


Type of training: 
(See study leave policy) 


☐ Mandatory (must be on mandatory training register)  


x☐ Role specific 


☐ Personal development 


Directorate (s) to which the 
training is applicable: 


x☐ Adult Mental Health & Learning Disability Services 


☐ Community Health Services 


☐ Enabling Services 


X☐ Families Young People Children 


☐ Hosted Services 


Staff groups who require 
the training: 


All clinical staff 


Regularity of Update 
requirement: 


Every 3 years 


Who is responsible for 
delivery of this training? 


Clinical trainers within DMH and FYPC 


Have resources been 
identified? 


Yes 


Has a training plan been 
agreed? 


Yes 


Where will completion of 
this training be recorded? 


x ULearn 


☐ Other (please specify) 


How is this training going to 
be monitored? 


Via workforce training reports 


 
 
 
                                                                                                              
 
 
 
 
                                                                                          


Appendix 2 
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The NHS Constitution 


 
 
 
The NHS will provide a universal service for all based on clinical need, not ability 
to pay. The NHS will provide a comprehensive range of services 


 


Shape its services around the needs and preferences of individual 
service users, their families, and their carers 


x☐ 


Respond to different needs of different sectors of the population x☐ 


Work continuously to improve quality services and to minimise errors 
x☐ 


 


Support and value its staff x☐ 


Work together with others to ensure a seamless service for service 
users 


x☐ 


Help keep people healthy and work to reduce health inequalities x☐ 


Respect the confidentiality of individual service users and provide open 
access to information about services, treatment, and performance 


x☐ 
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Stakeholders and Consultation  
                                                                                                  
Key individuals involved in developing the document  
 


Name  Designation  


Claire Armitage  Deputy Head of Nursing 


Mat Williams Community Matron 


Melanie Brown Practice Development Nurse 


Jacqui Newton Community Matron 


Haley Cocker Patient Experience and Involvement 
Manager 


Sandie Warden Patient Experience and Involvement 
Coordinator 


  


  


  


  


 
Circulated to the following individuals for comment 
 


Name  Designation  


Michelle Churchard-Smith Deputy Director of Nursing and Quality and 
Head of Nursing MHD 


Jane Martin Deputy Head of Nursing 


Simon Guild Deputy Head of Nursing 


Saskya Falope  Deputy Head of Nursing 


Bernie Crawley-Nash Deputy Head of Nursing 


Dr Sam Hamer Associate Medical Director 


Dr. Ian Randall Clinical Director 


Dr. Sam Tromans Consultant Psychiatrist - LD 


Dr. Vesna Acovski Clinical Director 


Louise Short Service Manager 


Tracy Bessant  Service Manger 


Helen Rutter Service Manager 


Claire Pope LD Matron 


Colin Bourne Matron  


Dawn Holding Team Manager 


Dave Hunt Interim Team Manager 


Lynn Wroe Trainee MPAC 


Vicky Noble Trainee MPAC 


Jane Capes Matron 


Rebecca Colledge DMH Lead Allied Health Professional 


Jon Crossley Consultant Clinical Psychologist  


Jenny Dolphin Clinical & Quality Governance Lead 


Tracy Ward Head of Patient Safety 


Jo Nicholls Patient Safety Manager and Interim 
Serious Incident Lead for DMH 


Alison Kirk Head of Patient Experience and Involvment 
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Due Regard Screening Template 
 


Section 1 
Name of activity/proposal Care Coordination 


Date Screening commenced 25/11/2022 


Directorate / Service carrying out the 
assessment 


Directorate of Mental Health 


Name and role of person undertaking 
this Due Regard (Equality Analysis) 


Jacqui Newton Deputy Head of Nursing DMH 


Give an overview of the aims, objectives, and purpose of the proposal: 


AIMS:  
The aim of this policy is to ensure that Care Coordination is consistently applied to all 
areas/services who will be required to implement care coordination. 
 


OBJECTIVES:  
The document describes how the services implements care coordination via training 


Section 2 
Protected Characteristic If the proposal/s have a positive or negative impact  


please give brief details  


Age No negative impact identified 


Disability No negative impact identified 


Gender reassignment No negative impact identified 


Marriage & Civil Partnership No negative impact identified 


Pregnancy & Maternity No negative impact identified 


Race  No negative impact identified 


Religion and Belief  No negative impact identified 


Sex No negative impact identified 


Sexual Orientation No negative impact identified 


Other equality groups? No negative impact identified 


Section 3 
Does this activity propose major changes in terms of scale or significance for LPT? 
For example, is there a clear indication that, although the proposal is minor it is likely 
to have a major affect for people from an equality group/s? Please tick appropriate 
box below.  


Yes No √ 
High risk: Complete a full EIA starting click 
here to proceed to Part B 


 Low risk: Go to Section 4. √ 
Section 4 
If this proposal is low risk, please give evidence or justification for how you 
reached this decision: 


 
No negative impacts were identified with regards to protected characteristics 


Signed by reviewer/assessor Jacqui Newton Date 25/11/2022 


Sign off that this proposal is low risk and does not require a full Equality Analysis 


Head of Service Signed Jacqui Newton Date 25/11/22 
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DATA PRIVACY IMPACT ASSESSMENT SCREENING 
 


Data Privacy impact assessment (DPIAs) are a tool which can help organisations identify the 
most effective way to comply with their data protection obligations and meet Individual’s 
expectations of privacy.  
The following screening questions will help the Trust determine if there are any privacy issues 
associated with the implementation of the Policy. Answering ‘yes’ to any of these questions is 
an indication that a DPIA may be a useful exercise. An explanation for the answers will assist 
with the determination as to whether a full DPIA is required which will require senior 
management support, at this stage the Head of Data Privacy must be involved. 


Name of Document: 


 
The Care Coordination Policy 


Completed by: Jacqui Newton 


Job title Deputy Head of Nursing Date 25/11/2022 


Screening Questions Yes / 
No 


 
Explanatory Note 


1. Will the process described in the document involve 
the collection of new information about individuals? 
This is information more than what is required to carry 
out the process described within the document. 


No  


2. Will the process described in the document compel 
individuals to provide information about them? This is 
information more than what is required to carry out the 
process described within the document. 


No  


3. Will information about individuals be disclosed to 
organisations or people who have not previously had 
routine access to the information as part of the 
process described in this document? 


No  


 


4. Are you using information about individuals for a 
purpose it is not currently used for, or in a way it is not 
currently used? 


No  


5. Does the process outlined in this document involve 
the use of new technology which might be perceived 
as being privacy intrusive? For example, the use of 
biometrics. 


No  


6. Will the process outlined in this document result in 
decisions being made or action taken against 
individuals in ways which can have a significant 
impact on them? 


No  


7. As part of the process outlined in this document, is 
the information about individuals of a kind particularly 
likely to raise privacy concerns or expectations? For 
examples, health records, criminal records, or other 
information that people would consider to be 
particularly private. 


No  


8. Will the process require you to contact individuals 
in ways which they may find intrusive? 


No  


If the answer to any of these questions is ‘Yes’, please contact the Data Privacy Team via 
Lpt-dataprivacy@leicspart.secure.nhs.uk 
 
In this case, ratification of a procedural document will not take place until review by the Head of Data 
Privacy. 


Data Privacy approval name: N/A 


Date of approval  


Acknowledgement: This is based on the work of Princess Alexandra Hospital NHS Trust 
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1. FOREWORD


We are delighted to be able to publish this Implementation Guide to support the delivery
of adult mental health policy locally.  This is both an exciting and challenging time for
mental health services and it is only right that there should be an effective programme of
implementation, with the Department of Health doing all it can to help every locality
deliver and sustain change.


It is always difficult in any national publication to achieve the correct balance between
clarity over    what   is to be done and local flexibility over   how  it is to be achieved.  This is a
guide not a prescription.  Whilst certain service models are specified there is also emphasis
placed on tailoring services to meet local needs.  Engaging all local stakeholders in planning
the change will be essential.  The review of local mental health services required by “The
NHS Plan Implementation Programme” will enable all LIT areas to reflect, refine and
where necessary refocus patterns of treatment and care so as to ensure that any new
services are not simply bolted on, but properly and systematically deployed.


This guide contains working material, to be used in debates and discussions locally.  It will
be developed as time goes on.  We will publish further work on other areas mentioned in
the NHS Plan, such as women's services, support to carers, and links with the criminal
justice system when these are available.  We are also developing more definitive work on
areas such as dual diagnosis and personality disorder.  We have not forgotten, either, the
essential part residential services, including acute in-patient provision, have to play.  We are
taking forward work in this area.    All of the products of this “work in progress” can be
added to this guide as time goes on.


The guide emphasises the need for whole systems development which will address the
most conspicuous gaps in service provision. We cannot afford to focus on any single
aspect of the mental health system and hope that this will provide a solution.  We do,
however, need to work progressively through any change process.  Not everything can be
done at once.  Our mental health strategy points the way.  Working systematically through
the stages of providing safe, sound and supportive services will deliver a more focused
mental health system and take us forward to our ultimate goal of a society more sensitive to
mental distress, where people with mental health problems do not have to suffer
discrimination and where recovery based on service user and carer aspirations is a real
possibility for the majority.
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Local action is critical, not just in delivering new services, but in remembering the value
base that underpinned the Mental Health National Service Framework:


•  The centrality of the service user and those who support them
•  A proper focus on the diversity of need amongst those who use mental health


services
•  A full acknowledgement of the importance of our workforce in all its diversity –


people taking forward excellent and essential work in not only the statutory provider
sector but also in the voluntary and independent sectors, the service user movement,
primary care, and, indeed all areas of the “whole system”


•  The need to value the lessons we learn from each other and the need wherever
possible to avoid the blight of the “not invented here syndrome”.


We hope that if we can continue to use these values to underpin our work and deliver on
the expectations Ministers have determined in national policy, we will have truly lived up to
the status afforded to us by being one of the three national clinical priority areas.


    


Louis Appleby Antony Sheehan John Mahoney
National Director Joint Head of Mental Joint Head of Mental
Mental Health Health Services Health Services







Introduction
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2. INTRODUCTION


2.1 Policy Context


The task of improving our mental health services requires both vision and commitment.
The Mental Health National Service Framework for mental health (MHNSF), published in
1999, sets out a vision of a better service in its seven standards, spanning the full range of
mental health care.  It is a ten year strategy.


The NHS Plan, published in 2000, demonstrated a commitment to working towards this
vision.  Major investment is being made in the new models of service: crisis resolution;
assertive outreach, early intervention in psychosis; primary care and gateway workers.
Services are being redesigned to ensure the availability of women-only  services, and
additional staff are being recruited to increase the breaks available for carers, and to
strengthen carer support networks.  There is significant investment in secure
accommodation, personality disorder and prison in-reach.  As services are developed they
should be evaluated over time and if necessary adapted to local circumstances.


The long-neglected infrastructure of mental health care - our workforce, facilities and
information systems - is now being given the attention it merits.


The Main focus of the NSF for Mental Health and the mental health components of the
NHS Plan is on services for working age adults.  However the nation’s mental health
services span the full age range and services for adults need to ensure that transitions
between them and those for children and the elderly are well managed.  This
implementation guide gives particular opportunities for co-operative planning and
provision to take place between CAMHS and services for adults especially in the provision
of early intervention services for people with psychosis, within primary care and within the
field of mental health promotion.


Policy on care of older people with mental health problems has been developed in context
of the Older Peoples National Service Framework.  Similar to CAMH services the issue of
transitions between services for adults of working age and those for older people will need
to be managed effectively.


The framework of law within which mental health care operates is also being reformed.
The current law reflects the 1950's, when it was conceived.  The new White Paper
"Reforming the Mental Health Act", also published in 2000, moves away from a
presumption of institutionalised treatment, and will support the new models of service.
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The case for all these reforms is now well established.  Mental health services must be
available 24 hours a day 7 days per week based on sound evidence of best practice.  Mental
health services must improve outcomes, enabling a better quality of life for service users,
their families, and the whole community.  Above all, mental health services must place the
needs of families, other carers and service users at the centre of their planning and their
practice.


The MHNSF expressed the case for reform in 11 principles, stating that people with
mental health problems should expect that services will:


•  involve service users and their carers in planning and delivery of care
•  deliver high quality treatment and care which is known to be effective and acceptable
•  be well suited to those who use them and non-discriminatory
•  be accessible so that help can be obtained when and where it is needed
•  promote their safety and that of their carers, staff and the wider public
•  offer choices which promote independence
•  be well co-ordinated between all staff and agencies
•  deliver continuity of care for as long as this is needed
•  empower and support their staff
•  be properly accountable to the public, service users and carers
•  reduce suicides.


These principles govern the process of reform.  Service users and their families persistently
tell us that these existing models of service fail to meet their needs or their expectations
particularly around help in a crisis which should be available 24 hours a day.  The MHNSF
and the NHS Plan aim to match these expectations. The new services outlined in this guide
are designed to enhance the local mental health systems.  It is not intended that where


good services are in place, like well functioning community mental health teams,


that these services should be abandoned.  New investment in these new functionalised
teams will help overburdened in-patient and community services.


Community Mental Health Teams (CMHTs), in some places known as Primary


Care Liaison Teams, will continue to be a mainstay of the system.  CMHTs have an


important, indeed integral, role to play in supporting service users and families in


community settings.  They should provide the core around which newer service


elements are developed.  The responsibilities of CMHTs may change over time


with the advent of new services, however they will retain an important role.  They,


alongside primary care will provide the key source of referrals to the newer teams.
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They will also continue to care for the majority of people with mental illness in the


community.


Other services are also critical to the mental health system including a good range of
residential services including high quality in patient care and continuing need and specialist
recovery services.  It is for localities to determine the design of their own services
incorporating the new teams required by the NHS Plan and ensuring that each service
element links effectively to each other.


Throughout all services, the barriers should be broken which have traditionally divided
health care from social care, primary care from secondary care, and those who provide
services from those who receive them.  All these groups will share a responsibility to
achieve the standards towards which we are all working.


2.2 Whole Systems Change


To deliver this process of change, local health and social care communities will have to
prepare effectively during 2001/02 and plan for full-scale implementation of the new
models over the following two years.  Over the early part of 2001/02, this will therefore
require a comprehensive review of mental health provision to ensure that new services are
delivered in a co-ordinated way.  This will be an important time for reflection and
refinement of service plans; progress will be monitored through the Autumn 2001
monitoring process.  Further guidance on this review is given in section 8 of this guide.


Such a comprehensive programme of change cannot be achieved by a single agency or a
single profession working in isolation.  One of the defining characteristics of mental health
services is the range of disciplines who frequently need to be involved in the care plan of a
single individual; suitable accommodation, adequate income, meaningful occupation, and
family support all play a part alongside competent diagnosis, treatment and care.


Services need to communicate across functions and across settings, and to ensure that their
criteria, referral systems and protocols are co-ordinated and complementary.  A change in
the role of any individual service has implications for all others.
For all these reasons, the process of change must adopt a whole systems approach.  Since
1999, local implementation teams (LITs) have been in place throughout the country,
working to interpret and to implement the NSF in their area.  Some LITs cover the
catchment of a health authority, some of a local authority, and still others of a primary care
group, depending on the configuration of local services and the needs of local
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communities.  All LITs include representation from health and social care managers,
clinicians, statutory and voluntary sectors, professionals,  service users and carers.


The whole systems approach goes beyond ensuring the inclusion of the full range of
agencies and services.  It also means looking within services to the underpinning systems
and strategies and ensuring that they too support the new pattern of services.  These
underpinning strategies include approaches to financial management and workforce
development.  New ways of working are required, and services must ensure that sufficient
staff with the right range of competencies can be recruited and retained.  It is important
that these staff reflect the diversity of the community they serve.  New approaches to
governance and performance management are also required, as are new information
systems to improve both direct care and our overall understanding of the quality of care
being delivered.  Current guidance on all of these issues is identified in this guide.


The whole systems approach finally requires LITs to look outside the agencies and
individuals directly involved in the planning and management of services - to the wider
community, which may include groups and individuals whose needs are not being met by
current services.  This could be the result of clinical conditions and highly specialised
needs.  More commonly, it could be the result of age, sex, geography, disability or ethnic
background.  Whilst current policy, and the specifications in this guide, aim to give a clear
sense of direction, it is important that this is balanced by the flexibility to respond to
differences in local needs.  To help LITs develop a policy understanding of any unmet or
unrecognised needs an Aide-Mémoire for Equality Assessment is attached at Annex A.


It is essential that LITs interpret the NSF and the NHS Plan in the context of a thorough
understanding of these local needs, and this guide offers advice on how to conduct this
'tailoring' of implementation.


2.3 Updates


This guide is in a ring-binder format because it is not intended as a one-off publication.
Both the evidence base and the expectations of service users continue to develop, and the
process of implementing the MHNSF and the NHS Plan will need to keep pace with
developments.


It is intended to publish periodic updates for inclusion in the guide.  These may add new
specifications or new guidance.  For example, when more definitive work is available on
women's services and services for carers this will be issued. Copies of updates will be
circulated automatically to all Health Authorities, Social Services, Primary Care Groups,
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Trusts and NHS Trusts providing mental health services.  Copies will also be available on
request from Regional Offices of the NHS Executive.


This first edition of the guide is also being published as a CD-Rom. We hope this will
enable wide dissemination of the content of the guide – not only amongst the LIT
members themselves, but also as widely as possible amongst staff and members of all the
agencies who are involved in implementation.  Further copies of the CD-Rom are available
on request from Regional Offices of the NHS Executive and Social Care.


2.4 Guide Format


The purpose of this guide is to enable LITs to create the changes in their local area.
Neither the NSF nor the NHS Plan contained detailed implementation guidance.  This
document builds on comments received and observations made since the publication of
the NSF and the NHS Plan, and aims to set out clearly the expectations placed on LITs.


Chief officers, members and chairs will need to satisfy themselves that their LIT has the
membership, the support, the resources and the ability to deliver on these expectations.


The guide begins with a service specification for each of the three principal new service
models: crisis resolution; assertive outreach; early intervention in psychosis.  The following
sections summarising current policy for mental health in primary care and the recently
launched framework for mental health promotion.  All the specifications identify:


•  Who the service is for
•  What it is intended to achieve
•  What the service does
•  How the service relates to other services
•  Operational procedures
•  Reference for further evidence
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The next section identifies current guidance and best practice as to the processes of local
tailoring. The levels of service to be provided and the detail of implementation require an
understanding of local needs, and use of this section will enable this to be done.


The final section addresses the underpinning systems and strategies, again identifying
current guidance and best practice.  It will be essential for LITs to give due consideration
to these issues, as lack of progress on issues of infrastructure is likely to seriously impede
the necessary progress on direct services.


2.5 Acknowledgements


•  Max Marshall, Academic Unit (Psychiatry), Royal Preston Hospital
•  Marcellino Smyth, University of Central England
•  Max Birchwood, North Birmingham Mental Health Trust
•  Mental Health Strategies
•  Julie Hall, seconded to DH
•  Initiative to Reduce the Impact of Schizophrenia (IRIS) Group
•  Sainsbury Centre for Mental Health
•  Mental Health Taskforce members
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3. CRISIS RESOLUTION/HOME TREATMENT


TEAMS


3.1 Who is the Service for?


Commonly adults (16 to 65 years old) with severe mental illness (e.g. schizophrenia, manic
depressive disorders, severe depressive disorder) with an acute psychiatric crisis of such
severity that, without the involvement of a crisis resolution/home treatment team,
hospitalisation would be necessary.  (NB) In every locality there should be flexibility to
decide to treat those who fall outside this age group where appropriate.


This service is not usually appropriate for individuals with:


•  Mild anxiety disorders
•  Primary diagnosis of alcohol or other substance misuse
•  Brain damage or other organic disorders including dementia
•  Learning disabilities
•  Exclusive diagnosis of personality disorder
•  Recent history of self harm but not suffering from a psychotic illness or severe


depressive illness
•  Crisis related solely to relationship issues


3.2 What is the service intended to achieve?


People experiencing severe mental health difficulties should be treated in the least
restrictive environment with the minimum of disruption to their lives.  Crisis
resolution/home treatment can be provided in a range of settings and offers an alternative
to inpatient care.  The majority of service users and carers prefer community-based
treatment, and research in the UK and elsewhere has shown that clinical and social
outcomes achieved by community-based treatment are at least as good as those achieved in
hospital.  A crisis resolution/home treatment service should be able to:


•  Act as a ‘gatekeeper’ to mental health services, rapidly assessing individuals with acute
mental health problems and referring them to the most appropriate service


•  For individuals with acute, severe mental health problems for whom home treatment
would be appropriate, provide immediate multi-disciplinary, community based
treatment 24 hours a day, 7 days a week







12


•  Ensure that individuals experiencing acute, severe mental health difficulties are treated
in the least restrictive environment as close to home as clinically possible


•  Remain involved with the client until the crisis has resolved and the service user is
linked into on-going care


•  If hospitalisation is necessary, be actively involved in discharge planning and provide
intensive care at home to enable early discharge


•  Reduce service users' vulnerability to crisis and maximise their resilience


Experience indicates that the following principles of care are important:


•  A 24 hour, 7 day a week service
•  Rapid response following referral
•  Intensive intervention and support in the early stages of the crisis
•  Active involvement of the service user, family and carers
•  Assertive approach to engagement
•  Time-limited intervention that has sufficient flexibility to respond to differing service


user needs
•  Learning from the crisis
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3.3 What does the service do?


There are four phases to crisis resolution – assessment, planning, intervention and
resolution. The table below discusses each of these phases in detail.


Table 3a


Key component Key elements Comments
AGE,
CULTURE
DISABILITY
AND GENDER
SENSITIVE
SERVICE


•  24 hour access to translation
services should be available


•  Single sex accommodation
and gender sensitive services
should be provided if
needed


(See section 8 of this guide for
guidance on developing
culturally sensitive services)


•  The high prevalence of
diagnosed psychosis in
certain cultural groups
emphasises the importance of
developing a culturally
competent service


•  Needs of different groups
should be explored and
services adapted appropriately


ASSESSMENT •  Initial screening to ensure
service is appropriate for the
patient


•  If inappropriate, make
referral to other services and
ensure adequate continuity
of care


•  Physical health assessment
where appropriate


•  If appropriate, multi-
disciplinary assessment of
service user's needs and
level of risk


•  Assessment should actively
involve the service user,
carers/family and all
relevant others e.g. GP


•  Rapid – available within one
hour of referral


•  Assessment to take place in
service user's home wherever
possible


•  Problem solving approach
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PLANNING •  Produce a focused care plan
•  Decide on number of visits


and level of input
•  Begin discharge planning at


an early stage


•  Team approach and team
decision making


•  Active involvement of the
service user


•  Include input from
family/carers


•  Care plan must be flexible
enough to respond rapidly to
changes in the clinical
situation


INTERVENTION - the following interventions should be available:


Designated
named worker


•  Responsible for co-
ordinating the service user’s
care


•  Provides continuity of care
and ensures effective
communication within the
team


•  Service user and
family/carers involved in
selecting named worker and
aware of how to contact
him/her


Intensive support •  Frequent contact (including
home visits) throughout
crisis


•  Ongoing risk and needs
assessment


•  Service must have the
capacity to follow service
user throughout the crisis


•  In the early phase, several
visits a day may be needed
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Medication •  Immediate, 24 hour access
to medication


•  Delivery and administration
of medication to service
users who require intensive
monitoring


•  Care designed to improve
concordance (co-operation
with  treatment)


•  Service user involved in
decision making and
monitoring effects of
medication


•  Standard side effect
monitoring tools to be used
regularly by service user and
staff


•  Staff need training in storage
and use of medication as well
as concordance training


•  Links with hospital and local
pharmacies required to ensure
continued supply


•  Careful attention to
avoiding/reducing side
effects vital if engagement
and concordance are to be
maintained


Practical help
with basics of
daily living


•  Help with benefits, housing,
childcare etc


•  Empowering service users
and respecting their
independence is crucial


•  Service user/family/carers
must be involved in all
decision making


Family/carer
support


•  Ongoing explanation to
family/carers


•  Education about the crisis
and the service user's illness


•  Arrange practical help as
needed


•  Involvement of carers/family
and provision of support
during crisis are key
components of recovery
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Interventions
aimed at
increasing
resilience


•  Range of therapies for both
service user and
family/carers should be
available including:
•  Problem solving
•  Stress management
•  Brief supportive


counselling
•  Interventions aimed at


maintaining and improving
social networks


Relapse
prevention


•  Individualised early warning
signs plan developed and on
file


•  Plan to be shared with
primary care, GP and others
as appropriate


•  Relapse prevention plan
agreed with service user and
family/carers


•  Effort made to identify and
reduce conditions that leave
the service user vulnerable
to relapse


•  Changes in thought, feelings
and behaviours precede the
onset of relapse but there is
considerable variation between
service users. Development of
individualised plans can be
effective in reducing the
severity of relapse


Crisis plan •  Service user and family
understanding of when to
call for help


•  24 hour contact number
supplied to
client/family/carers


•  Easy access to help 24 hours
a day
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Respite •  Access to respite facilities
preferably in non hospital
surroundings e.g. cluster
homes, community hostels
etc.


•  Access to day care facilities


•  Community residential care
should be in small , family
style accommodation that
emphasises ‘normal living’
and has an ‘open door’ policy


•  Day care can be very effective
in helping both service user
and family/carer cope with
crisis and recover


Links with in-
patient services


•  If hospitalisation required,
regular, formal joint
(inpatient staff and home
treatment staff) review of
patients should take place to
ensure that the service user
is transferred to the lowest
stigma/least restrictive
environment as soon as
clinically possible


•  Home treatment team to be
involved in discharge
planning process


•  Service user/family/carers
to be actively involved in
discharge planning process


•  Primary care and other
services to be involved as
appropriate and kept
informed of discharge plans
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RESOLUTION •  Discharge planning should
begin early


•  Information about the crisis,
interventions and ongoing
care should be exchanged
with relevant others (GP,
CMHT)


•  Discharge possibilities will
be dependant on clinical
situation and local service
provision but could include
transfer of care to:
•  Primary care
•  Assertive outreach team
•  Early intervention team
•  Continuing care
•  Other mental health


services


•  Prior to discharge the team
should ensure that:
•  There is good


understanding (service
users, family, carers,
relevant others) of why
the crisis occurred and
how it could be avoided
in future


•  Coping strategies have
been explored with the
service user and
family/carers


•  Relapse prevention plan
is in place


•  Service user/family/carer
have had an opportunity
to express their views
about the service and
contribute to service
improvement


In some areas the assertive outreach service nor the early intervention service provides
home visits out of hours. A key function of the crisis resolution/home treatment service is
to provide this type of intervention and support out of hours. Links need to be established
between the three teams so that:


•  Handover and referrals are made easily
•  Crises are anticipated and contingency plans are known to all involved in care
•  Early intervention and assertive outreach service users are aware of whom to contact


out of hours
•  Staff from the assertive outreach team and/or early intervention team could participate


in the crisis resolution/home treatment team out of hours rota
•  Agreements for an out of hours crisis service for under 16 year olds can be established
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3.4 Management of service and Operational Procedures


Model of service delivery


Crisis resolution/home treatment services are best provided by a discrete, specialist team
that has:


•  Staff members whose sole (or main) responsibility is the management of people with
severe mental health problems in crisis


•  Adequate skill mix within the team to provide all the interventions listed above
•  Strong links with other mental health services and a good general knowledge of local


resources


Formation of service


•  An audit of pathways of care, current service provision and local epidemiology should
be undertaken initially. Information from this audit should then be used to develop an
implementation plan


•  The employment of a project manager to oversee the formation of a crisis
resolution/home treatment team should be considered
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Caseload


•  Each team is likely to cover a population of approximately 150,000 and have a caseload
of 20 to 30 service users at any one time


•  However, the size of population that each team covers will depend on a number of
different factors. A needs assessment needs to be undertaken prior to the formation of
a crisis resolution/home treatment team to calculate likely service usage. Factors to take
into consideration include:


•  Geography of the area
•  Demography and epidemiology
•  Health and Social Service boundaries


(See section 8: Tailoring Services to Local Needs for more information)


Staffing


The table below gives details of suggested staffing levels and skill mix for a team with a
caseload of 20 to 30 service users at any one time.


Table 3b   


Designated named workers:


Key skills:
•  High energy level
•  Team player
•  Ability creatively to engage service


users
•  Understanding of needs of service


users, including specific needs related
to cultural background/age/gender etc


•  Able to co-ordinate care and provide
broad range of interventions


Total 14 per team


Team leader plus up to 13 others
Designated named workers include:
CPNs
ASW
OT
Psychologists
Support workers including service users
Appropriate mix of staff is needed to ensure
that all the interventions listed can be provided
within the team
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Medical staff
•  Active members of the team
•  24 hour access to senior psychiatrists


able to do home visits is vital


•  Involvement from both consultant and
middle grade psychiatrists


•  Level of psychiatric input to be determined
by local need and service configuration


Specialist skills
•  These skills should be available within


the team either by employing a fully
qualified practitioner or by training
other team members


•  External supervision, support and
training needed for ‘non specialists’
providing these interventions


•  OT/OT skills
•  Psychologist/psychology skills
•  ASW/strong links to social services and


ability to undertake thorough assessment
and activate services as needed


Support workers
•  People with health, social care or


appropriate life experience or personal
experience of mental health
problems/treatment


•  Number of support workers to be
determined by the team


•  Support workers to reflect the demography
of the local population


Programme support •  1 wte administrative assistant
•  IT, audit and evaluation support may also


be needed


Hours of operation


•  The service should be available 24 hours a day, 7 days a week
•  A shift system reflecting differing working patterns is required. A minimum of two


trained case workers should be available at all times
•  Evening/through the night working is usually an on-call system
•  Medical on call rota should allow senior psychiatrist to undertake home visits 24 hours


a day
•  Assessment team for acute assessment of new referral (available 24 hours a day): two


trained case workers and a senior psychiatrist
•  Home visits to known service users (available 24 hours a day): two case workers
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Referrals


Referral to the service should be easy and pathways of care clear to all involved. The
service should have a system in place that allows direct referrals from primary care,
community mental health teams, ASWs, staff on inpatient wards, the criminal justice
system, non-statutory agencies, former service users and their family/carers, A+E
departments and other parts of the acute medical service.


Risk assessment and policy on violence


•  Each team should have a written policy outlining the level of risk the team is able to
manage


•  Operational policy should explicitly address staff safety


Staff training should include:


•  Principles of the service, cultural, gender and anti-racist training
•  Skills in delivering all of the interventions listed above
•  Team building, colleague support and working within a team framework
•  Medication - storage, administration, legal issues, concordance training, side effect
     awareness
•  Use of Mental Health Act and alternatives to hospital treatment
•  Benefits to service user and family/carers of home treatment approach


Service user information


Service users and their family/carers should be provided with the following information:


•  Description of the service, range of interventions provided and what to expect
•  Name and contact details of care co-ordinator and other relevant members of the team
•  Contact details for out of hours advice and help
•  Care plan and comprehensive information about medication
•  Relapse prevention and crisis plan
•  Discharge plan
•  How to express views on the service.


Continual service improvement


Regular audit of the service should be undertaken to ensure that gaps in service provision
are filled. Audit should always include feedback from service users and their family/carers.
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4. ASSERTIVE OUTREACH


4.1 Who is the service for?


Adults aged between 18 and approximately 65 with the following:


1. A severe and persistent mental disorder (e.g. schizophrenia, major affective disorders)
associated with a high level of disability


2. A history of high use of inpatient or intensive home based care (for example, more
than two admissions or more than 6 months inpatient care in the past two years)


3. Difficulty in maintaining lasting and consenting contact with services
4. Multiple, complex needs including a number of the following:


•  History of violence or persistent offending
•  Significant risk of persistent self-harm or neglect
•  Poor response to previous treatment
•  Dual diagnosis of substance misuse and serious mental illness
•  Detained under Mental Health Act (1983) on at least one occasion in the past 2 yrs
•  Unstable accommodation or homelessness


4.2 What is the service intended to achieve?


Within any population there is a small number of people with severe mental health
problems with complex needs who have difficulty engaging with services and often require
repeat admission to hospital.


Assertive outreach (or ‘PACT’ – Program of Assertive Community Treatment) has been
shown to be an effective approach to the management of these people. Using an assertive
outreach approach can:


•  Improve engagement
•  Reduce hospital admissions
•  Reduce length of stay when hospitalisation is required
•  Increase stability in the lives of service users and their carers/family
•  Improve social functioning
•  Be cost effective.
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The service should be able to:


•  Develop meaningful engagement with service users, provide evidence-based
interventions and promote recovery


•  Increase stability within the service users’ lives, facilitate personal growth and provide
opportunities for personal fulfilment


•  Provide a service that is sensitive and responsive to service users’ cultural, religious and
gender needs


•  Support the service user and his/her family/carers for sustained periods
•  Promote effective interagency working
•  Ensure effective risk assessment and management


Evidence indicates that the following principles of care are important:


•  Self-contained team responsible for providing the full range of interventions
•  A single responsible medical officer who is an active member of the team
•  Treatment provided on a long-term basis with an emphasis on continuity of care
•  Majority of services delivered in community
•  Emphasis on maintaining contact with service users and building relationships
•  Care co-ordination provided by the assertive outreach team
•  Small caseload - no more than 12 service users per member of staff (see Staffing section


within 4.5 for more details).


4.3 What does the service do?


Assertive outreach has a number of key components.  Each must be in place if the service
is to operate effectively.
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Table 4a


Key component Key elements Comments
ASSESSMENT •  Initial multidisciplinary


screening to ensure service
appropriate for the service
user


•  Comprehensive multi-
disciplinary needs
assessment


•  Physical health assessment
where appropriate


•  Comprehensive multi-
disciplinary risk assessment


•  Use of standard
assessment measures to
monitor change and
identify progress (for
example Life Skills Profile)


•  Statement of needs and
production of care plan


•  Assessment should focus on
identifying the service user's
strengths, goals and
aspirations. This approach
helps engagement and on-
going relationship with team


•  Assessment should be
culturally competent


TEAM APPROACH
•  Each service user assigned


a care co-ordinator who
has overall responsibility
for ensuring appropriate
assessment, care and
review by themselves and
others in the team


•  Staff know and work with
all service users. Continuity
of care provided by the
team as a whole


•  Written and verbal means
of ensuring good
communication between
team members


•  Note that although the care
co-ordinator is responsible for
co-ordinating care, treatment
should be given within a team
framework


•  Factors to take into
consideration when assigning
staff to provide care: skills of
the individual team member,
strength of relationship
between individual team
member and service user and
service user’s preferences







29


AGE, CULTURE AND
GENDER SENSITIVE
SERVICE


•  24 hour access to
translation services should
be available


•  Single sex accommodation
and gender sensitive
services should be
provided


(See section 8 of this guide  for
guidance on developing
culturally competent services)


•  The high prevalence of
diagnosed psychosis in certain
cultural groups emphasises
the importance of developing
a culturally competent service


•  Needs of different groups
should be explored and
services adapted appropriately


REGULAR REVIEW
•  Brief daily review meetings


at which:
•  all service users are


reviewed
•  a member of the


medical staff is
involved


•  risk is reviewed
•  Weekly review meetings


with consultant psychiatrist
where action is agreed and
changes in treatment
discussed by the whole
team


•  Progress and outcomes
regularly monitored


•  Care plan formally
reviewed at least six
monthly


•  Multi-disciplinary, service user
focused review


•  Include service user and
family/carer/people
important to the service user
in review of care plan


•  Risk should be formally
reviewed on regular basis


INTERVENTIONS - The following interventions should be provided:
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Assertive engagement •  High priority given to
providing services and
support to service users
and family/carers in the
initial stages of
engagement


•  Persistent approach to
engagement – repeated
attempts at contact


•  Focus on strengths and interests
of service user and benefits that
contact with the service can
bring


•  Assertive means being tenacious,
creative and innovative NOT
aggressive


Frequent contact •  Capacity to visit 7 days
a week


•  Capacity to respond
rapidly to changes in
need and provide
intensive support in the
community


Basics of daily living •  Care plan should
address all aspects of
daily living


•  Practical support
provided by the team itself
should be available e.g.
help with shopping,
domestic work (cleaning
and improving living
conditions), budgeting
etc.


•  Daily l iving skil ls
t ra in ing to ra ise
independence of service
user


•  Empowering service users and
respecting their independence is
crucial


•  The team’s ‘hands on’
involvement in improving service
users' living conditions is a vital
tool in establishing and
maintaining meaningful
engagement


•  The team, on behalf of the
service user,  may need to be
‘assertive’ with other services to
ensure better living conditions
are provided and maintained
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Family/carers and
significant others support
and intervention


•  Care plan for carers to
be produced and
reviewed regularly


•  Psycho-education
provided to family /
carers / significant
others


•  Behavioural family
therapy available over
extended periods of
time as appropriate


•  Practical support for
family/carers should be provided
as needed


Medication •  Delivery and
administration of
medication to service
users who require
intensive monitoring


•  Care designed to
improve concordance
(co-operation with
treatment)


•  Service user involved in
decision making and
monitoring effects of
medication


•  Standard side effect
monitoring tools to be
used regularly by service
user and staff


•  Staff need training in storage and
use of medication as well as
concordance training


•  Links with hospital and local
pharmacies required to ensure
continued supply


•  Careful attention to
avoiding/reducing side effects
vital if engagement and
concordance are to be
maintained


Cognitive behavioural
therapy


•  A range of techniques
should be available
within the team and
used appropriately


•  Cognitive behavioural therapy
can be of considerable benefit to
service users
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Treatment of co-
morbidities


Regular assessment of
common co-morbidities:


•  Substance misuse
•  Depression/suicidal


thoughts
•  Anxiety disorders


•  The Assertive Outreach Team
should have the core skills to
assess and manage common
problems


•  Specialist help for any of these
conditions should be available.
Care co-ordinator should co-
ordinate provision of care as
appropriate. If referral is
necessary, AOT should continue
to have overall responsibility for
the service user


Social systems
interventions


•  Intervention should be
provided to maintain
and expand social
networks and peer
contact and reduce
social isolation


Attention to service user’s
physical health


•  Physical health
problems including
nutritional and dental
needs should be
identified and addressed


•  Health promotion and
access to screening
services should be
encouraged


•  Team to provide help in
keeping appointments
with GP/hospital etc


•  Help and encouragement should
be given to the service user to
access health services
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Help in accessing local
services and educational,
training and employment
opportunities


Assertive outreach team
should provide help so that:
•  Service users keep


important appointments
(e.g. job interviews)


•  A pathway to education
and valued employment
can be mapped and help
in achieving this
provided


•  Skills to assess aspirations and
opportunities should be present
within the team


•  Referral to specialist
education/occupation services
for help with placement should
be readily available


Relapse prevention •  Individualised early
warning signs plan
developed and on file


•  Plan to be shared with
primary care, GP and
others as appropriate


•  Relapse prevention plan
agreed with service user
and family/carers


•  Effort made to identify
and reduce conditions
that leave the service
user vulnerable to
relapse


•  Changes in thought, feelings and
behaviours precede the onset of
relapse but there is considerable
variation between service users.
Development of individualised
plans can be effective in reducing
the severity of relapse
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Crisis intervention •  Intensive support in the
community should be
provided by the team
during a crisis


•  If acute care is thought
to be required, joint
assessment should take
place between assertive
outreach team, crisis
team and/or acute care
team so that the least
restrictive/stigmatising
setting for care is
arranged


•  Avoidance of hospitalisation and
restrictive care wherever possible


•  As much treatment provided in
community / service user's home
as possible


Inpatient and respite care •  Avoidance of
hospitalisation and
provision of alternatives
to hospital care
wherever possible


•  If inpatient care is
needed assertive
outreach team to
maintain contact during
stay and be involved in
decision making


•  Regular joint, formal
review to ensure service
user is transferred to the
lowest stigma/least
restrictive environment
as soon as clinically
possible


•  AOT involved in the
discharge planning and
in ensuring home
environment is ready
for discharge


•  Service user/carer/family
involved in decision making and
discharge planning as much as
possible


•  Primary care and other services to
be involved in discharge planning
as appropriate and kept informed
of discharge plans
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DISCHARGE AND
TRANSFERS


•  As long as there is
evidence of benefit,
assertive outreach
should continue
indefinitely


•  If a good recovery is
made, care could be
transferred to a
community mental
health team providing
less intensive
intervention


•  Rapid re-referral must
be possible if service
user discharged


•  If service user moves
home, assertive
outreach team to ensure
care is transferred
effectively and
engagement is
continued. Contact to
continue until
engagement with new
team established


•  Boundaries between different
health care services need to be
flexible to respond to different
needs


•  Service user/carer/significant
others to be involved in
discharge planning process


•  Primary care actively involved in
discharge planning


Links with crisis resolution/home treatment team


The crisis resolution/home treatment team can provide crisis care out of hours - see crisis
resolution/home treatment service specification (section 3 of this guide).
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4.4 Management of service and operational procedures


Model of service delivery


Assertive outreach services are best provided by a discrete, specialist team that has:


•  Staff members whose sole (or main) responsibility is assertive outreach
•  Adequate skill mix within the team to provide all the interventions listed above
•  Strong links with other mental health services and a good general knowledge of local


resources


Formation of assertive outreach service


•  An audit of pathways of care, current service provision and local epidemiology should
be undertaken initially. Information from this audit should then be used to develop an
implementation plan (see section 8: Tailoring Services to Local Needs)


•  The employment of a project manager to oversee the formation of the assertive
outreach team should be considered


Caseload


•  Each team to have a caseload of approximately 90 service users. Service user to care
co-ordinator ratio maximum 12:1 (ideally 10 to 1)


Table 4b
Care co-ordinators include: Not to be classified as care co-ordinators:


•  CPNs
•  ASW
•  OT
•  Team leader
•  Psychologist


•  Medical staff
•  Support workers


•  Each team is likely to cover a population of approximately 250,000. However, the size
of population that each service covers will depend on a number of different factors.  In
inner city area each will cover significantly smaller populations. A health needs
assessment needs to be undertaken prior to the formation of an AOT to calculate likely
service usage and the optimal size of the population to be covered. Factors to take into
consideration include:
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•  Geography of the area
•  Demography and epidemiology
•  Health and Social Service boundaries


(See section 8: Tailoring Services to Local Needs for more information)


Staffing


The table below gives details of suggested staffing levels and skill mix for a team with a
caseload of 90 service users.  The team make up should reflect the local demography.


Table 4c   


Care co-ordinators
•  Service user to care co-ordinator ratio


should be maximum 12 to 1.
Key skills:
•  High energy level
•  Team player
•  Ability creatively to engage service users
•  Understanding of needs of service users,


including specific needs related to
cultural background/age/gender etc


•  Able to co-ordinate care and provide
broad range of interventions


Total 8 wte care co-ordinators


Team leader must have an active caseload


Appropriate mix of psychiatric nurses,
ASWs, OTs, psychologists needed to
ensure that all the interventions listed can
be provided within the team


Medical staff
•  Active members of the team
•  Dedicated sessions


0.5 wte consultant psychiatrist
0.5 wte non career grade psychiatrists


Specialist skills
•  These skills should be available within


the team either by employing a fully
qualified practitioner or by training other
team members


•  External supervision, support and
training needed for ‘non specialists’
providing these interventions


•  OT/OT skills
•  Psychologist/psychology skills
•  ASW/strong links to social services


and ability to undertake thorough
assessment and activate services as
needed
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Support workers
•  People with health, social care or


appropriate life experience or personal
experience of mental health
problems/treatment


•  Number of support workers to be
determined by the team


•  Support workers to reflect the
demography of the local population


Programme support •  1 wte administrative assistant
•  IT, audit and evaluation support may


also be needed


Hours of operation


•  Working hours: 8am to 8pm seven days a week
•  Out of hours: one member of staff on call for phone advice. No provision for home


visits. If visit required, referral to crisis resolution/home treatment team


Referrals


•  Assertive outreach should accept direct referrals for assessment from primary care,
community mental health teams, early intervention teams, continuing care teams,
forensic services


•  Links should be established with local homeless service, police and voluntary agencies
so direct referrals for assessment can easily be made.


Risk assessment and policy on violence


•  Each team should have a written policy outlining the level of risk the team is able to
manage


•  Operational policy should explicitly address staff safety


Staff training should include:


•  Principles of the service, cultural, gender and anti-racist training
•  Skills in delivering all of the interventions listed above
•  Team building, colleague support and working within a team framework
•  Medication – storage, administration, legal issues, concordance training, side effects
•  Use of Mental Health Act and alternatives to hospital treatment
•  Engaging and interacting with other services
•  Benefits to service user and family/carers of an assertive outreach approach
•  Suicide awareness and prevention techniques
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The training period is likely to take about 4 weeks. During the initial stages of establishing
the service, the caseload should be increased gradually.


Service user information


Service users and their family/carers should be provided with the following information:


•  Description of the service, range of interventions provided and what to expect
•  Name and contact of care co-ordinator and other relevant members of the team
•  Contact details for out of hours advice and help
•  Information about assertive outreach approach and benefits of maintaining regular


contact
•  Care plan and comprehensive information about medication
•  Relapse prevention and crisis plan
•  How to express views on the service


Continual service improvement


Regular audit of the service should be undertaken to ensure that gaps in service provision
are filled. Audit should always include feedback from service users and their family/carers
(see section 8 -Tailoring services to  local needs and 9.5 -‘Performance management’).
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5. EARLY INTERVENTION IN PSYCHOSIS


5.1 Who is the service for?


•  People aged between 14 and 35  with a first presentation of psychotic symptoms
•  People aged 14 to 35 during the first three years of psychotic illness


5.2 What is the service intended to achieve?


Psychosis is a debilitating illness with far-reaching implications for the individual and
his/her family. It can affect all aspects of life – education and employment, relationships
and social functioning, physical and mental wellbeing. Without support and adequate care,
psychosis can place a heavy burden on carers, family and society at large.


The mean age of onset of psychotic symptoms is 22 with the vast majority of first episodes
occurring between the ages of 14 and 35. The onset of this disease is therefore often during
a critical period in a person's development.


At present it can take up to two years after the first signs of illness for an individual and
his/her family to begin to receive help and treatment.  Lack of awareness, ambiguous early
symptoms and stigma all contribute to the delay in appropriate help being offered and
taken up.


Early treatment is crucial because the first few years of psychosis carry the highest risk of
serious physical, social and legal harm. One in ten people with psychosis commits suicide -
two thirds of these deaths occur within the first five years of illness.


Intervening early in the course of the disease can prevent initial problems and improve long
term outcomes. If treatment is given early in the course of the illness and services are in
place to ensure long-term concordance (co-operation with treatment), the prospect for
recovery is improved.


An early intervention service should be able to:


•  reduce the stigma associated with psychosis and improve professional and lay
awareness of the symptoms of psychosis and the need for early assessment.


•  reduce the length of time young people remain undiagnosed and untreated
•  develop meaningful engagement, provide evidence-based interventions and promote


recovery during the early phase of illness
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•  increase stability in the lives of service users, facilitate development and provide
opportunities for personal fulfilment


•  provide a user centred service i.e. a seamless service available for those from age 14 to
35 that effectively integrates child, adolescent and adult  mental health services and
works in partnership with primary care, education, social services, youth and other
services


•  at the end of the treatment period, ensure that the care is transferred thoughtfully and
effectively


Evidence indicates that the following principles of care are important:


•  Culture, age and gender sensitive
•  Family orientated
•  Meaningful and sustained engagement based on assertive outreach principles
•  Treatment provided in the least restrictive and stigmatising setting
•  Separate, age appropriate facilities for young people
•  Emphasis on normal social roles and service user’s development needs, particularly


involvement in education and achieving employment
•  Emphasis on managing symptoms rather than the diagnosis.
•  A typical early intervention service will aim to meet the needs of a million total


population.  The service will comprise 3 or 4 teams and appropriate respite facilities.
By April 2004 each early intervention service will have established its first team.  The
overall service will be established during the lifespan of the NSF through the initial
investment and service restructuring/reinvestment.  The exact configuration of the 50
services will be established on a regional basis.


5.3 What does the service do?


The service has a number of key components. Each must be in place if the service is to
operate successfully.
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Table 5a


Key components Key elements Comments
GENERAL
Raising awareness of
psychotic illness


•  Active involvement in
community-based
programmes to reduce
stigma associated with
psychotic illness


•  Symptom awareness
programmes for primary
care, educational institutions,
social services and other
relevant agencies


•  See service specification for
Mental Health Promotion
Framework (section 7 of
this guide) for information
on effective programmes


•  Awareness programme
needs to emphasise the
often ambiguous and subtle
ways in which psychotic
illness can develop


Focus on symptoms •  All professionals need to
understand the many and
varied ways in which
psychosis can develop and
the spectrum of ‘normal’
mood and behavioural
changes that can occur
during adolescence and early
adulthood


•  Professionals and agencies
working at the first point of
contact must feel free to
refer young people for an
expert assessment based on
suspicion rather than a
certainty of psychosis


•  Treatment needs to focus on
management of symptoms
and sufficient time needs to
be allowed for symptoms to
stabilise before a diagnosis is
made


•  Diagnosis can be difficult in
the early phases of a
psychotic illness. The
services should be able to
adopt a ‘watch and wait’ brief
when the diagnosis is unclear
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Age, culture and
gender sensitive
service


•  Effective links with youth and
young person’s services should
be established


•  24 hour access to translation
services should be available


•  Single sex accommodation and
gender sensitive services
should be provided


(See section 8 for guidance on
developing culturally competent
services)


•  Onset of symptoms usually
occurs in adolescence or
early adulthood. Services
need to reflect this.


•  The high prevalence of
diagnosed psychosis in
certain groups emphasises
the importance of culturally
competent services


•  Specialist services that
comply with the Children
Act are needed for service
users who are 14 to 18 years
old


ASSESSMENT
Early detection •  Training programmes and


written guidance for GPs and
other key agencies are needed
on the importance of early
detection and how to refer
people with potential early
psychosis


•  Regular audit of effectiveness
of referral pathways and
training programmes


•  Pathways of care must be
explicit and understood by all
involved


•  Access to assessment should
be easy and rapid
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Assessment •  Service user centred,
multidisciplinary assessment
co-ordinated by care co-
ordinator


•  Sufficient time should be
allowed to develop a
relationship and let symptoms
stabilise


•  Physical Health Assessment
where appropriate


Comprehensive assessment to
include as a minimum:
•  Psychiatric history
•  Mental state examination
•  Risk - including suicide risk
•  Social functioning and


resource assessment
•  Psychological assessment
•  Occupational assessment
•  Family/support assessment
•  Service user's aspirations and


understanding
•  Contribution from people


important to the service user
Production of
comprehensive care
plan


•  Initial care plan produced
within a week of assessment


•  Initial care plan
comprehensively reviewed at
three months


•  Care plan updated at least six
monthly


•  Care plan flexible enough to
adapt to changes in the level
and type of care required


INTERVENTIONS
Early and sustained
engagement


•  Allocation of dedicated
community-based care co-
ordinator to each service user


•  Assessment should take place
in the service user's home or
other low stigma setting


•  Sustained engagement using an
assertive outreach approach so
that no service users are ‘lost to
follow up’.


•  Failure to engage in treatment
should not lead to case closure.


•  Lack of clear diagnosis
should not lead to case
closure. Instead an active
‘watching brief’ should be
adopted if there is a
suspicion of psychotic
illness but no firm diagnosis.


•  See Assertive Outreach
Service Specification
(section 4 of this guide) for
more information on the
assertive outreach approach


•  Focusing on the strengths
and interests of the service
user and the benefits that
contact with the service can







48


bring can help improve
engagement and
concordance (co-operation)
with care


Medication •  Use of low dose or atypical
neuroleptics first line and
consideration of mood
stabilisers and antidepressants if
appropriate


•  Service user involved in
decision making and monitoring
effects


•  Care designed to improve
concordance


•  Standard side effect monitoring
tools to be used regularly by
staff and service user


•  Local evidence-based
prescribing and therapy
protocols should be
developed and used


•  Choice of medication
dependant on clinical
condition


•  Specialist support from
CAMHS expertise needed
when prescribing for under
16 year-olds


•  Avoidance of and careful
attention to side effects are
important to ensure effective
treatment and long term
engagement with services
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Psychological
therapies


•  Use of cognitive behavioural
therapy as appropriate


•  Psycho-education
•  Information provided to service


user about local recovery or
service user groups


•  Cognitive behavioural
therapy can be of
considerable benefit to
service users


•  Promotion of coping skills is
vital


Family/carers/
Significant others
involvement and
support


•  Family/carers/significant
others should be involved in
assessment and treatment
process as early as possible


•  Provision of psycho-education,
family therapy and support


•  At least monthly contact with
family/carers/significant
others


•  Connexions workers


•  Engagement of
family/friends improves
assessment, and the long
term outcomes of the service
user, and can alleviate stress
within the family.


•  Care must be taken to
engage and support all those
important to the service user.
This is particularly important
if the service user has left
home


Addressing basics of
daily living


Care plan should address all
aspects of daily living


•  Unstable living and financial
circumstances are known
vulnerability factors for
relapse.


•  However, early reliance on
disability allowance can
hamper rehabilitation and
chances of finding valued
employment. Every effort
must be made to provide an
effective pathway to valued
education and occupation
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Providing pathway to
valued education and
occupation


•  Vocational assessment (if
required) should take place
within 3 months of referral


•  An education or training
plan/pathway to valued
employment should be
produced within 3 months


•  Formal links with key
agencies and schemes such
as local careers advisory
services, ConneXions, New
Deal, Training and
Enterprise Agency, further
education colleges, voluntary
organisations etc. must be
established.


•  Early referral is vital. The
longer an individual remains
out of work/education in the
early phase, the harder it
becomes to gain
employment/participate in
education later on.


Treating
co-morbidity


Regular assessment of common
co-morbidity’s particularly:


•  Substance misuse
•  Depression/suicidal


thoughts
•  Anxiety disorders


•  Early intervention team
should have core skills to
assess and deal with
common co-morbidities.


•  Specialist help for any of
these conditions should also
be available. Care co-
ordinator should co-ordinate
provision of care as
appropriate. If referral is
necessary, early intervention
team should continue to
have overall responsibility
for the service user.
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Relapse prevention
plan


•  Individualised early warning
signs plan developed and on
file


•  Relapse prevention plan agreed
with service user and involve
family/carers


•  Changes in thought, feelings
and behaviours precede the
onset of relapse but there is
considerable variation
between service users.
Development of
individualised plans can be
effective in reducing the
severity of relapse.


Crisis plan •  Service user/family/carers
know when and how to call for
help


•  Intensive support in the
community provided by the
team during the crisis


•  If acute care is thought to be
required, joint assessment
should take place between early
intervention team, crisis team
and/or acute care team so that
the least restrictive /
stigmatising setting for care is
arranged


•  Avoidance of restrictive /
stigmatising care wherever
possible


•  As much treatment provided
in the community/service
user’s home as possible


•  Links with crisis team to
ensure 24 hour crisis team
available
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Inpatient and respite
care


•  Avoidance of hospitalisation if
possible and provision of
alternatives to hospital care e.g.
community hostels, cluster
homes, day care


•  If hospitalisation is needed
•  Separate age, gender and


culture appropriate
accommodation should be
provided


•  Regular, formal joint
(inpatient and early
intervention staff) review
to ensure service user is
transferred to the lowest
stigma/restrictive
environment as soon as
clinically possible


•  Early intervention team to
be actively involved in
discharge planning


•  Avoidance of trauma and
stigma associated with
hospitalisation is important
to reduce harm and ensure
long term engagement


•  Service user/family/carers
involved in decision making
and discharge planning as
much as possible


•  Primary care and other
services to be involved in
discharge planning as
appropriate and kept
informed of discharge plans


Regular review •  Regular team review of
effectiveness of care


•  Second and third line
pharmaceutical and range of
psychological treatments
considered where necessary


•  Local evidence-based
prescribing and therapy
protocols should be
developed and used


•  Avoidance of and careful
attention to side effects are
important in ensuring
effective treatment and long
term engagement with
services


•  Service user actively
involved in decision making
and side effect monitoring
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Discharge The following discharge
possibilities could be considered:
•  If stable and well - discharge to


primary care with yearly joint
consultant/primary care review


•  If unstable and fulfilling criteria
for assertive outreach, refer to
the Assertive Outreach Team


•  If many negative symptoms
and unwell, refer for
rehabilitation and ongoing care


•  If well but concerns about
ability of primary care to care
for service user - follow up as
an outpatient


•  If service user moves home
before three years, the Early
Intervention Team should
continue care until care
package established in new area


•  Usually a service user will
require care from the Early
Intervention Team for three
years.


•  There should however be
flexibility regarding the ‘three
years’ with early discharge
arranged for stable service
users and later discharge
possible if engagement and
stabilisation were
problematical early in the
course of illness


•  Continuity of care is vital.
Early intervention team
should not disengage with
the service user until
adequate contact with other
services has been established


Links with crisis resolution/home treatment team


For users aged 14 or over, the crisis resolution/home treatment team can provide crisis
care out of hours – see crisis resolution/home treatment service specification for more
details (section 3 of this guide).


Local arrangements have to be made between the crisis resolution/home treatment team,
the early intervention team and child and adolescent mental health services (CAMHS) to
ensure service users who are under 16 years old have adequate and rapid access to an out
of hours crisis service.


As one of the principles of early intervention services is the maintenance and re-
establishment of the integration of users with age appropriate mainstream community
services, there need to be a wide range of close links fostered.  This will include close ties
with primary care, education, youth agencies, leisure providers and a variety of other
services across the voluntary and statutory sectors.
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5.4 Management of Service and operational procedures


Joint commissioning


A joint commissioning approach involving PCGs/PCTs, HAs and social services should be
adopted with commissioners being advised by the advisory group (see under formation of
service).


Model of service delivery


Early intervention services are best provided by a discrete, specialist team that has:


•  Staff members whose sole (or main) responsibility is the management of people in the
early phase of psychotic illness


•  An adequate skill mix within the team to provide all the interventions listed above
•  Strong links with other mental health services and a good general knowledge of local


resources.
•  Clarified medical responsibility for patients.  This would normally be integrated within


the team and maximally supportive of the team intervention.


Formation of service


Year 1 (2001-2002)


•  Set up a project management team (PMT) to include as a minimum adult mental health
services (health and social care) and child and adolescent mental health services (health
and social care)


•  The employment of a project manager to oversee the formation of the early
intervention service should be considered [moved up and team altered to service]


•  Set up an advisory group that includes a broad range of stakeholders (e.g. young service
users, their carers, youth agencies, education, criminal justice, drug and alcohol, leisure,
primary care)


•  Develop an implementation plan that includes
•  the overall long-term plan to establish the early intervention service over the lifespan of


the NSF
•  B) the detailed plan to establish the first team between April 2002 and March 2004
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•  The PMT should set up an audit of pathways of care, should map current service
provision and establish the number of people aged 14-35 with possible psychosis
presenting to mental health services for the first time. Information from this audit
should then be used to develop an implementation plan and be reported in the
comprehensive review of services (see Chapter 8).


Years 2 and 3 (2002-2004)


•  The first team should be set up, recruited, trained
•  There should be ongoing development of the overall service including ongoing


population-based audit of how the needs of young people with first episode psychosis
are being met.


Caseload


Ideally each Early Intervention Service should manage 150 new cases per year and have a
total caseload of approximately 450. It is envisaged that each Early Intervention Service will
cater for a population of around 1 million people.  An understanding of local epidemiology
is needed as the size of population covered will depend on a number of different factors
including:


•  Geography of the area
•  Health and Social Service boundaries
•  Demography and epidemiology


Teamwork is vital for success. Dividing the service into a number of teams (three or four),
each managing a caseload of 30 to 50 new cases per year and 120 to 150 in total, optimises
the benefits of working within a team framework. Each service should therefore consist of
a number of teams.


Staffing


The table below gives details of suggested staffing levels and skill mix for a team with a
caseload of 120 to 150.
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Table 5b   


Care co-ordinators
Key skills:
•  High energy level
•  Team player
•  Ability creatively to engage service users
•  Understanding of needs of service users,


including specific needs related to cultural
background/age/gender etc


•  Able to co-ordinate care and provide
broad range of interventions


•  Works well with young people


Total 10 wte care co-ordinators with
service user to care co-ordinator ratio
maximum 15 to 1


Team leader must have an active caseload


Appropriate mix of psychiatric nurses,
ASWs, OTs, psychologists needed to
ensure that all the interventions listed can
be provided within the team


Psychiatrists – adult mental health
•  Active members of the team
•  Dedicated sessions


0.5 wte adult consultant psychiatrist
1.0 wte non career grade psychiatrists


Psychiatrists – CAMHS
•  Active members of the team
•  Dedicated sessions


0.1 wte CAMHS consultant


Specialist skills - adult
•  These skills should be available within the


team either by employing a fully qualified
practitioner or by training other team
members


•  External supervision, support and training
needed for ‘non specialists’ providing
these interventions


•  OT/OT skills
•  Psychologist/psychology skills
•  ASW/strong links to social services


and ability to undertake thorough
assessment and activate services as
needed


Specialist skills – CAMHS 0.2 wte clinical psychologist with special
interest in CAMHS


Support workers
•  People with health, social care or


appropriate life experience or personal
experience of mental health
problems/treatment


•  Number of support workers to be
determined by the team


•  Support workers to reflect the
demography of the local population


Programme support •  1 wte administrative assistant
•  IT, audit and evaluation support may


also be needed







57


Hours of operation


•  Core working hours should be 8am to 8pm, 7 days a week
•  Out of hours (8pm to 8am) - advice should be available from staff at the community


respite facility or alternative (either by telephone or by visiting the unit) or from an on-
call member of the Early Intervention Team


•  Note there is no provision for home visits out of hours. Service users should be referred
to crisis resolution/home treatment team/out of hours CAMHS service if home visit is
required (see above).


Referrals


Early intervention is a specialist service. The service should take direct referrals from
CMHTs, CAMHS, primary care, crisis resolution/home treatment team, forensic services,
assertive outreach, other mental health services, acute medical services (including A+E).


Provision of alternative residential care


Each service requires easy access to community respite care appropriate to each age group:


•  Respite beds for adults over 22 years of age (separated from other mental health
facilities)


•  Young person’s beds (adults aged 16 to 22)
•  Regional unit adolescent beds


Risk assessment and policy on violence


•  Each team should have a written policy outlining the level of risk the team is able to
manage


•  Operational policy should explicitly address staff safety


Staff training should include:


•  Principles of the service
•  Training in all key components listed above
•  Team building, colleague support and working within a team framework
•  Medication – storage, administration, legal issues, concordance training and side effect


management, prescribing to under 16 year olds
•  Use of Mental Health Act and alternatives to hospital treatment
•  Understanding of the Children Act
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•  Benefits to service user and family/carers of this service
•  Suicide awareness and prevention techniques


Service user information


Service users and their family should be provided with the following information:


•  Description of the service, key elements and what to expect
•  Name and contact details of care co-ordinator and other relevant members of the team
•  Contact details for out of hours advice/intervention
•  Information about assertive outreach approach and benefits of maintaining regular


contact
•  Ongoing care plan and information about medication
•  Relapse prevention and crisis plan
•  How to express views on the service
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6. PRIMARY CARE MENTAL HEALTH


6.1 A vision for the future


For primary care mental health, improving partnerships between health, social and
voluntary sector provision will help to ensure faster access to effective treatment for people
with common mental disorders, faster access for people in crisis, effective care for those
with stable, severe mental illness and services closer to people’s homes. In addition, better
training and education for existing staff, new ways of working and new staff will also be
needed.


6.2 Service configuration


By 2004 all Primary Care Groups (PCGs) will have become PCTs. The number of GPs
entering contracts to provide Personal Medical Services (PMS) as against General Medical
Services (GMS) will also increase. Inherent in this is a move towards more integrated
service planning and delivery.


However, at present, very few Primary Care Trusts (PCTs) provide as well as commission
the full range of mental health services. Typically, more specialised services are provided by
mental health trusts, and a variety of key services are provided by local councils as well as
in the non-statutory sector, and the charitable and voluntary sectors.  This means that the
quality of work at the interfaces between primary and specialised services, or between
health and social care, or statutory and non-statutory services are very important.


Primary and specialised care


A number of models exist for the provision of primary and specialised mental health care,
designed and to improve the quality of partnerships at the interfaces. For example, the
National Primary Care Research and Development Centre has estimated that, by the 1980s,
one fifth of all general psychiatrists in England and Wales and half in Scotland, were
spending some proportion of their time in primary care. This is one way to promote more
effective partnerships between primary and specialised services, and ensure that patients
can access services more easily.


A new model of a fully integrated primary care liaison team, (which has replaced the
CMHT), is currently being evaluated in North Birmingham. The `Primary care liaison team’
supports primary care to provide services for patients with common mental health
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problems who require specialist psychiatric or psychotherapeutic treatment. They also
provide support for people with a severe mental illness, as well as people with Severe
Personality Disorder, who cannot be supported in primary care alone.


Health and social care


Boundaries between health and social care also represent an obstacle to effective
partnership working, and reduce the scope to provide `seamless’ services for patients.
Differences in employment, pay, terms and conditions for staff delivering aspects of health
and social care can result in divisions between them. The Health Act 1999 removes barriers
to joint working by introducing powers to enable health and local authorities to bring their
resources together into a pooled budget accessible to both commission and provide
services.


Commissioners (Health Authority, Primary Care Trusts or Social Services Authority) are
enabled to transfer funds and delegate functions so that one authority can take
responsibility for commissioning both health and social care, thereby ensuring more
integrated provision. Similarly, NHS Trusts and PCTs are able to provide social services
beyond their current ability under income generation powers, and local authorities are able
to provide some services formerly only available in the NHS. However, to date, relatively
few PCTs and specialised mental health trusts have taken advantage of the opportunities in
the Health Act and there is scope for further development in this area.


The NHS Plan sets out the preliminary plans to take partnerships between health and
social care further. Care trusts will be enabled to provide even closer integration of health
and social services. They could evolve from specialised mental health trusts and/or from
PCTs. Care trusts are likely to develop first where partnership arrangements are already
working well, and the partners want to establish single, multi-purpose legal bodies to
commission and be responsible for all health and social care. Guidance on Care trusts will
be issued in due course.


An integrated system of care


Integration of the health and social care aspects of mental health is an important early
priority. In all cases, closer integration between primary and specialised services will also be
important. In addition to meeting the standards and targets set out in the National Service
Framework and the NHS Plan, proposals for new service configurations should therefore:
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•  Retain integrated management of inpatient and community services
•  Retain sufficient critical mass to protect the seniority of management and provide


appropriate leadership
•  Reduce fragmentation and improve partnerships between elements of the service
•  Build on the commissioning partnerships already established through Local


Implementation Teams.
•  Demonstrate evidence of ability to deliver MHNSF and NHS Plan requirements
•  Show clear mechanisms for engaging service users and carers


6.3 Education, training and workforce development


Nurses


Staff in primary care typically report they lack general mental health training. They also say
they lack specific competencies. `Making a Difference’ (Department of Health 1999)
outlines how nurses can act as health promoters, provide information for patients, assess
health risks and screen for early signs of health problems. This can be applied to mental
health, just as in other areas of health care (Gournay 1999). However, only 2% of practice
nurses have formal mental health training (Thomas 1993) and most believe they need
more.


There is now good evidence that primary care staff without a core qualification in mental
health can be trained to deliver brief, effective interventions. For example, health visitors
can be trained to deliver brief treatment for women with postnatal depression. Work
undertaken by the Institute of Applied Health and Social Policy and others shows members
of the primary care team, such as practice nurses, can also enhance their skills through
training in mental health care. Taken together, this indicates that basic awareness training,
training in working safely, support to identify role boundaries, education about cultural
issues, and information about local services are as important as specific skills training.


One example of good practice in the provision of multi-disciplinary education is the
University of Birmingham’s community mental health programme. This post-graduate
course concentrates on psycho-social interventions using an inter-professional focus
between nurses, occupational therapists, social workers, psychologists, psychiatrists and
development workers. Positive effects have been demonstrated for a variety of learning
outcomes, including partnerships with service users.
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Counsellors


Access to effective psychological therapy and counselling services is commonly
problematic, although up to one third of GPs in 1996 had direct access to such services.
Some GPs employed counsellors directly and reclaimed their salaries through the GP
reimbursement scheme. Others established service level agreements or contracts for direct
services from local departments of psychology in the NHS and/or counsellors in the non-
statutory sector.


Now, counsellors are now working in around half of all general medical practices nationally
(Mellor-Clarke 2000). There is emerging evidence (King et al 2000) that, provided training
and quality standards are met, they can be effective in helping patients with common
mental disorders.


The Government has set out clear national standards in the National Service Framework
for mental health for how to get quicker access to more effective treatment. Guidance on
commissioning (see below) describes the arrangements being implemented in primary care
which will ultimately mean that all the practices in a PCG have fair access to an appropriate
range of counselling and psychological therapy services, commissioned on the basis of an
assessment of local population need.


The guideline on treatment choice decisions in psychological therapies and counselling
(Department of Health 2001) can help services know when and whom to refer and how to
develop protocols for local referral.


General Medical Practitioners


General Medical Practitioners play a central role in the care and treatment of people with
mental illness.  However many lack confidence managing mental health issues and this is
partly due to a lack of training (Turton et al 1995). Just under half of all GPs complete a
mental health training placement as part of their vocational training, and this may be
insufficient to prepare them for the mental health work they will undertake. In many cases,
the placement also takes place in an acute rather than general or primary care setting.


There is a strong argument that post-qualification education and training for primary care
staff is most effectively delivered to the whole team, rather than to individuals (Tylee 1999).
This includes training for General Medical Practitioners. However, despite some examples
of excellent practice, there is no agreed curriculum for a programme of training, there is no
national accreditation, programmes are not available in all parts of the country, and staff
report that access to funding for training is problematic.
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By 2003/4, there is an intention to have established a national programme of locally
focused, modular, accredited training for primary mental health care staff to strengthen
their knowledge, competence and teamwork. In the meantime, it will be important for
PCGs and PCTs to develop the local evidence base concerning needs for training, local
resources and plans for their staff consistent with the guidance set out in `A Health Service
of all the talents: developing the NHS workforce' (Department of Health 2000).


6.4 New staff and new ways of working


Staff should be organised in such ways that access to expertise and support from specialists
is available. Several models currently exist. In Scarborough (Cohen 2000) a named link
worker has been employed to work at the primary-secondary interface. In other places,
specialists provide on site services in primary care. To date, relatively little formal
evaluation of these models has been undertaken, but work is now being commissioned.


In the future, especially as other services and teams come on stream, it may be


helpful to scope new roles for Community Mental Health Teams in relation to


primary care. This could have advantages for service users in terms of improved care
pathways. It could also have advantages for staff in terms of greater role clarity. However,
it is important that change is managed carefully.


In addition, there is likely to be scope for delivering effective treatments in innovative
ways. For example, the usual method of accessing brief psychological therapies, such as
cognitive behaviour therapy (CBT) is via workers with a specialised training based in a
clinic or office offering weekly sessions of approximately an hour. There is emerging
evidence (Lovell, 2000) that more accessible, more cost-effective methods of delivery may
also be possible. For example, research has examined the use of assisted bibliotherapy for
moderate anxiety problems, and a number of CD-Rom based technologies are currently
being developed. An appraisal of CD-Rom based CBT is currently being undertaken by the
National Institute for Clinical Excellence.


New mental health workers


The proposals in the NHS Plan to develop new mental health workers in primary care and
community mental health workers are part of the package of measures designed to
modernise mental health care and improve access to services. New funding for 1000 new
primary care mental health workers will be available from 2003/4. Preliminary plans are
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being developed to elaborate roles and responsibilities. The graduate workers will fulfil new
roles in primary care as members of the team. The purpose is not to substitute for existing
staff, or replace the work they do but rather to:


•  Support delivery of brief, evidence-based effective interventions and self-help for
people with common mental disorders, including children.


•  Strengthen information available for patients.
•  Support development of practice-based information systems, audit, and outcome


measurement.
•  Improve satisfaction of service users with care.
•  Improve knowledge about the mental health network.
•  Support audit of pathways of care


Preliminary consultation on the roles and responsibilities of new primary care workers
indicates that their work may be divided into three broad areas, although the balance of
time given to specific activities will be a matter for local determination:


a) Client work- information, assessment, screening, and onward referral, where
appropriate, and in partnership with other members of the primary care team for
people with mental health problems. Brief, evidence-based techniques such as anxiety
management and CBT for common mental disorders; self-help material for service
users; health promotion; information for service users.


b) Practice team work – support for audit, routine measurement of outcomes, mental
illness registers, support for implementation of referral protocols, team case reviews,
support for integration of service users and carers into mental health service systems
(including CAMHS and older peoples’ services) and advocacy.


c) Wider network – In partnership with other members of the team, liaison with other
statutory (such as housing, welfare and benefits) and non-statutory sector services
(charitable and voluntary sector) and with specialised services in support of effective
services for all those, including people with SMI, managed in primary care.


It will be apparent that none of these tasks is strictly `new’ and many are already being
undertaken in part by existing staff. It is also important to note that different service
systems (such as CAMHS and services for older people) will dictate different working
styles, and may not require the same type of input from the new workers as required for
adults with mental health problems. However, this initiative offers an opportunity to
achieve some changes in ways of working, as well as increase the overall resource available
to primary care mental health. It will therefore be very important that new primary care
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workers are well integrated with existing primary care teams and staff with expertise in
mental health.


New funding for one year of full time training will be available. Issues of safety, risk
management and evidence-based practice will be paramount. In addition, work on career
pathways, and on the flexibility of systems to encourage retention is developing. Above all,
it will be essential to ensure that local arrangements are in place to provide appropriate
supervision and support.


Consultation on the scopeand direction of roles and responsibilities for the new primary
care workers is currently taking place and further guidance will be issued to place in this
guide.


`Gateway’ workers


Most health and local authorities already use a number of gateways to specialised services
in an emergency. They include:


•  Accident and Emergency Departments
•  Out of hours services (including Section 12 trained doctor and Approved Social


Worker) or CMHT access out of hours.
•  NHS Direct – walk in centres, helpline and NHS Direct online.
•  Criminal Justice system (Police and Court Diversion schemes).


However, there are variations in the quantity, accessibility and acceptability of these
systems, and only a very few authorities offer the full range of round-the-clock provision.
New funding is therefore also available from 2003/4 to appoint 500 community workers.
There are variations in the quantity, accessibility and acceptability of current systems
providing access to specialised care. The purpose of providing 500 community mental
health staff is to:


•  Improve the `gateway’ to specialist services
•  Support provision of a `round the clock’ co-ordinating service for access to specialised


care
•  Liaise with mental health teams (assertive outreach, home treatment, court diversion) A


& E teams, NHS Direct and primary care staff
•  Involve service users and carers more.
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6.5 Conclusion


For all these initiatives, there is more work yet to do. All comments and questions are
welcome. In the short term, publication of the Workforce Action Team report will help to
elaborate the vision for improved primary care mental health and it will contain more detail
of the basis for the proposals outlined herein.
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7. MENTAL HEALTH PROMOTION


7.1 Introduction


The inclusion of a mental health promotion standard in the National Service Framework
represents an important milestone.  For the first time, health and social services have a
clear remit to promote mental health for all and to reduce the discrimination experienced
by people with mental health problems. The publication of national guidance to support
standard one (Making it Happen, April 2001), together with specific performance
management targets (table 7a), means that mental health promotion is no longer optional.
But delivery will still present a challenge.  Above all, there will need to be a greater
recognition of what mental health promotion can contribute, both to the improvement of
services and the broader public health agenda.  Local work to implement standard one is
already raising some fundamental questions about the relevance of mental health
promotion to those delivering services, and the kind of partnerships which will be
necessary to deliver standard one effectively.


7.2 Performance management targets for standard one


The Department of Health is developing a revised performance assessment framework to
monitor progress on implementation of all the NSF Standards and the NHS Plan as it
relates to mental health. Table 8a below summarises the key performance targets for
standard one. The NSF required services to develop a local mental health promotion
strategy by April 2001. In recognition of the publication of Making it Happen in March
2001, a revised performance target of March 2002 has been set for services to develop and
agree an evidence-based mental health promotion strategy based on local needs assessment.


Table 7a


NSF Standard One    :  Performance Targets For Local Services


By March 2002, develop & agree evidence-based mental health promotion strategy based
on local needs assessment


By March 2002, build into local mental health promotion strategy action to promote mental
health in specific settings, based on local needs







72


By March 2002, build into local mental health promotion strategy action to reduce
discrimination


By March 2002, the written care plan for those on enhanced Care Programme Approach
(CPA) must show plans to secure suitable employment or other occupational activity,
adequate housing and their appropriate entitlement to welfare benefits.


By March 2002, implement strategy to promote employment of people with mental health
problems within health & social services.


7.3 What is mental health promotion?


Mental health promotion involves any action to enhance the mental well-being of
individuals, families, organisations or communities.


Mental health promotion is essentially concerned with:


•  how individuals, families, organisations and communities think and feel
•  the factors which influence how we think and feel, individually and collectively
•  the impact that this has on overall health and well-being.


The requirement in the National Service Framework to ‘promote mental health for all’
provides an opportunity to transform the terms of the debate about mental health and to
consider the ‘public mental health’.  (Friedli 1999)  ‘Public mental health’ takes a broader
view of mental health and provides a framework for talking openly about the mental health
needs of the whole community.


Mental health promotion does have a role in preventing mental health problems, notably
anxiety, depression, drug and alcohol dependence and behavioural disorders.  But mental
health promotion also has a wider range of health and social benefits.  These include
improved physical health, increased emotional resilience, greater social inclusion and
participation and higher productivity.


Interventions to reduce stress in the workplace, to tackle bullying in schools, to increase
access to green, open spaces and to reduce fear of crime all contribute to health gain
through improving mental well-being, in addition to any impact they may have on
preventing mental disorders.
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Mental health promotion can also contribute significantly to health improvement for
people living with mental health problems and has a key role to play in challenging
discrimination and increasing understanding of mental health issues.


Mental health promotion works at three levels: and at each level, is relevant to the whole
population, to individuals at risk, vulnerable groups and people with mental health
problems.


•  Strengthening individuals - or increasing emotional resilience through interventions
designed to promote self-esteem, life and coping skills, e.g. communicating,
negotiating, relationship and parenting skills.


•  Strengthening communities – this involves increasing social inclusion and participation,
improving neighbourhood environments, developing health and social services which
support mental health, anti-bullying strategies at school, workplace health, community
safety, childcare and self-help networks.


•  Reducing structural barriers to mental health - through initiatives to reduce
discrimination and inequalities and to promote access to education, meaningful
employment, housing services, and support for those who are vulnerable.


At each level, interventions may focus on strengthening factors known to protect mental
health, (e.g. social support, job control) or to reduce factors known to increase risk, (e.g.
unemployment, violence).


Risk factors for mental health problems include bereavement, a family history of
psychiatric disorder, violence, childhood neglect, financial strain, family breakdown, long
term caring and unemployment.  These can be reduced by strengthening factors known to
protect mental well-being.  The strength of evidence for protective and risk factors varies,
but is particularly robust in relation to the impact of early childhood experiences, notably
the importance of socio-economic circumstances which support warm, affectionate
parenting. However, many risk factors for mental health problems are difficult to address,
especially by the health sector alone, for example, gender roles, long term economic
problems and the growing gap between rich and poor.


A mental health promotion strategy needs to address ways of strengthening protective
factors and working to reduce risk factors at an individual, community and structural or
policy level.
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7.4 Benefits of mental health promotion


Mental health promotion can:


•  improve physical health and well-being
•  prevent or reduce the risk of some mental health problems, notably behavioural


disorders, depression and anxiety, substance misuse
•  assist recovery from mental health problems
•  improve mental health services and the quality of life for people experiencing mental


health problems
•  strengthen the capacity of communities to support social inclusion, tolerance and


participation and reduce vulnerability to socio-economic stressors
•  increase the ‘mental health literacy’ of individuals, organisations and communities
•  improve health at work, increasing productivity and reducing sickness absence.


7.5 Mental well-being and physical health


There is a growing body of research (see table 8b below) that demonstrates the impact of
mental health on physical health.  Much of the research in this area is concerned with how
the social environment acts on biology to cause disease.  (Marmot & Wilkinson 1999)
What has been called ‘stress biology’ looks at the  relationship between chronic stress and
the nervous system, the cardio-vascular and the immune systems, influencing cholesterol
levels, blood pressure, blood clotting, immunity, and growth in childhood.


“We are now beginning to recognise that people’s social and psychological circumstances
can seriously damage their health in the long term.  Chronic anxiety, insecurity, low self
esteem, social isolation and lack of control over work appear to undermine mental and
physical health.”


(Brunner and Marmot 1999).
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Table 7b


The impact of mental health on physical health  


•  In a cross sectional study based on data from 39 states in the USA, Kawachi et al found
lower levels of social trust were associated with higher rates of most major causes of death,
including coronary heart disease, malignant neoplasms, cerebrovascular disease,
unintentional injury and suicide. (Kawachi et al 1997)


•  Depression increases the risk of heart disease fourfold, even when other risk factors such as
smoking are controlled for. (Hippisley-Cox et al 1998)


•  Lack of control at work is associated with increased risk of cardiovascular disease.  (Bosma
et al 1997; Marmot et al 1991)


•  Sustained stress or trauma increases susceptibility to viral infection and physical illness by
damaging the immune system. (Stewart-Brown 1998)


•  Emotional well-being is a strong predictor of physical health.  Men and women who scored
highest in a survey on emotional health were twice as likely to be alive by the study’s end.
The link between subjective feelings of happiness and good health held even after
controlling for chronic disease, smoking, drinking habits, weight, sex and education.
(Goodwin et al 2000)


•  Depression is a risk factor for stroke. (Jonas and Mussolino 2000)


•  Depression has a significant impact on health outcomes for a wide range of chronic
physical illnesses, including asthma, arthritis and diabetes (Turner and Kelly 2000)







76


It is widely understood, in relation to physical health, that anyone can experience physical
ill-health, and that while not all physical ill-health can be prevented, people can take steps
to improve their physical health and to reduce their risk of physical health problems. This
is reinforced by a wide range of policies in schools, in the workplace and in communities,
to promote physical well-being and reduce the risk of physical health problems. Achieving
the same policies in relation to mental health is part of the underlying rationale for mental
health promotion.  For this to be successful, there will have to be a greater understanding
of the links between mental well-being and physical health by policy makers and
practitioners.


7.6 Mental health promotion and mental health services


Mental health promotion and the delivery of mental health services are often seen as
separate tasks, in competition for scarce resources.  This view may be based on the belief
that mental health promotion is not relevant to people with long term mental health
problems.  However, just as a diagnosis is only one part of a person’s life, so medical
treatment is only one part of the support they need – to cope, to recover and to avoid
relapse.  The other support – by far the largest part – will come from family, friends,
schools, employers, faith communities, neighbourhoods – and from opportunities to enjoy
the same range of services and facilities within the community as everyone else.


There is growing evidence that addressing these wider issues improves physical and mental
health and promotes recovery. The importance of engaging with issues like friendship,
social networks and employment has been central to the success of early intervention
programmes, which aim to reach young people experiencing a first episode of psychosis
(see also section 5 of this guide).  These and other initiatives provide an opportunity for
mental health promotion and mental health services to identify shared goals and work
towards a common agenda, at the heart of which is recognition of the needs of the whole
person.


These issues are part of a broader social inclusion agenda which must include a clear
strategy to tackle the discrimination experienced by service users, notably in relation to
employment.   Examples of interventions to reduce social exclusion include:


•  Supported employment in a real working environment
•  Increasing compliance with the Disability Discrimination Act and extending this to


include people who have had psychiatric treatment for less than 12 months
•  Including personal experience of mental health problems in person specifications
•  Media training for service users
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•  Primary care referrals to voluntary, service user and self-help groups
•  Initiatives to increase access to mainstream services – education, leisure, transport


Lack of control and lack of influence are independent risk factors for stress (Rainford et al
2000).  This suggests that indicators of participation, inclusion, access and influence need
to be built into clinical indicators of effectiveness.  In other words, the way in which a
service is delivered may have an impact on health, over and above the clinical effectiveness
of the treatment provided.


The importance of meaningful public participation in the delivery of services is a central
feature of both the National Service Framework and the NHS Plan.  Service user and carer
involvement should now be a key feature of the way in which mental health services are
planned and implemented.  However, participation in, and influence over, health care may
have intrinsic health benefits.


7.7 Developing an evidence-based mental health promotion


strategy


A meta analysis of different programmes shows that mental health promotion is most
effective when it:


•  intervenes at a range of different times in the life cycle, e.g. infancy and adolescence
•  is integrated within different settings, e.g. schools and primary care
•  is planned at different levels, e.g. local/regional/national (Hosman et al, 1994).


Also when it:


•  targets a combination of factors (e.g. coping skills and access to employment)
•  involves the social networks of those targeted
•  intervenes at different times/levels
•  uses a combination of methods.


T h e  fo l lo w in g pr in c i p le s a ls o  a p p e a r  to  be  u n de r ly in g fe a t u r e s of  e f f e c tiv e  ap p r o a c h e s fo r 
in di v id u a l s,  fa m il ie s, or g a n isa tio n s  an d c o m m u n iti e s :


•  Reducing anxiety
•  Enhancing control
•  Facilitating participation
•  Promoting social inclusion.







78


A strategic approach to mental health promotion should aim to include a balance of:


•  Developing coping/life skills e.g. parenting, communication, negotiation
•  Promoting social support and networks e.g. tackling bullying, supporting bereaved


families, facilitating self-help groups, increasing access to information and opportunities
to participate


•  Addressing structural barriers to mental health in areas like education, employment,
housing and income policy.


Developing a mental health promotion strategy is a complex task.  It will need to engage
stakeholders across many different settings and sectors, with competing and often
opposing perspectives, in a shared vision.  For this reason it can be more helpful to focus
on strategies for solving problems, rather than trying to achieve consensus on labels and
definitions.  A settings approach, like the one adopted by the West Midlands Region,
focussing on schools, neighbourhoods, prisons, workplace, media and primary care, can
make the task more manageable.


7.8 Key stages in developing a local mental health promotion


strategy


The checklist (at table 7c below) outlines the key stages in developing a strategy.  For each
stage of the strategy, it is helpful to consider:


•  Levels e.g. individuals, community, structural/policy
•  Settings e.g. schools, workplaces, prisons, mental health services, home/early years,


primary care, residential homes, acute services and A&E, media, neighbourhoods
•  At risk and vulnerable groups e.g. people sleeping rough, people in prison, victims of


abuse or domestic violence, refugees, people with drug and alcohol problems, looked
after children, black and minority ethnic groups, low income and excluded groups.
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Table 7c


Key stages in developing a strategy


1. Agreeing a vision and setting aims and objectives
2. Mapping existing initiatives
3. Identifying key settings and target groups
4. Making the links with policy initiatives with supporting goals
5. Identifying key stakeholders – consultation and gaining commitment
6. Selecting interventions
7. Finding the evidence to support the approach taken
8. Identifying the staffing and resource implications
9. Establishing indicators of progress
10. Building in evaluation


7.9 Working across professional and sector boundaries


Many of the factors which influence mental health lie outside health and social care.
Effective mental health promotion depends on expertise, resources and partnerships across
all sectors and disciplines.  Mental health promotion is also relevant to the implementation
of a wide range of policy initiatives including social inclusion, neighbourhood renewal and
health at work.  The new agenda for service delivery, including the modernisation of the
NHS, outlined in the NHS Plan, and the improvement of mental health services, will also
benefit from applying the principles of mental health promotion. Mental health agencies
will also wish to promote the mental health of their employees.


Mental health promotion initiatives to support and engage local communities and mental
health promotion policies in schools and the workplace have a significant impact on the
physical and mental health of people with mental health problems, as well as the wider
population.  A key priority for Government is tackling social exclusion. On almost any
indicator, people with long term or intermittent mental health problems are among the
most excluded.   Conversely, social exclusion is a key risk factor for a range of mental
health problems.  It is therefore crucial that mental health services engage with the broader
public health agenda, and that there are opportunities to look beyond service delivery goals,
important though these are.


Social inclusion, social capital, neighbourhood renewal and community development
describe processes that aim to strengthen social networks and structures to support local
communities.  Policy initiatives that address regeneration are concerned with reducing
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health inequalities, raising educational standards, improving health, tackling social exclusion
and developing sustainable work and independence.  Mental health promotion can make a
real contribution to these areas of concern, and in turn the initiatives undertaken will help
promote mental health.   An integrated local mental health strategy will have to work to
develop a shared understanding of the processes involved in working towards these goals.


The three main regeneration policies using an Action Zone approach (HAZ, EducAZ,
EmpAZ) aim to intervene at an individual level (Employment), a community or
organisational level (Education) and a service  or strategic level (Health).  The New Deal
for Communities includes many of the aims of the specific Action Zones and will deliver
improvements at a neighbourhood level.  This is directly comparable with a mental health
promotion strategy that promotes public mental health at all levels in society.


7.10 Using the evidence base


The NSF grades evidence as shown below:


Table 7d


Types of evidence in the National Service Framework


I at least one good systematic review, including at least one randomised controlled
trial (RCT)


II at least one good RCT
III at least one well-designed intervention study without randomisation
IV at least one well-designed observational study
V expert opinion, including the opinion of service users/carers
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All grades of evidence have strengths and weaknesses.  It is therefore helpful to identify the
kind of evidence on which a planned intervention is based and to be clear about
limitations.  While RCTs are useful for assessing the impact of a single intervention on
clearly defined symptoms, they are much less successful at dealing with complex
interventions.  Expert opinion, drawn from service users, is particularly important evidence
in addressing quality of life issues, as well as informing service delivery and clinical
priorities.  For example, people with mental health problems consistently report that
negative and sensationalised media coverage damages their health.


The following example, drawn from a local strategy, brings together a small number of
initiatives supported by different grades of evidence:


•  Increasing public awareness and improving knowledge, attitudes and awareness e.g.
World Mental Health Day, working with local media, service user led programmes in
schools and communities (V)


•  Influencing employers through programmes to increase employment of people with
mental health problems and to develop understanding of the importance of mental
health promotion in the workplace for all employees (I)


•  Supporting parents e.g. parenting skills, emotional support for young mothers,
community mother programmes, pre-school education  (I)


•  Mental health promotion in schools, through healthy schools initiatives, anti-bullying
strategies, student councils, peer education  (III) (IV)


•  Strengthening self-help and support networks and ensuring better links between
primary health care and sources of information and support in the community (I-IV).


Table 7e


Summary of Interventions supported by the evidence base


Employment: what works to improve prospects, increase health at work and reduce


impact of unemployment?


! Pre-school day care
! Supported employment in real work place
! Organisation-wide approaches to stress
! Social support/problem solving/cognitive therapy
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Alcohol and drug misuse


! Brief interventions in primary care (alcohol)
! Pre-school education (drugs)
! Health promoting schools approach


At risk groups:


Pregnant Women


! Home based professional or lay support
! Informal social support


Children experiencing adverse life event


! Cognitive behavioural skills/social support


Disadvantaged children


! Parent skills training
! Support visits
! School-based interventions
! Pre-school education


School-based programmes


! Multi-faceted whole school approach involving staff, community, environment and school
culture


! Development of social competencies
! Group counselling
! Peer led programmes
! Anti-bullying policies


Older People


! Volunteering
! Peer Support/counselling


Whole Population   :
_    Regular Exercise
•  Access to green open spaces
•  Opportunities for arts and creativity
•  Social support, diversity of networks, participation and inclusion
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7.11 Making it Happen


Making it Happen: a guide to delivering mental health promotion will be published in April 2001 by
the Department of Health. This detailed guide:


•  Defines mental health and mental health promotion
•  Makes the case for investing in mental health promotion
•  Shows how mental health promotion fits in with other policy initiatives
•  Provides a framework for developing local strategies
•  Describes the types of evidence and their strengths and weaknesses
•  Gives examples of effective interventions
•  Describes how to apply the evidence
•  Gives information on evaluation.


The guidance is intended to be helpful rather than prescriptive. It was developed in
extensive consultation with a wide variety of stakeholders from the field.


7.12 National Support for Standard One


A Mental Health Promotion Project has been established within the Department of Health,
led by Richard Berry, to take forward policy development and implementation around
mental health promotion and suicide prevention. The aim of the project is to promote
mental well-being in the general population and empower people with mental health
problems to participate in society to their fullest possible extent. Contact details for the
project team are given below. In addition, a Project Group has been appointed, bringing
together service users, voluntary organisations, researchers, clinicians, health promotion
specialists and others, to provide the expertise required to support the development of
mental health promotion.


The Mental Health Promotion Project has seven objectives, each of which is being taken
forward through a series of initiatives, some of them providing support to local services or
direct action in pursuit of project objectives, and others influencing and working with other
stakeholders:


•  support implementation of NSF Standard One
•  take steps to reduce the death rate from suicide and undetermined injury by at least one


fifth by 2010
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•  raise awareness of mental health issues with a view to reducing discrimination against
people with mental health problems


•  promote greater opportunities for people with mental health problems to access
suitable employment, housing, education, welfare benefits, leisure and financial services


•  promote mental health for specific groups of people
•  promote mental health in specific settings
•  encourage and support international co-operation in sharing good practice in mental


health promotion.


A national group has been established to bring together representatives from each of the
regional offices with a lead interest in mental health promotion with a view to promoting
shared learning and development across regional boundaries. Through the regional offices,
the project team has also mapped local NSF standard one leads with a view to stimulating
the development of a mental health promotion community to facilitate the identification
and dissemination of good practice.


7.13 References for further Evidence


Bosma, H., Marmot, M. G., Hemmingway, H. (1997) Low job control and risk of coronary
heart disease in Whitehall II (prospective cohort) study British Medical Journal 314:558


Brunner E and Marmot M (1999) Social organisation, stress and health in Marmot MG and
Wilkinson RG eds The social determinants of health Oxford University Press, Oxford


Contributors to the Cochrane Collaboration and the Campbell Collaboration (2000)
Evidence from systematic reviews of research relevant to implementing the wider public health agenda NHS
Centre for Reviews and Dissemination


Friedli, L. (1999) From the margins to the mainstream: the public health potential of
mental health promotion International Journal for Mental Health Promotion I (2) 30-36


Goodwin, J.S. (2000) Glass half full attitude promotes health in old age Journal of the
American Geriatrics Society 48: 473-478


Hippisley-Cox, J., Fielding, K., Pringle, M. (1998) Depression as a risk factor for ischaemic
heart disease in men: population based case control study British Medical Journal 316: 1714-9


Hosman, C., Veltman, N. (1994) Prevention in Mental Health: a review of the effectiveness of health
education and promotion Utrecht
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Jonas BS and Mussolino ME (2000) Symptoms of Depression as a Prospective Risk Factor
for Stroke Psychosomatic Medicine 62(4) 463-472


Kawachi, I., Kennedy, B., et al (1997) Social Capital, Income Inequality and Mortality
American Journal of Public Health 87:491-498


Lister-Sharp D, Chapman S, Stewart-Brown S, Sowden A  (1999) Health Promoting schools and
health promotion in schools: two systematic reviews Health Technology Assessment


Marmot M & Wilkinson R (1999) Social determinants of health Oxford: Oxford University
Press


Marmot M., Davey-Smith, G., Stansfield, S., Patel, C., et al (1991) ‘Health Inequalities
among British Civil Servants: the Whitehall II study’ The Lancet 337 1387-1393


Rainford, L, Mason, V, Hickman M & Morgan A (2000) Health in England 1998: investigating
the links between social inequalities and health London: the Stationary Office


Stewart-Brown, S. (1998) Emotional well-being and its relation to health British Medical
Journal 317: 1608-1609


Turner J & Kelly B (2000) Emotional dimensions of chronic disease  British Medical Journal
172: 124-128
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8. TAILORING SERVICES TO LOCAL NEEDS


Planning and implementing system change at the local level


8.1 Background


Local mental health communities will have:


•  developed Local Implementation Plans to achieve the National Service Framework for
Mental Health standards and NHS Plan targets;


•  reviewed these plans through a self assessment in Autumn 2000;
•  drawn up plans for 2001/02 through both NHS and LA planning processes.


The NHS Plan Implementation Programme details how local mental health communities
(NHS organisations and local councils) must carry out a modernisation audit and prepare 3
to 5 year service plans as part of their Health Improvement Programmes. In this way the
Local Implementation Plan becomes a core component of the Health Improvement
Programme. To ensure that future service developments are co-ordinated and relate to
local need, local mental health communities will need to demonstrate that they have
comprehensively reviewed services. The Local Implementation Plan Stage 3 report must be
agreed with NHS and social care Regional Offices by the end of November 2001. It will
form the basis for detailed planning activity for implementation in 2002/2003 and beyond.


The whole system approach to mental health modernisation planning will require a cultural
change for both managers and staff.  The issue of culture has been consistently highlighted
as the main determinant for the successful implementation of any developments within an
organisation. Culture  - the beliefs, values and customs of the organisation - affects every
part and function of the organisation.


Changes in organisational and care culture that are required to achieve the modernisation
agenda include:


" Increased partnerships and reduced hierarchy
" Increased choice and autonomy for service users and carers
" Increased transparency-both for service planning and clinical care
" Increased value on evidence based services
" Increased focus on outcomes, as opposed to inputs and outputs
" Increase in integrated and mainstream services, and reduced specialisation and


service insularity
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" Increased value on information systems
" Increased attention to supporting the workforce, both clinical and management
" Increased value placed on non-professional and volunteer staff
" Increased opportunities for involvement of staff groups in major re-developments
" Increased meaningful service user and carer involvement and inclusion in service


planning


Accomplishing this change in culture will require clear and strong leadership within the
mental health sector and across the broader health and social care systems.  The leaders
need to communicate a vision of the future system, engage key stakeholders across that
system, and manage the organisational and structural changes required to reach the vision.


A comprehensive review must be more than just ticking boxes stating that service elements
and underpinning supports are in place or planned to be in place. Table 8a provides an
overview of the mental health service review process. It is important to recognise that a
review is an interaction of the Influencing Factors, such as resource levels, and the
assessment of local need.


Mental health communities will also have to take care that they do not think about service
elements in isolation. All elements have to interact as a system, so that the service user
experiences continuity during their pathway through care, with each element offering added
value.


The rest of this section provides practical guidance for mental health communities in
reviewing their services. The comprehensive review  is an overview of the functioning of
the mental health system. It will be important for mental health communities to identify
priorities following the proposed process.
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Table 8a Comprehensive review process


Review of Local Service Provision


•  all elements in place/planned to be in place?
•  sufficient service, staff and financial capacity?
•  co-ordinated pathway for the service user and carer?
•  quality?


•  accessibility
•  effective use of contemporary interventions
•  service user and carer experience
•  achieving desired outcome
•  efficient use of resources


Influencing Factors


# Service user views
# Carer views
# Professional views
# Independent sector views
# National and local policies
# Statutory requirements
# Resource levels and financial pressures
# Current organisation and culture of service provision


Needs
Assessment


Aggregated
       Individual


Population
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8.2 Make use of existing information first


Mental health review teams should be able to make use of a range of information that is
already available:


•  Mental Health Service Mapping – local compared to regional/national picture
•  public health department – local need and population
•  local authority planning department – local need and population
•  local service user and carer surveys
•  clinical governance reports
•  Best Value reports
•  Reports of local inquiries
•  Mental Health Act Commission visit reports
•  Finance departments (HA/LA/NHS Trust)
•  Information departments on activity and performance indicators
•  Human resource departments
•  LIP self-assessment
•  Benchmarking clubs (e.g. Inner Cities and Rural)
•  Other available local reports


Resources


Mental Health Service Mapping 2001 - University of Durham, Di Barnes - 0191 374 7241
LIP Self Assessment and Benchmarking - Mental Health Strategies - 0161 727 9419


8.3 Assessing Need


Introduction


There is no such thing as an agreed and definitive statement of need. Needs assessment will
always pose a compromise between comprehensiveness and practicality.
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If needs-based planning is to be practised routinely by social services and health authorities,
there are four challenges to be faced:


•  The questions they are asked to address must be appropriate to the audience,
commissioner, participants and service users and carers


•  Methods have to be capable of delivering relevant information that is timely and within
the resources of the authorities


•  The information has to be reliable and credible to all those concerned with the
planning decisions


•  Methods have to strike a balance between ease of use and validity.


Cooper and Singh (2000) in an editorial reviewing methodological problems of psychiatric
epidemiology note that the complementary roles of population-based studies, key-
informant surveys and general practice data can be used to gain better insight into local
need.


They suggest that a needs assessment approach in which the need for specific care
packages can be specified may provide a basis for service planning. Aggregated individual
needs assessment and population estimates based on epidemiological studies can be used in
complementary ways.


Aggregated Individual Needs Assessments


The NSF has placed considerable emphasis on individual needs assessments (Standards 2
and 4).


Government policy also advocates that service developments be based on the needs of the
whole local population. This has been emphasised by Our Healthier Nation (Department of
Health, 1999):


‘Health Authorities will have a key role in leading local alliances to develop Health Improvement
Programmes, which will identify local needs and translate the national contract [partnership between
Government, local communities and individuals] into local action.’


Aggregated individual needs assessment can integrate the two requirements for individual
and population needs assessment. This can assist local services in further developing their
Local Implementation Plans for the NSF.
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As individual needs assessments are based on people using mental health services, and in
particular those using mental health services most frequently, there are difficulties in
estimating the absolute level of need in the population. These limitations can be overcome
to some extent by attempting to survey the needs of people with severe mental illness not
using mental health services. For example, there may be people using homeless persons'
services with severe mental illness, high levels of risk behaviour and substance misuse, but
who are not in contact with specialist mental health services.


A simple method and toolkit have been developed by The Department of Health with the
Sainsbury Centre and Institute of Psychiatry (Needs Based Planning, 2000). These will be
disseminated through regions to LITs as part of the comprehensive review exercise. In
time the Mental Health Minimum Data Set will provide even better information. This
method can quantify need. For example, how many people using mental health services are
unemployed? It should also be possible to use existing activity-based computer systems to
identify who uses various combinations of services. How many people have been inpatients
and received assertive outreach services? Conversely, how many people have been
inpatients and not received assertive outreach services or any other form of community
follow-up? These simple sets of information can help to establish how much of each
service element is required and how much overlap there is in usage. Local assessment of
need should include an audit of access to mental health services for people aged 14-35
experiencing the first onset of psychosis (see Chapter 5 for further details).


Population Needs Assessment


At present the best two indicators for mental health needs are The York Psychiatric Index
(YPI) (Smith, Sheldon & Martin, 1996) and the Mental Health Needs Index (MINI) (Glover,
Rubin et al, 1998). These methods are based on utilisation data, and so do not effectively
distinguish between demand and supply. Further, they are limited in scope in that all are
based on health data; neither involves the use of social care or primary care data.


A national collection of surveys of sufficient scale and quality, the ONS Psychiatric
Morbidity Surveys (e.g. Jenkins et al, 1997), is now available to provide a link between
mental health and a range of socio-demographic factors at a local level (from the Census
and related sources). Prediction formulae for levels of psychiatric problems have
demonstrated the significance of gender, age, household structure, employment status,
tenure and rurality (Jenkins, 1998).


Review teams can make use of the Mental Health Foundation’s The Fundamental Facts (Bird,
1999). This resource details the importance of considering the age structure of the
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population, gender and race. It also documents the relationship between mental health
problems and suicide, self-harm, homelessness, substance misuse and offending.


Resources


The Fundamental Facts…all the latest facts and figures on mental illness. Lisa Bird, 1999.
The Mental Health Foundation. Tel 020 7535 7400 e-mail    mhf@mentalhealth.org.uk  
website    http://www.mentalhealth.org.uk  


Needs Based Planning Toolkit (Sainsbury Centre for Mental Health/Institute of Psychiatry,
2000). Tel 020 7403 8790 (Graham Durcan)   http://www.scmh.org.uk   (all parts of the
toolkit are downloadable from the ‘analysis’ section of the web site.


Bebbington, A.C., Turvey, K., Janzon, K. (1996) “Needs-based planning for community
care” University of Kent: PSSRU DP 1206/2.


Cooper and Singh (2000), ‘Population research and mental health policy’ British Journal of
Psychiatry 176,407 – 411


Glover, G.R, Robin, E., Emami, J., Arabscheibani, G.R. (1998) “A needs index for mental
health care”. Soc Psych Epidemiol 33, 89-96.


Jenkins, R., Bebbington, P., Brugha, T.S., Farrell, M., Lewis, G., Meltzer, H. (1997) “The
national psychiatric morbidity surveys of Great Britain – strategy and methods”
Psychological Medicine 27, 765-774.


Jenkins, R., Bebbington, P., Brugha, T.S., Farrell, M., Lewis, G., Meltzer, H. (1998) “British
psychiatric morbidity survey” B.J.Psych 173, 4-7.


Smith, P., Sheldon, T.A., Martin, S. (1996) “An index of need for psychiatric services based
on in-patient utilization”. B.J.Psych 169, 308-316.
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8.4 Cultural Sensitivity


Introduction


The specific mental health needs and concerns of black and minority ethnic communities
in England are often unrecognised and poorly responded to (Audit Commission 1994). For
example, suicide rates are higher for Asian women and young black men, and
schizophrenia diagnosis rates are higher for African and Caribbean men (especially second
generation).
Black and minority ethnic groups are more likely to live in London and other large cities,
mostly in deprived inner-city areas. Towns and cities, particularly in the south east of
England, have recently seen an influx of refugees fleeing political unrest abroad. All these
groups, whether black British or newly arrived asylum seekers, may have specific (but very
different) mental health needs. Service providers need to ensure that care is equitable and
culturally sensitive or risk having services that are inappropriate or discriminatory.


‘The government recognises that the social causes of ill health and the inequalities which stem from them
must be acknowledged and acted on.’ (DH, 1998)


The NHS Plan notes that people in minority ethnic communities are less likely to receive
the health services they need. The NSF emphasises existing services' insensitivity to people
of African and Caribbean ethnicity and notes that assessment procedures are inadequate
for Asian communities. The NSF also stresses that minority ethnic groups (including
refugees) suffer from social exclusion that compounds their mental health problems.


The Local Context : Who Constitutes Your Population?


A review of the local population needs to be carried out. This can be quite basic, but
should include:


•  ethnic breakdown of general population,
•  community languages spoken,
•  religious diversity,
•  housing types (including homelessness),
•  unemployment
•  any vulnerable groups.


Most of this information can be collected from local government offices, libraries or health
authority public health departments.
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The Local Context : What Constitutes Your Service?


Collecting local data is a first step towards meeting government requirements for ethnic
monitoring and ensuring that services are appropriate for local people. For example, if
there are refugees in your locality, interpreting facilities may be required, and there may be
particular religious or other cultural needs and expectations to be met, as well as mental
health problems specific to the traumas of being uprooted and encountering prejudice or
danger, and adjusting to live in a new environment.


Another important move is looking at the ethnic breakdown of staff throughout the
organisation, with the aim of creating a workforce that is representative of the population it
serves (NHS Executive1998).


The sorts of ethnic data you need to gather are:


•  ethnic, linguistic, religious, age and gender breakdown of service users
•  linguistic, religious, age and gender breakdown of staff (at all levels). It has been found


that staff from minority ethnic groups are over-represented in lower grades and under-
represented in higher grades.


•  your organisation's policies on racial equality, ethnically equitable services, etc and
results of any measures/audits of the policies (including breaches and numbers trained
in policy)


•  representation of ethnic groups on (executive and non-executive) committees and
boards within the organisation


•  availability of interpreting services and their range of languages (the training received by
interpreters and by health staff in how to work with interpreters in mental health
settings should also be available for scrutiny)


•  data from any previous audits or evaluations on cultural sensitivity.


Other issues to look at include whether there are multi-faith places of worship in hospitals.
Spiritual aspects of care are rarely considered routinely. But insufficient attention to, for
example, some religious groups' daily routines and requirements may compound the
isolation and stigma of mentally disordered service users.
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Are there single sex units? Single sex areas offer more safety and comfort to women who
may by distressed on a disturbed acute psychiatric ward. (Mixed wards should be phased
out as a matter of national policy, but it is worth noting that some ethnic minority or
religious groups require separate areas for men and women).
Are there crèche facilities? Black and minority ethnic groups are relatively young in age
profile.


The Local Context : Voluntary and Independent Specialist Service Providers


The voluntary sector is critical to the success of our mental health system.  Independent
providers often bridge the gap between statutory services and public needs and
expectations. Statutory services should acquaint themselves with any local groups for black
or other minority ethnic groups, and work together to identify gaps in services, duplication
and ways of working in partnership to provide appropriate services. These organisations
may need support to survive, especially at times of growth.


Audit


An audit can provide performance indicators to show evidence that, for example, people
from minority ethnic groups have been properly assessed and cared for, and that
assessment and care are improving. Audit can be considered as a process by which a
‘learning organisation’:


•  monitors its own activities and
•  implements a strategy to modify practice.


This assumes that:


•  internal audit is acceptable to all stakeholders
•  the organisation is able to reflect critically on existing practice, recognise its shortfalls


and support changes.


The advantage of internal audit is that the organisation itself implements and takes
responsibility for individual clinical and organisational performance. However, there may
be a lack of expertise in conducting an effective culturally sensitive audit. It could be argued
that self-audit is less objective and is at risk of excluding diverse stakeholders. Minority
ethnic communities, service users, voluntary organisations, primary and secondary care may
all have important perspectives to contribute. It is worth considering setting up an audit
team comprising members from both within and outside the organisation.
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The following elements should be looked at when developing a strategic approach to
problems identified by an audit:


•  human resources strategy, including promoting best practice in recruiting and retaining
staff from minority ethnic groups across the range of disciplines


•  anti-discriminatory policy and monitoring
•  partnerships with voluntary and independent providers
•  interpreting and good practice guidelines to address linguistic diversity
•  staff training needs
•  shortfalls in organisational procedures and practice
•  service user-staff matching, including matching staff mix to local population diversity
•  service user views of the cultural and religious aspects of service
•  a service user-staff-voluntary sector forum (feeding directly into the Trust board)
•  advocacy services for people from minority ethnic groups.


Resources


http://www.mailbase.ac.uk/lists/minority-ethnic-health/ minority-ethnic-health


This list is aimed at professionals working in the academic, NHS and local government
sectors who continually strive to improve the health of minority ethnic communities in the
UK via a multi-disciplinary approach.


Audit Commission (1994) Finding a Place: A Review of Mental Health Services for Adults.
London: Audit Commission


Commission for Racial Equality   http://www.cre.gov.uk 


London Region good practice sites:   http://www.virtuall.org/sup_you/minority/prac.html


Cultural Sensitivity Audit Tool (Sainsbury Centre for Mental Health, 2001). Tel 020 7403
8790    http://www.scmh.org.uk .


Department of Health (1998) A First Class Service: Quality in the new NHS.


Department of Health (2000) The Race Equality Agenda of the Department of Health. London:
DOH
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Jennings, S. Creating solutions: developing alternatives in black mental health. (King's
Fund, 1996)


Nazroo, J. Ethnicity and mental health: findings from a national community survey.
 Policy Studies Institute 1997


National Visit 2: Improving Care for Detained Patients from Black and Minority Ethnic
Communities (Sainsbury Centre for Mental Health 2000) includes an appendix with contact
names and addresses for good practice examples in the areas of recording and monitoring
ethnicity, dealing with racial harassment, training in cultural sensitivity and the use of
interpreters.


NHS Executive (1998) Working Together. London: NHS Executive


NHS Executive (1999) Addressing black and minority ethnic health in London – a review and
recommendations. London: NHS Executive


8.5  Gender Sensitivity


The NHS Plan recognises that mental health services are not always sensitive to the needs
of women.  Women live longer than men:  but they have more mental health problems,
particularly anxiety, depression and eating disorders.


Domestic violence affects one in four women aged 16-59.  The stresses and anxiety, which
many people experience in abusive relationships, can be reflected in a range of emotional
and psychiatric problems.


Post-natal depression affects 10-15 per cent of mothers. A smaller proportion of women
develop post-natal psychosis. However, in the first month after childbirth a woman is 20
times more likely to be admitted to hospital for treatment for a severe mental illness than in
the 24 months before delivery.


There is a commitment in the NHS Plan that by 2004, services will be redesigned to ensure
there are women-only day services in every health authority. At present the community day
centre services that women value are found in the voluntary sector.  Statutory authorities
will need to ensure that in developing local women-sensitive services that they identify
these services and include them in service development planning and funding.







98


Services for women should also be sensitive to their cultural and ethnic backgrounds.
The review of populations needs and the audit system outlined in the previous section on
cultural sensitivity can also be used to analyse issues around gender.  The Equality Impact
Assessment Tool at Annex A provides a methodology for looking at equality issues across
the board.


Resources


The Vital Connection:  An Equalities Framework for the NHS:  NHSE
Equal Opportunities and Monitoring in NHS Trusts:  HSC 1998/148
NHS Equality Awards www.doh.gov.uk/nhsequality
National Women’s Mental Health Network [contact details awaited]
Domestic Violence:  A Resource Manual for Health Care Professionals (DH:  2000)
Women and Mental Health:  Edited by Dora Kohen (2000)
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8.6 Involving and Supporting Service Users and Carers


`[Service users] provide a uniquely valuable perspective on services and it is impossible to
get the best from a change process without actively involving them.’  (DH, 1998)


Community Interaction


The process of enhanced service user and carer participation in services aims to ensure that
the needs of the community as a whole are met - including those members whose needs are
a priority but which are inadequately met by current provision. Enabling wider public
comment on and contribution to the planning and development process is therefore
important.


In many localities the basics will already be in place. These could include current / past
client surveys by questionnaire or interview, techniques as simple as suggestion boxes on all
sites and having an advertised single point of contact for comments and responses to
proposals. Although the complaints system can also be a valuable source of information on
client satisfaction, it is important that people wishing simply to comment on services
should have a distinct route to do so without having their input labelled as a complaint.
Proposals and plans should be widely publicised at an early stage, including in non- mental
health environments, and plans should be available in all significant community languages
and in audio-visual form where appropriate.


Is there an effective service user/carer group or groups already in existence?


Whether a group can be considered effective depends on factors such as its current
membership - primarily in terms of how people are recruited (through open advertising,
word of mouth or other means?) and whether the membership is large and inclusive
enough to be representative of - and actually reflects - the social, cultural and gender mix of
the local area. In some areas there will be good reasons for attempting to facilitate groups
to represent service users with particular interests, for example gay and lesbian people or
people from ethnic minorities. An additional factor will be whether the group or groups
(and their meetings) are accessible from all parts of the geographical area covered, which
may be a particular difficulty in rural areas.
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What is the established role of the service user/carer group(s)?


Service user/carer groups fulfil many different purposes, from providing social or peer
support, through providing developmental input and feedback, to directly running services.
Some service user groups work with mental health service users specifically, others include
users of health or (more often) social services generally. Again, some will be targeted at
particular groups within the community. Some will be affiliated or linked to national
organisations such as MindLink or UKAN. These points need to be taken into
consideration when a service user group is invited to participate in tasks such as service
planning or development which may not be its primary objective.


What resources are available?


Are the local group(s) funded by health and social services and is this funding earmarked
for a specific purpose? Service user and carer groups (and individual service users and
carers) participating in the planning process have resource needs if they are to fulfil their
role effectively such as access to an office, photocopying facilities, telephones and
stationery. Groups should be able to access training and should have a budget to allow
members to attend relevant conferences and similar events. Payment to members for the
tasks they undertake on behalf of the group and of local services is also desirable, as well as
payment of all out of pocket expenses including travel, childcare and subsistence.


Service User/Carer Representation


Are service users and carers represented on relevant planning or review bodies?
Representatives can have a role in all areas of policy making from Trust or Social Services
Board level through planning and development groups to areas such as clinical audit,
quality assurance or complaints handling. A forum where local service users and carers
(jointly or separately, as they wish) can regularly meet with managers and senior clinicians
can also be helpful. Are they able to influence the agenda of meetings or is their role merely
reactive or even simply observational? Many people taking on this role are relatively
inexperienced in meetings and training should be provided. It may be useful to have a
range of people involved. It is not uncommon to have very few individuals occupied in a
wide range of meetings and this has obvious implications for true representation. Also, in
many cases service user representatives may be asked to comment on areas outside their
direct experience (e.g. forensic services). In others the `user reps' have been in the role for
so long that it is difficult to see what relevance their previous experience may have to
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current provision. A consideration in this regard is how accessible or accountable service
user representatives are to users of services, whether or not they are active in local groups.
Publicising who the representatives are, and their role, and providing an easy mechanism
for people to contact them - for instance by a private mailbox at a Trust or Social Services
office - can be useful in some circumstances.


Making Representation Effective


Simply allowing service users and carers to attend relevant meetings will not ensure
adequate service user/carer representation. To be effective, representatives will require
information, support and the space to make a genuine contribution. Having more than one
service user and carer representative on any particular development group is desirable (to
allow peer support and enhance accountability). Even where services are particularly well
intentioned perhaps the commonest reasons why service user and carer representatives fail
to impact on planning and development include:


•  Lack of access to background or strategic policy information, combined with the lack
of resources to research alternative or additional information.


•  Lack of knowledge of the legal and fiscal constraints under which services operate,
often as result of a defensive attitude on the part of those services (and sometimes due
to a paternalistic attitude as well).


•  Lack of clarity - or candour - as to what is available for discussion and what has already
been decided.


•  Unfamiliarity with the terminology (and jargon) employed in internal papers as well as
government guidance and briefings.


•  Nervousness about speaking up in meetings due to always being in a minority, perhaps
being seen (or even treated) as token presences, and being unused to formal meeting
structures and, again, the language employed.


•  Inability to set the agenda, so that service user representatives are always in the position
of responding to service proposals. Alternatively, lack of resources to develop proactive
positional papers of their own.


•  Lack of support outside of meetings, such as to provide reassurance and reinforcement
but also to provide an effective mandate.


•  Lack of clarity in the planning process and in particular a failure of services to keep
service user representatives informed of progress (or the lack of it) in the developments
of proposals and the likely time scales involved.


These issues need to be addressed in local planning arrangements.
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Advocacy and Quality Monitoring


The number of advocacy groups has grown very substantially in the UK in the last ten
years. The United Kingdom Advocacy Network (UKAN) now has a membership of over
350 groups. Some of these groups are very strong, advocating for service user/survivor
rights at a local as well as an individual level.  Mind's service user network MindLink has a
group membership and tends to include more campaigning work along the lines discussed
in this paper. The Mental Health Foundation (Strategies for Living) and the Sainsbury
Centre for Mental Health (User-Focused Monitoring) have developed approaches to
research and quality monitoring which have service users at their centre. The Carers’
National Association is a carer led organisation which empowers carers by raising the status
of carers and by increasing their awareness of the role and contribution they make to the
community.


Resources


United Kingdom Advocacy Network (UKAN)
MindLink
Strategies for Living, The Mental Health Foundation. Tel 020 7535 7400 e-mail
mhf@mentalhealth.org.uk    website   http://www.mentalhealth.org.uk   
User Focused Monitoring, Sainsbury Centre for Mental Health. Tel 020 7403 8790
http://www.scmh.org.uk  
Taking your partners: Using opportunities for inter-agency partnership in mental health.
Sainsbury Centre for Mental Health 2000.
Department of Health (1998) A First Class Service: Quality in the new NHS.
Carers National Association.  Tel 020 7490 8818
Department of Health Carers’ Website: http://   www.carers.gov.uk 
National Black Carers Network:  nbcwn@lycos.co.uk
Giving Users a Voice – West Midlands NHS Executive/MIND Tel.0721 224 4743
Guide to Payment for Service Users- West Midlands Partnership for Mental Health Tel.
0121 224 4743
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8.7 Workforce Needs Assessment


Restructuring the mental health system and adding new resources to the mental health
sector will not achieve the intended results without a sufficient workforce with the right
skills and motivation. While there are many skilled and valuable workers already in the
system, the service model described in the NSF and NHS Plan will place new demands
upon the workforce. Managers and clinical staff will need additional training and support to
meet these.  In addition, the expansion in capacity of the system made possible by new
resources will increase the demand for new workers.


The Workforce Action Team, set up by the Department of Health, will report in Spring
2001. It will address numbers of staff and their capabilities, and strategies to assist
recruitment and retention.


Health and social care agencies are expected (NSF Milestone) to undertake a full review of
their existing mental health workforce as part of their service review. This must address the
need for their future service system to have both the required workforce capacity (i.e.
numbers) and the capabilities (i.e. changes in skill/knowledge/attitudes and changes in
professional/non-professional mix).  It will be essential to engage human resource
professionals in the local review process.


Resources


Improving Working Lives Toolkit (DH) 0541 5554555
Finding and Keeping (The Sainsbury Centre for Mental Health) 0207 403 8790


8.8 Analysis and Action


A needs assessment should be compiled for the whole LIT area and for each service
locality. A locality may be the same geographical area as a Primary Care Group/Trust.
Needs should be quantified and based on both aggregated individual data and the local
implications from published epidemiological evidence.
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Specifically for each services:


•  Purpose and Role: What is the purpose/function of this service?
•  Description: What does it do and how?
•  Service User Carer Information: Whom does it serve?
•  Organisational Context: How does it relate to other services (care pathways)?
•  Management of the Service: What are its operational procedures, arrangements for access


and discharge, hours of operation
•  Staffing: How is it staffed, minimum numbers and skills required?
•  Quality:  Is there evidence of effectiveness, utility and service user satisfaction?
•  Potential: What potential is there for this service to change or extend its functions or


provide alternative services?


In summary, three main questions have to be addressed:


•  Are all the service elements required by the NSF/NHS Plan in place or planned to be
in place by set deadlines?


•  Do these elements work together as a system to meet identified need?
•  Are the underpinning human and financial resources and information systems in place


or planned to be in place?


The LIP should include a clear action plan including objectives, targets and responsibilities.
This action plan should recognise that the comprehensive review comprises the whole
mental health service system and not elements in isolation. The action plan should include
future plans for more detailed reviews of need, resource disposition and achieved
outcomes. This action plan should be signed off by NHS Trusts and Health Authority
Chief Executives, and also by Director(s) of Social Services.







Achieving and
Securing Progress







105


9. ACHIEVING AND SECURING PROGRESS


9.1 Context


Delivering the whole system changes detailed in this guide will require sustained national
and local action.  Services are not however embarking upon this from a stationary start.  A
significant amount of work is already in progress, and much nears completion as a result of
work in implementing the underpinning programmes of the NSF.


This section outlines national progress on key underpinning strategies together with action
which each local health and social care community must take in order to achieve the whole
systems change detailed in this guide.  It also highlights where help and guidance is
available.


9.2 Clinical Governance


There is a statutory requirement on NHS organisations to improve the quality of care as set
out in guidance issued in March 1999 (HSC 99/065).  This requires organisations to
produce clinical governance development plans and annual reports on what they are doing
to improve and maintain clinical quality.


The Commission for Health Improvement was established in 1999 with responsibility for
conducting clinical governance reviews of every NHS trust, health authority and primary
care group/trust at least every 4 years looking at the organisation's clinical governance
arrangements.


Clinical governance provides a framework through which NHS organisations are
accountable for continuously improving the quality of their services and safeguarding high
standards of care by creating an environment in which clinical care will flourish.  Clinical
governance is part of the overall programme of performance management of NSF and
NHS Plan implementation.  The Local Implementation Plan (LIP) Self Assessment
Framework includes indicators on governance to ascertain whether there are effective joint
structured systems for monitoring, safeguarding and developing the quality of service
provided, with access to regular service user based outcome information.  Only 1 in 10
LITs thought that this would be in place by April 2001.
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Local Action


LITs must ensure that appropriate clinical governance arrangements are in place.


9.3 Workforce Development


A Workforce Action Team (WAT) was established in late 1999 and has as its aim “to
enable mental health services to ensure that their workforce is sufficient and skilled, well
led and supported to deliver high quality mental health care, including secure mental health
care”.


The WAT programme of work is designed to look at the “big picture”, setting out the
national perspective on workforce, education and training issues. However, it needs to take
account of what is happening at a variety of levels nationally, regionally and locally.


The original remit of exploring the short and longer-term solutions necessary to deliver the
NSF now also incorporates the NHS Plan.


Key Work Areas


The programme drawn up by the WAT covers ten key work areas as set out below:


•  Determination of a single agreed set of competencies required to deliver each of the
NSF standards


•  Mapping of all current education and training provision
•  A programme of engagement with the professional and regulatory bodies to discuss the


outcome of the mapping exercise in relation to pre-qualifying training and Continuing
Professional Development


•  Development of a range of models for assessing the potential numbers and mix of staff
required to deliver the NSF and the NHS Plan


•  Development of National Occupational Standards
•  Tackling stigma which attaches to working in mental health services
•  Recruitment of more professionally non-affiliated people into the mental health


workforce
•  Employing skill mix solutions to provide an adequate workforce
•  Addressing primary mental health care workforce issues
•  Improving the recruitment and retention of staff.
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Current Position


The WAT published its Interim report in September 2000 and this is being supplemented
by a series of  monthly Newsletters with the intention of keeping the health and social care
communities informed of developments and contact points.


Work is now taking place to prepare a final report to Ministers with publication scheduled
for later in the spring of 2001.  The aim is to set out the work of the WAT and to put this
into the context of other developments that are happening in mental health as well as the
wider issues around workforce, education and training. The intention is to provide a report
which not only describes the issues but sets out the future position and how services might
get there. It will be a practical document aiming to provide managers, practitioners, staff,
and service users with some of the answers to what is a complex and often long-standing
set of challenges.


The WAT final report will be supplemented by a Department of Health Implementation
Plan to be published simultaneously. The Department of Health will have to consult on the
plan but essentially it will provide the basis for taking this challenging agenda forward
across all agencies and disciplines in the context of both the NSF and the NHS Plan. The
aim is to give effect to the work of the WAT and to provide a framework for action for
local health and social care communities.


Further help and guidance is available from John Allcock, room 316, Wellington House,
133-155 Waterloo Road, LONDON SE1 8UG, 020-7972-4224,
john.allcock@doh.gsi.gov.uk. Further details can also be found in the WAT Newsletters
which are on the NSF web-site at   www.doh.uk/nsf/mentalhealth.htm    .


Local Action


LITs must ensure that comprehensive and integrated workforce plans are prepared for
their services, drawing on the guidance available from the WAT.
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9.4 Better Information for Better Services


The need for better information for better services spans all of health and social care.
'Information for Health' (Sept. 1999) and its update ‘Building an Information Core’ (Jan.
2000) detail actions for the NHS.  'Information for Social Care', soon to be published, will
be the corresponding document for Social Services.


Modern, integrated services need modern integrated information and systems to deliver
this.  Tackling the legacy of poor and variable mental health information was highlighted as
an urgent priority within the NSF.


The Mental Health Information Strategy (March 2001) details the vision and the actions
necessary to deliver improved mental health information.  The strategy focuses on the
delivery of five integrated goals across health and social care:


•  integrated service user information
•  local service and access information
•  widely accessible consumer information
•  an accessible evidence base for all, and
•  quality and management information to aid continuous service improvement.


Delivery of the strategy requires a common language connecting these goals so all those
accessing information can be sure of consistency with respect to terms and vocabulary
employed.  Also fundamental to strategy implementation is developing an information
culture.


The strategy details a series of timed national and local actions.  A Mental Health
Information Group will ensure the national co-ordination and implementation of
initiatives.  It will report directly to the Mental Health Taskforce.  A National
Implementation Team will provide guidance and assistance to local health and social care
communities during implementation.


Local Action


Nationally over £1 billion is available for information, communication and technology over
the next three years  LITs must ensure that the opportunity to develop the information
infrastructure resulting from the MHIS is taken.
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LITs and their local Information Strategy (LIS) colleagues must draw-up local action plans
by August 2001 to implement their mental health information strategies.  This will then be
incorporated into revised LIS plans and the Autumn 2001 LIP framework.


Further guidance and information can be obtained from Dr Susan Knight who is chairing
the national Health Information Group.


9.5  Performance Management


Measuring change and managing performance is central to government objectives. Health
Circular 1998/074 states:


‘National Service Frameworks will set national standards and define service models for a
defined service or care group; put in place strategies to support implementation; and
establish performance measures against which progress within an agreed timescale will be
measured.’


The Mental Health Performance Management Project


A Mental Health Performance Management Project and a Performance Monitoring
Steering Group have been established to co-ordinate and develop national performance
monitoring initiatives. They are managing and overseeing the development and
implementation of a programme of monitoring of the mental health service objectives set
out in the MHNSF and the NHS Plan. This will show how each health authority, trust and
local authority performs, whether performance has improved or worsened and how it
compares with other HAs, Trusts and LAs. The overall aim is to determine whether
finance is getting to people, whether people are getting the services they need, and whether
change is taking place. The objective of performance monitoring in each case will be to
evaluate performance and progress in terms of whether the services provided are of
sufficient quantity (ie enough) and quality (ie good enough); whether they are good value
for money; and, where they have not met these criteria, whether they are getting better.


Mental Health Performance Management Arrangements


Establishing ‘Local Implementation Teams’ was a requirement of the MHNSF. The NSF
states that ‘local health and social care communities must translate the national standards
and service models into local delivery plans’, and take ‘ultimate responsibility for ensuring
[their] implementation’ (p.83-84). There are 126 LITs which vary in size from region to
region. Regardless of size, LITs constitute boundaries which are discreet and mutually
exclusive, thereby enabling enumeration of services for defined populations, and the
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involvement of all those commissioning and providing services within the boundaries of
each LIT area.


The MHNSF, with its standards and service models, is the overarching policy document.
The NHS Plan sets out ‘new arrangements for monitoring and reporting the performance
of local health services’ based on the NHS Performance Assessment Framework (PAF).
The NHS Plan included extra annual investment to fast-forward the implementation of the
NSF, setting new timescales and specific objectives. The Mental Health Taskforce Board
has been established to oversee the implementation of the NSF and the NHS Plan, and
Taskforce Projects set up to undertake this implementation.


NHS Plan implementation involves setting targets for the NHS to deliver in the year ahead
in the form of Service and Financial Frameworks (SaFFs) which translate the targets into
milestones with data items that will indicate whether the targets are being met. The SaFF
process is supported by Local Action Plans (LAPs) giving details about how these targets
will be achieved, the resources required and the risks involved. The mental health targets in
the NHS Plan Implementation Plan for 2001-2002 are set out in Annex A.


Outcome Measurement


A Mental Health Performance Assessment Framework (MHPAF) – attached at Annex B -
has been developed which joins all of this together. At the top are mental health outcomes
defined in terms of:


•  Mortality (suicide rate reductions)
•  Morbidity (reduction in mental illness/mental health improvement)
•  Quality of Life for Service Users and Carers
•  Service User and Carer Satisfaction


Under these are the domains of the NHS PAF and the Personal Social Services (PSS) PAF.
At the next level are the aims specified in the MHNSF standards and underpinning
programmes, and the service provisions contained in the NHS Plan. The MH PAF includes
‘milestones defined as targets with dates’ for the NHS Plan objectives. There are also
targets and milestones for each of the NSF standards.  Performance indicators, defined as
‘specific, quantifiable measures of progress against each objective’, are being developed for
all of the Taskforce Project objectives.
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Local Implementation Plans


The first national monitoring exercise (LIP 1) took place in spring 2000. This required LITs
to prepare and submit narrative plans setting out their approach to implementing the NSF,
alongside Joint Investment Plans detailing current and proposed expenditure. The
documents were given an overall ‘traffic light’ rating by each of the health and social care
regional offices. The second phase of national monitoring (LIP 2) took place in autumn
2000. For this, LITs were required to undertake a self assessment of progress, in a traffic
light format, against a total of 35 indicators of the quality of current services, planned
services and the planning process. This Self Assessment Framework concentrated in
particular on the underpinning strategy areas: workforce, information, governance, finance,
and planning and management processes. Progress against key service objectives, such as
assertive outreach, crisis resolution and the provision of secure accommodation, was also
monitored.


For each of the 35 indicators, a statement described the corresponding traffic light
positions, and each LIT was asked to indicate whether red, amber or green most nearly
matched the situation in their locality. Broadly, achievement of a ‘green’ rating was set at a
challenging level, requiring very substantial progress to have been made against an
indicator. A ‘red’ rating demonstrated little or no progress against an indicator. ‘Amber’ was
the intermediate or default rating, and deliberately broad in scope, so as to ensure a clear
highlight of areas of promise or problem.


Following completion of the Framework, LIT members met regional health and social care
mental health leads to discuss their initial ratings and their implications. This validation
process resulted in some ratings being amended. This produced no systematic tendency for
ratings to be made better or worse. The final report was based on the validated ratings
agreed by LITs with regional offices. The LIP Self Assessment Framework has been widely
welcomed. It will be continued and extended. Its main elements will remain constant in
order to track progress on key areas over time. A LIP3 Self Assessment will be undertaken
in autumn 2001 with a particular focus on financial monitoring.


Service Mapping


A comprehensive mapping of all health and social care mental health services was
undertaken in autumn 2000. The purpose of the mapping was to produce a national picture
of the services available to help people with mental health problems and their carers.
Moreover, the mapping was needed to provide the baseline against which change could be
measured and progress monitored as implementation of the NSF progresses over the next
ten years, and the NHS Plan over the next three years. Contributions to the mapping from
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health authorities, trusts, local authorities and the voluntary sector were co-ordinated by
LIT leads and signed off by Chief Executives of trusts and health authorities, and by
Directors of social services.


The mapping covered thirteen categories of services. These were: community mental health
teams, access and crisis services, services for mentally disordered offenders, clinical
services, local low and medium secure services, psychological therapies, home support, day
services, support services, services for carers, accommodation, mental health promotion
and direct payments. Data provided for each service included, where relevant: availability,
target groups (eg minority ethnic communities, dual diagnosis), sector of providers,
staffing, capacity, and catchment area.


The mapping data will be used in the comprehensive service review process, and will be
updated in autumn 2001 in the form of a database. The findings of the first and subsequent
mapping exercises will be published in the form of an Atlas, with maps and tables showing,
for example, levels of service provided by population weighted for indices of deprivation
and other demographic factors.


Benchmarking


The NSF required all NHS providers to be in a ‘benchmarking club’ by December 2000.
Whilst some progress has taken place, for example, around disseminating the LIP Self
Assessment Framework, overall benchmarking progress has been patchy. Although no
single model is currently in use, the framework developed and being extended by the Inner
Cities Mental Health Group is robust. This has been taken on board and modified in Trent
Region and to a certain extent in South East Region, and is being evaluated in Northern
and Yorkshire Region. It is now intended to give the work a national emphasis.


Further advice and guidance available from the Joint Leads on Mental Health Performance,
Information and Finance Dr. Cathy Borowy (020 7972 4241) and Dr. Susan Knight
(01132 545 216).
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ANNEX A


Policy Making for Equality Impact Assessment


Step One: Define Issues and Goals


1. Identify the goals and objectives, and analyse the problems and concerns so that main


factors affecting women and men, people from black and minority ethnic groups and


disabled people are taken into account.  Make sure the outcomes enable these groups


to make an equal contribution to the economy and to society.  Ask:


•  what is the policy trying to achieve?


•  does the policy affect women and men, people from black and minority ethnic


groups and disabled people differently?


•  has previous work thrown up gender/race/disability considerations for this policy?


•  is the policy meant to overcome inequalities or eliminate barriers, if so should there


be an equality objective or objectives?


•  what these groups, including representative organisations, say about the goals and


issues?
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Step Two: Collect Data


1. Consider what information is required to inform the policy-making process or to
develop policy options.  Request information from national and community-based
organisations and consult representative groups, who may have information and
persepectives that are new.  Build in time to allow them to consult internally, as they
may have limited funds and resources and probably work through volunteers.  Consult
research and statistical sources, they can help with the design and analysis of data
collection, with consultation and interpreting the facts and findings from an equality
perspective.  Ask:


•  what is the gender/race/disability profile of the people affected by the policy?
•  how can data be broken down by gender/race/disability?
•  what other information apart from statistics is needed to understand the


issues/perspectives?


Step Three: Develop Options


2. Use the results of the research and data collection to help develop the policy
recommendation or policy options.  Present the recommendation or options in terms
of impacts and implications for giving women and men, people from black and
minority ethnic groups and disabled people equal access to policy benefits.  Ask:


•  how does the recommendation or each option disadvantage or benefit women or
men, people from black and minority ethnic groups and disabled people?


•  does the recommendation or any of the options reinforce or challenge traditional
or stereotyped perceptions of these groups?


•  which option gives each of these groups real choice and an opportunity to achieve
their full potential in society?


•  is there a need to consider mitigation where there will be a negative impact, and


what action can be taken to reduce the impact or to create a more equality balanced


policy?
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Step Four: Communicate


3. The strategy used to communicate the policies can play a significant role in acceptance
and implementation.  Timing, choice of media, language, and public involvement are
important to ensure that policy intent and the impacts of the policy, programme and
legislation are understood. Ask:


•  how does the policy reflect your organisation’s commitment to equality?
•  are separate approaches necessary for communication to be effective for women


and men, people from black and minority ethnic groups and disabled people?
have gender, race and disability-inclusive language, symbols and examples been used in the
materials communicating the policy?


Step Five: Monitor


4. Monitoring is the continuous process of scrutiny and examination of the impact of the


policy on equality issues.  It helps determine how well programmes are meeting their


goals and provides opportunities for improvements.  Ask:


•  do plans for monitoring include a measure for gender, race and disability impact?
•  how can representative groups in the community help in monitoring the outputs


and outcomes?
•  do indicators and targets incorporate equality objectives?
•  are there measures in place to initiate an investigation or to change the policy if it is


not delivering the equality objective defined at the outset of the project?


Step Six: Evaluate


5. To be effective, policy-making must be a learning process that involves finding out
what works and what does not, and making sure others can learn from it too.  This
means lessons learned from evaluation must be available and accessible to other policy-
makers.  Ask:


•  is the policy delivering equality of opportunity for all groups?
•  has the policy achieved equal outcomes?
•  what lessons are there for improving future equality impact assessments, who needs


to be informed and how is the information to be presented?
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ANNEX B


Extract from NHS Plan Implementation Programme


December 2000


Mental Health Services:


The NHS Plan builds upon the investment of the last two years in secure beds, 24 hour
staffed beds, extra assertive outreach teams and improving access to services 24 hours a
day, 7 days a week. The NHS Plan and the Mental Health NSF set out a radical shift
towards new service models for mental health.


To deliver these services local health and social care communities will have to prepare
effectively during 2001/2002, and plan for full-scale implementation of the new models in
2002/2003 and 2003/2004, using the increased funding in the 2001-02 Mental Health
Grant. Developing a robust plan will require a comprehensive review of community mental
health provisions to ensure that new services are delivered in a co-ordinated way. Mental
Health Local Implementation Teams (LITs) will take the lead in this process, and the local
mental health implementation plan remains the key document for consolidating investment
and service development, and for delivering NHS Plan and MHNSF requirements.


However, whilst the planning process is going on, it is important that there is continuing
improvement in mental health services during 2001-02. Mental health services should
already be working towards delivery of key NSF milestones including the implementation
of the MHIS, the MHMDS, clinical decision support systems, and the Workforce Action
Team requirements.
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Targets:


•  By November 2001, each Local Implementation Team will have signed-off by the
relevant NHS and Social Care Regional Office, their Stage 3 plan for implementing the
MHNSF, and the mental health targets in the NHS Plan. Each health authority must
reflect the LIT plans in their planning for 2002/03 and beyond.


•  By March 2002, each health authority must have identified all clients who require the
assertive outreach approach, and prepared plans for a further 50 assertive outreach
teams to ensure that all clients who need this approach will be in receipt of such
services by 2003. Also, the national psychiatric re-admission rate must be reduced to
12.3% by end March 2002.


•  By March 2001, all specialist mental health service users on enhanced CPA should have
a written care plan, available to staff providing care, and to users, at the time and place
required to provide appropriate and effective care, which includes: the action to be
taken in a crisis by the service user, the carer and the care co-ordinator; advises the GP
of the response required if the service user needs additional help; is regularly reviewed
by the care co-ordinator; and informs the service user how to access services 24 hours a
day, 365 days a year. By March 2002, this should be extended to cover all service users
on CPA, and all patients discharged from inpatient care should have a written care plan
at the time of discharge. By March 2002, the written care plan for those people on
enhanced CPA must show plans to secure suitable employment or other occupational
activity, adequate housing and their appropriate entitlement to welfare benefits, and all
regular carers of people on enhanced CPA, including children with caring
responsibilities, should have their own written care plan which addresses their caring,
physical and own mental health needs.


•  By end March 2001, all health authorities should have in place protocols agreed and
implemented between primary care and specialist mental health services for the
management of: depression and post-natal depression; anxiety disorders; schizophrenia;
those requiring psychological therapies; and drug and alcohol dependence. By end
March 2002, all health authorities should have reviewed the operation of these
protocols to ensure they are being used and operating effectively.  In addition, health
authorities will need to ensure that information about treatment and services are
available for all people (regardless of age) presenting in primary care with mental health
problems, including information about access to local self-help groups and support
services such as housing and employment.
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Planning milestones:


•  To help prevent suicides amongst high risk groups, by March 2002 all patients with a
current or recent history of severe mental illness and/or deliberate self-harm, and in
particular those who at some time during their admission were detained under the
Mental Health Act because of a high risk of suicide, must be followed up by a face to
face contact with a mental health professional within 7 days of discharge from inpatient
hospital care. Also, every health authority and local council must have multi-agency
protocols agreed and operational for the sharing of information relevant to reducing
risk of serious harm to self or others.


•  By end March 2002, 60 staff will be recruited to provide prison in-reach services at
selected prisons and 40 new secure beds will be provided to transfer those people no
longer requiring the conditions of high security.  These schemes will be discussed and
agreed with Regional Offices.
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Version Control and Summary of Changes 


 
Version 
number 


Date Comments 
(description change and amendments) 


 


1 
 


June 2016 
Original ratification by the CPA Standards Group 


2 Sept 2016 
Grammatical and spelling changes 


3 November 2016 
Review following consultation 


4 December 2016 
Review following consultation at CPA Standards 
Group 


9 December 2017 
Review of policy as expiry date approaching 


10   March 2020 Reviewed in line with policy expiry date April 2020 
Fully reviewed following comments received from a 
consultation. 
Amended to apply to all areas of services within LPT – 
is predominantly relevant for AMHLD (Adult Mental 
Health and Learning Disability), MHSOP (Mental Health 
Services for Older Persons) and CAMHS (Child and 
Adolescent Mental Health Services) within FYPC 
(Families, Younger People and Children) services 
Amended to integrate physical health 
Amended to include greater emphasis on involvement 
of service users and carers 
Amended to include greater emphasis on risk 
formulation and using 5 ‘P’s 
Amended to include sexual safety for in-patient areas 


11   November 2022 Reviewed in line with policy expiry date September 
2022 and comments received from consultation. 
Amended  


 


For further information contact: 
Leicestershire Partnership NHS Trust 
Units 2 & 3 
Bridge Park Plaza 
LE8 4PQ 
Contact Telephone Number: 0116 225 2525 
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Equality Statement 
 
Leicestershire Partnership NHS Trust (LPT) aims to design and implement policy 
documents that meet the diverse needs of our service, population and workforce, 
ensuring that none are placed at a disadvantage over others. It takes into account the 
provisions of the Equality Act 2010 and promotes equal opportunities for all. This 
document has been assessed to ensure that no one receives less favourable treatment 
on the protected characteristics of their age, disability, sex (gender), gender 
reassignment, sexual orientation, marriage and civil partnership, race, religion or belief, 
pregnancy and maternity. 
 


Due Regard 
 


LPT will ensure that Due regard for equality is taken and as such will undertake an 
analysis of equality (assessment of impact) on existing and new policies in line with 
the Equality Act 2010. This process will help to ensure that: 


 
• Strategies, policies and services are free from discrimination. 
• LPT complies with current equality legislation. 
• Due regard is given to equality in decision making and subsequent processes. 
• Opportunities for promoting equality are identified. 


 
Please refer to due regard assessment (Appendix 4) of this policy. 
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Definitions that apply to this Policy 


 
Risk Assessment The gathering of information through processes of 


communication, investigation, observation and 
persistence; and analysis of the potential outcomes 
of identified behaviours. Identifying specific risk 
factors of relevance to an individual, and the 
circumstances in which they may occur. This process 
requires linking the context of historical information to 
current circumstances, to anticipate possible future 
change. 


Risk Management Plan A plan that defines responses to potential (adverse) 
outcomes that arise. Risk management should be 
based on a plan to reduce the risk of harm occurring 
and increase the potential for a positive outcome. 
This creates an action plan for interventions focusing 
on risk i.e., what to do when a risk area is identified. 


Risk Formulation An account usually presented in a paragraph or so of 
text, in which the practitioner working with the client 
and/or colleagues in a multi-disciplinary team 
provides an account or explanation for the risks 
presented by the service user. This account will 
explain how and why the most relevant risk and 
protective factors interact with one another to create 
elevated risk. 


 
A process of analysis of the relevant factors relating 
to the risk domain in an individual, in order to create 
a risk management plan. The model being proposed 
is based upon the “5P’s.” 


5 ‘P’s Problem; Predisposing Factors; Precipitating 
Factors; Perpetuating Factors and Protective Factors. 


Contingency/Crisis Plan A document designed for what the service will do to 
support the service user if there are indicators of 
Relapse. 


Personal Safety Plan A document designed for clinicians and service users 
to work together to devise coping person-centred 
and highly individualised strategies, problem solving 
and provide details of where to go and who to 
contact when in distress. It is held by the service 
user and can be paper-based or as the Staying Alive 
App which the Trust promotes. 


Positive Risk Management Positive risk-management means being aware that 
risk can never be completely eliminated. Therefore, 
management plans inevitably have to include 
decisions that carry some risk. This should be explicit 
in the decision-making process and should be 
discussed openly with the service user. 
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Purpose of Policy 
 


1.1 The aim of this policy is to: 
 


1.2 Provide guidance to all clinical staff who undertake risk assessment and develop 
a management plan. 


 
1.3 Promote a thorough, consistent and high standard of practice with regards to 


clinical risk assessment and management in order that staff and the organisation 
can effectively manage clinical risk thereby increasing safety to service users, 
their family and carers, staff and members of the public. 


 
1.4 Clarify the roles and responsibilities of different staff groups in relation to risk 


assessment and management. 
 


1.5 Reassure service users that clinical risks presented by them will be assessed 
and reviewed as often as is necessary to ensure that those risks are managed 
safely and effectively throughout their care spell, regardless of the care setting. 


 
1.6 Ensure all staff involved in direct clinical care should have a good understanding 


of the principals involved in clinical risk assessment, the requirements of their 
role in relation to these and the availability of guidance and tools with which to 
enable them to fulfil their responsibility in relation to this aspect of their work. 


 
1.7 Support a process for clinical risk management that is determined by the nature 


of the service. The Trust acknowledges that specialist practitioners may use. 
specific evidence-based tools for clinical risk assessments. A single assessment 
tool will not always be clinically relevant because the services the Trust provides 
are so diverse. 


 
1.8 Provide guidance on conducting risk assessments and the formulation of risk 


management plans. This policy provides guidance to clinical staff where there is 
a perceived or known risk. This includes the use of risk assessment tools, 
processes and escalation used by practitioners that have been approved locally.  
 


1.9 To have reasonable expectations that staff will work to the processes and 
guidelines of good practice outlined in this policy; its appendices and associated 
documents. The Trust will support the judgements made by its practitioners 
through shared corporate accountability even when things will occasionally go 
wrong, provided reasonable good practice has been adhered to within the 
resources and information available to support the decisions. 


 
1.10 Clinical staff need to consider other Trust policies that have elements of risk 


   assessment as part of the approach to service user safety. The following list  
   of policies must be considered, where relevant, in conjunction with this policy: 


 


• Self-Harm Policy 


• Violence and Prevention Reduction Policy 


• Management of Service Users who have Dual Diagnosis (coexisting problems  
    related to substance/ alcohol use) Policy 


• Safeguarding and Public Protection Policy 


• Care Coordination Policy 
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• Delivering Single Sex Accommodation Policy 


• Physical assessment and examination of service users admitted to Mental Health  
    Unit and Community Hospitals 


• Incident Reporting Policy 


• Resuscitation and Management of Deteriorating Service user Policy 


• Pressure Ulcer Prevention and Management Policy 


• Prevention and Management of Slips, Trips & Falls Policy 


• Adult Nutrition and Hydration Policy for Community Use and In-Service user 


• Safe Administration of Insulin to Adult Service users in a Hospital and Community  
    Setting Policy 


• Prevention of Venous Thromboembolism (VTE) Policy for In Service user Adult  
    Service users 


• Safe Bed Management for Adults Policy 


• Responding to Domestic Violence/Abuse Experienced by Clients Policy 


• Smoke Free Policy 


• Prevent Policy 


• Electronic Health Records (including record keeping and management) 


• Transgender and Non-Binary Service User Policy 


• The Management of Non-Attendance/Did Not Attend (DNA) Policy 


• Trust policy in line with Psychiatric disorders: assessing fitness to drive (Gov.UK  
    2016) 


 


Summary and Key Points 
 


2.0 Dealing with clinical risk is an essential and unavoidable aspect of the work of 
health practitioners and risk management is a core component of healthcare. It is 
important that all clinical staff are familiar with the principles of good practice 
which underpin effective risk management for their specific area of practice. 


 


2.1 Clinical risk in mental health covers a broad spectrum of risk which includes risk 
of suicide, self-neglect, harm to self and/or others and requires practitioners to 
help service users manage their behaviour in relation to these. 


 
2.2 This policy aims to be concise and practicable. It does not attempt to cover all 


eventualities and has to be read in conjunction with other Trust and national 
policies, especially Department of Health and NICE (National Institute for Health 
and Care Excellence) guidance as referenced. 


 
2.3 This policy must be read in conjunction with the Trust’s Care Coordination Policy 


which provides a framework and detailed procedural guidance for mental health 
practitioners within AMHLD services and will not be duplicated in this policy. 


 
2.4 This policy must be read in conjunction with all specialty policy and guidelines 


relating to assessment and care planning. 
 


2.5 All clinical risk assessment and care planning needs to take into account local 
Standard Operating Procedures that have been ratified. 


 
2.6 CAMHS has a risk assessment form specifically with risk factors for young 


people and are using it on SystmOne. 
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Introduction 


 
3.1 This policy is for use by staff across all settings within LPT and is relevant to all 


areas of clinical risk assessment and management. This includes community 
hospitals and associated services and makes reference to areas of physical 
health care that are key areas of risk. It is also recognised that people with 
physical health needs long-term conditions need to be monitored for depression 
as per NICE guidelines. This will also include risk assessment of any substance 
misuse as this is a factor in self-harm and suicide. Clinical risk assessment and 
management is a core function of mental health and learning disability and is 
relevant to every service provided within DMH and FYPC/LD/ASD and CAMHS. 


 
3.2 Good risk management is underpinned by widely acknowledged principles for the 


assessment and management of risk that are evidence-based This policy needs 
to be read in conjunction with local and national guidance primarily Department 
of Health (2007) Best Practice in Managing Risk - Principles and Evidence for 
Best Practice in the Assessment and Management of Risk to Self and Others in 
Mental Health Services 


 
3.3 Throughout this policy, the term ‘service user’ is a generic term meaning patient, 


service user, client or resident receiving LPT physical, rehabilitation, mental 
health or learning disability services. 


 


Principles of Risk Assessment 
 


4.0 This policy is based on the following principles: 
 


4.1 Service users should expect that the clinical risks presented by them will be 
assessed and reviewed as often as deemed necessary in order that the risks 
identified can be managed effectively, safely and progressively over time; 


 
4.2 Service users should expect staff in Leicestershire Partnership Trust to 


demonstrate a good level of competence in the assessment and management 
of clinical risk and that competence in this area will be promoted by: 


 


• Trust sponsored training courses that are freely available and 
appropriate for the needs of clinical staff in the different divisions; 


• An easily accessible network of qualified support and advice with 
which care plans incorporating risk management guidance can be 
checked and improved. 


 


4.3 Positive risk management of service users will be promoted but only when: 
 


• There is a shared and good understanding of the risks posed and  
    experienced by the service user; 


• When risk can be effectively and repeatedly assessed and there are  
             the resources to manage the risk and protective factors identified as  
                   relevant; 


• Where the outcome of assessment and management interventions 
             will be an improvement in the service user’s quality of life and mental    
             health over time. 
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4.4 Decisions involving clinical risk always involve balancing the health and safety 
of service users and others with service users’ quality of life, their personal 
growth and their right to exercise choice and autonomy in the care they receive. 
It is acknowledged that achieving this balance is often a complex task where 
absolute safety can never be guaranteed. 
 


4.5 Risk assessment and management is an integral part of routine clinical care 
and therefore relies upon a good therapeutic relationship with the service user. 


 


4.6 Collaboration with the service user and those involved in the service user’s care 
should be intrinsic to the risk management process. 


 
4.7 Risk assessment should always inform risk management and contribute to 


clinical care and the wider assessment and planning of care needs. 
 


4.8 All forms of risk should be considered and assessed together, bearing in mind 
that service users who present a risk to others are likely to be vulnerable to 
other forms of risk such as self-harm, self-neglect or exploitation by others. 


 
4.9 Risks are not static and therefore require regular review and assessment in 


response to the service user’s changing presentation and circumstances. 
 


4.10 Risk assessment and planning should be carried out within the multi- 
disciplinary team to increase the sharing of information and promote a multi- 
perspective approach. 


 


4.11 In DMH, FYPC/LD/ASD and CAMHS completion of Core Mental Health 
Assessment should form an integral part of the assessment and review of a 
service user. The DMH & LD Risk Assessment Form should be completed for 
all new service users.  The minimum expectation is that clinicians complete the 
relevant Trust risk assessment documentation as outlined within 5.4 of this 
policy, unless the clinician is undertaking risk assessment using more 
sophisticated tools specific to the risk (such as HCR20) identified. Please note 
even when a tool like HCR20 is used for risk related to aggression, there may 
be other areas of risk which needs to assessed (e.g. self-injury). 


 
4.12 The NICE Guidelines on Self-harm: assessment, management and preventing 


recurrence (2022) states that risk assessment tools and scales should not be 
used to predict future suicide or repetition of self-harm, or to determine who 
should or should not be offered treatment.  


 


4.13 The NCISH (2022) states that research has shown that despite common risk 
factors, risk is often individual and suggests risk management should be 
personalised and should include recording anniversaries and important 
dates 


 


4.14 The management of risk should always be personal and individualised, but it is 
one part of a whole system approach that should aim to strengthen the 
standards of care for everyone, ensuring that supervision, delegation and 
referral pathways are all managed safely. 
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The Risk Assessment Process 
 


5.0 Clinical risk assessment, formulation and management are integral to health 
care. The format described below is intended to support and enhance current 
practice when assessing and managing clinical risks within LPT. 


 
5.1 In mental health, structured professional (or clinical) judgement is the approach 


recommended as the core technique for assessing and managing the risks 
posed by service users to themselves or to others. Structured professional 
judgement is a method designed to promote best practice in risk assessment by 
the linking of judgement to an evidence-base, both of the risks to be managed 
(e.g. risk of violence) and good clinical practice. The structured professional 
judgement approach lends itself to multidisciplinary team work, leading to the 
formulation of risk potential, and transparent risk management planning linked 
to the risk factors and protective factors identified in a single individual. 


 
5.2 A clinical risk assessment should make reference to the following elements: 


A clear statement about the nature of the harmful outcome to be prevented 
(e.g. harm to others, harm to self, suicide, substance misuse as a risk factor 
of self-harm/overdose). Risk assessment tools may be considered to help 
structure risk assessments as long as they include the risk areas identified. 


 


5.3 Risk assessment and management plans should be developed and reviewed 
and whenever new relevant information becomes available or there is a change 
in the service user’s clinical presentation or circumstances including: 


 


• Admission, discharge or leave from a service (including in-patient units) 


• At the point of referral and transfer between services 


• Change or unavailability of nominated practitioner or care co-ordinator. 


• Significant life event (e.g., suicide attempt, non-compliance with treatment, loss of 
contact with service, disengagement) 


• Deteriorating health – physical and/or mental 


• Significant changes in treatment plan (e.g., medication change) 


• Increased hostility towards others and/or property 


• Reviewing progress (e.g., review of the care plan) 


• Use validated tools on SystmOne to populate risk for drugs/alcohol using the Assist 
Lite Tool and risk share with agencies e.g.: Turning Point around substance misuse. 


 
5.4 Risk assessment tools and scales are not to be used alone for the following: 


 


• To predict future suicide or repetition of self-harm 


• To determine who should and should not be offered treatment or who should be  
      discharged. 


 


5.5 The staff member/s receiving and responding to a referral for a service user 
should ensure that the agreed minimum of risk information is obtained prior to 
commencing assessment or providing care to the service user. In some 
circumstances, more detailed information may be sought prior to the service 
user being seen for assessment and treatment but this may be influenced by 
the urgency and immediacy with which care is required. 
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5.6 Where possible and considered necessary, risk information should be sought 
from a wide variety of sources some of which are listed below for consideration: 


 


• Family/Carer/Partner/Significant Other/Friend 


• General Practitioner 


• Accommodation Provider 


• Other NHS Trusts/Hospitals and Teams 


• Probation Services 


• Local Authority 


• Local Police - Local Intelligence Units often have additional information  
      which they will disclose when there a public protection issues at stake and 
      information can be sought by contacting the intelligence officer at the local  
      police station 


• Prisons – following remand in custody, prison establishments may have  
      a significant amount of risk information about an individual which can be  
      accessed via contact with hospital/medical wings, psychology and  
      probation departments or difficulties in obtaining information can be the  
      Duty Governor 


• Substance misuse services /sexual abuse services 


• Voluntary and third section agencies providing support and care to the service user 


• Multi Agency Public Protection Panels (MAPPAs) – convened by local probation  
      services to help manage the risks associated with a small number of individuals with  
      the potential to cause serious harm and requiring management on an inter-agency  
      basis. Any agency can refer a case to the MAPPA and the main purpose of the  
      panel is to share information, jointly assess risk, and devise strategic plans to  
      manage the dangerousness of individuals by agreeing and documenting the role of  
      each agency and individual in the risk management of the case. 


 
5.7 A brief summary of the risk and related protective factors that are relevant to 


the harmful outcome to be prevented. Tools such as the MUST, Waterlow, Falls 
Assessment or tools like the HCR-20, can be used to help practitioners identify 
what the most important risk and protective factors are in each case. 


 
5.8 Clinical risk assessment in practice requires the gathering of information from 


as many sources as possible in a spirit of collaboration and co-production with 
the service user and their carers, based on knowledge of the research 
evidence, the service users experience and social context, and clinical 
judgement. 


 


5.9 Risk assessment for suicide should take account of the following: 
 


Risk factors 
These can be static (unchangeable e.g. history of self-harm) or dynamic 
(change over time e.g. misuse of alcohol, and overdose if coming off 
prescriptions, blood borne virus, suicidal ideation and self-harm may 
rise when a person is intoxicated, particular attention should be paid to 
anniversaries and important dates) 


 
History 
Considering the recency; severity; frequency and pattern of risk incidents or 
behaviour. 
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Mental State 
Consider the appearance, speech content, mood, affect, thought, perception, 
cognition, insight and judgement. Note evidence of symptoms indicating 
external control such as delusions or command hallucinations; emotions 
expressed related to violence or suicide; is there evidence of specific harm to 
others or themselves. This needs to include and increase or change in 
substance or alcohol use. 
 
Intent  


           A statement of intention from the service user is a clear indication of risk and should  
        not be ignored. 
 


Planning 
If the person has thoughts to harm these should be explored to establish 
whether they have considered how they will do this; presence of a plan 
indicates a higher degree of risk – if they also have the means to carry out their 
plans the risk increases. 
 
Protective factors 
Consideration should also be given to any factors with the capacity to prevent 
or reduce the likelihood of risk. Care should also be taken to equally consider 
any threats to these factors. These factors can make a significant contribution 
to the risk management plan. 
 
Risk Formulation 
Taking into account all of the above information the aim is to identify factors 
likely to increase or decrease risk (as far as is possible) and should seek to 
determine how serious the risk is; whether it is specific or general; how 
immediate and volatile the risk is; what circumstances may increase the risk 
and therefore what specific treatment and management plan can best reduce 
the risk. The risk management plan should also specify who will be responsible 
for implementing each of the actions; this can include service users and their 
carers. 
 
Review 
This should be planned in advance with the involvement and in co-production 
with service users and their carers, and not be completed only in response to 
crisis. Efforts should be made to anticipate circumstances which may trigger a 
review such as anniversaries. Review should also be considered at other 
periods recognised to increase risk such as prior to leave, discharge and 
changes of key staff. Please also see 5.4. 


 


5.10 The period of review (other than following a change in risk presentation) is 
down to clinical/professional judgement, but as a maximum the risk 
assessment should be reviewed every 6 months.  For in-patients risk 
assessment is ongoing and should be reviewed weekly in the Multi-
Disciplinary Team meetings. Service Users receiving Crisis Team support 
will be assessed on every contact and documentation completed as 
necessary, but an update always made in the progress notes. 
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5.11 Provision should be made for service users who have limited cognitive ability or 
limited language or communication skills. For example, the risk assessor may 
work more closely with fellow practitioners and family members or carers to 
gather information and develop the formulation. If the service user’s first 
language is not English or if the service user has hearing problems, an 
interpreter should be used to ensure communication is possible. 


 


5.12 Attempts must also be made to engage service users who are acutely mentally 
unwell. However, if risk of harm to the self or others is regarded as imminent 
and unacceptably high or potentially unmanageable, the risk assessment and 
escalation of management plan should proceed urgently. The absence and 
disengagement – and indeed, the presence – of involvement should be 
recorded in all communications made following the assessment. Efforts should 
be made to engage these service users in a collaborative risk assessment on 
the next occasion one is required and it is safe for all parties to do so. 


 


Risk Formulation 
 


6.0 Risk formulation is based on all factors and all other items of history physical 
health and mental state. It should take into account that risk is dynamic and, 
where possible, specify factors likely to increase the risk of dangerousness or 
those likely to mitigate harm, as well as signs that indicate increasing risk. 


 
6.1 Risk formulation brings together an understanding of personality, history, 


physical health, mental state, environment, potential causes and protective 
factors, or changes/destabilising in any of these. It should aim to answer the 
following questions: 


• How serious is the risk? 


• How immediate is the risk? 


• Is the risk specific or general? 


• How volatile is the risk (is the risk exacerbated by substance use and a higher risk of 
overdose and self-harm when intoxicated) 


• What are the signs of increasing risk? 


• Which specific treatment, and which management plan, can best reduce the 
risk? 


• What are the protective factors/strengths? 


 
6.2 The process of summarising the assessment, identifying the risks and triggers, 


and how these interact together. Risk formulation (i) identifies ‘why’ someone 
engages in problematic behaviour not just ‘if’ they will engage in it, and (ii) 
encourages a shift away from simply identifying risk factors to thinking about 
how key variables interact and connect in the expression of risk. National 
Confidential Inquiry into Suicide and Safety in Mental Health (2022) 


 
6.3 A risk formulation, which is an account usually presented in a paragraph or so 


of text, in which the practitioner working with the client and/or colleagues in a 
multi-disciplinary team provides an account or explanation for the risks 
presented by the service user. This account will explain how and why the most 
relevant risk and protective factors interact with one another to create elevated 
risk. This is documented within the Risk Summary on the Trust DMH & LD 
Risk Assessment Form. 
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6.4 Risk factors can be categorised using the following formulation focused (5P’s): 


 
Problem The specific risk or concern that is 


being assessed 


Predisposing Factors The factors that increase vulnerability to 
develop the risk behaviour(s): historical 
factors, i.e. trauma, early attachment, 
life adversity, past relationships, social 
developments, substance use. 


Precipitating Factors The factors that trigger the onset or 
exacerbate the risk behaviour(s): recent 


 triggers, issues, i.e., acute life 
events, events that have meaning, 
sudden. 
changes, past reminders, substance 
use 


Perpetuating Factors The factors that maintain the risk and 
prevent its resolution: beliefs and 
interpretations, relationships, 
psychosocial stressors, self-care, 
substance use 


Protective Factors The factors that prevent any 
deterioration in the risk. This can 
include any interventions in place: 
evidence of resilience, engagement, 
interpersonal qualities, and social 
support. 


 


Risk Management Planning 
 


7.0 A risk management plan will be linked directly to the risk and protective factors 
used in the risk formulation. The plan will provide suggestions of treatment 
strategies designed to repair or restore psychological (and/or physical) 
functioning. It will provide suggestions for supervision strategies, designed to 
contain or organise or structure the service user’s day-to-day life thus reducing 
the potential for harmful outcomes to be triggered. The plan will also make 
some suggestions for how risk can be monitored during the periods between 
reviews, by identifying early warning signs of a relapse and suggestion what 
might be done to prevent them from resulting in a harmful outcome. 


 
7.1 It is expected that the risk management plan will help change the most 


important risk or protective factors, reducing the potential for harmful outcomes 
to happen. Reviews examine the effectiveness of risk management strategies 
and recommend either their continuation because risk is being effectively 
managed or their improvement to manage risk more effectively or confidently. 
A risk management plan should recommend what those conducting future 
reviews need to look out for as evidence of improved or insufficient risk 
management. 
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7.2 The practitioner may sometimes be working alone, but in most situations the 
best assessments and the most effective decisions are made by a team of 
experienced practitioners in consultation with the service user and carer. 
Decisions and assessments should also be based on collaboration between 
health and social care agencies in hospitals and in the community. In some 
cases they should be based on collaboration between general and specialist 
services. Substance misuse care plans should be shared with commissioned 
drug services. 
 


7.3 The judgements made in a risk assessment should be made in collaboration 
with others in the multidisciplinary team and with the service user and carer. In 
instances where the risk is unknown and/or seems high, the involvement of 
senior colleagues to advise and support should be sought to enable safe 
decision-making. All discussions relating to decisions must be documented. 
 


7.4 Multidisciplinary teams should think about the way that they communicate and 
work together as a team: effective decision-making is more likely in an 
atmosphere of openness and transparency, where all views are welcomed and 
responsibility is shared. Teams should consider the best way to resolve 
disagreements about a decision, to ensure that the best decisions are made 
and that team cohesion and safety is preserved. Teams should also be alert to 
group processes such as the pressure to conform and the potential for groups 
to recommend more risky courses of action than an individual would. When 
working across agencies, a common understanding and language should be 
established for the issues that will be addressed. 


 


7.5 All practitioners should be clear about their role and responsibility for 
responding to, documenting and communicating any changes to a service 
user’s risk, regardless of their direct involvement in that service user’s care. 
Where there are a number of people involved in risk assessment, it should be 
clear as to who is responsible for ensuring completion and documentation of 
the assessment and subsequent management plan. 


 


Positive/Therapeutic Risk Taking 
 


8.0 DH (2009) what is positive risk management? 
 


Positive risk-management means being aware that risk can never be completely 
eliminated. Therefore, management plans inevitably have to include decisions 
that carry some risk. This should be explicit in the decision-making process and 
should be discussed openly with the service user. 


 
Positive risk management includes: 
 


• Working with the service user to identify what is likely to work – and what is not; 


• Paying attention to the views of carers and others around the service user when 
      finally deciding a plan of action; 


• Weighing up the potential costs and benefits of choosing one action over another; 


• Being willing to take a decision that involves an element of risk because the potential  
      positive benefits outweigh the risk; 
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• Developing plans and actions that support the positive potentials and priorities  
      stated by the service user, and minimising the risks to the service user or others; 


• Being clear to all involved about the potential benefits and the potential risks; 


• Ensuring that the service user, carer and others who might be affected are fully  
      informed of the decision, the reasons for it and the associated plans; 


• All positive risk taking plans should be evaluated – this is particularly important for  
      substance misuse service users. 
 


NB: Clinicians are able to use the Therapeutic Risk Tool currently on the electronic 
patient record. 


 
8.1 Good decision-making can be seen as supported decision-making.  Independence, 


Choice and Risk states: “The governing principle behind good approaches to choice 
and risk is that people have the right to live their lives to the full as long as that does 
not stop others from doing the same. Fear of supporting people to take reasonable 
risks in their daily lives can prevent them from doing the things that most people 
take for granted. What needs to be considered is the consequence of an action and 
the likelihood of any harm from it. By taking account of the benefits in terms of 
independence, well-being and choice, it should be possible for a person to have a 
support plan which enables them to manage identified risks and to live their lives in 
ways which best suit them”. 
 


Specific Physical Health Risk Assessment 
 


9.0 Clinical risk assessment and management is concerned with supporting the 
Physical, mental health and well-being of service users and should be reflected 
in in the electronic care record. 


 
9.1 It is recognised that this is often provided in partnership with primary care. In 


some settings the main role of Trust clinical staff is in promoting and enabling 
access to mainstream health promotion, health screening and physical health 
services in primary and secondary care. 


 


9.2 Staff are required as part of a holistic approach to care to: 
 


• Promote awareness of the importance of physical health monitoring. 


• Identify service users that may have a pre-existing physical health problem or  
      medical condition 


• Monitor service users’ physical health problems which may change while under  
      our care 


• Identify deterioration or improvement to physical health of service users through  
      effective communication and handover 


• Improve service users’ awareness and knowledge of the potential side effects of  
      their medications and lifestyle behaviours which may affect their physical and  
      mental health 


• Lack of awareness of previous use of alcohol, nicotine and other substances could  
      adversely affect management of both physical and mental wellbeing. 


• Raise awareness of accessing health promotion/ screening/ primary and secondary  
      physical health care 
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• Acknowledge that a service user may be too disturbed or may refuse physical  
      examination or assessment and to ensure this is followed up and documented 
      appropriately. 


 
9.3 Physical illness can have a significant impact on a person’s mental health and 


conversely mental illness can seriously impact on a person’s physical health: 
 


• Prescribed medications are associated with important and sometimes  
      serious physical side effects which can result in increased risk of disease  
      e.g. cardiovascular disease 


• Service users with poor physical health and/or mental illness may be  
      prone to the effects of poverty and poor quality life-style 


• People with Learning Disabilities have a lower life expectancy compared  
      to the general population. They have a high prevalence of general health  
      problems, noted within the public health strategy for England (DH, 2010)  
      which stated that people with learning disabilities have significantly  
      poorer life expectancy than would be expected based on their  
      socioeconomic status alone. Health problems include Cancer, Coronary  
      Heart Disease, Respiratory Disease, Epilepsy, Dementia, Mental Illness,  
      Osteoporosis, Poor Oral Health, Hypertension, Thyroid disorder,  
       Diabetes 


• Areas to be considered should include exercise, smoking cessation,  
      information about alcohol and safe drinking, physical effects of substance  
      misuse, dietary advice and sexual health 


• Some service users can be reluctant to visit their GP and are generally  
      less likely to report physical problems or access preventive health  
      services.  It is therefore essential that the physical health of both  
      in-patient users and community service users should be monitored and  
      any identified health needs sign-posted or escalated to a relevant  
      practitioner (e.g. GP). This needs to include those service users  
      vulnerable to blood born virus, needle stick injuries, HIV, Hep B & C. 


 


Collaborative Risk Assessment 
 


10.0 The key to effective risk management is a good relationship between the 
service user and all those involved in providing her or his care. 


 
10.1 Three-way collaboration between the service user, her or his carer and the care 


team should be based on trust in an atmosphere of openness and 
transparency. 


 
10.2 If, for whatever reason, the service user is not involved in some element of risk 


management, this should be documented 
 


10.3 NCISH (2022) suggests families and carers should have as much involvement 
as possible in the assessment process, including the opportunity to express 
their views on potential risk. The management plan should be collaboratively 
developed where possible. Communication with primary care may also be may 
also be helpful. 
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Assessment Following an Incident 
 


11.0 A more detailed risk assessment or the updating of an existing risk assessment 
and the management plan is required following any incident or crisis which 
would include: deterioration in physical health, domestic abuse, suicide attempt 
or a violent incident. 


 
  The assessment should generally include the following: 
 


• Detailed reconstruction based on evidence of the incident from the service  
           user, witnesses and / or the victim 


• Details of trigger factors, e.g. use of alcohol or drugs, events such as  
      contact with relatives/children, refused requests etc. 


• Details of situational factors, e.g. the person living with vulnerable others or  
      people whom the person has threatened before? Are relatives, carers  
           available to offer support? 


• Consideration of the service user’s current feelings and attitude to past  
      incidents 


• Observations by staff of the service user’s responses to stressful situations 


• Review of what crisis or safety plans have helped, and which need  
      amending considering any increased risk for example, confiscation of drugs  
      and alcohol and in line with NCISH (2022) safe prescribing and other  
      national guidance. 


 


Sexual Safety in In-Patient Areas 
 


See the Trust’s Delivering Sexual Safety Policy for full guidance relating to providing 
care in single sex accommodation. Please note that whilst this section is specific to 
mental health, the principle of sexual safety is relevant for all individuals receiving care 
within LPT services. 


 
12.0 National guidance states there is no acceptable justification for admitting a 


mental health service user to a mixed sex accommodation. However it also 
states that it may be acceptable (justifiable) in mental health and learning 
disabilities, if it is in the service user’s best interests if they are at immediate risk 
of harm to themselves or others (i.e. in a clinical emergency) to admit a service 
user temporarily to a single, en-suite room intended for the opposite gender. In 
such cases, a full risk assessment must be carried out and complete safety, 
privacy and dignity maintained. 


 


12.1 Service user risk assessment must be completed and recorded within the care 
records. Service user’s safety, privacy and dignity must be maintained in line 
with trust policy. 


 
12.2 Dependent upon the circumstance risk assessments may consider: 


 


• Sexual orientation and sexual orientation preference 


• Safeguarding history or risks related to self or others 


• Sexual inhibition relating to mental health issues. 
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12.3 Supporting sexual safety is central to a trauma-informed approach to care 


 


Duties within the Organisation 
 


13.1 The Trust Board has a legal responsibility for Trust policies and for ensuring 
that they are carried out effectively. 


 


13.2 Trust Board Sub-Committees have the responsibility for the development of 
policies and protocols. 


 
13.3 The Accountable Executive for this policy is the Medical Director and Director 


of Nursing. The Head of Nursing DMH and The Head of Nursing for FYPC is 
responsible for developing and reviewing the policy. 


 


13.4 Divisional Directors and Heads of Service are responsible for ensuring that 
the policy and procedures are followed. They are also responsible for: 


 


• escalating any operational or professional barriers to following the policy 


• Investigating and implementing action where there is non-compliance with the 
requirements of the policy. 


 
         13.5  Clinical Staff 
 


Clinical staff must ensure that consent has been sought and obtained before 
any care, intervention or treatment described in this policy is delivered. Consent 
can be given orally and/ or in writing. Someone could also give non-verbal 
consent as long as they understand the treatment or care about to take place. 
Consent must be voluntary and informed and the person consenting must have 
the capacity to make the decision. 


 
In the event that the service user’s capacity to consent is in doubt, clinical staff 
must ensure that a mental capacity assessment is completed and recorded. 
Someone with an impairment of or a disturbance in the functioning of the mind 
or brain is thought to lack the mental capacity to give informed consent if they 
cannot do one of the following: 
 


• Understand information about the decision 


• Remember that information 


• Use the information to make the decision 


• Communicate the decision. 
 


In addition, Individual Staff are responsible for: 
 


• Being aware of this policy and demonstrate compliance with it 


• Undertaking the required mandatory or role specific training related to this 
policy 


• Reporting incidents of self-harm and all safeguarding via the Trust 
electronic incident reporting system 


• Ensuring risk assessment and management of vulnerable adults in areas 
where gender mixing occurs for therapeutic purposes 
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• Accepting responsibility for the professional standards of conduct set out by 
their professional body i.e. GMC, NMC or HCPC 


• Working collaboratively with other professionals within their team, across the 
Trust and other agencies with respect to information sharing, decision- 
making and care planning in line with DH (2014) Information sharing and 
suicide prevention-consensus statement 


• Working collaboratively with service users and carers throughout the clinical 
risk assessment process, using legislative guidance such as the Mental 
Capacity Act (2005) to support this as necessary 


• Making thorough assessments of risk and to clearly document reasoned 
judgements 


• Recording all clinical risk assessments and management plans within the 
Trust’s electronic specialty specific risk assessment form. 


 


13.5 Managers and Team Leaders are responsible for: 


 


• Facilitating available training and of knowledge and implementation of this policy 


• Ensuring that all clinical staff have access to role essential Clinical Risk 
Assessment and Management training and other relevant specialty training – 
for example, STORM training for all registered staff working with suicidality. 


• Promotion of and facilitation of multi-disciplinary processes for risk decision 
making, i.e., within team meetings; handovers; ward rounds, supervision 
and peer meetings. 


 
13.6 Ward / Unit Managers and Matrons are responsible for: 


 


• Making staff aware of this policy, its content and how to access the policy 


• Reporting of any non-compliance or concerns about any poor practice by staff 
to the relevant Head of Service 


 


Training Needs 


 
There is a need to continue the Clinical Risk Assessment and Management 2 yearly 
role essential training already provided within the Trust Learning and Development 
Department. Registered staff from DMH and FYPC/LD/ASD and CAMHs are 
expected to attend. The current training package has been revised in line with this 
policy where possible. 
 
The course directory e-source link below will identify who the training applies to, 
delivery method, the update frequency, learning outcomes and a list of available dates 
to access the training. 
 
A record of the event will be recorded on U-Learn. 


 


The governance group responsible for monitoring the training is the Learning and 
Organisational Development Group reporting into the Strategic Workforce Group. 
 
 
 


 


Monitoring Compliance and Effectiveness 
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The provisions outlined within this policy apply to all services providing mental health 
and learning disability care. They will be subject to evaluation and monitoring by the 
Clinical Effectiveness Group who will have responsibility for commissioning clinical 
audit and any other quality monitoring arrangements as required. This will include 
monitoring responsibilities and duties, training, and the appraisal and approval of 
clinical risk assessment tools within the Trust. 


 
                   Bi-annual audit against Trust Risk Assessment Policy including standards for   
                   in- patient, service user and community. 
 


 


Ref 
Minimum 


Requirements 
Evidence for 


Self- 
assessment 


Process for 
Monitoring 


Responsible 
Individual / 


Group 


Frequency 
of     


monitoring 
 


 A. Number of staff Trust Clinical Directorate & Strategic Monthly 


completing risk Role Essential Corporate Workforce  


assessment Compliance Monthly Group  


training  workforce   


  reporting   


 B. 100% of eligible 
service users with 
risk assessment in 
place against audit 
criteria 


Local and annual 
care records 
audits 


Directorate 
Quality & Safety 


Heads of Service 
and Heads of 
Nursing 


Bi-annual 
AMaT audit 


 C.  Number of 
service users 
supported to 
develop a safety 
plan 


Local peer 
review and 
supervision 


Directorate 
Quality & Safety 


Heads of Service 
and Head of 
Nursing 


Bi-annual 
AMaT audit 


 D. Number of 
service users’ circle 
of support 
documented 


Local peer 
review/audit 


Local audit Heads of Service 
and Head of 
Nursing and Head 
of Nursing 


Bi-annual 
AMaT audit 


 E. Number of 
service users with 
 crisis/contingency 
plan in place 
detailing the 
support from 
services 


Local peer 
review and 
supervision 


Directorate 
Quality & Safety 


Heads of Service 
and Head of 
Nursing 
 


 


Bi-annual 
AMaT audit 


 


F.  Number of 
service users with 
a crisis/contingency 
plan that details 
circle of support 
 


Local peer 
review and 
supervision 


Directorate 
Quality & Safety 


Heads of Service 
and Heads of 
Nursing 


Bi-annual 
AMaT audit 
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  Standards/Performance Indicators 
 


TARGET/STANDARDS KEY PERFORMANCE INDICATOR 


CCG requirements as above A to F are Quality Schedule Indicators 


Compliance with relevant and associated 
NICE guidance 
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Appendix 1 
 


Training Requirements 
Training Needs Analysis 


Training topic: Clinical Risk Assessment and Management 


 
Type of training: 
(see study leave policy) 


☐ Mandatory (must be on mandatory training register) 
 Role specific 


☐ Personal development 


 


 
Division(s) to which the 
training is applicable: 


 Adult Mental Health 
 Community Health Services (MHSOP) 


☐ Enabling Services 
 Families Young People Children LD&A 


☐ Hosted Services 


 
Staff groups who require 
the training: 


All registered staff working in FMH, FYPC/LD/ASD services 


Regularity of Update 
requirement: 


2 yearly 


Who is responsible for 
delivery of this training? 


LPT Learning & Development 


Have resources been 
identified? 


On-going 


Has a training plan been 
agreed? 


 


 
Where will completion of 
this training be recorded? 


 
 ULearn 


☐ Other (please specify) 


 
How is this training going to 
be monitored? 
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Appendix 2 
 


 
The NHS Constitution 


 


The NHS will provide a universal service for all based on clinical need, not ability 
to pay. The NHS will provide a comprehensive range of services. 


 


Shape its services around the needs and preferences of individual 
service users, their families and their carers 





Respond to different needs of different sectors of the population  





Work continuously to improve quality services and to minimise errors 


Support and value its staff 


Work together with others to ensure a seamless service for service 
users 


 





Help keep people healthy and work to reduce health inequalities  





Respect the confidentiality of individual service users and provide open 
access to information about services, treatment and performance 


 



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Appendix 3 
 
 


Stakeholders and Consultation 
 


Key individuals involved in developing the document. 
 


Name Designation 


Heather Crozier  


Mat Williams  


Rachael Shaw  


John Hague  


Jenny Worsfold  


Girish Kunigiri  


Kelly Fenton  


Michelle Churchard  


Jacqui Newton  
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Sanjay Rao  Churchard Michelle  
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Mathew Williams  Tracy Ward   


Sam Hamer  Kelly Fenton  


Jane Capes  Jane Martin   


Jo Scordellis  Annie Palmer  


Colin Bourne  Sithokozile Ballard  


Jon Crossley  Zahra Makhany  


Carmela Senogles  Bernadette Crawley-Nash  


Trust Policy Group    


Claire Pope  Tom Gregory  
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Appendix 4 


 
Due Regard Screening Template 


 


Section 1 
Name of activity/proposal Clinical risk and management 


Date Screening commenced  


Directorate / Service carrying out the 
assessment 


All LPT services 


Name and role of person undertaking 
this Due Regard (Equality Analysis) 


Jacqui NEWTON, Deputy Head of Nursing 


Give an overview of the aims, objectives and purpose of the proposal: 


AIMS: This policy describes the process to be followed when assessing the clinical risk of a 
service user. It presents principles underpinning risk assessment across the Trust services 


OBJECTIVES: To provide skilled and safe standards of risk assessment and management for all 
service users. 
To provide guidance for all LPT clinical staff who are working with service users 


Section 2 
Protected Characteristic If the proposal/s have a positive or negative impact 


please give brief details 


Age No negative impact 


Disability No negative impact 


Gender reassignment No negative impact 


Marriage & Civil Partnership No negative impact 


Pregnancy & Maternity No negative impact 


Race No negative impact 


Religion and Belief No negative impact 


Sex No negative impact 


Sexual Orientation No negative impact 


Other equality groups? None identified 


Section 3 
Does this activity propose major changes in terms of scale or significance for LPT? 
For example, is there a clear indication that, although the proposal is minor it is likely 
to have a major affect for people from an equality group/s? Please tick appropriate 
box below. 


Yes No 
High risk: Complete a full EIA starting click. 
here to proceed to Part B 


 Low risk: Go to Section 4. 



Section 4 
If this proposal is low risk, please give evidence or justification for how you 
reached this decision: 


 


The policy has been amended to provide greater involvement of service users and carers in 
risk assessment and management. It is not a new clinical process or a major service 
change. 


Signed by reviewer/assessor Jacqui Newton Date 24.02.23 


Sign off that this proposal is low risk and does not require a full Equality Analysis 


Head of Service Signed  Date  



http://www.leicspart.nhs.uk/Library/MasterDueRegardTemplateOct2013.docx
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Appendix 5 


 
BEST PRACTICE POINTS FOR EFFECTIVE RISK MANAGEMENT 


(Department of Health, 2007) 


 
Introduction 
1. Best practice involves making decisions based on knowledge of the research evidence, knowledge of 
the individual service user and their social context, knowledge of the service user’s own experience, 
and clinical judgement. 


 


Fundamentals 
2. Positive risk management as part of a carefully constructed plan is a required competence for all 
mental health practitioners. 
3. Risk management should be conducted in a spirit of collaboration and based on a relationship 
between the service user and their carers that is as trusting as possible. 
4. Risk management must be built on recognition of the service user’s strengths and should emphasise 
recovery. 
5. Risk management requires an organisational strategy as well as efforts by the individual 
practitioner. 


 


Basic ideas in risk management 
6. Risk management involves developing flexible strategies aimed at preventing any 
negative event from occurring or, if this is not possible, minimising the harm caused. 
7. Risk management should take into account that risk can be both general and specific, and that good 
management can reduce and prevent harm. 
8. Knowledge and understanding of mental health legislation is an important component of risk 
management. 
9. The risk management plan should include a summary of all risks identified, formulations of the 
situations in which identified risks may occur, and actions to be taken by practitioners and the service 
user in response to crisis. 
10. Where suitable tools are available, risk management should be based on assessment using the 
structured clinical judgement approach. 
11. Risk assessment is integral to deciding on the most appropriate level of risk management and the 
right kind of intervention for a service user. 


 


Working with service users and carers 
12. All staff involved in risk management must be capable of demonstrating sensitivity and 
competence in relation to diversity in race, faith, age, gender, disability and sexual orientation. 
13. Risk management must always be based on awareness of the capacity for the service user’s risk 
level to change over time, and a recognition that each service user requires a consistent and 
individualised approach. 


 


Individual practice and team working 
14. Risk management plans should be developed by multidisciplinary and multi-agency 
teams operating in an open, democratic and transparent culture that embraces reflective 
practice. 
15. All staff involved in risk management should receive relevant training, which should be updated at 
least every three years. 
16. A risk management plan is only as good as the time and effort put into communicating its findings 
to others. 
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Appendix 6 


 
DATA PRIVACY IMPACT ASSESSMENT SCREENING 


 
Data Privacy impact assessment (DPIAs) are a tool which can help organisations identify the most effective way to 
comply with their data protection obligations and meet Individual’s expectations of privacy.  The following screening 
questions will help the Trust determine if there are any privacy issues associated with the implementation of the Policy. 
Answering ‘yes’ to any of these questions is an indication that a DPIA may be a useful exercise. An explanation for the 
answers will assist with the determination as to whether a full DPIA is required which will require senior management 
support, at this stage the Head of Data Privacy must be involved. 


Name of Document: Clinical Risk Assessment and Management Policy 


Completed by: Jacqui Newton 


Job title Deputy Head of Nursing 
DMH 


Date 24.02.2023 


Screening Questions Yes/
No 


 


Explanatory Note 


1. Will the process described in the document involve the 
collection of new information about individuals? This is 
information in excess of what is required to carry out the 
process described within the document. 


 


NO 
 


2. Will the process described in the document compel 
individuals to provide information about them? This is 
information in excess of what is required to carry out the 
process described within the document. 


 


NO 
 


3. Will information about individuals be disclosed to 
organisations or people who have not previously had routine 
access to the information as part of the process described in 
this document? 


 


YES 
It is possible that improved sharing of 
information will increase disclosure to 
primary care, other LPT services, 3rd 
sector organisations providing direct care. 


4. Are you using information about individuals for a 
purpose it is not currently used for, or in a way it is not 
currently used? 


 


NO 
 


5. Does the process outlined in this document involve the use 
of new technology which might be perceived 
as being privacy intrusive? For example, the use of biometrics. 


 


NO 
 


6. Will the process outlined in this document result in 
decisions being made or action taken against individuals in 
ways which can have a significant impact on them? 


 


NO 
The intention is to improve involvement of 
the service user and carers in all aspects of 
decision-making about their care. 


7. As part of the process outlined in this document, is the 
information about individuals of a kind particularly likely to 
raise privacy concerns or expectations? For examples, 
health records, criminal records or other 
information that people would consider to be 
particularly private. 


 


NO 
All sharing of information should be 
justifiable. Consent to share should be 
obtained where possible. The duty to 
share must be considered as part of the 
clinical reasoning. 
 


8. Will the process require you to contact individuals in ways 
which they may find intrusive? 


 


NO 
It is always possible that contact with 
services will be seen negatively and/or 
declined. 


 
Acknowledgement: This is based on the work of Princess Alexandra Hospital NHS Trust 


If the answer to any of these questions is ‘Yes’ please contact the Data Privacy Team via Lpt-
dataprivacy@leicspart.secure.nhs.uk      In this case, ratification of a procedural document will not take 
place until review by the Head of Data Privacy. 


Data Privacy approval name:  


Date of approval  



mailto:Lpt-dataprivacy@leicspart.secure.nhs.uk

mailto:Lpt-dataprivacy@leicspart.secure.nhs.uk




